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INTRODUCTION

The Global Advisory Group of the
Expanded Programme on Immunization
(EPI) has 12 members representing all
Regions of the World Health Organiza-
ton (WHO) with six members selected
“at large”. Representatives of collaborat-
ingagenciesanddonorstothe Programme
are also invited and their views are
included in this report.

The fourteenth meeting of the
Global Advisory Group was held in
Antalya, Turkey on 14 — 18 Ocrober
1991. The officets of the meeting were:

Chairperson
Dr A Grech

Vice-chairperson
Dr Raj Karim
Rapporezur

Dr W. Orenstein

Dr A Grech welcomed six new
members to the Group: Dr U, Aye Kyu,
Professor A.S. Muller, Dr W. Orenstein,
Mis Vineeta Rai, Dr N. Sakai and
Dr J. Sepulveda.

Ashortvideo from the UCI ceremony
at the United Nations martking the
achievernent of 80% immunization
coverage was shown,

Mr Saffet Arikan Beduk, the Gover-
nor of Antalya appreciated the efforts of
WHO and UNICEEF in helping the
immunization services in Turkey. He
said that good health is an integral part

of national development and that we
should be careful to take good care of
women and children in pardeular, He
said that training and the proper
coordination of different agencies was
the most important aspect of this work.

Dr G. Oblapenko, representing the
European Regional Director of WHQO
said that Turkey was a bridge berween
the three continents of Europe, Asia and
Africa and that the country is also a
bridge of three different cultures. He
concluded by saying that this meeting
should be a bridge for the future of the
children in the world.

Dr R. Kim-Farley, representing
WHO Headquarters, said that the EP1
had ambitious new goals 1o reduce
measles mortality by 95%, eliminate
neonaral teranus by 1995 and to
eradicate poliomyelitis by the year 2000,
He went on to say that this meeting of
the Global Advisory Group was the
larpest ever and that this demonstrated
the commirment of the many organiza-
tions concerned.

Dr (Mrs) Gueler Bezirci, Deputy
Under Secretary of Health, welcomed
the members to Turkey and said that
the children of the world owed a debt to
the EPI for its success and she thanked
the programme on behalf of the children
of Turkey. She said that although
immunization had started in Turkey in
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the 1930s the immunjzation rate had
only reached about 30% by the mid
1980s. This led to three naton-wide
campaigns in 1985 during which over 5
million children were immunized. Since
that date, she reported that immuniza-
tions are being provided by routine

services, a polio eradication initiative
had been launched and a neonatal
tetanus elirmination effort would be
agreed next year. The country, she said,
was searching for new ways to reach
their twin goals of high immunization
coverage and low disease incidence.

WHO/EPI/GEN/A2.1




2.

SUMMARY OF CONCLUSIONS AND
RECOMMENDATIONS

EPI for the 1990s

The revised paper on “EPI for the
1990s" (WHO/EPI/GEN/92.2) was
endorsed as the concept of the EPI for
the decade. This paper should form the
basis for developing a joint policy
statement with UNICEF,

The revised progress report and
proposed draft resolution for the WHO
Executive Board were endorsed, specifi-
cally recommending the additional
operational targers for the 1990s
detailed below:

Surveillance

All countries should ensure complete
and timely reporting of measles, neona-
tal tetanus and paralytic poliomyelids
(including reports of zero cases) on at
least a monthly basis from all designated
reporting sites by the end of 1992.

Immunization coverage
Immunization coverage against
diphtheria, pertussis, tetanus, poliomy-
elits, and tuberculosis for children
under one year of age should reach at
least 80% in all districts by 1995 and
90% by the year 2000, Measles immu-
nization coverage should reach at least
90% in all districts by 1995. Meeting
the goals of measles reduction, neonaral
tetanus elimination and poliomyelitis
eradication will require even higher

coverage in certain high risk areas. In all
districts at high risk of neonatal tetanus,
all births should be protected by the
immunization of women of child-
bearing age with tetanus toxoid by
1995. If risk is unknown, it should be
assumed to be high.

New vaccines incorporated into
the EPI

Yellow fever vaccine should be
routinely administered to children
under one year of age in all countries at
risk for yellow fever by 1993,

Hepatits B vaccine should be
integrated into natonal immunization
programmes in all countries with a
hepatits B carrier prevalence (HBsAg)
of 8% or greater by 1995 and in all
countries by 1997. Target groups and
strategies may vary with the local
epidemiology. When carrier prevalence
15 2% or greater, the most effective
strategy is incorporaton into the routine
infant immunization schedules. Coun-
tries with lower prevalence may consider
imenunization of all adolescents as an
addirion or alternative to mfant tnmu-
nization. ‘

Establishment of a global fund for

new vaccines

A global vaccine fund financed by the
donor community should be established
by 1993 to be used by developing

WHOEPVGEN/Z.1




countries to add hepatitis B and other
new and improved vaccines to their
immunization programmes. This fund
should be a priority of the Children’s
Vaccine Initative to ensure that these
vaccines are available in the countries
that need them the most.

Cost and resource implications
of EPI strategies

The measles reduction, neonatal
tetanus elimination and poliomyelitis
eradication initiarives and the new
coverage goals will require significantly
more tesourees, including more vaccine.
Strategies to achieve these and other
goals must be evaluated and prioritized
using information that includes the cost
implications and impact on available
resources such as vaccines, staffing,
equipment and budgets.

Additional efforts should be made to
ensure that supplies of vaccines are
increased and thart adequate resources
are available throughout the decade.
This is likely to require enhanced
vaccine production capacity.

Information on the resource needs of
individual EPI strategies should be
gathered through: (1) selected pro-
gramme reviews; and (2) review of the
effectiveness of strategies used by major
countries to provide a measure of the
trade-offs inherent in these different
strategics.

Donor participation and
coordination

There is an expanding need for
country, regional, and global resources

to sustain and support immunizacion in
the 1990s. Because Interagency Coordi-
nating Committess have resulted in
enormous benefits in coordination and
resource mobilization at country and
regional levels, WHO should establish a
means 1o assure a more effective participa-
tion and coordination of the donor
community in the EPI at the global leval.

Achieving and sustaining 90%
immunization coverage

The goal of achieving the 90%
immunization coverage target for all
antigens by the year 2000 is a critical
objective of the EPI and must be seen as
the basis for controlling all the EP1
target diseases and to meet the measles
reducrion, neonatal tetanus elimination,
and poliomyelitis eradication goals. This
challenging goal will require additional
resources as efforts focus on identifying
and aceessing high risk, difficult to
reach, and under-served populations.

Since immunization scrvices are an
integral part of primary health care,
maximum effort should be made to
utilize immunization conracts to deliver
other MCH services.

In their efforts to achieve or maintain
high immunization coverage, countries
should focus on areas and population
groups with lower coverage. They
should make more efficient use of
available resources, increase self-reliance
and improve the quality of services.
Drop-out rates and missed opportuni-
ties need to be systematically reduced.
The disease reduction, elimination, and
eradication initiatives will be the rmain
mechanism to sustain political visibility
and goal orientation at both national
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and sub-national levels. The develop-
ment of management informarion
systems for national and local epidemio-
logical surveillance should become a
priority.

In those countries in which the health
infrastructure is less developed or still
deficient or which have low immuniza-
tion performance (countries often
affected by war, civil strife and eco-
nomic hardships), highest priority
should be given to extending the
capacity to deliver vaccines throughout
the counury and ininating the develop-
ment of surveillance and management
information systems. After careful
evaluation, it some of these countries,
special eradication/elimination activides
may be undertaken if it is determined
they are likely to hasten the swengthen-
ing of the immunization inftastructure
(e.g., if such activites can help mobilize
the resources to enhance the overall
immunization programume). Extensive
support from the internatonal commu-
nity is urgently needed to help these
countries reach all communities and
atrain high coverage as well as to
proceed vigorously toward disease
reduction, elimination, and eradication
tarpets. Immunization initatives should
be used for promoting “days of tranquil-
licy” in counrries affected by warand
civil strife.

Neonatal tetanus elimination

The 1990 Global Advisory Group
recormmendations to eliminate neonatal
tetanus by 1995 are reemphasized and
countries are urged to:
~ identify high risk areasand popula-

fion groups;

- prepare Action Plans which identify
and prioritize efforts to high risk
areas; and

— sareen and imrounize every worman
who brings a child to an immuniza-
tion session.

A mother of a child diagnosed with
neonatal tetanus appears to be at
significanty higher risk of having
subsequent children with neonatal
tetanus. Health staff should screen and
immunize mothers of children who
present with neonatal teranus.

To obtain more accurate information
on neonatal tetanus protection, the
following should be considered:

— at least one coverage survey with sub-
national stratification in all countries
at high risk to measure the propor-
tion of infants protected at birth from
neonatal tetanus. This survey should
also collect information on basic
indicators of maternal care.

field evaluation of the validity and
operational feasibility of routinely
monitoring tetanus toxoid protection
levels of mothers at the first DPT
contact with their child (see Preven-
tion of Neonatal Tetanus through
Immunization, WHO/EPI/GEN/
86/9 REV 1 for definitions of
protection). WHO should report on
the results of these evaluations at the
1992 GAG meeting,

Progress on screening and immunizng
wornen bringing a child to imwaunizaton
sessions, as well as offering tetanus toxoid at
first contact with antenatal care, should be
assessod at every supervisory visitand
Programime review.

Safe and clean delivery by trained
birth attendants is one element of the

WHOEPIGEN92.)




Safe Motherhood Initiative and is a core
component of the neonatal tetanus
elimination initiative. Progress toward
implementing this strategy should be
monitored utilizing rates of maternal
mortality, invesdgation of maternal
deaths, provision of antenatal care, and
the use of clean delivery kits.

Measles reduction

The Global Plan of Action for
Measles Control (WHQ/EPI/GEN/
92.3) is endorsed.

Immunization programmes should
strive to meet the measles reduction
goals. WHO should aggressively
promote research to overcome barriers
to these goals, including:

— the absence of vaccines that induce
high efficacy in infants during the
first few months of life;

— the high (approximarely 85%) but
potentially insufficient efficacy of a
single dose of presently available
vaccines when administered at 6 or 9

months of age;

— the high proportion of cases not seen
by the health care system making
complete case ascertainment difficult;

— the absence of simple diagnostic tests
for use in the field to differentiate
measles from other rash illnesses with
similar characteristics; and

— the ahsence of a clearly defined
strategy to reach the goals.

Control serategies, including out-
break control strategies, should be tested
and evaluated during the next year in
several countries or sub-regions and
progress reported at the next meeting,

Alternate strategies should be studied for
cost-effectiveness and feasibility. Strate-
gies for improving coverage in urban
areas should receive a high priority.

Studies should be completed rapidly
to assess the efficacy and safety of
administering measles vaccines to
children younger than 9 months of age
and/or in 2 dose schedules.

Eradication strategies should be
evaluated a5 soon as possible. Progress
on the innovative efforts in the Americas
to eradicare measles will be of pardcular
interest.

Vaccine requirements for control
activities must be determined and
supplies guaranteed. Global demand
will rapidly increase substantially
beyond current levels. Adequate re-
sources must be secured to ensure the
success of the inidative.

Countries should produce or review
guidelines for health workers on the
treatment of measles. Vitamin A should
be used for treatment of measles in areas
where vitamin A deficiency is a public
health problem and should be consid-
ered for severe cases in other areas as
well.

Poliomyelitis eradication

Unless additional financial and
technical support becomes available
immediately for national, regional and
global polio eradication activities,
especially for vaccine supply and
laboratory network support, there may
be uldmate failure of the poliomyelitis
eradication initiative. Donors should be
made fully aware of this severe constraint
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and be urged, on a multilateral or
bilareral basis, to ensure sufficient
financial and technical support to allow
national immunization programmes to
complete poliomyelids eradicadon.

The technical policies recommended
at the 1990 Global Advisory Group
meeting remain the basis for poliomyeli-
tis eradication. After further experience
grined in the last year, these policies are
reaffirmed.

Because the global goal for poliomy-
elids eradication is not wargeted to be
achieved undl the year 2000, there is
concern that countries may have a false
sense of security that they can delay
taking measures to begin eradicating
polio until the latter part of the decade.
Global eradication will be enhanced if
all countries implement necessary
actions for poliomyelitis eradication as
soon as practicable to assure the goal is
achieved at the earliest possible time.
WHO should develop a plan of action
for eradication certification and evaluate
the possibility of global certification by
the year 2000.

Counrries which have developed
national plans of action aitned at
achieving eradication of the wild
poliovirus should review these plans to
ensure that technically appropriate
policies as recommended by WHO,
aspecially on immunization and surveil-
lance, are being implemented and that
progress is being monivored on a regular
basis.

WHO should review the lessons
learned from poliomyelits eradicadon
in the Americas and other countries as
well as cheir implicatons for EPl and
primary health care.

Control of Pertussis

Available data indicate that
pertussis continues to be an important
disease during infancy and childhood,
particularly among those who are
inadequately immunized.

All countries should use available
pertussis vaccines in immunization
programmes for children. Since acellular
pertussis vaccines are not yet generally
available, the widespread use of DPT
vaccine containing the whole cell
pertussis component should be contn-
ued, The risk of pertussis disease far
outweighs. the risk of severe reactions to
the vaccine,

Surveillance of pertussis morbidity
should be strengthened in all counuries
and, ideally, pertussis should be a
reportable disease. There is 2 need to
collect more information on the present
epidemiological pattern of pertussis,
especially the age distribution of
pertussis cases in developing countries,
to have the data on which to base
recommendations regarding a DPT
booster dose policy in children above
one year of age.

Routirie monitoring of vaccine
efficacy is highly desirable. Epidernio-
logical data on a low vaccine efficacy
should be considered a danger signal for
passible low quality vaccine or inad-
equacies of storage, transport or admin-
istration of vaccine. Such possibilities
should be investigated.

Previous recommendations for
DPT immunization at 6, 10 and 14
weeks of age in developing countries are
reaffirmed.
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In developed counuies, any recom-
mended schedule should include a three
dose primary series of DPT vaccine
administered before 6 months of age.
Reinforcing the primary series with a
fourth dase given at 15 to 24 months of
age should be considered. The need for
additional booster doses at later ages
should be assessed by individual na-
tional programmes. The coverage target
for the one booster dose should be the
satne as for the primary series.

WHO should review the available
information on the need for supplemen-
tal doses of all EP] vaccines, including
DPT, and should propose recom-
mended policies on such doses at the
next meeting.

WHO should encourage the devel-
opment of better diagnostic tests which
would facilitate surveillance of pertussis.

Hepatitis B

Previous recornmendations for
heparids B are reaffirmed. Targer dates
for implementation have been set. The
call for acdon contained in the Yaounde
Declaration on the Elimination of
Hepadis B Infection (Annex D) is
endorsed.

Rubella and congenital rubella
syndrome

While much is known about rubella
and congenital rubella syndrome (CRS)
in the developed world, there are
- insufficient data from developing

countries on:
— the epidemiology of rubella;
— rubella infection during pregnancy;

— the incidence of CRS; and
— the health impact of the above.

This last point is crucial to determine
whether there is even a place for rubella
control in such countries.

A strategy to interrupt transmission
of rubella virus through high coverage
with rubeila vaccine at the same time as
measles vaccine has potential risks, If
coverage is not sufficient to interrupt
transmission but merely shifts the age-
specific infection rate to older groups,
then the potential exists for more cases
of CRS than would have occurred in the
absence of vaccinadon.

Strategies of selective vaccination of
prepubertal schoolgirls and susceptible
adult women, although nor associated
with the above risks, may be harder w
implement because of difficulties in

. accessing target populations and are

relatively inefficient as many of those to
be immunized are already immune.

Introduction of MMR or rubella
vaccines in any immunization pro-
gramme should be wichin a strategy that
aims primarily at the prevention of
CRS. Therefore, universal immuniza-
tion with MMR should be avoided in
developing countries unless very high
coverage can be assured and immuniza-
tion of post-pubertal females is simulta-
neously introduced. The preferred
strategy for those countries wishing to
embark on a rubella control program is
selective immunization particularly of
high risk groups, essentially post-
pubertal females.

WHO should promote research to
determine the epidemiology of rubella

and CRS and the health burden of these
conditons in developing countries. This
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would allow rational decisions to be
made on whether and how to undertake
control. WHO should develop proto-
cols including standardized
epidemiologic and laboratory method-
ologies 1o allow studies w be compared
directly, With such informadon,
mathematical modelling evaluating the
impact of various strategies should be
feasible.

WHO should develop specific
guidelines to assist countries considering
the introduction of rubella control
strategies. In developing these guide-
lines, WHO should draw on the
experiences of those developed and
developing countries who have started

and evaluated rubella control.

Routine systems for disease
surveillance

A aritical determinant of the success
of immunizadon programmes will be
the impact of high coverage on disease
incidence, As well as measuring pro-
gramme impact, disease surveillance in
every country will be essential to help
idencify risk areas and to produce
inforrnation which can form the basis
for appropriate immunizaton policies.
As rudimentary surveillance systems are
improved, increases in reported cases
should be expected in many countries
even when coverage may already be
high. Enhanced reporting should be
encouraged and reporting sites should
receive positive reinforcement and
should not be punished for improving
disease notification.

Effective surveillance systerns should
urgently be established to proceed with
the measles reduction, neonaral tetanus

elimination and poliomyelitis eradica-
tion iniriatives, Systerns should be in
place by the end of 1992 to reach a
1995 goal. Implementing surveillance
for these diseases should serve as an
impetus to improve overall disease
surveillance,

The “Guidelines for Improvement of
Routine Systerns for Disease Surveillance,
Including EPI Target Diseases” (WHO/
EPI/GEN/92.4) are endorsed, Of
special note are: the importance of
decentralizing rhe responsibility for
disease surveillance; the analysis of
surveillance information for developing
and enhancing disease control policies;
and the importance of using indicators
to monitor and improve the quality of
surveillance. The involvernent of the
communiry, local leaders, NGOs and
private physicians in the surveillance
systern should be sought to strengthen
political resolve and mobilize the
community to reach the goals.

Training in disease surveillance
should be based on the above guidelines.
WHO should organize and conduct
inter-country and country workshops
on disease surveillance with highest
priority given to training of trainers,

Laboratory support will be essential
for achieving the goals of polio and
measles eradicadon. Efforts should be
continued to develop a laboratory
support system, However, substantial
improvements in surveillance systemns
should be made even prior to the
availability of this laboratory support.

Vaccine quality

The GAG is alarmed that much of
the vaccine in use today either does not
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comply with WHO requirements or is
of unknown qualicy. This is despite the
fact that the World Health Assembly in
1982 adopted Resolution WHA35.31
which urged Member States to assure
that all vaccines used in immunization
programmes meet WHO requirements.
For example, only 25% of tetanus
toxoid producers and 479 of OPV
producers have independent control
authorities determined by WHO to be
acceptably certifying compliance with
WHO requirernents.

‘The rapid implementation of the
principles of the Certification Scheme
for Pharmaceutical Products Moving in
Intemational Commerce, contained in
World Health Assembly Resolution
WHA41.18, is encouraged for all EPI
vaccines, with OPV and tetanus toxoid
as a first priority.

The proposed draft resolution on
vaccine quality being prepared for the
WHO Executive Board in a form which
will include all EPI vaccines is endorsed.

Member States and the international
comumunity should urgently review the
status of all vaccines used in the EP1 to
assess whether they meet WHO
requirements; identify the resources
necessary to conduct this review;
continue monitoring vaccine quality on
an ongoing basis; and upgrade produc-
tion facilities and National Control
Authorities to ensure that vaccines meet
WHO requirements.

Micronutrient supplementation
through the EPI

Urgent priority should be given to
micromutrient supplementation in areas

of recognized deficiency. Those respon-
sible for nutrition should take the lead
on overall policy, with EPI as one of the
programmes responsible for the delivery
of supplements to infants, young
children and mothers.

Qperational targets should be set at
country and regjonal levels. In the initial
stages of programme development, such
targets will relate to the coverage of
micronutrients.

Previous GAG recommencations for
schedules of vitarnin A and iodine
supplementation supplied through
immunization programres are reaf-
firmed. Further review will be necessary
ag soon 2 the result of trials on both
impact and safety of vitamin A supple-
mentation in the early months of life are
available,

Iron supplements should be delivered
to pregnant and lactating women
through immunization programmes in
areas of recognized deficiency. Tetanus
toxoid administration during pregnancy
provides an opportunity to supply iron
supplements. :

Cold chain and logistics for
health

The wastage of vaccine from 20 dose
vials observed in recent field studies
where immunization sessions are less
than 10 children is cause for concern.
Refusal to open vials of vaccine has also
been found to contribute to missed
immunization opportunities. Countries
are therefore utged to conduct studies, if
needed, on the average number of
children and women immunized per
session to determine which vial sizes 1o
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order (e.g., 5 or 10 dose vials instead of
20 dose vials).

Indicators of heat exposure suirable
for vaccine vials have been developed
and are in the latest UNICEF tender for
polio vaccine. All major international
suppliers should use these indicators
with polio vaccine, the most heat labile
vaccine of the EP, and expand to cover
other EPI vaccines.

Solar powered refrigeration has been
shown, by surveys in the Americas, Africa
and the Western Pacific to perform reliably
when installation and maintenance
procedures have been followed according to
WHO standards, Work should continue
to reduce system costs and broaden the
benefits of solar energy wo other sectors of
primmary health care.

Reusable syringes and steamn sterilizers
remain the equipment of first choice. In
countries using disposable equipment,
auto-destruct syringes should be used
undess it can be assured thar disposable
syringes and needles will be safely
destroyed after a single use. The group
commended UNICEF for supplying
only auto-destruct syringes instead of
standard disposable syringes for use in
the EPL

The quality of steam sterilization
should be routinely monitored by the

use of accepted time, steam, and
temperature indicators,

Countries are encouraged to allow
sterilization and other equipment
supplied for the EPI to be used by other
pritnary health care programimes,

Measures should continue to be
undertaken to improve cold chain
equipment and assure its maintenance.

Yaccine Independence
Initiative

The Vaccine Independence Initiative
is endorsed. This Initiative promotes the
sustainability of national immunization
programmes by aiding certain countries
to ensure the long term supply of
WHO approved vaccines through the
provision of flexible financing terms,
emphasis on strong planning and inter-
ministry cooperation and an efficient
vaccine procurement systerm.

UNICEF and WHO should rapidly
expand this mechanism to all countries
which could benefit from its use and
their country offices are encouraged to
accept local currency generated by the
Vaccine Independence [nitatve
wherever possible.

WHO/EPUGEN/92. 1
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J.

'REGIONAL AND GLOBAL PROGRESS

African Region

The Expanded Programme on
Immunization has been progressing well
over the last year in the African Region.
There continucs to be soong support
from the top levels of all Ministries of
Health.

The 41st Session of the African
Regional Committee was attended by
more than thirty Ministers of Health
and other country delegates and dis-
cussed extensively the achievernents and
challenges of nadonal immunization
programmes, It was noted that the
implementation of the EPI at the
national level had clearly demonstrated
the tremendous potendal of health
systems, including the managerial and

Figure 1

professional abilities of peripheral health
workers, regional supervisors and
national programme directors, once
appropriate planning, training, supplies
and supervision are provided.

Regional targets include the require-
ment that immunization services should
be accessible to all infants, and coverage
levels should be at least 75% in all
countries for all six EPI vaccines by
1990. It is clear that Member States are
making special efforts to achieve these
targets. As of August 1991, the achieve-
ments include an immuization
coverage of 79% for BCG, 57% for the

. third dese of DPT, 56% for the third

dese of OPV, 54% for measles and
39% for the second dose of tetanus
toxoid.

Immunization coverage in infants <1 year old, Africa 1990.
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Twenty out of forty countries,
representing one third of the Regional
population, have sustained a high
coverage throughout the accelesation
petiod which started with the African
Immunization Year in 1986. These are
mainly countries where immunization
services are integrated within PHC
activities and there is a good health

" infrastructure.

Regional surveillance remains limited
for monitoring trends in disease inci-
dence. Reporting remains incomplete,
irregular and unreliable. A major effort
will be needed in 1992 o recufy this
situation, especially at country level.
There is also a need w extend the
proportion of health facilities reporting
as well as making sure that reports are
tirely and regular. Immunization
coverage is not yet reported well, and it
is becoming increasingly necessary to
consider setting targets for reporting
completeness and timeliness for national
programines.

‘The installation of the Computerized
EP1 Information System (CEIS) has
been actively promoted by WHO in the
Region for the past three years. Some
countries, however, have problems in
maintaining the system. In some cases,
the person responsible at the national
level has not been adequarely trained or
did not have training in computers at
the time of installation. It appears thata
rmore in-depth evaluation is needed
before there is further expansion of the
CEIS in the Region.

There will need ro be more emphasis
in training materials to improve techni-
cal and managerial performance at the
district level. Districr Health Teamns are
expected to develop a list of EPI priority

actions and resources needed to expand
immunization activities.

The main concerns of EPI in the

Region include the following;

— identificaton of the most appropriace
strategies for service delivery thac will
sustain the present achievements and
ensure improvement — especially in
countries with low coverage. So far,
the district approach for planning
and monitoring EPI seetns very
relevant for most national health
systems in the region.
ensuring a continuous commuity
participation and involvement in the
disease control goals through the
successful implementation of the
Barnako Initiatve (which aims at
strengthening PHC delivery with full
commitment of the country con-
cerned).

coordinating resources and efforts of
many donor agencies at regional and
national levels.

problem-solving follow-up visits by
inter-agency teams, subsequent to the
preparation of EPI plans of opera-
tions by all countries.

American Region

Immunization Coverage

As in previous years, coverage
continued to increase during 1990-91,
and for the first time in history, coverage
was above 75% for all the vaccines
included in the childhood part of the
programme: DPT, OPV, measles and
BCG.

The increase in coverage over the last
ten years — from as low as 15% for DPT
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vaccine in 1979 to 76% achieved in
1990 ~ is in itself a major public health
suecess story that demonstrates when
there is a clear public health objective,
sound programme strategies, and the
potlitical will and resources, the target
can be achieved.

Coverage with the first dose of
muldple-dose vaccines such as DPT and
‘QPV is above 90%, and declines to just
above 75% for the third dose are due to
drop-out from first to last dose, Using
this criterion, it can be assumed that the
goal of the availability of immunization
services to all children has been
achieved. The combination of several
immunization tactics, such as delivery of
vaccines through all health facilities and
the utilization of national or distrct
‘immunizaton days with all EPI vac-
cines, has assured thar chese services are
available to all of the population.

Poliomyelitis eradication in the
Americas

Poliovirus wransmission appears on
the verge of being interrupted through-

Figure 2

out the Westem Hemisphere. Despite
examination of over 2,000 stool speci-
mens during 1990, only 18 have
revealed wild poliovirus. Over four years
have elapsed since the last isolation of
wild poliovirus in the Southern Cone
countries, more than eight years since an
isolate has been found in the English
speaking Cartibbean, more than three
years since the last isolation of indig-
enous wild poliovirus in Central
America (the last three isolates appear to
have originated from 2 recent inroduc-
tion from Mexico), two and a half years
since the last one in Brazil, and eleven
months since the last one in Mexico.

The significance of these findings is
even more remarkable considering the
enormous improvement in surveillance
for acute flaccid paralysis during the last
year. In all, 2,572 reports were investi-
gated, the largest number investigated to
date in a single year.

By October 1991, only seven polio
cases have been detected, six in Colum-
bhia and one in Peru. The last case

Number of polio cases reported and confirmed in the Americas 1985 — 1990.
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reported] to date was in Columbia on 16
April 1991, This tremendous progress
can be ataributed in substantial measure
to the political and social commitment
which has generated a high priority for
itnmunization programmes in all
countries of the Americas and within
PAHO, In addition, the combination of
strategies so effectively used with
national immunization days, and
mopping up operations complementing
immunization actvities carried out daily
at health facilides, is having a great
impact toward increasing immunization
coverage. The high level of coordinaton
achieved among all the governments
and agencies that are supporting
immunization efforts in the Western
Hemisphere (USAID, UNICEF,
Rotary, IDB, CPHA and PAHO) is
also critical for smooth and creative
implementation of the programme and
for optimal use of available resources.

The use of immunization coverage
dara by district, and the improvements
in surveillance of acute flaccid paralysis
make clear the benefits that could be
accrued to other elements of the overall
jmumunization programme, and poten-
tially other primary health care interven-
tions by this decentralized information
system.

Neonatal tetanas elimination in
the Americas

In the petiod 1985 to 1990, there
were between 1 000 to 1 400 cases of
neonatal tetanus reported annually in
the Americas, The 1990 data are still
provisional and surveillance for neonatal
tetanus is not yet fully developed, but
preliminary information from studies
that took place over the last three years

indicate that as many as 10,000 cases of
this disease could be occurring every
year in the Region of the Americas.

The PAHO approach to eliminate
this disease by 1995 is to immunize all
women of childbearing age in all those
areas that are idendfied as high risk for
the disease. This strategy is based on the
prevalence of the disease which varies in
the different geographical areas within a
country. Surveillance should also be
established to determine the magnitude
of the problem in those areas that do
not report cases and to evaluate the
impact of the immunization pro-
grammes in those areas targeted for
action. The immunization activities are
a complement to the improvement of
prenatal care and of delivery practices
used both in formal as well as informal
health services, including the participa-
tion of wraditional birth attendants in
irmmunization and surveillance activi-
ties.

The studies conducted so far have
identified that 57% of the cases of
neonatal tetanus in the Americas
occurred in only 5% of the total
number of districts or counties, where
there are only 10 million of the total 86
million women of childbearing age that
reside in these 16 countries.

‘Thus, the immunizaton of just 10
million women of childbearing age could

pravent over half of the cases of neonatal
tetanus that are known to ocatr in the

- Americas during any given year.

Several countries have started control
measures in these high risk areas and
preliminary information indicates that
control of the disease could be achieved
effectively.

16
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Figure 3
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Figure three shows the decline in
neonatal tetanus cases in Santa Cruz de
la Sierra, Bolivia, following the intro-
duction of immunization of women of
childbearing age, with the participation
of madidonal birth attendants in the
process of immunization.

Measles control in the Americas

Information on measles incidence at
national and regional level is frequendy
incomplete and does not represent the
true epidemiological situation. How-
ever, even with these deficiencies it is
possible to analyze the trends of the
disease and establish the best strategies

for its control.

It is important to stress that the
strategies for measles control rely on two
components:

— in those countries where the infia-
structure is not well developed,
achieving and maintaining high

immunization levels will have to be
accomplished by intensive immuiniza-
tion through existing health services,
complemented by national immuni-
zation campaigns; and

— intensive epidemiological surveillance
to detect all suspected cases and the
institution of appropriate control
measures.

Using these strategies, Cuba has
reported no case of measles since
September 1990 and the English-
speaking Caribbean initated its measles
elimination activides in May 1991 wich
the immunization of all children under
15 years of age, coupled with intensive
surveillance activites. The experiences
of Cuba and the English-speaking
Caribbean will show the way for the
stratepies that will eventually be used for
the elimination of measles from the
Americas.

WHO/EPGEN/Z,1
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Conclusions

The 25th meeting of the PAHO
Directing Council WHO Regional
Committee for the Americas met in
September 1991, and approved a
Resolution that established priorities for
action for the 1990s. Among, these, it is
of critical importance that there is
decentralizarion of the health services
with identification of areas at highest
tisk for resource allocation, as well as the
inclusion of the private sector in further

support of the programme.

The surveillance infrastructure
developed for polio eradication is now
being expanded to include fever and
rash disease as well as for early recogni-
tion of cholera epidemics in many

countries of the Region.

The Coundil requested that the
Organization evaluate the strategies for
measles control and elimination and the
feasibility of eliminating this disease in
the Americas. It was felt that the issue of
vaccine supply should also be looked at
with the goal of achieving regional self-
sufficiency in matters of vaccine produc-
tion and quality control.

Figure 4

Eastern Mediterranean Region

Immunization coverage.

For 1990, reported regional immuni-
zation coverage among infants before
their first birthday was 86% for BCG,
81% for DPT3 and OPV3 and 75%
for measles. The reported immunization
coverage with at least two doses of
tetanus toxoid was 52% for pregnant
women and 20% for women of child
bearing age. In three Member States,
Afghanistan, Somalia and the Southern
Provinces of Sudan, coverage remains
low due to local conflicts.

19 of the 22 countries in the Region,
and che Palestinian People under the
administrative care of UNRWA,
reported achieving DPT3/OPV3
coverage well over 80% in 1990. This
area has over 85% of the Region’s infant
population. 19 countries have also
reached 70% coverage for measles
vaccine. Three countries, Afghanistan,
Lebanon and Somalia, have not yet
achieved 50% coverage for measles

vaccine,

Immunization coverage of children <1 in Eastern Mediterranean 1986 — 1390.
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All countries adopting tetanus toxoid
IMIMUNIZANON a5 a rouane, age now
targeting women of child bearing ape,
with emphasis on pregnant women.

Datz analysis from the Region shows
that over 85% of infants received at least
one DPT/OPV dose in 1990, ranging
from 31% in Somalia to 99% in
Bahrain. Drop-out rates were less than
5% from first to third dose with a range
of 1% in Cyprus to 24% in Afghani-
stan.

Six countries, Egypr, Jordan, Leba-
non, Saudi Arabia, Tunisia and the
United Arab Emirates, conducted
evaluations and four tnote countries
were independently reviewed by WHO
and UNICEF in 1990 to validate their
routine reporhng system.

Sustainability of Immunization

The recent Intercountry Meeting
of EPI Managers, endorsed by the
Regional Technical Advisory Group,
made three recommendations to ensure
the sustainability of immunization in

the Region:

Figure 5

— the intemartional and bilareral
agencies should maintain support for
countries requiring it in a way that
will lead to self sufficiency,

— inter-country assistance within the
Region should be srengthened,
especially in the area of information
and technical support. Countries
with greater financial support should
consider assisting neighbours with
mote limited Gnancial resources,

— Advocacy to political leaders should
be maintained, with increasing focus
on disease reduction.

Disease surveillance

Available data indicare a consistent
and demonstrable decline in reported
morbidity from the EPI tarper diseases
over the past 5 years. Other positive
trends include recording longer inter-
epidemnic cycles, and a shift towards an
older age group.

In spite of these trends, data on
disease incidence remains the weakest
component of the programme informa-
tion system. However, itis estimated

Reported annual incidence of EPl diseases in E Mediterranean 1986 - 1990.
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that, by December 1990, immunization
in the Regjon prevented some 306,000
deaths from measles, neonatal tetanus
and pertussis among infants and 57,000
cases of poliomyelitis. The same esti-
mates indicate that 174,000 deaths from
these diseases are still occurring, along
with 17,000 cases of poliomyelitis.

A polio laboratory network plan is
now ready to be implemented, with 4
Regional Reference Laboratories (Egypr,
Kuwait, Pakistan and Tunisia) and 6
Mational Reference Laboratories, (Iran,
Iraq, Jordan, Morocco, Saudi Arabia
and Sudan).

Following 3 sub-Regional workshops,
all Member States where neonatal
tetanus remains a problem have devel-
oped comprehensive national plans of
action to eliminate the disease, within
the overall framework of EPI and
MCH.

National and sub-regional workshops
on epidemniological surveillance have
been held in Egypr, Pakistan and for the
Mahgreb countries. Further
intercountry workshops are planned for
Jordan and Bahrain.

Additional vaccines and
interventions

In response to Resolution RC36/R.3
of the Regional Committee adopting
the Repgional Plan of Action for the
control of Hepariris B, three demonstra-
tion areas in Iran, Pakistan and Syria,
have investigated the best methods for
operational integration of hepatitis B
vaccine (HBV) into routine immuniza-
tion services. Seventeen countries of the
Region have introduced or plan to
introduce HBV as a routine vaccine,

following WHO recommended
schedules.

In Pakistan and Iran, the EPI has
taken active steps to promote the use of
Vitamin A and iodine supplementation
through the contacts afforded by
immunization.

EPI advisory systems in the
Region

The Terms of Reference of the
Technical Advisory Group have been
enlarged to cover all aspects of EPL.

In October 1991 the 38th Regional
Committee endorsed a recommenda-
tion to create an Inter-agency Collabo-
rative Committee aimed at raising
political commitment and to obtain
National and Internadonal support to
achieve the goals endorsed by the World
Summit for Children. The Regional
Office for the Eastern Mediterranean is
seeking to establish similar committees
in Member States where health service
development depends on external
financial and technical support.

Constraints
Six major constraints, likely to limit
the achievements of EPJ, have been
identified:
— inaccessibility to children living in
areas of conflict;
— missed opportunities for
immunization;

weak health information and epide-
miological surveillance systems;

excessive centralizadon;

shortage of efficient laboratory
facilities, in areas of vaccine quality
asstrance and poliovirus isolation;
and

great shortage of funds for Regional,

inter-country and national activities.
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European Region

Situation analysis

Data provided by Member States
show that, for diphtheria and tetanus
vaccines in children, 18 countries have
achieved coverage over 909, 6 have
levels of 80-90% but 5 countries have
low levels, where further immunization
is required if the risk of disease is to be

"

Reports indicare that 50% of Euro-
pean countries no longer use BCG in
their immunization schedules.

For pertussis vaccine, there is a wide
variation in coverage between countries.
In 2 countries, coverage is zero or very
low, while in a further 5 countries, itis
below 80%.

13 countries in Europe have already
reached 90-95% coverage for measles
vaccine, while 9 others are dose to this
level. Inn general, progress in raising
measles or MMR coverage has pro-
ceeded well in the majority of countries.

Figure 6

Immunization coverage in Europe 1985 -

With polio vaceines, 21 countries
have reached the Regional zargets, and
only 3 have coverage lower than 80%.
In 8 countries, coverage levels have
increased over the past 3 years, butin 3
countries coverage levels have declined.

Data on immunization coverage need
careful interpretation in the European
Region, where it may be influenced by
different methods of calculation, by
differences in the frequency of assess-
ment and by under-reporting from the
private sector.

Poliomyelitis eradication in
Europe

During 1984-88, the reported
morbidity from acute polio in the
Region was 200-300 cases a year. In
1990, this figure increased to 369 cases,
with 337 fiom the USSR and 21 from
Turkey. Five countries reported
14 vaccine-associated cases and there
were 2 documented importations into
Germany.

Up 1o 31 August 1991, 104 cases
have been reported, with 50 from the
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Figure 7

Palio surveillance in Europe January to September 1991. 79 confirmed cases.
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USSR, especially from Azerbaijan,
Turkmenia, {zbekistn, the Russan
Federation and Tajikistan, which reported
an ourbreak in July of this year. Bulgaria
reported an outbreak of 42 cases, mosty
among a minority group, Romania seven
cases, Turkey four confirmed cases and
Yugoskavia one cse,

During the period 1988-1991, 10
countries have reported indigenous cases
and this reporting confirms the exist-
ence of low level endemicity in the
Balkan States of Bulgaria, Romania and
Yugoslavia and persisting endemic
transmission in the USSR and Turkey.

The WHO Regional Office is in the
final stages of developing a Plan of
Action for the Regional Polio Labora-
tory Nerwork. Data collected as the
basis for this planning show thar 43
labaratories are involved in polio
eradication, 26 countries are routinely
performing diagnostic virology, with 17
conducting intratypic differentiation.

12 Laborarories are conducting
research into surveillance for wild
polioviruses in sewage and 11 are
monitoring poliovirus circulation in
water supplies.

During 1991, the National Instirute
of Public Hezlth, Helsinki, Finland
hosted a workshop on the enviropmen-
tal surveiilance for wild poliovirus
circulation in Europe.

Neonatal tetanas elimination in
Europe

This disease is not yer uniformly
reported and several Member States do
not separately report neonatal and non-
neonatal teranus. 5 countries regularly
reportad new cases of neonatal tetanus
during the period 1980-90. Turkey
reported 67 cases in 1990.

The proportion of the population in
Europe considered frec from the disease
increased slowly from 86% in 1974 o
90% in 1939.
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Diphtheria control in Europe

During 1985 to 1989, a rapid decline
in reported cases of diphtheria was
recorded, but this was sharply reversed
in 1990 reflecting 2 major outbreak in
the USSR, when 1 731 cases and 65
deaths were reported. The authorities,
supported by WHO, believe the
responsible factors include low immuni-
zation coverage with DPT/DT, an
immunity gap in adults and the adverse
attitudes among health staff and the
public towards immunization.

Measles reduction in Europe

The morbidity from measles has
declined in recent years, but coverage
levels are still far from those required to
eventually achieve eradication. ‘

Several major outbreaks have been
observed in the past three years, affect-
ing also countries with very high
immunization coverage, In these
epidemics, the outbreaks were generally
stnaller and affected a different age-
group from those previously infected.

It is becoming apparent that, in the
European Region, 2 one dose strategy
may not be sufficient to elirinate
measles.

Elimination of congenital rubella.
syndrome in Europe

The morbidicy of rubella has been
declining since 1985-86 and subse-
quently, the highest incidence has been
observed in countries with no pro-
gramrne of rubella immunization.

Congenital rubella syndrome is not
notifiable in 13 countries.

While a few countries have reached
the Regional target, much more needs

to be accomplished before the full
tegional impact is achieved. The first
priority will have o be to assist certain
countries to introduce MMR or rubella
vaceines into their schedules.

Pertussis control in Europe
The incidence of pertussis has

stabilized during the last four years at

107,000-120,000 cases per year.

Improving Surveillance

In general, surveillance systems in the
European Region are based on passive
repordng of cases.

12 countries publish epidemiological
bulletins on a weekly basis and 14 on a
monthly basis.

In recent years, EPI disease surveil-
lance has been established in many
European countries.

Many problems remain, e.g, measles
is not notifiable in four countries,
neonatal tetantus in three, polio report-
ing is frequently delayed, specimens
from suspect polio cases are not always
collected and immunizaton coverage is
often not monitored by district.

The Regional Office has made a
special effort to improve surveillance
and some promising changes have
already taken place:

— the number of countries regularly
reporting immunization coverage has
increased,

— active surveillance for acute flacad
paralysis has started in the UK in a
model system,

— 2¢to polio reporting has started,

— countries are collecting information
on suspected polio cases,
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— the project on Research in Method-
ologies of Immunization Programme
Management in Europe is opera-
tional.

Improving logistics and the cold
chain

By 1991, evaluation of the cold chain
has been conducted in more than 50%
" of countries. 10% of OPV and 13% of
DPT was thought to have been stored at
unacceptable temperatures.

EPI Information Systems

Computers at the Central level are
widely used, but only 15 countries so far
are using them effecrively.

Main Problems in Enrope

The main problems affecting immu-
nization services in Europe are:

—~ low priority given to immunization
by Ministries of Health in many
countries,
lack of managerial skills among,
narional staff responsible for immuni-
7aron,

insufficient surveillanice,

inadequate reporting systems for
poliomyelitis at the peripheral,
national and regional levels,

the availability of vaccines is inad-
equate in some areas — for the more
widely used vaccines in some cases,
and for new vaccines such as MMR
in others,

low immunization coverage in certain
geopolitical areas, as well as in certain
groups of people,

lack of communication and social
mobilization in the majority of
countries.

South East Asia Region

All of the South East Asia Member
States have increased their efforts 1o
achieve global and regional child
immunization coverage goals. The
average regional figure for infant
coverage in 1990 was 91% for DPT3,
939% for OFV3, 83% for measles and
96% for BCG vaccines. All 11 Member
States have comnitred themselves to
achieve and maintain high childhood
immunization coverage by the year
2000. Certain countries such as India
and Indonesia have extended their 80%
coverage targets to apply not only at
national, but also at state, provincial and
district levels.

The coverage of the second dose of
tetanus toxoid vaccine among pregnant
women approached 61% by August
1991 and, although it stll lags behind
the other antigens, there has been an
improving trend over the past 13 years.

The true regional picture on the
incidence of the EPT target diseases must
be interpreted in the light of the known
under-reporting and reporting variabil-
ity from each country, The Computer-
ized EPI Information System will
eventually help to improve reporting
procedures, but it is not yet fully
operational in all Member Countries.

The number of poliomyelitis cases
reported across the Region is decreasing,
with particular improvement noted in
India, the Democratic People’s Republic
of Korea, Maldives, Mongolia, Myan-
mar, Nepal, 5ri Lanka, and Thailand.
The regional polio laboratory network is
being established with bases in Indone-

-sia, Sri Lanka, and Thailand that will
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Figure 8

Immunization coverage of measles and 1712 in the South East Asian Region, 19990.
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help all countries in the Region in more Technical cooperation by the
accurate diagnosis of poliomyelitis. Regional Office is supporting the
. . . Member States in screngthenin
Since 1977/78, measles immuniza- . g &
surveillance systems through the

tion coverage has slowly improved, but
the incidence of this disease has not yat
drarnatically decreased across the
Region. Nevertheless, there is a declin-
ing trend in a number of countries, with
most cases occurring in the 2 to 4 year-
old group.

Although not as dramatic as with

poliomyelitis, the incidence of neonatal
tetanus is also decreasing, In additon w

services of surveillance consultants,
encouraging the expansion of sentinel
surveillance to the sub-district level,
Support is being extended to Health
Stanstics and Epidemniology Units with
the promotion of Field Epidemiology
Training Programtnes and surveillance-
related workshops, as well as assistance
in the development of country surveil-
lance plans as a follow-up to the June

immunization with tetanus toxoid, the 1991 Intercountry Meeting of EPI
regional strategy for disease reduction Managers on surveillance systems and
places emphasis on the training of their sustainability.

traditional birth attendants, safe and

clean de]_wery methods, and othet Issues for consideration

integrated approaches within the — need for improved case definitions of
context of primary health care. Under- EPI discases;

reporting, perhapsaslittleas one in 10 _ inadequate disease surveillance and
cases reported, is important in the slow progress in disease reduction;

Region as in other parts of the world.

Diphtheria and pertussis incidence
have also decreased in the Region.

— sustainability of immunization, an
issue of concern due to limitations in
government funding, managerial
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inefficiency; and uncertainty over
donor funding in the future;

~ limited attention being given to
District Health System
microplanning and efforts to better
integrate immunization with other
elements of primary health care;

- inadequate capacity for quality
control of vaccine production, with
few countries having national control
laboratories;

— uncertain cold chain and vaccine
reliability;

— limired evaluagon of training and
supetvision in immunizaton pro-
grammes;

— inregrating new vaccines (such as
Hepatits B) and Vitamin A and
Iodine supplementation;

— high drop-out rates and missed
opporunities in some communities;
and

— lack of computers for further devel-
opment of CEIS.

Proposals to overcome these

problems.

— In general, new emphasis will be
placed on solving the issues of
sustainability, funding, manpower,
training, and securing basic resources
for national immunizatdon pro-
grammes. The Regional Office for
South East Asia emphasizes the
adequacy of surveillance systems and
other epidemiological approaches as
vital elements for disease control.

~ Surveillance systems will be swrength-
ened by providing WHO consultanes
to countries and by convening a
Regional meeting 1o establish a
consensus on disease case definitions.

Surveillance of “EPI diseases” is only
a part of the whole picture of disease
surveillance, and strengthening
overall surveillance should help to
improve the adequacy of EPI disease
surveillance. Start-up funding for
countries’ polio Laborarories is crucial
for the sustainability of the Regional
Laboratory Network.

~ Introduction of new vaccines and
micronutrient supplementation into
the immunization schedule should be
based on adequate research and the
availability of local resources.

— ‘Technically sound mass campaigns in
the form of Nartional Immunization
Days or Weeks, already undercaken
in Nepal, India and Bangladesh to
boost immunization coverage, should
be carefully implemented in selected
areas, taking care to avoid jeopardiz-
ing the existing infrastructure and
distorting the use of available re-
sources.

Western Pacific Region

In the 15 years since its inception, the
Repional EPI has made impressive gains
in both coverage and in quality of
service. 80% Regional coverage with all
five EPI vaccines was achieved in 1989,
bt there are sdll larpe contrasts among
and within the countries of the Region.
Reported regional coverage figures for
August 1991 showed an average of 90%
coverage for BCG, 86% for DPT3,
87% for OPV3 and 81% for measles.
Immunization coverage with tetanus
toxoid for pregnant women is low (5%)
and needs to be improved.

A significant reduction in the
reported regional incidence has been
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Figure 9

Immunization coverage in Western Pacific in infants <1 year and pregnant
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observed for diphtheria, pertussis and
poliomyelids, but tuberculosis and
measles persist as major causes of
morbidity/mortality, Case fatality rates

from measles varies quite widely, but
ranges from 3% to 10% in countries
like Papua New Guinea and the
Philippines. Dara from China demon-
strate the real impact of high measles
coverage on disease incidence.

Efforts in poliomyelitis eradication
have intensified with the organization of
a Technical Advisory Group on EPI and
poliomyelits eradication, established to
keep the poliomyelits situation in the
six endemic countries under review, and
o advise on the Regional Plan of
Action. Among other things, the Plan
placed new stress on strengthening
disease surveillance, and providing more
extensive routine and supplemenmy
immunization services.

The plan also includes a focus on
children under three or five years of age

(depending on the epidemiological data)
for supplementary immunization
activiies, extension of the laboratory
network, planning support and the
mobilization of resources.

Neonatal tetanus elimination has
made a slower start. Trends are difficule
to assess since this disease is often not
reported. It is however known to be a
significant public health problem;
community surveys in three countries
demonstrated 2 neonatal tetanus
mortality rate of 2-6 per 1000 live
births, Work is now focused on plan-
ning at regional and country level,
ensuring clean deliveries, improving
surveillance and reporting, and increas-
ing immunization coverage levels.

Maeasles control is moving ahead,
founded on increasing coverage with
measles vaccine, as well as targeting areas
of low coverage and high risk. Again,

improved routine surveillance and

planning support for countries are
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critical aspects of the regional strategy.
Hepatitis B (HB) infection is 2
major health problem in the Region,
and HB immunization has been made
routine now in some 25 countries.

In the effort to improve disease
sutveillance and monitoring — as well as
enhancing the completeness and
timeliness of reporting — training
courses on surveillance have been
conducted, and new monitoting
indicators have been proposed. These
include:

- teporting completeness;
— case reporting timeliness;

laboratory specimen completeness;

case investgarion timeliness;

outbreak response dmeliness;
~ percentage of districts/counties with
poliomyelitis cases,

and the countries will be requested to
use the indicators every quarter starfing
in 1992.

Commitment to sustaining all of this
progress, and to moving forward with
the targets for the 1990, has led the
Region to establish Inter-Agency
Coordinating Committees at the
regional and national levels. This
committee will meet twica a year for the
next two years, and donor coordination
is taking place in an increasing number
of countries.

Among the priotity concerns, the

Repion will stress:

— strengthening immunization activities
through poliomyelitis eradication;

— preparation of plans and guidelines
for neonatal tetanus and measles
comtrol; and

-~ the improvement of vaccine supplies,
logistics, cold chain and management
(including issues related to vaccine
production, distribution and potency
testing).

Global Overview

‘The EPI is moving forward with
ambitious new goals for the decade of
the 1990s rowards the ultimate vision of
a world free from suffering, disability
and death due to vaccine-preventable
diseases,

‘The achievement by governments of
the 1990 target of 80% immunization
coverage among infants worldwide for
BCG, thres doses of DIPT and OPYV,
and measles vaccines represents a
milestone on the way to universal
childhood immunization.

‘This progress in global immunization
is directly attributable to the efforts of
national governments, the World
Health Organization, the United
Nations Children’s Fund and other
United Nartions Agencies, bilateral
development agencies, and non-
governmental organizations such as
Rotary International. The devdopment
of the capacity to achieve these levels of
coverage of infants represents a major
public health triumph for the decade of
the 1980s.

Glohal statistics, however, mask
disparities armong regions, countries,
states/provinces, and districts. Differences
in immunization coverage levels reflect
the varied development of the prirnary
health care infrastructure and are one of
the measures of the degree of equity and
social justice that communities have
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Table 1
Estimated immunization caverage with BCG, DPT, poliomyelitis, measles and tetanus vaccines based
on dats available as of August 1991,

Country Immunization coverage (%)

Develaping countries Newborns surviving to | Cumulative % of Children less then 1 year of age _ | Pregnant women

ranked by surviving infants 1 year of age (millions) | surviving infants | BCG  DPT3  Polic3 Measlas Tetanus?

India (90) 24.03 22 92 83 77
China (815) 23.30 42 a7 88 -
Nigeria {90C) 463 47 57 B7 58
tndonesia (30C) 459 51 87 B4
Pakistan (91S&C) 422 b4 a3 a7
]
61

Brazil (7&90C) 386 g1 82
Bangladesh (315&C) 3.89 62 74

Mexico {7&80C) 2.38 42
Ethiopia {S05&C) 205 65 43
10 lran (800) 199 &7 50
18
43
63

Lo B R - e LI o> T I B % B I T

11 Viet Nam (90C) 1.92 69
12 Philippines (G0C) 180 70
13 Egypt (QOS&C) 1.61 72
14 Turkey {80C) 1.48 73 -
15 Zaire (9&915) 145 74 29
16 Thailand G0C) 1.23 75 78
17 Tarzania (35) 1.20 77 42
18 Myanrnar (90C) 1.10 78 b4
19 Kenya {75&005) 1.0 78 37
20 Sudan (90C) 0.98 79 14
21 Colombia (9&80C) 0.84 81 40
22 Algeria (915&0) 0.80 81 27
23 Uganda {90C) 0.71 80 3
24 lraq (80C) 0.69 82 &7
25 Moroggo (80C) 0.66 a3 64

25 countrias 92,26 83 40
Otherdeveloping countries 19.43 17 38
39

Total developing countries 111.69

Total industrialized 18.13 -
countries

Global Total 129.82 | E7|

{7} 1987 reported data  (C) country supplied demographic data
{99 1989 reported data (3] survey data

(90} 1990 reported data - no information available

{91) 199 reported data  ® Up to 2 years of age
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Figure 10
Immunization coverage of
August 1991,

children less than 12 months of age by WHO Region
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achieved. Also the much lower coverage
of 39% reported for tetanus toxoid for
pregnant woinen in developing coun-
tries to protect their newborns from

neonatal tetanus serves as a reminder
that neonatal tetanus was the “forgot-
ten” vaccine-preventable disease of the
last decade.
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Figure 12

Expected deaths due to EPl diseases 1980 — 1990 (Developing countries)
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At present levels of immunization
coverage, it is estimated that through
immunization programimes some
3.2 million deaths are prevented each
year from measles, neonatal tetanus and
pertussis, as well as some 440,000 cases

of paralytic poliomyelitis (figures 12
and 13).

The urgency for continuing to rajse
immunization coverage levels, focusing
on disease control and adding new
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vaccines, is underlined by the occurrence
of an estimated 1.7 million deaths each
year due to these same diseases, some
120,000 cases of paralytic poliomyelitis
and 1-2 million deaths atributabie to
hepatitis B infection. These are prevent-
able with currently available vaccines.
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4.

EPI FOR THE 19908

Apapﬂ', “EPI for the 1990s”, was
presented that gave details on the lessons
learned, goals, priorities and strategies,
planning and coordination, new
vaccines and vaccine supplies, training,
monitoring and evaluation, research and
development, and the roles of National
Governments, WHQ, UNICEF, and
other organizatons, bi-lateral develop-
ment assistance agencies, disease control
collaborators, and non-government
organizations. This paper was endorsed
with revisions to include resource needs,
mechanisms for Global donor coordina-
tioh, communications, urban immuni-
zarion and programme sustainability.
The revised paper will be reproduced by
WHO/EPI, and will serve as the basis of
the EPI progress report to the WHO
Executive Board and the World Health
Assembly in 1992, and will form the
basis for developing a WHO and
UNICEF joint policy statetnent.

Achieving 90 percent
immunization coverage by the
year 2000

Dramatic progress has been achieved
during the decade of the 1980z to
increase iImmunizadon coverage in
infants in developing countries from a
base of approximately 20 percentin -
1981 1 80 percent in 1990. Reported
irmunization coverage of pregnant
women in developing countries with

wo doses of retanus toxoid climbed in
August 1991 to 39 percent, or

49 percent if China, which does not
give tetanus toxoid immunization, is
excluded. This success is the result of a
combination of several factors.

A target of 80 percent for “Universal
Child Immunization” by 1990 was
clearly understood by health workers,
commuinity members and leaders from
sub-national and international levels,

Strong political will and intense social
mobilization have created new patrerns
of rauld-sectoral collaboration in health
care. Numerous Heads of State have
lent their personal prestige and political
support to launch and even monitor
immunization programmes. While the
large-scale national campaigns of the
mid-1980s were very potent to start the
acceleration phase and get political
visibility, experience has shown that
building vaccine delivery systems and
the empowerment of communities are
required to ensure a high and sustained
immunization coverage,

Achieving 90 percent immunization
coverage by the year 2000 provides the
basis upon which the three disease
targets can be realized. Lessons learned
in the 1980s will apply to consolidate
and improve the efficiency and resource-
effectiveness of national immunization

programmes.
The goals of the World Surmmit for
Children and the Convention of the
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Rights of the Children can serve as the
basis for demanding high level cornmit-
ment together with adequate resources.
The funding base must be expanded

. and maintained above 1990 levels.
Countries should be encouraged to take
over more of the cost of their immuni-
zation programmes with the support of
the Vaccine Independence Initiative and
other mechanisms. The specific disease
control initiatives will help to maintain
political visibility, goal orientation and
soctal mobilization at both national and
internarional levels.

Countries with high levels of cover-
age — 33 countries had 90 percent or
greater coverage for the third dose of
DPT and OPV and 20 countries had
80% coverage for measles vaccine by the
end of 1990 — should focus efforts on
achieving and sustaining high levels of
coverage levels in all districts and for the
hard to reach population groups. These
countries should also swive to improve
the quality of services through the most
efficient use of resources. A special effort
will be required ro increase tetanus
toxoid coverage which is still lagging
behind in many of these countries.
Other MCH serviees, such as Vitamin
A and iodine supplementation, antena-
tal care, diarrhoeal diseases and acute
respiratory infection control should be
offered simultanecusly with immuniza-
rion contacts.

Countries with mid-level coverage,
which are a majoriry, should identify
areas and population groups with lower
coverage and direct efforts and pro-
gramme resources (o those areas in
greatest need. Interventions to target
infants, reduce drop-out rates and
missed opportunities should be system-
atically implemented and their impact
monitored. All provinces and districts

should reach the 80% immunization
coverage by 1995. Monitoring the
completeness and timeliness of surveil-
lance reports should be the first step to
establish simple, low-cost and effective
surveillance systetns which will help to
identify the remaining pockets of
susceptibles.

Countries with immunization
coverage below 50% generally have
mitigating circumstances such as war,
civil strife, economic hardship, under-
developed infrastructure or sparsely
settled populations. Fifteen of the
twenty countries in this group are in
Aftica. The highest priority is the
rehabilitation and extension of their
capacity 1o build sustained vaccine
delivery systems. In areas affected by
conflicts, the concept of “cotridors of
peace” and “days of uanquillity” should
be promoted 1o reach highly vulnerable
groups including refugees. After careful
evaluation, in some countries with low
coverage, special eradication/elimination
activities may be undertaken if it is
determined they are likely wo hasten the
strengthening of the immunization
infrastructure (e.g., if such activities can
help mobilize the resources to enhance
the overall immunization programme).
Extensive support from the interna-
tional community is urgently needed to
help these countries to reach the 90%
immunization coverage target and to
proceed towards the disease elimination
and eradication goals.

Disease control initiatives

Neonatal tetanus elimination

Of the 90 countries at risk for
neonatal tetanus, 83 have developed a
national elimination plan. Of the

WHOEPYGENM2.1




remaining 7, China and Vietham will
have national plans prepared by early
1992,

Ninety per cent of countries are now
reporting neonatal tetanus separately
from tetanus contracted at older ages
bur there is no information available on
the proportion of districts submitting
monthly reports, including “zero™ cases.

The following training material is

available for EPI managers:

~ Senior planning and replanning
modules

— District planning and replanning
modules

Immunization coverage of pregnant
wotnen in developing countries with at
least 2 doses of tetanus toxoid coverage
is 39% including China, and 49%
excluding China. In1990, only 30% of
countries at risk have tetanus toxoid
coverage - for protective doses beyond
the second dose — equal or greater than
that of OPV3. However, the tetanus
toxoid coverage from routine reports are
often inaccurate. These figures are
usually under reported and only 17% of
the populations of developing countries
have had tetanus roxoid coverage
measured through surveys which is, so
far, the only accurate method available.

Little information is available on the
proportion of child immunization
clinics screening and immunizing
women when they bring a child for
immunization, This should be calcu-
lated as the proportion of immunization
clinics for children offering tetanus
toxoid to accompanying women.

Only a few countries have up-to-date
information, but it is estimated that in
1990 only 52% of pregnant wornen in
the developing world delivered with a

trained attendant present. Furthermore,
maternal mortality rates and the
provision of antenaral care are nor

reported routinely.

With a revised and more accurate
methodology it is estimated thar
745,000 deaths are currenty being
prevented by tetanus toxoid immuniza-
tion and clean delivery pracrices; but

440,000 are still dying from neonatal

tetanus each year.

16 countties are responsible for 80%
of neonatal tetanus deaths world-wide
and 5 countries (China, Bangladesh,
Indonesia, India and Nigeria) account
for 60% of the deaths.

- An 18 month plan to evaluate the

- quality of retanus toxoid in 13 countries

has been produced. This plan was
developed with the collaboration of the
Task Foree for Child Survival and the
Cenrers for Disease Control and
includes seroconversion studies, potency

testing and a standardized case investiga-
tion to evaluate reported tetanus toxoid
failures.

Major technical issues:

— Mothers of neonatal tetanus cases are
at higher risk of having another baby
suffering from neonatal tetanus,

— The exacr proportion of births
protected from neonatal tetanus
through the administration of tetanus
toxoid to the mother is not known.

- The validity and usefulness of
routinely monitoring tetanus toxoid
protection of mothers at the first
DPT contact for their offspring has
not yet been assessed.

Major managerial issues:

— Funds t implement the proposal o
assess the quality of teranus toxoid are
not available.
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_ The pace of implementing plans of
action and GAG recommendations is
slow since district plans have rarely
been developed, priorities have not
been set and programme managers
are not clear how to implement the
neonatal retanus, measles and polio
initiatives simultancously.

Yearly targets and activities are not
yet established at regional, national
and district level.

Impact of tetanus toxoid coverage on
neonatal teranus reduction is not
satisfactory, largely because efforts are
not focused on high risk areas or

population groups.

Measles reduction

With 80% global coverage of measles
vacane in 1990, tremendous strides
have been taken to control the disease.
However, this figure hides the presence
of many areas of low coverage, particu-
larly in the African Region and in most
countries where there has been armed
conflict. Efforts in the next five years
must raise coverage in all districts and
areas. An additional sub-goal has been
set o reach 90% coverage in all coun-
tries and districes by 1995,

As the measles target date of 1995
approaches, it has become urgent to
energize programines o put essential
components of the disease control
initiatives into place. In particular, there
is 2 need in every country for an effec-
tive surveillance system to focus activi-
ties to areas where they are most needed.
Nort only the measles control initiative
would benefit from identfying high risk
areas, it is likely chat other communi-
cable disease control efforts would also
benefir, Also, assessing whether the goals

set by the World Health Assembly and
the 1990 World Summit for Children
have been achieved will require surveil-
lance techniques yet to be refined.

“The measles reduction goal will need
an exceptional effort if it is to be
achieved. Increasing immunizaton
coverage in itself is unlikely to reduce
the number of cases (and hence the
number of complicatons and deaths) to
meet the 1995 goal for reduction in the
number of deaths. Cooperation with
other primary health care initiatives
already active in this area will be needed
to ensure thar treatment is available for
complications of measles such as
diarrhoea and pneumnonia.

Administration of vitamin A to cases
of measles in areas of vitamin A defi-
ciency is encouraged as another compo-
nent of reducing mortality from measles
infection. Prophylactic viamin A
supplementation is also encouraged in
these areas. [mmunization programmes
are an appropriate vehicle for delivery of
vitamin A, as are other PHC activities.

Ourtbreak control methods also need
development. In general, outbreaks
should be taken as an opportunity to
undertake analysis of the problem and
to correct deficiencies in services and
policy, and to raise public awareness of
the availability of immunization
services. Unless coverage is high,
addivional immunization activities in
response to outbreaks may not be the
most efficient use of resources.

The greatest priority for available
measles vaccine is to assure that each
child throughout the world receives one
dose of vaccine. As more countries
adopt multidose schedules or conduct
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Figure 14

Global coverage with measies vaccine 1983 - 1990.
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mass campaigns, current supplies may
be strained. It is essential that vaccine
producers anticipate and be encouraged
1o tneet the increasing demands for
measles vaccines in the near fitrure,

A number of difficultes relating to
measles vaccine for use at six months of
age have meant that countries have not
been able to implement the 1989 EPI
recommendation for high dtre
Edmonston-Zagreb measles vaccine.
Further research in this area is needed.
In the first quarter of 1992, WHO will

be seeking expert advice on the issue of

safety and efficacy of measles vaccine
administered at six months of age.

Poliomyelitis eradication

Marked progress has been made
towards the global eradication of
poliomyelitis by the year 2000. The
Region of the Americas is on the point
of interrupting wild virus transmission,
while approptiate policies are being

widely implemented in most other
Regions. Five Regions have reported
polio vaccine immunization coverage
over 80% and the downward trend in
incidence has continued. In 1990,
16,997 cases were reported to WHO,
representing 2 27% decline from the
previous year, but still only 14% of the
estimated incidence.

The African Region, faced with
major constraints, has made steady
progress.

Evidence that supplementary immu-
nization campaigns would frequently be
necessaty to interrupt wild virus wans-
mission has been confirmed in several
countries in the last year. A “mopping-
up” strategy, in which all children aged
under 5 years received 2 doses of OPV,
a month apart, house-to-house, formed
the basis for successful control opera-
tons around the last cases in the
Americas. Similar policies are being
developed in the other Regions.
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Figure 15
Proportion of reported poliomyelitis cases by WHO Region, 1990.
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Campaigns aimed at strengthening
routine immunization services rernain
necessary in high risk areas, among high
risk populations and where “local”
coverage remains markedly below
nadonal averages.

The success of immunization is not
yet being matched by development of
surveillance. Some progress has been
made in case reporting from Member
States to WHO., By September 1991,
67% of countries had reported for the
first six months of 1991, with almost
complete reporting in the American,
European and Western Pacific regions.
‘The same level of reporting efficiency
within countries is only being achieved
in the Americas and high priority needs
1o be given to ensure complete and
timely reporting and adequate investiga-
tion of suspect cases.

A number of Regions have held

workshops aimed at strengthening
surveillance.

In the past year, development of the
polio laboratory network has progressed.
This has been achieved through training
courses, the work of the Specialized
Reference Laboratories, establishment of
3 new Repjonal Reference Laboratories
and visits to other potential Regional
and Narional Laboratories. Samples
have been collected in many outbreaks.
Collection of samples will progress as
the incidence of suspected cases declines
and surveillance and case investigaton
improves.

A manual, “Guidelines for the
Prevention of Deformities in Polio”
aimed at developing community and
domiciliary rehabilitation, has been
prepared.

Meetings have been held to discuss
and prepare proposals for research into
environmental sampling, production of
a more thermastable OPV and develop-
ment of simpler and more rapid
diagnostic tests. Operational research is
being developed to investigate the
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Figure 16

Reported global incidence of poliomyelitis, 1978 — 1990.
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impact of different control strategies, to
research the ideal formulation of OPV
and the possible role for combined

immunization schedules,

A number of constraints have
become apparent:

— a lack of resources, especially funds to
purchase vaccine and 10 develop the
laboratory network, is severely
limiting progress in countries strongly
committed to implementing WHO
recornmended policies;

— several countries are attempting to
interpret “mopping-up” in a limited
way, rather than conducting the
essential extensive and detailed house-
to-house immunization that proved
necessary in the Americas. It is
doubsful if such short cuts will prove
effective;

— poor seroconversion rates, especially
for Type 3, continue to indicate the
desirability of producing a more
immunogenic, thermostable vaccine

and, most critically, to use strategies
maximizing the impact of vaccine
administration;

— vaccine failing 1o meet WHO
requirements continues o be widely
used.

Until these constraints are tackled,
there can be no guarantee that the target
of polio eradication by the year 2000
will be met.

Research and development

A report of the R&D activities over
the past year, including the 8th and 9th
meetings of the Research and Develop-
ment Group was presented.

Research and development has been
an integral part of EPI since the incep-
tion of the programme, however,
activities were formalized and extended
in 1987 with the formation of the R&D
Group. The R&D group was founded
based upon research questions arising
from field managers.
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Dara arising from R&D activites
have been useful in guiding program-
tmatic activides, and results of R&D
projects have been incorporated into the

training and operational aspects of the
programme.

Activities were reported in five broad
areas: vaccine preventable diseases;
behavioural studies; integradon of
primary health care; logistics for health,
and computer applications. Highlights
of important research issues were
reported, in areas such as elimination of
neonacal tetanus (delayed release tetanus
toxoid), control of measles (vaccines for
use in the face of maternal andbody,
development of diagnostic tests) and the
eradication of polio (updates on field
trials, including improved seroconver-
sion against the three polio serotypes
following IPV or OPV, administered at
the time of measles immunization).

Areas of concemn, including reports of

sub-oprimal tetanus toxoid efficacyina
number of countries, have resulted in
protocols to examine the dimensions of,
and to idendfy methods of, remedying
the deficiencies, Suggestions of late
deaths following the administration of
high-titer measles vaccines before the
age of nine months was examined in
February 1991 by an ad-hoc consulta-
tion. At that rime the data were found
to be insufficient to change the policy,
{Weekly Epidemiological Record, 23
August 1991). However, because of
additional reports of adverse events, the
consultation will be reconvened to
review again the issue of the advantages
and disadvantages of the use of high
titre measles vaccines before 9 months

of age.

Investigations of missed opportunities
have resulted in a mid-level training
module addressing control of these
events.

Over the past year attempts have
been made to consolidate and focus
research on various aspects of vaccine
preventable disease, to further the
integration of primary health care and
immunization and to investigate
strategies for disease control and
improvement of surveillance systems.

Efforts to eoordinate R&D activities
with other WHQ programmes have
continued and have been expanded
through interaction with the Children’s
Vaccine Inidative, which has incorpo-
rated some EPI projects into “product
development groups” and task forces.

The R&D group is working closely
with the secretasiat of the Children’s
Vaccine Initiative to develop projects of
mutual interest,

Children’s Vaccine Initiative

A brief history of, and a plan for, the
Children’s Vaccine Initiative (CVI) was
presented to the GAG. This included 2
mission statement, long term and
specific plans, organizational structure,
implementing mechanism and the work
plan. These activities have been dis-
cussed and endorsed in principle by the
CVI Management Advisory Committee
and Sunding Committee.

The CV1 will not duplicate the activi-
ties of existing WHO programmes, but
will provide a highly visible goal for
donors and will serve to coordinate
and focus on all programmes dealing
with vaccine development and
implemenration.
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Donor coordination

The unusually large number of
donors who attended the 14th GAG
meeting in Turkey provided an oppor-
tunity for themn to discuss ways to
achieve a more effective global coordina-
tion of EPI activities.

This discussion was pencrated partly
by the successful establishment of a
regional Inter-agency Coordinating
Committee in the Region of the
Americas. Ar the same time, a group of
major donors to the EPI expressed a
comumonly felt need to pardicipate more
actively in discussions on global EPI
policies, strategies and priorides, as well
as their funding implications. On the
initiadve of the participating donors,
consultations were held outside the
official GAG sessions.

The consultations focused on ways to
assure a more effecrive participation and

coordination of the donor community
in the EPI in the 1990s.

The result was an expression of
unterest in establishing a global Incer-
agency Coordinating Committee under
the guidance of WHO, This would
complement the GAG and Technical
Consultative Meetings (TECHCOME)
and provide a forum to discuss financial
and coordination issues which are of key
interest to the donors.

Resource needs of EP1
strategies

Proposed EPI strategies should be
evaluated using information on effec-
tiveness, impact on resources,
sustainability, and particular country
situation and infrastructure.

Decision makers at all levels in the
country and at regional and global levels
can use all of this informadon to gain a
berter understanding of the implications
of choosing a particular immunization
strategy.

Using resource needs to evaluate
strategies allows decision makers to
compare different approaches to achieve
an identified goal. The information
alerts decision makers to the trade-offs
inherent in accepting one strategy over
another,

This also allows decision makers to
pian for addidonal budgetary, equip-
ment and manpower needs required by
a particular stratepy.

An example of the impact of various
strategies on the cold chain Hustrated
how the combined impact of a number
of proposed stratepies will increase the
space required to store vaccines. A great
increase in volume would require
additional cold chain capacity at the
district, regional and central level and 2
large additional investment in cold
chain infrastructure.
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41




d.

DISEASE SURVEILLANCE

Over the last few years it has become
increasingly clear to programme
managess at all levels that effecuve
surveillance is 2 prerequasite to achieving
the specific disease control targets and
for effective prevention of other infac-
tous diseases. The EPI disease conuol
targets established by the World Health
Assernbly in 1989 have greatly conuib-
uted to the understanding that better
disease surveillance is a priority.

Since the GAG Meeting in 1990, all
activities concerning sutveillance of EPI
target diseases have concentrated on
efforts to improve routine systetns for
surveillance of infectious diseases —
especially measles, neonatal tetanus and
polio. Guidelines for programme
managers on how to improve routine
systems for surveillanee of infectious
diseases including EPI target diseases
have been developed and were presented
to the GAG.

One of the main principles in these
guidelines is that the responsibility for
management of disease surveillance
systerns and for effective use of surveil-
lance information in disease prevention
should be decentralized to district and
health facility levels.

Also, diseases should be reported
through the routine reporting system if:
~ even one or a few cases will wrigpei

special investgarions eventually

followed by containment measures
(e.g. cholera, meningococeal disease,
diphtheria, polio);

— the disease is subject to a reduction
programme in which reduction
targets have been set (for example,
measles, neonatal tetanus and polio).

The recommended indicator for
effective surveillance is:

— the number of monthly reports
received on tme (i.e. at least before
the end of the following reporting
period) compared to the number of
expected reports (i.e. the total
number of centres that should be
reported).

A simple system 1o monitor this
indicator is proposed in the guidelines
and should be introduced ar all levels of
the surveillance system.

For some diseases, indicators for
effectiveness of surveillance and control
activities can be introduced depending
on the maturity of the programme,

For neonatal tetanus elimination
activities, effectiveness indicators can be:
— percentage of diagnosed neonatal

tetanus cases investigaced within one

weel;
— percentage of neonatal deaths
investigated.
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For polio eradication activites, the
proposad effectiveness indicators are the
following:

— the reported incidence rate of acute
flaccid paralysis;

— the number of cases of acute flaccid
paralysis investigated to confirm or
exclude polio and, subsequently, the
number of suspected and confirmed
polio cases;

— the proportion of suspected polio
cases from whom stool specimens are
collected.

The guidelines were endorsed by the
GAG.

Improvement of routine systems for
surveillance of infectious diseases has
been an important theme for the annual
meetings of national EPl managers in
three Regions.

Further to this, several inter-country
and nadonal workshops on disease

surveillance have been conducted or are
scheduled for the near future.

In all these activities, staff members
from the EPI Secretariat participate as
facilicators rogether with Regional staff
and external consultants with expertise
in disease surveillance. The EPI Secre-
tariat is responsible for provision of
training material. In some of the
workshops, EPI managers participate
with their colleagues responsible for
disease surveillance; and local surveil-
lance data are being used in case studies,

Comprehensive training material on
disease surveillance is being developed
by the EPI Secretariat and will be ready
for distribution before the end of 1991.
The material is being developed for
mid-level managers at district level and
the focus is on management of disease
surveillance and effective use of surveil-
lance information to improve preven-
tion of infectious diseases. As examples,
EPI target diseases have been chosen;
but with the focus on management and
transforming data into action, the
training material has a generic value for
improvement of existing routine systems
for surveillance and control of infectious
diseases.
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0.

VACCINE QUALITY

EPI vaccine quality has received
increased attention in recent months.
Reports of vaccine failure due to

inadequate control of locally produced |

vaccine have been received; the disease
control initiatives are demanding more
vaceines at an affordable cost, and the
creation of the Children's Vaccine
Initiative has led to a greater focus on
this issue. Implications of changes in
policy recomimendations on vaccine
needs should be carefully considered so
that advanee planning can be done by
vaceine manufacturers,

Particularly urgenc is the need to
assure the quality of the locally pro-
duced vaceine supply. Figure seventeen
shows that locally produced vaccine

Figure 17

comprises almost one-chird of vaccines
used in the EPL

Assurance of vaccine quality includes
a number of steps, of which vaccine
potency testing is just a small part. In-
process control and monitoring of
operating procedures must be done to
insure the safery, potency, and efficacy
of vaccines. The WHO production

requirements give the responsibility for

this 10 independent national control
authorities in the countries where
vaccines are produced.

For UNICEF supplied vaccine,
WHO assures that control of quality is
guaranteed by the national control
authority of the country of manufac-
ture. The insistence of other donor

Sources of EPl vaccines. Developing countries only.

55%

Other imported
15%

Bource: WHO Blologloats

UNICEE and PAHO

Local production
30%
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agencies on the same guarantee of
quality would help efforts to assure
access to high quality vaccines for all
children.

The acrivities of the national control
authoriry have been validated for 8 out
of 17 countries producing oral polio
vaccine, Vaccines produced in four
countries, representing hundreds of
millions of doses, are known »a¢ to meet
WHO requirements and the quality of
vaccine produced in the remaining five
countries is unknown.

“The situadon for tetanus toxoid
production is of even more concern. Of
41 countries in which it is known that
tetanus toxoid is produced, activities of
the national control authority have been
found to be appropriate in only ten. For
the remaining 31 countries, the quality
assurance procedures have not yet been
assessed although WHO has been
informed that tetanus toxoid produced

in three countries does zot meet WHO
requirements.

A procedure has been developed,
which would be implemented through a
‘T'ask Force under the CVI, to address
the assessrent and strengthening of
these national control authorities,
possibly through independent regional
panels of experts. Immediate action to
assess tetanus toxotd quality in at least
three priority countries should be taken
in 1992 with evaluations for presenta-
tion at the next GAG meeting, Investi-
gations into the procurernent of bulk
vaccine for local blending operations
would maximize supplies of good
quality vaccine while lowering the price
and allowing cost sharing by local
governments. A procedure to establish a
contingency supply of good quality
vaccines where local production has
been found to have problems is impor-
tant to assure continuity of supply.
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RUBELLA: PREVENTION OF CONGENITAL RUBELLA
SYNDROME

Rubella is 2 mild infectious disease,
most common in childhood, The
dlinical diagnosis of rubella is unreliable
because symptoms are similar to those
caused by other viruses.

If maternal rubella infection occurs
during the first 18 weeks of pregnancy,
before organogenesis is complete, foetal
infection can cause severe permanent
consequences such as structural eye, ear,
brain and cardiac defects or still births,

In the absence of immunization,
rubella is wide-spread and endemic.
Epidemics of rubella occur every three
to nine years in many developed
countries affecting children and suscep-
tible adults, including pregnant women.
The epidemiology and health impace of
rubella in many developing countries

still needs to be defined.

The acrual incidence of congenital
rubell syndrome (CRS) in the world,
based on mathematical models, using
assumptions gathered from data
primarily from developed countries, is
estimated to be at least 236,000 CRS
cases in every non-epidemic year in
developing countries, A ten-fold
increase in CRS incidence could be
expected in 2 simgle country in an
epidemic year.

Serclogical studies conducred in
many developing countries have shown
that rates of female seropositivity may

reach more than 90% in adulthood.
However, especially in islands and more
isolated countries, low rates of
seropositivity (30-60%) have been
found among young women of child-
bearing age.

Even when rates of susceptibilicy are
low, women who enter the child-

- bearing years susceprible to rubella are at

risk of acquiring rubella infecton in
pregnancy unless rubella transmission
has been interrupted.

The most expensive rubells contol
strategy, but the quickest route to
interrupt rubella transmission and to
protect susceptible pregnant women, is
to use a combined swrategy of immup;-
zation of infants, fernale adolescents and
groups of women at high risk,

Routine screening of women plays
little part in developing countries, where
it is preferable to offer immunization at
any contact, There is no evidence that
rubella vaccine is teratogenic, despite
careful follow-up of pregnancies when
rubella vaccine has been administered
inadvertently,

Since measles vaccine coverage has
now reached or exceeded 809 in many
developing countries, rubella vaccine
could possibly be delivered in combina-
tion with measles vaccine to interrupt
rubella ransmission. Remaining barriers
to such a policy include a lack of
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information on immunogenicity and
reactogenicity of rubella vaccine in
children six to nine months of age.

Where 2 combined strategy cannot
yet be introduced, selective immuniza-
tion of the highest-risks groups may be
initiated. While interruption of trans-
mission through high coverage with
universal childhood immunization may
appear attractive, there are potential
risks associated with such a strategy. If
coverage is not sufficient to interrupt
transmission but merely shifts the age
specific infection rate to older groups,
then the potential exists for more cases
of CRS than would have occurred in the
absence of immunization. There are
many gaps in our knowledge, particu-
larly in the developing world, and
rubella vaccine irmmunizaton pro-

es have the capacity to do harm,
if initiated withour proper care.

Before initiating any programme of
rubella immunization, countries should
determine whether the healch impact of
disease is sufficient to warrant a major
control effort. If so, countries must
identify prospects for surveillance, assess
the sustainability of coverage and select
the appropriate immunization strategy.
If it is not feasible to introduce a
combined strategy, selective immuniza-
tion of the highest risk population
should be introduced.

Measles-mumps-rubella (MMR)
vaccine has recently been inwoduced in
France and the UK to interrupt trans-
mission of rubella, eliminate CRS and
mumps, and increase measles vaceine
coverage. These initiatives were accom-
panied by media campaigns o inform
the public, and by special monitoring
and surveillance activides.
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0.

CONTROL OF PERTUSSIS IN THE WORLD

Pertussis continues to be an impor-
tant disease during infancy and child-
hood, particularly among thase who are
inadequately immunized.

During the past 15 years, a successful
imrmunization programme has been
implemented in most countries of the
world. However, some problems have
arisen in the industrialized world where
pertussis has been either well controlled
previously or should bave been, These
problems have resulted in a return or
persistence of perrussis in UK, Sweden,
western Germany, USSR and Iraly.

The indirect or underlying causes of
these problems are apathy and compla-
cency on the part of physicians and
parents, negative attitudes to immuniza-
tion spread by ant-immunization
pressure groups using a wide range of
media and lidgadon over liabilicy for
alleged vaccine-related injuries. In
developing countries, immunization
coverage with the third dose of DPT in:
infants exceeds 80% bur there are
considerable differences in coverage rates
berween regions and between countries.
Even within countries there are great
differences of immunizadon coverage
rates: usually for the under-served urban
areas, displaced population groups,
nomads and refugees.

Failure to reach and maintain high
immunization coverage in developing
countries are caused by muldple factors
including weak management of immu-
nization services, missing opportunities
to immunize eligible children and
ineffective information and motivation
of mothers to retumn to cornplete the
immunizadon series and on the benefit
and importance of immunization.

The GAG recommends thar all
countries should use the pertussis
vaccine which is available in immuniza-
tion programmes for children. Since
acellular pertussis vaccines are not
generally available, the widespread use of
DPT vaccine containing the whole cell
pertussis component should be contn-
ued. All efforts should be directed w0
increase or maintain at least 90%
immunization coverage in all districts
with DPT immunization. Surveillance
of pertussis morbidity should be
strengthened in all countries. More
information on the present epidemio-
logical pacern of pertussis, especially the
age distribution of pertussis cases in
developing countries and their immuni-
zation status, is needed. Such informa-
tion will help to determine whether a
booster dose policy of DPT vaccine in
children above one year of age in
developing countries is needed and, if
50, the appropriate age.
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9.

ADDRESSING MICRONUTRIENT SUPPLEMENTATION
THROUGH THE EPI

‘i]:tual elimination of iodine and
vitamin A deficiency by the year 2000,
as well as reduction of iron deficiency
anaemia among women of childbearing
age by one-third of 1990 levels, are goals
of both the World Health Assembly and
the 1990 World Surnmit for Children.
The Montreal conference on Ending
Hidden Hunger emphasized thac the
economic benefits from reaching these
goals will far exceed the cost.

The choice of strategies o deal with
micronutrient deficiencies is dietary
diversification, foriification and direct
~ supplementation. In practice, effective
strategies in any country will often
depend on a mix of approaches. The
rationale for using immunization
programmes to deliver supplements to

both infants and mothers in areas of
recognized deficiency is to obtain a
pasitive short term impact while long
term sustainable strategies for dietary

change or fortfication are being
developed.

Owver the past year, there has been
considerable progress:

— agreemnent on the relevance of
immtnization programmes in
providing a delivery system for
supplements to young children and
mothers.

— planning by LN, bilateral agencies
and India (the country with the

largest number of children at risk) has
started to address the scale of re-
sources needed for supplementation
both in terms of supply needs and
funding,

Progress in other areas has been more
limited. For example:

— aslow development of situation
assessments and operational plans by
countries.

— weak reporting and monitoring of
coverage and progress for those
countries which deliver nutridon
supplementation.

— lack of materials for training,

Issues specific to vitamin A

The current WHO recommenda-
tions for supplement delivery to infants
start at the age of six months. Litde
information is available as yet about the
safety and impact of vitamin A supple-
ments in the early months of life. A
joint WHO/UNICEF consultation on
vitamin A supplementation held in
Geneva, December 1990, called for

- careful evaluation of the research studies
currently in progress before any changes

be considered in the present schedule.

Vitamin A supplemenits should only
be given to women of child bearing age
at childbirth or within four weeks after
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Figure 18

Nutrition supplementation through immunization programmes.

Age of child:

Immunization

Supplimentation

At birth

At & wooaka
At 10 weoks
At M weoeks

At 8 months Measios

BC@, OPVO
DPT 1, OPV 1
DPT 2, OPV 2
DPT 8, OPV 3

Vitamin A and
lodized olf

Women 15 - 45 yra:

During pregnancy

Within 4 waeka after
dellvery

Tetanus toxold

Iron, iodized oll

fron. vitamin A

delivery. Viramin A supplements and
iodized oil may be given simultaneously
to infants.

Issues specific to iodized oil

Jodized oil is safe in pregnancy. Itis
important that pregnant wormen be
included in programmes delivering
iodized oil because of the serious risks of
iodine deficiency to the foetus and
newborn. A single oral dose of iodized
oil (1.0 ml:480 mg) gives protection
against iodine deficiency disorders in the
foetus and infant for about 1-2 years.
Injectable iodized oil will protect for 3-4
years.

Laboratory studies have shown no
immediate effect on OPV replication
when OPV strains are incubated with
iodized oil but the current recomimen-

dation is still to avoid giving oral iodized
oil art the same time as OPV until there
is confirmation of these findings.
Injectable iodized oil can be given safely
at the same time as OPV and other EPI

antigens.

Issues specific to iron

Inadequate supply of iron supple-
ments had been identified as a major
constraint in iron deficiency control
programmes. Pregnant and lactating
wormen are highest priority among
vulnerable target groups for oral iron
supplementation.

Tetanus toxoid administrations
during pregnancy is an opportunity to
supply iron supplements. Infants should
not be given iron supplements through
immunization programmes.

WHO/EPIGEN/F2.1




10.

LOGISTICS AND COLD CHAIN

In a key change of policy on the supply
of disposable syringes tw immunization
progtammes, both UNICEF and
USAID are now about to supply auto-
destruct syringes which allow only one
use and are packed in self-incinerating
“sharps” containers. This policy remains
in accordance with the earlier recom-
mendation that reusable and sterilizable
equipment is the equipment of first
choice for immunization programmes.
This will guarantee that injections for
immunization made with disposable
equipment cannot contribute to the
spread of infection and that used
syringes will no longer be a danger to
health staff and to the community. The
introduction of rimme, steam and tem-
perature indicators into routine use will
help to provide the same guarantee of
safety for reusable syringes and needles.

A second decision of importance to
the EPI has also been taken by
UNICEF to call for the use of time-
tetnperature indicators on every vial of
oral polio, measles, DPT and BCG
vaccines supplied under the next two-
year tender.

Three important steps have been
taken in the field of transport. First,
training matertals have been developed
and are being tested for the advanced
instruction of vehicle drvers and
motorcycle riders. Second, transport
management and planning techniques
have been incorporated into EPI mid-
level management training and senior

level planning workshops. Third,
meetings have taken place between
WHO, UNICEF, the Inter-Agency
Procurement Services Organization
(IAPSO) and the vehicle and motor-
cycle manufacturers to explore the
potential for purchase contracts and
local serviee agreements which effec-
tively guarantee mainteniance and spare
parts for the lifetime of donated vehicles.

The conclusion from reports on a
number of country surveys on the
reliability and cost of solar refrigeration,
is that solar (photovoltaic) energy is an
effective energy choice for the cold chain
in areas where [iquid propane gas
supplies cannot be guarantesd and
where the experience with kerosene is
poor. Efforts are being made to reduce
the high cost of solar energy and to
broaden the benefits by also providing
light and communications. Data
transmission is to be investigared for
reportng of disease, indicators of
programme performance and supply
requUests.

The WHO and UNICEF Technical
Network for Logistics in Health
(TECHNET) has set priorities and have
collaborated during the last year on
fourteen projects. Participants will meet
in November 1991 to review progress
and re-consider the priorites due to the
urgent need to assess the logistic impact
of disease eradication, dimination and
control objectives.
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11.

REPORT ON THE PROGRESS OF THE VACCINE
INDEPENDENCE INITIATIVE

The Vaecine Independence Initative
has been developed to provide a mecha-
nism for selected countries to become
self-reliant in vaccine procurement, one
of the most critical elements in an
immunization programme.

Those countries which are capable of
financing their own vaccine needs will
be raking on this responsibility in the
coming years. This group of countries
does not include the neediest countries
which will continue 1o require dona-
tions, nor does it include the industrial-
tzed countries, but is focused on the
“middle income” countries.

However, although these govern-
ments are able to provide adequate local
currency or, on occasion, hard currency

Figure 19
Vaccine Independence Initiative

for purchasing vaccines, they face a

variery of difficuldes which require the

flexible and supportive services offered

by the Vacdne Independence Initiative.
To provide these services the Inida-

tive has four components:

~ a revolving fund;

- aglobal vaccine procurement
mechanisn;

- amechanism to use local currencies
to replenish the dollar fund;

— a planning and budgeting process
with iter-ministry agreement.
To test and refine the Initative, it has

only been offered to some countries in
the Middle East and North African area.

After successfully implementing and

Local/Hard
Currency

UNICEF

Vaccine

Vaccine
Manufacturer
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testing, the Initiative will be offered to
other regions of the world.

Two countries, Morocco and Syria,
have started to implement the Initative.
The proposed structure in each of these
countries illustrates how different needs
can be accommaodared by the Initiative.

— For countries with a convertible
currency, the Inidative helps to
strengthen the planning and budget-
ing process while also building the
inter-ministsy cooperation critical for
the guaranteed financing of vaccines.
The Initiative also provides these
countries with a dependable procure-
ment system offering high quality,

low cost vaccines.

— For countries with a non-convertible
currency, the Initiative helps to
exchange the Minisay of Health's
local currency into the hard currency
needed to purchase vaccines.

The Initiative is currently focused on
providing countries with a mechanism
to smooth the procurement of EPI
vaccines but could be expanded o other
vaccines and supplies. While there is a
ceiling on how much local currency
UNICEF can accept, there is no limit to
procurement if the country pays in hard
CUrrency.

The Initiative is one step toward
increasing the self-sufficiency and thus
sustainability of many natonal immuni-
7ation programimes.
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12.

THE 1992 GAG MEETING

The dares and venue of the next GAG
meeting are Monday to Friday, 12-16
October 1992 in Indonesia.
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ANNEXE B

LIST OF DOCUMENTS

Reference Title
EPI/GAG-91-1 Agenda
ER/GAG/91/2 List of Participants
EP/GAG/91/3 List of Docurnents
Working Papers
EP/GAG/91/MWP1  EPI Global Overview
EPI/GAG/SI/WP.2  EPI Overview in the African Region
EP/GAG/91/WP3  EPI Overview in the American Region
ER/GAG/N/WP4  EPI Overview in the Eastern Mediterranean Region
EPI/GAG/S1/WP5  EPI Overview in the European Region
WP5.1A UK Country Report: Strategies to achieve 90% immunization
coverage
WP5.18 UK Country Report: Implementation of MMR,
WEP5.2 Turkey Country Report: neonaral tetanus elimination
WP53 USSR Country Report: Polio eradication
WP.54 Sweden Country Report: Measles reduction
WPES France Country Report: Use of MMR
EP/GAG/91/WPE  EPI Overviewin l:he.‘South—East Asian Region
EPYGAG/9IMWP7  EPI Overview in the Western Padific Region
ER/GAG/91/WPS  EPI for the 1990s: A concept paper
EP/GAG/91/WPS  Achicving the 90% Immunization Coverage Target by the year 2000
EP/GAG/91/WP.AD  Progress on the Global Plan for neonatal tetanus elimination
EA/GAG/S1/WP.11  Progress on the Global Plan for Polio eradication
EP/GAG/91/WP.12  Plan of action for Global Measles Control
EPY/GAG/91/WP.13  Guidelines for improvement of routine systems for Disease
Surveillance, induding EPI Targer Diseases
EPYGAG/91/WP.14  Update on local vaccine production
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EP/GAG/9T/WP15
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ER/GAG/91/WP.17
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Rubella and congenital rubella syndrome in developing countries
Control of Pertussis it the world

Status report on the Progress of micronutrient supplementation

through the EPI

Update on developments in the Cold Chain and Logistics for
Health

Report on the Progress of the Vaccine Independence Initadve

Background Documents
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WHO/EPI/GEN/91.8

EPI for the 1990s: First Phase: 1991-1994. Tarpetng diseases to
strengthen national immunizaton programmes.

Report of the 1991 Technical Consulurive Meeting (Measles
Secdon)

Guidelines for EPI Programme Managers to reach the 1995 Measles
Control Targers
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ANNEXE C

TERMS OF REFERENCE OF THE EPI GLOBAL
ADVISORY GROUP

+ An appropriate constituted Advisory Group of outstanding consultants will be ap-
pointed to advise WHO on its Expanded Programme on Immunization. The Advisory
Group will be assisted in its work by additional consultants, sub-commirrees and study
panels for specific purposes as required.

. The Advisory Group will;

— advise the WHO Secretariar with respect o Programme priorities over the short,
mediurn and long term;

promote the exchange of information concerning Programme strategies and mctics
among participants functioning at country, regional and global levels; and

promote the understanding of, and support for, Programme goals among technjcal
and political leaders.

- Composition of the Group: Members of the Advisory Group will be appointed by the
Director-General. It will consist of approximately 12 members, at least one from each
Region being selected from a panel nominated by the Regional Offices. The others,
selected “at large”. will provide geographical and technical balance. Appointment will
generally be for a period of one year with extensions amanged 50 as to provide for a
turnover of approximately one third of the group each year. Re-appointment will not
normally be considered before one year has lapsed from the previous terminarion date.

- Meetings of the Advisory Group will be convened as required, but usually on an annusl
basis, and a report of each mezrting will be prepared and circulated.
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ANNEXE D

THE YAOUNDE DECLARATION ON THE ELIMINATION
OF HEPATITIS B INFECTION

The time has come for action to eliminate one of the world’s major diseases. Over

300 million people are chronically infected with hepatits B virus and are at signifi-

cant risk of death from liver cancer and cirrhosis. Fach year over 1 million children
are born who will eventually die from this infection.

It is now known that
Hepatids B disease burden is comparable to the world’s most serious diseases
and exceeds those of diphtheria, pertussis, polio, cholera, rotavirus diarrhea,
and AIDS. |
Heparits B infection is a children’s issue because it kills parents of young
children, it is acquired in childhood, and it is prevented by vaccination near birth.
Hepatids B vaccine, the first against 2 major human cancer, is among the best
vaccines, and the possibility of eombining it with other childhood vaccines will
make 1ts delivery even more effective.
Heparitis B vaccine can be added directly to the Expanded Programme on
Immunization (EPI) schedules; its administradon with other EPI vaccines does
not diminish their efficacy.
Hepatitis B vaccine’s current cost makes it a very effective health intervention,
and increased use will lead to even lower costs.

Therefore, the participants in the International Conference on the Control of
Hepatitis B in Developing Countries held in Yaounde, Republic of Cameroon,
October 7-9, 1991

State that Now is the Time for Action;

Call on Manufacturers to make hepatitis B vaccine available at an affordable
price for developing countries; and
Call on the World and its Leaders to
Recognize the Significance, especially to children, of hepatitis B infection and
its sequelae,
Recognize the Right of all children to protection from hepatitis B infection,

Support the development of hepatitis B vaccines combined with other
childhood vaccines,

Establish 2 Global Fund for vaccine purchase and delivery, and
Provide heparits B vaccine to Children in all countries as part of EPL
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