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| 1. Preface

This Programme Report describes the progress of the EPI during the period January to December
1992 and also includes the Report of the EPI Global Advisory Group Meeting held 12-16 October
1992 in Jakarta, Indonesia !. This new combination of the Programme Report and the EPI
Global Advisory Group Report streamlines the number of reports, reduces overlap, and places
current information on progress and constraints together with the advice and guidance offered by
the Global Advisory Group.

In early 1993 this combined report will be complemented by the document: The Proposed EPI
Budget 1994-1995.

! The terms of reference, opening addresses and list of participants are given in Annex 1.
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2. Global overview

The Expanded Programme on Immunization (EPI) in 1992 has moved forward in implementing
the concepts of "EPI for the 1990s" recommended by the EPI Global Advisory Group in October
1991 and endorsed by the World Health Assembly in May 1992 ?. Immunization programmes
have taken up the challenge to use the disease control initiatives of poliomyelitis eradication,
neonatal tetanus elimination and measles reduction in ways that strengthen the EPI and primary
health care. Stronger partnerships of governments with their donors are being forged through the
establishment of formal or informal interagency coordinating meetings at country, regional and
global levels.

In addition to its achievements
in strengthening health 1800 Number of deaths/cases (thousands)
infrastructure and realizing the
potential of improving health
services, the impact of routine
coverage and special
immunization activities on the
target diseases has been
impressive. One of the greatest
achievements has been the
virtual eradication of 200
poliomyelitis from the Western Measles Neonatal tetanus Pertussis Poliomyelitis
Hemisphere, with onset of last CASES AND DEATHS 1991

reported case on 23 August 1991
in Peru. This dramatically
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I Prevented Occurring

demonstrates what can be gou:ce:bE.l:l1g\91:rm1tlon system
. . sptem
accomplished when multiple i
governments, United Nations Figure 1. Cases and deaths occurring and prevented in 1991 through
agencies, non-governmental immunization.

organizations, and international

donors work together towards a common achievable goal. Globally, it is estimated that there has
been an 81% decline in cases of poliomyelitis compared to pre-immunization levels. It is
estimated that the incidence of measles has fallen 66% and measles mortality has fallen 88%
compared to pre-immunization levels of disease. Similarly, there has been an estimated 54%
decline in neonatal tetanus deaths compared to pre-immunization levels. At current levels of
immunization, it is estimated that some 2.9 million deaths are being averted each year due to
measles, neonatal tetanus and pertussis; however, 2.1 million deaths from these same diseases
continue to occur (Figure 1). It is important to continue to improve surveillance to develop the
capacity to routinely and accurately monitor disease incidence, identify risk areas and to direct
immunization activities to areas of greatest need.

2 Resolution WHA45.17 (Annex 2).
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* Achievements in child
immunization coverage which,
in 1990 reached 80%, have
largely been sustained
(Figure 2). However, further 001"
improvements in global coverage
have not been reported and some
countries have experienced drops
in immunization coverage.
While it is expected that

Percentage coverage

progress will slow once high o LA .
coverage is achieved, it is 197778 79 80 81 82 83 B4 86 86 87 68 89 00 1991
E
important that countries should EZ Tetanus 2nd dose EEE Meastes DPT 3rd dose
review policies aimed at Polic ard dose [ sea
reaching the unimmunized.
'COllntr}eS .“Ilth l'eductlons n g::::::bil:l:gngfgrmaﬂon System (data before 1984 are estimated)
immunization coverage should
assess the reasons behind the Figul‘e 2. Global immunization coverage 1977-1991.

reduction and take urgent

corrective action. Additional efforts are needed to reach countries, and districts within countries,
that are still significantly below the global average and to accelerate activities to reach 90%
immunization coverage.

Immunization of pregnant women with tetanus toxoid vaccine has, in contrast, only increased
from 39% to 42%. Much higher coverage will need to be achieved, especially in high risk areas,
to eliminate neonatal tetanus as a public health problem.

Unless additional resources and efforts are urgently forthcoming, the goals of neonatal tetanus
elimination and measles reduction by 1995 and poliomyelitis eradication and 90% immunization
coverage by 2000 will not be achieved.

3. Regional progress

3.1 AFRICAN REGION

Sustainability - During the period 1991-1992, the EPI has given increased attention to the African
Region. In September 1991, the Regional Committee called upon Member States to accelerate the
implementation of plans of operation for the elimination of neonatal tetanus, the control of measles
and the eradication of poliomyelitis. In September 1992, reviewing the EPI regional strategies,
the Regional Committee expressed its concern regarding the increasing price of vaccines; the
reduction of donors’ support to EPI activities for many countries and the decline in immunization
coverage some countries have experienced. Member States were urged to commit funds, within
the limit of nationally available resources, to purchase high quality, cost-effective EPI vaccines.

? Throughout this document, unless otherwise stated, immunization coverage figures are from September
1992 indicating the coverage rates for the year 1991. Figures for the year 1992 will be available in March
1993,
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Immunization Coverage - The estimated immunization coverage rates for childhood vaccines
remained relatively unchanged in the Region in 1991 compared to 1990. Coverage estimates are
BCG 79%, and DPT 3, OPV 3 and measles 56% respectively. Reasons for this stagnant
performance include:

¢ weaknesses in management of the programme, particularly the absence of
monitoring at various levels of the programme;

L4 reduced technical, financial and logistical support;
¢ various degrees of social and economic difficulties.

The estimated TT 2+ coverage has, however,
increased from 23% in 1987 to 50% in 1991.
This increase may reflect efforts in the
extension of the delivery of tetanus toxoid
immunization services at childhood
immunization sites and improvement in
assessing and reporting the actual coverage.

Countries with sustained high immunization rates are those where the health systems have been
structured and health infrastructure expanded for the delivery of Primary Health Care services.
The regional averages are influenced by performances of the largest countries: Nigeria has one
fourth of the regional population with a DPT 3 coverage of 65%. Ethiopia and Zaire are the
second and third largest countries, both with immunization coverage below 50%.

Actions for improving immunization rates in selected countries will require (a) continued
mobilization of decision-makers for more support to EPI; (b) programme review and replanning
(with emphasis on setting targets and resource mobilization and coordination) and (c) monitoring
of immunization coverage at all levels of the programme, including a semi-annual reporting to the
regional level.

Disease Surveillance - Further steps towards improving disease surveillance have been undertaken
in the Region: EPI Managers meetings have provided good opportunities to discuss needs for
improved national surveillance systems; field visits have been made in three countries and the
monthly reporting system has started; a regional computerized system for data entry and
compilation has been set up and the standard format for a monthly feedback EPI Bulletin has been
finalized. For the first six months of 1992, monthly reports on incidence of polio and neonatal
tetanus were received from 28 out of 44 countries. Some countries, however, do not yet have
monthly reporting of diseases and in some other countries, polio and/or neonatal tetanus are not
included in the list of reportable diseases. It is expected that country-focused activities, as well as
the continuation of monitoring and feedback from the Regional Office, will stimulate improved
reporting systems in Member States.

Disease Control Initiatives - Some countries provide excellent examples of successful activities
aimed at polio eradication. Twelve countries (mostly in Southern Africa) have sustained high
OPV 3 coverage and more attention is being given in these countries to improving disease
surveillance. Supplementary strategies for polio eradication are expected to start to establish a
polio-free zone in the Region. The majority of these countries also achieved good progress in
neonatal tetanus
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control. Activities aimed at
neonatal tetanus elimination will 10 ates per 100,000 poputation
be carried out in most African
countries to free at least urban

-

e

areas and other high risk areas 13

from neonatal tetanus infection 3

by the end of 1993. ]
0.1

Various measles control
strategies have been
implemented in the Region. In 0.01-
Lesotho, for example, routine
two dose measles immunization
has been introduced, with the B Botswana Lesotho Malawi
second dose given with a booster Zimbabwe [ Swaziiand

dose of diphtheria-tetanus
vaccine to children at 18 months
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Source: AFRO/EP|, September 1982

of age. In Swaziland, all Figure 3. Poliomyelitis incidence in Southern African countries

measles cases are subject to 1981-1991.

immediate reporting to the

central EPI Management where two outbreak control units conduct case investigation and outbreak
control measures. In countries with large cities (Nigeria, Uganda, Zaire), projects for reducing
measles incidence have been undertaken or are planned for the near future. A study to determine
measles case fatality rates has been initiated in Niger where a significant outbreak of measles
occurred in 1992.

Logistics and cold chain in the Region - Based on needs of the Programme Managers, WHO is
providing the services of a consultant to create a core group of logistics experts and to form a
coalition of interested agencies to further improve logistics in the countries.

Conclusions - In brief, despite many constraints, the immunization programmes have continued to
have high priority for Ministries of Health of the countries in the Region. But in view of the
fragile nature of many country programmes, it is important that these countries and the
international community continue to provide resources needed so that the vaccine preventable
diseases can be controlled.

3.2 AMERICAN REGION

The improvement in the EPI is not only a victory of the health service but also a victory over the
many difficult social circumstances that have occurred in several countries.

Immunization coverage - In 1991, immunization coverage equalled or surpassed the level of 75%
for all the vaccines included in the programme, DPT 75%, OPV 89%, Measles 80%, and BCG
81%. Immunization coverage is being monitored at the district or municipality level, allowing the
possibility of identification of those areas at highest risk and thus allowing for the allocation or
re-distribution of resources to those districts or municipalities that require additional help.
Countries now provide tetanus toxoid coverage data for women of childbearing age in areas at
risk.
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. : A
Surveillance - Great improvement has been : g5

made on disease surveillance performance - S
indicators. The network of weekly reporting The network for weekly reporting

units has nearly 20 000 health units covering has nearly 20 000 reporting units.
all districts or municipalities in the Region. i i ' : Sl
The network is now being used to report other

vaccine preventable diseases and in some countries, cholera cases. In both Colombia and Peru
"mop-up campaigns" to eradicate polio incorporated cholera prevention activities.

v it

The highest priority has been given to the detection and investigation of all cases of acute flaccid
paralysis. The data suggest that polio virus transmission in the American Region may have been
interrupted or is at the very least rapidly approaching that point. The last confirmed case of polio
due to wild virus was detected in Peru on 23 August 1991.

Elimination initiatives - Activities in high risk areas for neonatal tetanus have resulted in an 80%
reduction in the number of cases between 1989 and 1991. To reach the elimination target for the
Region, it will be necessary to immunize approximately 20 million women of childbearing age.

The recent initiative to eliminate measles in the English speaking Caribbean region appears to
have been successful in interrupting transmission in some countries which have followed the
measles month-long mass immunization strategy. Similar strategies are underway in Brazil, Chile
and Central America.

Research initiatives - There are several basic research institutions in the Region. The Pan
American Health Organization (PAHO) has taken steps to initiate a Regional Vaccine System
which encompasses all phases of the development of vaccines (epidemiological surveillance,
research, clinical and field trials, scale-up of production procedures, quality control and quality
assurance).

Priority actions in force:

L4 Major efforts are being made to further increase immunization coverage. Batches
of vaccine will continue to be monitored by PAHO as the quality control of
vaccines remains of vital importance.

¢ The management and follow-up of cold chain indicators will be strengthened to
improve the quality of the cold chain.

¢ Even though the laboratory network is functioning smoothly, efforts are being
made to improve the turn-around time for reporting results for polio virus in
sewage collection. Methodologies continue to be evaluated and the gauze pad
method appears to be the most promising.

¢ For NT the quality of data collection is being improved particularly in high risk
areas.

10
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¢ PAHO is preparing a plan on certification of the eradication of polio from a
country which will be ready towards the end of 1992. Evidence that will be
reviewed will include:

- immunization levels

- surveillance sites

- frequency of reporting

- indices of investigation

- results of community sampling

L 4 PAHO, moving towards the elimination of measles, is currently reviewing
approaches to:

- measles surveillance

- levels of immunity required

- best delivery strategies

- maintenance of measles free zones

- constraints in dealing with measles issues

33 EASTERN MEDITERRANEAN REGION

Immunization coverage - During 1991 and 1992 high levels of immunization coverage have been
sustained in most Member States of the Region and reported annual incidence of EPI target
diseases continued to decline.

By the end of 1991, estimated regional averages of immunization coverage were BCG: 88%, DPT
3 and OPV 3: 81%, and measles: 78%. Reported immunization coverage with at least two doses
of tetanus toxoid was 51% for pregnant women and 21% for women of childbearing age.
Compared with 1990 however, immunization coverage in some countries has levelled off or
significantly decreased.

However, preliminary analysis of reported data on routine immunization during the first half of
1992 and the fact that supplementary immunization activities are being implemented in an
increasing number of countries give cause for optimism that the regional coverage target of 85%
for all childhood immunizations by 1992 is attainable.

It is estimated that each year immunization in the Member States is preventing over 300 000
deaths due to measles, neonatal tetanus and pertussis among infants, as well as some 60 000 cases
of paralytic poliomyelitis. The urgent need to increase immunization coverage is underlined by
the persistence of an estimated 174 000 deaths due to these vaccine preventable diseases and some
17 000 cases of paralytic poliomyelitis.

Monitoring and surveillance - Most countries are now monitoring surveillance at reporting sites
and immunization coverage at the district and subdistrict level. From January 1992, the Region
has also been monitoring completeness and timeliness of monthly EPI reports received from
Member States. Surveillance performance indicators for polio eradication and neonatal tetanus are
now being routinely monitored in Egypt, Oman and Pakistan. The Computerized EPI Information
System in the Region has been refined and customized to meet national and regional needs.

11
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Training and operational research - The Member States in the Region continue to give emphasis
to training and operational research as a vital part of the programme. The Regional Office is
giving priority to the development of a strong and effective disease surveillance system in all
Member States, through the provision of consultancies, appropriate training, and workshops at the
regional, sub-regional and national levels.

Vaccine production and quality control - A consultation aimed at self sufficiency of vaccine
production and quality assurance in the Region was convened in September 1992 and a regional
plan to assess demand and ways of promoting EPI vaccine production and vaccine quality control
in the Region is being finalized.

Establishment of regional and national
laboratory networks for poliovirus isolation is
progressing well with 3 reference laboratories
and 6 national laboratories in place.

Constraints faced by the programme -
These include:

L4 the problem of inaccessibility to children in areas of conflict (Afghanistan,
Djibouti, Lebanon, Somalia and parts of Sudan);

missed opportunities for immunization;

L4

¢ over-dependance on external resources in some countries;

¢ weak systems of disease surveillance in most countries;

L4 lack of funds to implement disease reduction activities aimed at achieving the
elimination and eradication targets. Additional resources are urgently and
critically required and the Region is in contact with potential donor partners to
establish a Regional Interagency Collaboration Committee.

3.4  EUROPEAN REGION

The winds of change that blew through Europe in 1991-1992 did substantial damage to the
development of the regional immunization programme. The success stories that remain are mainly
due to the solid base created by the regional EPI in previous years.

Immunization coverage - Some progress in the field of immunization can be seen in Europe, in
spite of the difficulties that have affected many "new" countries of the Region in the past few
years. (The number of countries increased from 31 to 49 in 1991).

The level of regional immunization coverage increased slightly to reach 84% for 1991 for a full
schedule of polio vaccines and was sustained at 76% for BCG and 80% for DPT or DT. Measles
immunization coverage decreased from 80% to 77%, the main reason being the shortage of
measles vaccine in the Republics of the former USSR.

12
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Incidence of vaccine preventable
diseases - A small reduction in the
morbidity of poliomyelitis was reported

in 1991 (306 cases compared with 370 Azerbaijan
in 1990). On 1st October 1992 only 63 Tajikatan
cases have been reported from 17 Uzbekistan
countries (Figure 4). Poliomyelitis was Russia
imported into Germany and Norway. Romania
The Netherlands have reported an Kyrgyzstan
outbreak in a religious community that Turkey
rejects immunization. The outbreak is Yugoslavia
continuing, with 12 confirmed cases Khazakhatan
reported by the end of October 1992. "::":‘

via

Netheriands
Turkmenistan

The strategy of National Immunization
Days is not yet implemented throughout
the Region but a strategy of mass
campaigns as an outbreak response and a
means of interrupting transmission has
been used successfully in Bulgaria,
Romania and in many of the Republics
of the Commonwealth of Independent
States.

Armenia
Germany
Moidova
Norway

;
0 1 2 3 4 5 (] 7 8
Number of cases

Source: EURO/EPI, 30 September 1992

Morbidity due to neonatal tetanus
stabilized in 1989-1991 at an annual Figure 4. Poliomyelitis in Europe in 1992 - a total of 63
level of 67-69 cases reported from cases from January to 30 September.

Albania, Israel, Romania, Spain, Turkey

and Yugoslavia. Turkey, which reports the majority of the cases, (99% of all cases in 1990 and
1991) has recently implemented a national programme to eliminate the disease.

The morbidity of measles has continued to decline throughout the past four years and Finland,
Hungary, Iceland, Latvia, Luxembourg, Malta, Netherlands, Norway and Sweden reported fewer
than 100 cases in 1990 or 1991. The average morbidity of measles in the past two years shows a
75% reduction compared with averages in the pre-immunization years (Figure 5).

There was also an 80% reduction in 1990-1991 in rubella and mumps morbidity compared with
1984-1986.

Disease surveillance - There were improvements in disease surveillance during the past two
years:

L4 a system of monthly reporting of polio cases has been started in 46 countries
(96%) of the Region;

L 4 zero reporting of polio cases is progressing, with 14 countries (29%) regularly
submitting reports to the Regional Office;

L4 surveillance of acute flaccid paralysis is being implemented in at least 10
countries;

13
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Problems facing the programme - Some
disturbing and negative trends have appeared 1000
in 1991 which indicate that special actions

will be needed to improve the immunization
services in Europe: 800

Thousands of cases

¢ an epidemic of diphtheria has
affected the former USSR,
where 3 009 cases of the
disease were reported in 1991

(Figure 6);

¢ the Republics most affected
were Russia and Ukraine.
The epidemic is not yet under 200
control. More than 1 700

800

400

cases have been reported in
the period January to June 0
1992 by these two Republics 1980 81 82 83 84 85 86 87 88 89 90 1991
alone, while other Republics Source: EPI, September 1992

have also reported an
increase in imported cases;

Figure 5. Reported measles incidence 1980-1991 in the
European Region.

¢ vaccine supply for national
immunization programmes in
the countries of Central and
Eastern Europe and in the newly
independent states remains

Number of cases

uncertain;

¢ communication channels with the 3000
new Member States have only
recently been established and do 2500

not yet operate efficiently;

2000
L 2 political and economic instability

in many "new" countries of
Europe have affected the
performance of health services
and may be responsible for the
virtual collapse of immunization
activities in areas of civil unrest.

500

More active efforts and financial support are
still required to support, preserve and sustain
immunization activities in the many new Former ussk Ml Rest of Europe

Member States Of the " New Europe" M Source: EURO/EP| September 1992

Figure 6. Incidence of diphtheria in Europe
1980-1991.

14



WHO/EPI/GEN/93.1

35 SOUTH-EAST ASIAN REGION

Immunization Coverage - The year 1992 has seen many important events in the South-East Asian
Region. Since the introduction of EPI in 1978, DPR Korea and India have conducted their first
International EPI Reviews, in June and August 1992 respectively. Both countries have achieved
and sustained at least 80% immunization coverage in 1991. Each of the 11 Member States in the
Region has undertaken at least one International Review since 1978.

Bangladesh reported that through routine reporting systems, the country had achieved at least 80%
coverage in children in 1991. Immunization coverage for children in the regions of Bangladesh
was maintained at about 80% but with only 78% for measles vaccine.

Disease surveillance - Surveillance activities have been strengthened, though are not yet optimal,

in all Member States. These include:

¢ local intensive training or workshops on EPI surveillance;

L4 establishment and development of laboratory surveillance;

¢ monthly and quarterly reporting of EPI diseases to the WHO Regional Office by

almost all countries;

L4 intensification of response measures to measles and polio outbreaks in some
countries;
¢ improvement of country

reporting systems and
information systems in almost all
countries.

A Regional Plan of Action on Polio Eradication
for 1993-1996 with yearly activities has been
developed and is being commented on by all
Member States. The reported EPI cases and
deaths in the Region were fewer than in
previous years.

India has greatly improved its EPI surveillance
in the last two to three years. The recent
International EPI Review in August 1992
observed encouraging surveillance systems in
Bombay, Madras, and in some districts in
Haryana (Figure 7). In some instances
surveillance data are being used to target EPI
activities. Surveillance of acute flaccid paralysis
has been started in some States, and surveillance
indicators such as completeness and timeliness
of reports received, intervals between disease
onset and notification, case investigation, and
response activities are being instituted.

87 cases total

Reporting time

Stool Coliection W \\\\\\\

Outbreak Responase

RN

0 20 40 80 80 100
% of Cases
R votal <48 hours

0-7 days

Figure 7. India: Acute flaccid paralysis surveillance
indicators in two districts in Haryana State 1992,

15
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Regional and country polio laboratory networks are being established in Bangladesh, India,
Indonesia, Mongolia, Sri Lanka and Thailand. Polio laboratory training has been conducted in
1990, 1991, and at the New Delhi National Institute for Communicable Diseases in 1992. A
technical meeting on the South-East Asia Polio Laboratory Network was held in June 1991 in
Kathmandu and another in October 1992 in Jakarta during the 9th Regional Meeting of EPI
country Managers. Polio proficiency panels have been successfully completed in four out of eight
participants attending the laboratory training in 1991. The Governments need to supervise and
closely monitor laboratory activities.

High risk areas for neonatal tetanus have been identified in some countries: in Bombay these are
in slum "floating population” areas. Thailand has identified the following indicators for each
subdistrict:

1. reporting of more than 10 cases of neonatal tetanus;
2. less than 80% coverage of pregnant women with more than two doses of tetanus toxoid;
3. less than 70% institutional deliveries.

Three doses of tetanus toxoid will be given to all childbearing age women in areas that meet these
criteria. In practice, since most of the deliveries are in hospital, except in tribal or border areas,
the district officers have focused on criteria 1 and 2 to identify high risk areas. This approach has
been successful in reducing the incidence of neonatal tetanus in two high-risk provinces, using
targeted strategies of increasing tetanus toxoid coverage and training of traditional birth attendants.

Vitamin A Supplementation - This has been carefully studied particularly in Bangladesh, India,
Indonesia and Nepal. Bangladesh has been distributing vitamin A through immunization contacts
since 1991. India has started using immunization contacts for vitamin A supplementation in some
districts. Indonesia has also been giving Vitamin A in an integrated approach for many years.
Supplementation with vitamin A is given to children above one year of age at the village health
and nutrition posts. This delivery system could also be used to reach infants in the first year of
life. In Nepal, several new vitamin A research projects are underway.

Cold Chain and Logistics - Development of locally produced cold chain equipment has continued
in India, Indonesia, and Thailand. Procurement of locally made, standardized, tested equipment
has been initiated in India and Thailand. The status of the cold chain was adequate in 1991-1992,
although some ice-lining refrigerator leaks and refrigerator explosions were found in India and
Indonesia, respectively. Potency testing of EPI vaccines given by some private medical
practitioners in urban areas needs review and improvement.

Sustainability of the programme - The Regional Office continues its integrated policy for the
EPI. Limited resources, unique situations or conditions, and limited infrastructure have been
some underlying factors which need an integrated policy, especially for the future EPI in the
South-East Asia Region.

The present significant and major funding inputs from governments of some Member States
should be continued and maintained for sustaining the EPI. Support from outside sources will be
required for some countries for the foreseeable future to achieve and sustain high immunization
coverage. National programme managers are developing detailed fiscal plans as part of their
overall plans for EPI, clearly identifying the resources required and specifying whether they will
be provided by the government or by outside agencies. Government and collaborating agencies

16
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are in the process of formally approving these
plans, with all parties committing themselves to
providing the financial support indicated in the

context of EPI sustainability. Governments 100 \ ‘ ‘
should not have to depend on outside donors to \\ &\\\\\\\\ &\\\\\\\
sustain their immunization programmes in the '
long run; self sustaining efforts have been
observed in some Member States in the areas of
manpower, vaccine and cold chain equipment 80
production, as well as in other logistics items
such as vehicles, syringes, needles, and
computerized EPI information systems. In 40}
Indonesia in 1989, the foreign assistance for EPI
was 23% of the total cost; in 1992 assistance

Bo ...

dropped to 14% of the total (Figure 8). 201

Vaccine Supply - Bangladesh, India and

Indonesia produce some or all of the bacterial ©7 080 1990 1991 1992
vaccines and toxoids used in their immunization Year

programmes. Imported ingredients of viral

vaccines are bottled in India, Indonesia, and B8 Government N Donors
Thailand. In 1993-1994, Indonesia aims to

produce these vaccines for domestic Figure 8. Indonesia: EPI Funds 1989-1992.
consumption. percentage of Government and Donor Funds.

3.6 WESTERN PACIFIC REGION

Immunization Coverage - In the Region, coverage for the six EPI vaccines for infants under one
year of age exceeded 90% by 1990, although coverage with tetanus toxoid for pregnant women
remained low, at only 6%, mainly because China had not yet adopted this policy. At the country
level, there was a wide variation in coverage with some countries having sustained high coverage
for several years, and others showing a slower rate of progress.

As coverage has increased, there has been a decline in the incidence of diseases preventable by
immunization in the Region, although tuberculosis incidence remains at a high level. All
countries of the Region are being encouraged to strengthen their disease surveillance systems and
to use disease incidence as an indicator for monitoring progress, particularly in situations where
coverage is high.

Poliomyelitis eradication - The Western Pacific Region is committed to the eradication of
poliomyelitis by 1995, and all poliomyelitis-endemic countries continued to make remarkable
progress in this initiative during 1991 and 1992. A total of 2615 cases of poliomyelitis were
reported in 1991, a decrease of more than 50% from the 5963 cases in 1990 (Figure 9). This
reduction was mainly due to a reduction in cases in China from over 5000 to less than 2000
during the same period.

Cases of acute flaccid paralysis are being reported from countries to the WHO Regional Office
with a much higher level of completeness and timeliness compared to previous years although
there is still room for improvement. Case investigation for acute flaccid paralysis was generally
incomplete in 1991, but strenuous efforts are being made by all countries during 1992 to
investigate all reported cases.
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Supplementary immunization with oral
poliovirus vaccine has been impeded by a lack

of funding for the very large quantities of 140 F2z0s (Inousands) 0PV corerod® @ 100
vaccine required, to the extent that no countries

have yet conducted National Immunization 12,0

Days. Some countries have, however, selected

high risk areas for Sub-National Immunization 10.0

Days during 1992.
The laboratory network has continued to gain 50
strength. National laboratories have been
designated for each of the poliomyelitis-endemic
countries in 1991, and by August 1992, all
countries reporting acute flaccid paralysis cases
had begun to send stool samples for virological
investigation.

6.0

Training courses in disease surveillance and 0.0 81 82 83 84 85 86 57 88 89 90 91
poliomyelitis eradication have been conducted in

poliomyelitis endemic countries. It has been ’ B Poiio cases  —— OPV3

necessary to have separate reporting systems for

acute flaccid paralysis based upon sentinel sites, Source: WPRO CEIS, September 1992

as existing routme.survellla.nce systems have not Figure 9. Reported polio cases and OPV 3 coverage
always been sufficiently reliable. in the Western Pacific Region 1980-1991.

Neonatal tetanus elimination - Progress in the

elimination of neonatal tetanus has been slower than for poliomyelitis, although most countries
have shown sustained increase in coverage (from 4% to 6% during the period 1988 to 1991) with
at least two doses of tetanus toxoid. Reporting of neonatal tetanus cases has been incomplete,
with some countries not yet reporting the disease separately from other cases of tetanus. There
were opportunities to increase TT 2+ coverage at antenatal and routine child immunization
clinics, through coordinated approaches within health services. The Philippines and Viet Nam
have draft plans of action for neonatal tetanus, and China will prepare a plan in late 1992.

Measles reduction - This is being achieved by increasing and sustaining high coverage for a
single dose of measles vaccine for infants. Reaching the 1995 goals of reduction in measles
mortality and morbidity in the Western Pacific Region will require strengthening of surveillance
systems to ensure complete reporting of measles morbidity and mortallty as well as improved case
management of measles complications.

Hepatitis B immunization - Coverage for infants with hepatitis B vaccine for 27 of the 36

countries and areas of the Region has begun for the first time, and will now be included in reports
on a regular basis.
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4. Disease prevention and control

4.1 MAINTAINING HIGH COVERAGE

In 1989, the World Health Assembly set the target of 90% global immunization coverage by the
year 2000. In 1991, the GAG recommended that by 1995 countries should reach coverage of
90% for measles immunization and 80% for all other vaccines in all districts.

The success of the global immunization initiative has been remarkable. However, the
sustainability of immunization services in many developing countries remains fragile, a symptom
in part of poorly developed health infrastructure. In 1991 global coverage reached 85% for BCG,
79% for a third dose of DPT, 81% for a third dose of OPV, and 78% for measles vaccine among
children by their first birthday. These levels are unchanged and, for some vaccines, have declined
slightly since 1990. In contrast, coverage of women with tetanus toxoid has continued to improve

and global coverage with two or more doses of tetanus toxoid reached 42% in 1991,

Global averages hide differences among
Regions. 1991 coverage among infants with
measles vaccine reached 92% in the Western
Pacific Region and 82% in the Eastern
Mediterranean, whereas measles coverage was
56% in the African Region. Figure 10 lists 16
African countries that are reporting
immunization coverage of less than 50%.
Progress in coverage with tetanus toxoid tells a
different story, for in 1991 the highest levels
were reached in the South-East Asia Region
(65%) and the African Region (50%). In
contrast, only 6% of pregnant women in the
Western Pacific Region received two or more
doses of tetanus toxoid.

National managers have gained tremendous
experience in reaching the present high coverage
levels. However, to sustain and further improve
programmes, national coverage must be
disaggregated and monitored at the district level.
Many countries are doing so. Indonesia may be
cited as an example: 232 of the 303 districts in
Indonesia reached coverage levels of 80% or
above in 1991.

Burkina Faso 42

Cote d'lvoire 42
Kenya 42
Namibia 4“
Mali

Angola
Ghana
Guinea
Ethiopia a7
Madagascar '

40
39
38
: »

Mauritania
Zaire
Chad
Niger

Mozambique

Comores 20

1 L i

[4] 20 40 60 80 100
Percent measies immunization coverage

8 WHO/EP, September 1992

Figure 10. Countries of the African Region with
measles immunization coverage less than 50%.

It is important that managerial efforts focus additional activities on districts where coverage
remains below 80%. Immunization services need to be convenient, friendly, and technically
excellent. Opportunities to immunize need to be taken in both the curative and preventive health
sectors. The contribution of the private sector has to be assessed.
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In countries where coverage has not yet reached 80%, the continued development of routine
immunization activities should have the highest priority. To increase coverage in ways that can be
sustained, the necessary health infrastructure has to be developed. In many countries, routine
immunization activities in health facilities, including outreach activities, have to be expanded.

Countries which have already reached 80% coverage should sustain these achievements through
routine immunization and use of the high risk approach. This approach aims at increasing
coverage with all EPI vaccines to 90%; providing additional doses of OPV to children 0-5 years
in areas where wild poliovirus transmission is persisting; and reaching 100% of women of
childbearing age with tetanus toxoid in areas where infants are at high risk for neonatal tetanus.

In countries or parts of countries where, after thorough assessment, expansion of the routine
health infrastructure based on fixed health centers is deemed unrealistic, special immunization
activities may be considered. Acceleration activities, including campaigns and immunization days,
should deliver all EPI vaccines to children under one year, as well as tetanus toxoid to women of
childbearing age. Guidance for programme managers is provided by the joint UNICEF and WHO
Policy Statement on Planning Principles for Accelerated Immunization Activities *. Additional
guidelines for programme managers are under development. Accelerated immunization activities
should be planned and conducted in ways that are likely to leave behind increased numbers of
permanent immunization sites and activities, including their logistical backup.

42  DISEASE SURVEILLANCE

In the biennium 1992-1993, as the target dates for the disease control initiatives are approaching,
disease surveillance is increasingly becoming the driving force for immunization activities. For
the three disease control initiatives, effective disease surveillance is a precondition to achieve the
targets.

During the first year of the biennium, work in the secretariat has resulted in the development of
two documents:

"Improving routine systems for surveillance of infectious diseases including EPI target
diseases: Guidelines for improvement of routine systems for disease surveillance "
EPI/GEN/92 4.

"An Integrated Approach to: high coverage, control of measles, elimination of neonatal
tetanus, and eradication of poliomyelitis" EPI/GAG/92/WP.8.

The major outcome of the first document is the emphasis on the improvement of routine disease
surveillance systems rather than the development of parallel systems for EPI target diseases alone.
Surveillance of all the EPI target diseases should be strengthened simultaneously through such
systems. The responsibility for management of disease surveillance and for effective use of
surveillance information for further prevention and control should be decentralized to district or
equivalent levels. This has been reflected in the Regional Programme Managers meetings in
1992. Part of the meetings have also been organized in a workshop structure discussing
surveillance of the three target diseases.

4 Planning Principles for Accelerated Immunization Activities. A joint WHO/UNICEF statement.
World Health Organization 198S.
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Work on the integrated approach has reinforced the fact that nearly all of the disease surveillance

activities are shared between the three disease control initiatives and therefore should be pursued

together; there are only a small number of activities that are disease specific activities
(Table 1).

Table 1. Special Surveillance Activities

Vaccine efficacy
studies as part of
outbreak
investigations

Case fatality rates as
part of outbreak
investigations

Hospital record
review to study
reporting accuracy
and case fatality
rates

Community based
survey of true
incidence and case
fatality rates

Case-control studies
to identify high risk
areas

Case-control studies
of risk factors

Environmental
sampling for polio
virus

Stool sampling from
children without
suspected polio

Wild virus strain
bank

Comments: Special Surveillance Activities

1. Disease surveys are expensive and time consuming and will only become more so as
incidence drops. They should, therefore, never be part of the routine surveillance
activities, but be conducted on an ad hoc basis in special situations. Community
based NT surveys have been recommended for countries with no baseline
information on the frequency of neonatal tetanus.

2. For polio, activities to investigate the presence of wild virus in a community become
essential where supplementary OPV immunization activities aimed at interrupting
wild virus transmission (National Immunization Days, outbreak response
immunizations and mopping-up) have taken place and cases of paralytic polio have

disappeared.
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The development of surveillance indicators consolidates the experience to date from different
countries and regions. Focus has been on identifying a few key indicators that are crucial for
programme management. The three main indicators of quality of reporting and of effective use of
surveillance data are:

¢ Timeliness/completeness of reporting measured as the number of monthly (or
weekly) reports received on time at district, state/provincial and national levels
compared to the number of health facilities designated to report.

¢ Number of investigated cases/outbreaks compared to number of reported
cases/outbreaks.

¢ Number of case/outbreak responses compared to number of cases/outbreaks
investigated.

In countries with more mature immunization programmes embarking on elimination of NT and
eradication of polio, more detailed data are needed at district and national levels for proper
programme management.

Work will continue on including these indicators into the EPI training materials. Training
material and guidelines related to the development of disease surveillance systems are further
described in section 9 of this document.

4.3 MEASLES CONTROL

Immunization coverage and additional
measures needed - Much outstanding work has
been accomplished by national and regional
programmes in controlling measles in the past
year. Many countries have raised their measles
vaccine coverage significantly and some are
even above 90% at national level. Global
numbers of reported cases are reduced compared
with the previous 12 months. However, these
figures mask some less pleasant statistics. Few
countries can claim 90% coverage in all
districts. Pockets of low measles vaccine
coverage exist in most countries, pockets
capable of continuing transmission. Of those
countries having measles coverage below 50%,
many are in situations of civil unrest. Economic
downturn slows the progress of others. Measles
immunization coverage has failed to rise since
1990 which gives serious concerns that the 1995
global goals will not be reached (Figure 11). © 985 1986 1987 1988 1989 1990 1991

o Percentage measies coverage

Source: WHO/EPI, September 1992

WHOV/EPI estimates that over 44 million cases

and over 1.4 million deaths are still occurring Figure 11. Global measles vaccine coverage
from measles. A recent outbreak in Niger 1985-1991.

revealed case fatality rates as high as 42% in

some age groups. There is an urgent imperative
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to reduce these numbers. Cases will be reduced most rapidly and consistently by achieving an
immunization coverage of 90% or more with one dose of standard measles vaccine in all districts.
Deaths will be reduced in this way also, but if the 1995 goal of 95% reduction in deaths is to be
achieved, additional measures will also be needed. These include administration of vitamin A,
antibiotics for respiratory infections and oral rehydration for diarrhoea complications.

Three countries have introduced vitamin A supplementation in 1992. These are Bangladesh, India
and Malawi. These countries are known to be at risk for vitamin A deficiency, and
supplementation should provide significant protection for infants and children against mortality
and the blinding complications of measles.

Technical problems and alternative strategies - Two technical problems remain uppermost in
many developing countries - measles cases occur in the un-immunized and the immunized. For
the former, raising coverage is the solution. For the latter, raising vaccine efficacy ensuring
integrity of the cold chain, administering vaccine at appropriate age and by the use of more than
one dose has proved effective in some circumstances.

As an alternative strategy for measles control, two dose schedules were reviewed and field visits
made to evaluate them. In October a paper was presented to the Research and Development
Group summarizing the status and recommending further pilot projects before specific policy
could be defined for developing countries. This will be initiated during 1993. A number of
African countries have indicated interest in two dose schedule research.

Evaluation of campaigns as a strategy for measles elimination continues in the Americas. In the
Caribbean region such campaigns appear to have been successful in interrupting transmission of
measles and similar campaign strategies are underway in Brazil, Chile and Central America.
Alternative routes of administration of measles vaccine continue to be explored, especially in
Mexico.

Vaccine development - Administration of high titre vaccine was finally laid to rest with the
meeting in Atlanta in June 1992. The recommendation of the consultation was that high titre
measles vaccine should no longer be recommended in immunization programmes. While it was
regrettable that so much time and effort had been spent on this area of measles control, it was felt
to be positive that the problems related to safety of administration of high titre vaccine had been
detected before widespread use of the vaccine occurred.

Close contact was maintained with industry relating to the production of measles vaccines. There
does not appear to be a foreseeable change in the predicted demand for measles vaccine during
1993, and industry is anticipated to be able to meet the demand.

Research continues on the use of other vaccines at early ages. This includes the use of Canarypox
as a vector, and the field testing of standard titre AIK-C vaccine.

Treatment of measles cases - The principle of treatment of measles cases is a new theme for the
EPI and pediatricians are particularly responsive to this. EPI is working with ARI, CDD, MAL,
PBL* and Nutrition units to develop training material for clinic workers. Good progress has

5 Control of Acute Respiratory Infections, Diarrhoeal Disease Control, Malaria Control, Programme for
the Prevention of Blindness.
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been made working with these WHO units to develop wall charts and other teaching modules for
Treatment of the Sick Child. Included in this project is the treatment of the child with measles.
The wall charts should be available in 1993 and the final teaching modules in 1994.

Missed opportunities - Many infants continue to miss their dose of measles vaccine due to high
drop out rates. In a recent study in Africa, immunization coverage dropped by 25% between
DPT 3 and measles vaccine. Even when they attend health services, opportunities to immunize
continue to be missed. EPI encourages use of the missed opportunity survey to highlight missed
opportunities for immunization occurring at clinics. A mid-level module, entitled "Identify
Missed Opportunities” has been widely distributed since its release in 1991; it provides full details
of how to conduct a survey and how this method may be used by supervisors. In 1992, an EPI
document summarizing findings of 79 missed opportunities studies in 45 developing and
industrialized countries was released.

Programmes are finding that concentrating on high risk areas is helping to make the best use of
resources but special efforts are still needed to identify and immunize the children of the urban
poor.

Training - Development of complete and timely disease surveillance has been the object of
various workshops for programme managers held in all WHO Regions throughout 1992.
Surveillance for measles has been part of these workshops. Such training will continue through
1993 as EPI emphasizes the importance of surveillance as a tool in disease control.

Communication as a part of measles control has been promoted through the EPI UPDATE
"Communication as means of sustaining immunization coverage”. A trial "Communications”
component was included successfully in the programme managers’ workshop held in Cairo in
February 1992. Further development of this component is planned by HEALTHCOM.
Additional developments on communication are discussed in section 9 of this report.

4.4 NEONATAL TETANUS ELIMINATION

There was considerable concern

at the time of the 1992 Global

Advisory Group that there were Bangladesh

only 38 months before the target Indugoria

date for the elimination of U:::::

neonatal tetanus. There has Viet Nam

been progress over the past 12 Sudan

to 24 months: tetanus toxoid Pakistan

immunization was the only En.m::

global coverage figure to Tanzania

. Zaire

increase among the EPI Nepal —

vaccines, but it still remains at S ia : ,
42%. Work on implementing 20% 40% 60% 80% 100%
wel.l -establlshed apd tested . 1050 1081

policies and practices must

continue rapidly for the target to Source: WHO/EP), September 1992

be reached. Immunization

coverage of women must
increase, extra efforts must be
put into high risk areas

Figure 12. Reported tetanus toxoid coverage is only increasing in 7
out of 15 high risk countries.
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(especially urban areas and high risk families), the
quality of the vaccine being used must be improved,
and all of these activities need to be done in a way
that is complementary to the equally important goals
of reducing measles and eradicating polio.

In 1991, reported tetanus toxoid coverage increased in
7 of the 15 high risk countries which, among them,
contribute 80% of neonatal tetanus deaths in the world
(Figure 12). This success is largely due to reducing missed opportunities when children are
immunized during antenatal care visits and during outreach and mobile clinics.

Although there has been
significant impact from pre-
immunization levels,
immunization coverage rates of
greater than 90% are needed to
eliminate neonatal tetanus in
high risk areas (see box).

Nation wide coverage surveys,
which estimate more accurately
the level of tetanus toxoid
protection at birth, have been
carried out in 9 of the 15 high
risk countries. The Philippines
and Viet Nam now have a National Plan of Action to eliminate neonatal tetanus by 1995 and
countries have started the process of identifying high risk areas and populations. A few of them
have already accelerated tetanus toxoid immunization activities and active surveillance in these
areas. Such activities have included:

immunizing women of childbearing age;

organizing "sweeping" activities around cases;

listing neonatal tetanus cases;

actively looking for new cases;

identifying neonatal tetanus as an emergency reporting event.

L B R B X 4

As a result of such activities some countries have been able to document a rapid reduction in
neonatal tetanus incidence. Despite impressive progress in reporting neonatal tetanus separately
(90% of countries) less than 5% of neonatal tetanus cases estimated to occur are reported
(Figure 13). The monitoring of quality data on neonatal tetanus incidence requires special
attention.

A protocol to evaluate the quality of tetanus toxoid at production level and handling level has been
developed in collaboration with the Task Force for Child Survival and Development and the
Centers for Disease Control ¢. This protocol has been field tested in Egypt and India but further
field tests are required.

¢ Guidelines on How to Monitor Progress Towards Neonatal Tetanus Elimination at District Level.
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In one high risk country, the
quality of locally produced
tetanus toxoid by 2
manufacturers was assessed and
tetanus toxoid vaccine failure
due to handling was detected.
Efforts to upgrade the quality of
tetanus toxoid production in
Bangladesh may allow this
country to use its own locally
produced vaccine by 1993.

A protocol is now available to
assess the feasibility of using
DPT 1 contacts to monitor more Source: WHO/EPI, September 1991
accurately and routinely the
protection of children at birth

esTiIMATED Il REPORTED

through the immunization of Figure 13. Fewer than 5% of neonatal tetanus cases were reported in

their mother. Field tests were

1991.

initiated in several countries in

1992.

The following summarizes the developments which have occurred during the past 12 months and
the activities planned for 1993.

¢

26

Five Indian States at high risk for NT participated in a Planning workshop for
neonatal tetanus elimination and developed State specific action plans. Further
workshops are planned in China and Viet Nam during the first half of 1993.

The first draft of a global strategy paper to increase the proportion of clean
deliveries has been completed.

Data on clean delivery practices (antenatal care coverage and deliveries performed
by trained attendants) are being reported by an increasing number of countries.

A protocol to routinely measure the number of infants protected at birth through
the immunization of their mother with tetanus toxoid has been developed. Field
tests are currently being carried out in several countries and the results are
expected to be presented at the next TECHCOM meeting in 1993.

Guidelines to monitor progress towards neonatal tetanus elimination at district
level have been developed and field tested in Egypt and India. More field tests
are needed to validate the usefulness of the procedure.

"Life-long Adult Immunization Cards" are currently being field tested in Congo
and Oman.
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¢ Five high risk countries for neonatal tetanus (China, India, Philippines, Tanzania
and Viet Nam) have been visited with the following objectives:

China Review of the magnitude of neonatal tetanus and recommendations
for elimination strategies

India Planning workshop for neonatal tetanus elimination
Philippines Development of an action plan for neonatal tetanus elimination
Tanzania Review of the surveillance system

Viet Nam Review of the national action plan for the elimination of
neonatal tetanus

4.5 POLIOMYELITIS ERADICATION

One third of the time allowed to reach the target of eradication by the Year 2000 has now passed
since the target was established in 1988. In that time, many lessons have been learned and
experience has shown the effectiveness of the strategies recommended by WHO in eradicating the
wild poliovirus.

GLOBAL INCIDENCE OF POLIOMYELITIS
- 1991 -

INCIDENCE 1991

Not available
[] O reported cases
less than 10 cases

July 1992
Y B more than 10 cases

Figure 14. Reported incidence of poliomyelitis 1991.

Incidence of poliomyelitis - The number of cases reported in 1991 continued the downward trend
of recent years in spite of improving surveillance. Progress has been made in all WHO Regions,
the most striking results being in the Americas, which passed a full year to the 25th August 1992
without any detected wild poliovirus.
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Elsewhere, epidemics of polio were controlled in Bulgaria, Jordan and Romania. A continuing
outbreak in the Netherlands pinpoints the risks posed by an un-immunized minority population

(Figure 14).

Vaccine supply - A major problem likely to make the
year 2000 target difficult to achieve is the shortage of
resources to allow for an adequate supply of vaccine.
In particular, this shortage means that the essential
strategies of supplemental immunization will not be
widely implemented, allowing wild poliovirus
transmission to persist, especially in the most
populous, crowded and poorest countries of the
world.

In spite of much effort, results to date are disappointing in assisting countries to obtain adequate
supplies of vaccine. The planning efforts of the CVI in assessing national vaccine needs and
production potential hold promise of obtaining more reliable supply. Continued efforts are being
made, with only limited success, to obtain additional funding to purchase vaccine for essential
supplementary immunization activities.

Future planning and strategies - During 1992, the Technical Consultative Meeting of the EPI
reviewed the status of the polio eradication initiative and made recommendations on future
planning, management and strategies to be pursued. The principle of defining high priority areas
was recommended. In addition, a schedule of "staging" was developed to allow countries to
implement activities that are relevant for their level of achievement in immunization and
surveillance.

To strengthen management and provide a framework for planning and evaluation of progress, the
global plan of action was revised ’, based on the original plan established in 1988. The plan
defines objectives to be achieved by the years 1993, 1995 and 2000.

Reporting and surveillance - Efforts were made in 1992 to strengthen routine reporting of
poliomyelitis on a monthly basis, both from individual countries and from reporting sites within
countries. Progress was made, but reporting remains incomplete and is frequently delayed. The
EPI newsletter, EPI ALERT has been used to provide quarterly feedback on surveillance for polio
reported by Member States and update the measles and neonatal tetanus situation.

Intercountry and national workshops on developing disease surveillance, involving participants
from over 70 countries, have been conducted. In these workshops, responsible national officials
have planned activities aimed at initiating or strengthening reporting of cases of the EPI target
diseases and their investigation.

As a result of surveillance training, most countries have further developed their capacity to
investigate cases of acute flaccid paralysis, including the collection of samples for laboratory
analysis. An increasing number of countries are conducting the supplementary immunization
procedures essential to interrupt wild poliovirus transmission.

7 Global Poliomyelitis Eradication by the year 2000. Plan of Action - Revised 1992. EPI/GAG/92/WP.11
Rev 1.
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Further development in the global laboratory network has continued. Training courses have been
organized and regional reference laboratories have been placed under contract.

New regional reference laboratories have been established in New Delhi (serving India), Bangkok
(serving other south-east Asian countries and Laos) and Accra, Ghana (serving English speaking
African countries). Support to the laboratory in Cairo was extended. WHO/HQ gave limited
direct support to these laboratories (US$ 10,000) for the purchase of supplies but was unable to
extend this support to national laboratories or to assist with requests for major equipment.

These specialized reference laboratories have continued to provide reference services to the
network, develop the wild virus strain bank and conduct advanced testing of some virus isolates.

Research has focused on the development of thermostable OPV, development of simple rapid
diagnostic tests of poliovirus infection, as well as continuing research into the use of different
OPV formulations and the place of combined immunization schedules.

4.6 MICRONUTRIENT SUPPLEMENTATION

Vitamin A - During the past 12 months, results have become available from all of the major
vitamin A supplementation studies looking at impact on mortality in children aged 0-71 months
(Figure 15). Six studies showed mortality reduction ranging from 20-54%, and two studies
(Hyderabad, India and the Sudan) showed no effect. Immediate responses to this have been the
adoption of a policy of vitamin A supplementation at immunization contacts from the age of six
months in India, as well as supplementation from the early months of life in Bangladesh.
Simultaneously, several other studies are looking at safety factors.

Study site Mortality outcome

Ghana 20% reduction

India (Hyderabad) no effect

India (Madurai) 54% reduction

Indonesia (Aceh) 30% reduction

Indonesia (MSG) 45% reduction

Nepal 30% reduction

Nepal (Jumia) 50% reduction

Sudan no effect
Figure 15. Vitamin A supplementation trials - mortality impact.

The EPI in collaboration with the WHO nutrition unit, the WHO programme for the prevention
of blindness, UNICEF and the International Vitamin A Consultative Group prepared a
consensus statement addressing the issue of supplementation from the age of six weeks.
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However, the Global Advisory Group was not asked to endorse this statement because of recent
concerns raised about the possible association of excess acute lower respiratory infection events
with vitamin A supplements given in the early months of life.

The EPI continues to believe that the time is ripe for action in the vitamin A supplementation
field. It is expected that supplementation interventions will move forward in many countries
during 1993, stimulated in part by the focus on nutritional issues provided by the Rome
International Conference on Nutrition. Questions concerning early use of supplements from the
age of six weeks should be resolved by mid 1993. At the same time, it is important that
existing policies of vitamin A supplementation be implemented to reduce the blinding and other
complications from measles. This is especially so in African countries where measles case
fatality rates are high. Refugee camps and displaced populations are other priority areas for
vitamin A supplementation.

Looking at delivery and supply issues, 30 000 dispensers for liquid vitamin A have been
ordered for use in Bangladesh. This will be the first countrywide use of the new pump
dispenser system for liquid vitamin A which should ensure more accurate dosing of very young
children. UNICEF supplies of vitamin A capsules (50 000 IU, 100 000 IU and 200 000 1U)
now exceed 100 million annually and efforts have been made to ensure that vitamin A is made
available not only for prevention of deficiency but also for treatment. India is being supplied
with 60 million 100 000 IU capsules from the Hoffmann-LaRoche donation; further supplies
from this source are being considered for Burkina Faso and Ghana.

Todized oil - Contacts with the manufacturers of iodized oil have led to development of a new
pump system for delivery of iodized oil as well as changes in iodized oil capsule dosage and
design. Injectable iodized oil is not considered appropriate for use at immunization contacts.
Oral iodized oil schedules have been finalized by WHO and the International Council for
Control of Iodine Deficiency Disorders. It is expected, therefore, that increased use will be
made of iodized oil, for women of childbearing age and infants at the time of measles
immunization, in areas where iodine deficiency is hyperendemic and supplies of iodized salt are
not yet available. A study is being initiated in 1993 of possible interactions between iodized oil
and OPV in children.

Iron - Delivering iron supplements at immunization contacts, particularly to women of
childbearing age who are receiving tetanus toxoid, is still a neglected area. Much more effort
have to be made on the potential use of immunization contacts for delivery of iron supplements.

4.7 YELLOW FEVER PREVENTION

There has been a serious resurgence of yellow .
fever. During 1986-1990, a total of 16 782 yellow i
fever cases and 3 919 deaths were reported from
Africa. This is the greatest yellow fever epidemic
reported to WHO from Africa for any 5-year period
since reporting began in 1948. Over the past
decade, the pattern of yellow fever epidemics in
Africa shows that children have been predominantly
affected.

The preatest yellow fever
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Yellow fever vaccine is safe, effective, and can be given at 9 months of age at the same visit as
measles vaccine. In 1990 the Global Advisory Group recommended that the 33 countries at risk
for yellow fever in Africa incorporate this vaccine in their national immunization programmes.
In May 1992, the 45th World Health Assembly set a target of incorporation of yellow fever
vaccine in the EPI of all African countries at risk by 1993. In support of this recommendation,
UNICEEF has agreed to purchase yellow fever vaccine in the same way as other EPI vaccines;
yellow fever vaccine costs less than $0.25 a dose when purchased through UNICEF. Yellow
fever vaccine coverage should be assessed routinely and in coverage surveys, as for other EPI
vaccines. Already 13 of the 33 countries at risk have integrated yellow fever vaccine into their
childhood immunization programmes.

4.8  HEPATITIS B PREVENTION
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Approximately 40 countries now have a policy Births Carriers

of including hepatitis B vaccine in their
national programme, up from 25 countries in
1990. Some of these countries have fully
operational programmes, and others are

phasing in hepatitis B immunization over Figure 16. Hepatitis B vaccine implementation in
several years. 1992.

MR Reached by Policy Rest of the World

Source: WHO/MIM, September 1992

Figure 16 shows that countries with hepatitis
B immunization included in their immunization programmes represent 32% of infants but 54%
of hepatitis B virus carriers.

Only one country, The Gambia, in the African Region is immunizing with hepatitis B vaccine
country wide, although others have large demonstration projects. Several other countries have
high EPI coverage, a high level of morbidity and mortality from the sequelae of hepatitis B
infection, and would like to introduce the vaccine, but cannot find donor support to do so.

The American Region is involved with research projects in Argentina, Brazil, Colombia, Peru
and Venezuela. The Canadian Immunization Advisory Board has recommended routine hepatitis
B immunization for newborns in Canada.
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The Eastern Mediterranean Region has been active in helping countries develop plans to
introduce this vaccine. Most countries in the Arabian Peninsula have programmes. Egypt and
UNRWA have begun this year, and several Maghreb countries are interested. Iran has begun to
develop vaccine production.

In the European Region, it is now apparent that four countries in Eastern Europe (Albania,
Bulgaria, Moldova, Romania) and others in the Central Asian Republics are areas of high
hepatitis B endemicity. Routine hepatitis B immunization programmes have been initiated in
Bulgaria and Romania. There are projects to produce vaccine in Russia and Uzbekistan.

The countries of the South-East Asian Region have both intermediate and high endemicity.
Indonesia, Mongolia and Thailand have programmes in place for infant immunization and India
and Myanmar are developing a hepatitis B vaccine.

In the Western Pacific Region, 27 countries are using the vaccine in their national programmes.
Some countries in the Pacific Basin have been receiving vaccine through a scheme where locally
collected plasma is sent to Japan for processing and returned as hepatitis B vaccine. This
scheme will end in 1992, and WHO, UNICEF and others are attempting to replace it with an
alternative scheme of procurement and distribution. Cambodia, Laos and Viet Nam are not
currently using vaccine, but Viet Nam is developing its own vaccine production. Vaccine
production in China is successful, and up to 45 million doses will be produced this year.

Integration of hepatitis B vaccine into the EPI is progressing well. A Global Plan of Action is
under preparation. Efforts are underway to include hepatitis B immunization in the EPI
surveillance and reporting systems at all levels. In the logistics and cold chain area, shipping
and storage monitors have been modified to include hepatitis B vaccine, and assessments of the
impact on the cold chain are underway. Efforts are being made to include information on
hepatitis B vaccine in training modules, materials, and courses. Computer software in various
areas of EPI will also be modified to include the monitoring of hepatitis B coverage.

5. Programme management

5.1 THE EPI AND PRIMARY HEALTH CARE

"The Expanded Programme on Immunization is a vertical programme” is a cry that is heard
loudly and frequently but because of the very extensive work of EPI in areas beyond
immunization we believe it to be largely unjustified.

The progress EPI has made over the years has been largely the result of having well defined
strategies, clear targets and simple ways to measure them. EPI continues to keep this faith and
we believe that the management approach of the EPI established in the early 1980s has had a
substantial impact on public health management far beyond its narrow bureaucratic boundaries.

32



WHO/EPUGEN/93.1

Partnerships with Ministries of Health - As previously stated:

"The Expanded Programme on Immunization cannot make progress without its partners. The most important
partnerships are, of course, with the 182 Ministrics of Health around the world (increased from 162 last year)
who, with their dedication to the goals of the Programme, are working to achieve progress in public health.
TherealstarsoftheEPImthethouundsofnursesandothermffwhoworktonmkethedmmcometme.

EPI’s partners also include the other organizations who support the Ministries of Health in their endeavors,
and the divisions and programmes of WHO which contribute to the broader development of Primary Health

Care.

Collaboration with other organizations - The following section lists the principal collaborating organizations
for EPI. There are many more. Sometimes they work closely with the Ministries of Health and may
influence policies; sometimes they provide funds for national or international activities. All are important.

Bilateral Agencies Bank and Funds

Australia African, Asian &
Austria Inter-American
Canada Development Banks
China AGFUND

CIS (ex-USSR) World Bank
Denmark

Finland

France

Germany

Japan

Kuwait

Netherlands

Norway

Sweden

Switzerland

U.K.

U.S.A.

UN Organizations Non-Governmental

0 L
UNDP ActionAid
UNHCR AVICEN
UNICEF Centre int. de I'Enfance
UNIDO Helen Keller International
UN Volunteers IMPACT

Institute Pasteur

International Red Cross

League of Red Cross & Red
Crescent Societies

Lions International

Maédecins sans Frontiéres

Oxfam

Peace Corps

Rockefeller Foundation

Rotary International

Sight and Life

The Save the Children Fund

Task Force for Child Survival
and Development

Terre des Hommes

Voluntary Service Overseas

World Vision

This list does not include the many industries which have contributed so much to global immunization.

Collaboration with UNICEF - A very special note of appreciation should also be given to UNICEF which has been a
faithful partner in the EPI since its inception. Its contribution has gone beyond the hundreds of millions of US Dollars

that have been invested in the programme; it also
includes many staff in UNICEF country offices
working with the Ministries of Health on
immunization. UNICEF’s abilities to promote the
importance of immunization has been unparalleled

both at country level and on the interational stage.

Without this partnership, immunization
programmes would not be where they are today."

 Special appreciation is extended to UNICEF.

~ which has been
_since its inception.
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