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1. Preface

This programme report describes the progress of the Global Programme for Vaccines and
Immunization (GPV) from its inception on 1 March 1994 up to December 1994. The report
begins with an overview of challenges and achievements in global immunization. This is followed
by a brief outline of the activities in cach of the six WHO Regions, together with a summary of
the work being undertaken in the three new units of the Global Programme for Vaccines and
Immunization: the Expanded Programme on Immunization (EPI), the Vaccine Supply and Quality
Unit (V8Q) and the former Programme for Vaccine Development, now renamed the Vaccine
Research and Development Unit (VRD). The report concludes with a description of global
programme management and the financial status of GPV.

Throughout this report the acronyms "EPI" and "GPV" are used many times. We have tried to be
consistent but we accept that sometimes the exact description may not be correct since EPI was
standing alone as a programme for the first two months of 1994 prior to its incorporation into
GPV. As its name is retained, the acronym EPI is sometimes used to refer to the former
programme and at other times to the new unit within GPV,

A similar progress report is also being prepared on the work of the Children’s Vaccine
Initiative (CVI}) during 1994.

In early 1995 these two reports will also be complemented by Proposed GPV and CVI Budgets
1995-1996 which will unify the budgets of the three units of GPV into one consolidated budget
and keep a separate, but coordinated, budget for CVI.
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2. Global overview

Midway through the 1990s, WHO created a new programme to recapture the enthusiasm and
successes of the 1980s in immunization. The new Global Programme for Vaccines and
Immunization (GPV) will continue to strive towards a world free of vaccine-preventable diseases,
but with wider terms of reference, including: research and development for new and improved
vaccines: working with countries to introduce these new vaccines; helping countries achieve
vaccine self-sufficiency; and helping countries to develop sustainable imrunization PIOgramimes
and control the vaccine-preventable diseases.

The Children’s Vaccine Initiative (CVI) was a
significant contributor to the reorganization of
GPV and, at the end of 1994, both
organizations had been restructured. Both
now aim 1o help immunization programmes
benefit from the vision of CVI and the
operational skills of WHO and its partners.

jative was.a_

At each stage in the process of moving a vaccine candidate from the research stage to its
development, production, marketing, use and evaluation there are different participants - industry,
regulatory agencies, research institutions and national agencies. The key decision at each stage is
whether ot not the vaccine merits the next level of investment and should be moved forward, The
Globat Programme for Vaceines and Immunization has the capacity to provide this stirnulus at
each step of the "continuum".

A number of actions and responsibilities, within the scope of GPV, encourage prompt and
efficient use of new vaccines. These include:

4 promoting research and providing forums for information exchange,

¢ supporting development and testing of vaccine candidates for licensure.

¢ finding mechanisms to address Intellectual Property Righs.

¢ providing market estimates.

¢ helping governments to assure funding for affordably priced vaccines.

* supporting programmes through identifying effective immunization strategies.
A4 developing training and addressing logistics systems.

¢ building capacity to define epidemiology of each disease.

While the reorganizations were taking place in Geneva, immunization services at the country lfevel
were moving forward.

In the African Region, the countries have been divided into four “epidemiological blocks"

(Table 1) so that support can be more closely tailored to their needs. South Africa has officially
rejoined the UN family and EPI conducted the first immunization, review in 1994 and arranged for
a commercial consulting company to review the vaccine market in Southern Africa. This study is
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likely to have a significant impact on self-sufficiency for vaccine supplies in the African Region.
As a result of its findings: three vaccine producers are merging, an improved quality assurance
facility is planned and the industry is being privatized. Static or declining coverage remains a
concern but work has started in many countries - most notably Zaire - to show this is not an
intractable problem and that it can be solved with the right mix of technical and financial support.

Tn the American Region, the formal announcement of the eradication of the poliovirus has been
well documented. A pew development is the recently announced regional target, established
during the Pan American Sanitary Conference in September 1994, to eliminate measles by the
year 2000. This resolution is based on the outstanding successes in measles reduction due to the
maintenance of high coverage figures - in excess of 80% for the Region as a whole - with
concerted efforts to immunize children from 9 months up to 14 years of age, regardless of
previous measles immunization history.

The Eastern Mediterranean Region has been the leader in persuading warring factions to ceas¢
hostilities to allow immunization of women and children. Afghanistan established limited "areas
of tranquillity” for immunization during 1994 and nationwide ceasefires are planned for 1995,
Sudan has also established “corridors of peace” to allow immunization to continue during the war.
Polio-free areas have been established in the Maghreb countries and the Arabian Peninsula and
priority is now being given to the control of measles and neonatal tetanus in these areas.
Meanwhile, the regional laboratory network has been established and is fully operational.

The European Regional Office for

immunization has been reorganized (o WORLD HEALT

respond more effectively to the needs of the
Newly Independent States of Eastern Europe. D AY c

The infrastructure building needed for
immunization and other programmes has
been progressing with suppert from Japan,
UNICEF and USAID. Extensive
negotiations between WHO and the principal
donors to the Newly Independent States
(NIS) has led to the establishment of Inter-
Agency Coordination Comrmittees. The ‘
largest diphtheria outbreak since the second TARGET
world war continues to grow in the Russian
Federation with over 40 000 cases reported
to date and a 5% morality rate but the
reported numbers of cases in Ukraine

are declining. One of the most exciting
developments, however, is the plan for a )

polio eradication effort on World Health WORLD HEALTH ORGANIZATION
Day, 1995 (Figure 1), National
Immunization Days will be held in
17 adjacent countries of the Newly
Independent States and the Eastern Mediterranean Region. When combined with similar efforts
elsewhere, it will be the closest the world has come to a global immunization campaign.

7 April 1995

Figure 1. World Health Day, 7 April 1995,

In the Souih-East Asian Region, National Immunization Days have been held in Mongolia,
New Delhi and Thailand. Plans are being made for a pationwide campaign in Indonesia - the
third most populous country in the world. This region Is the most advanced in developing skills
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that will lead to vaccine self-sufficiency and in developing high-risk approaches for measles and
neonatal tetanus control.

The Western Pacific Region has emphasized polio eradication and the high point has been
National Immunization Days in China, where 83 million children were immunized in a single day.
Virologic surveillance suggests that, following National Immunization Days conducted at the end
of 1994, polio eradication in China may be near. Neomnatal tetanus control has also progressed
with work in Metropolitan Manila and Viet Nam to identify high-risk areas and to focus the work
of the Ministry of Health on areas where the disease is most widespread. In Viet Nam, pre-
service immunization training of health workers is more developed than anywhere else in the
world. At a regtonal level, a network of vaccine manufacturers from the Region has been
established, in association with CVI, to strengthen the quality assurance of existing EPI vaccines
and to help them prepare for production of new vaccines.

In summary, the work in the regions and countries has been focused on "sustainable disease
control”: vigorous attention has been given to disease control - in ways that can be sustained.

However, progress on global immunization
coverage remains disappointing. The best that
can be said is that the gains for the 1980s
have been sustained - a considerable
achievement in itself during a period of
shrinking resources. Meanwhile, a special
task force has been established in Geneva to ensure that this situation is closely monitored and
increased support is given to areas where coverage is low, declining or stagnant. The aim is to
help not just the disadvantaged countries but also the most disadvantaged areas within those
countries: inmer city areas, refugee camps, war zones and areas that are inaccessible.

Two other task forces have been established in EPI Geneva. One to help accelerate the
development of surveillance systems which provide the information that programme managers
need for controlling vaccine-preventable diseases and managing the process of delivering a high
quality health service.

The second task force has been established to help in the difficult process of adding new vaccines
to routing imrmunization prograinmes. The lessons from introducing hepatitis B vaccing and
yellow fever vaccines have been learned; the process of introducing new cholera, malaria and
other vaccines have to be established so that the existing cold chain and other management
systems are not over-extended.

Vaccine supply and quality

The priority activities for the future are to assure access to vaccines of high quality, including
newly developed vaccines, for all the world’s women and children through measures which
promote self-sufficiency in vaccine supply. In 1994, recognizing the increasing role of local
production, assessments were completed in ten countries. Activities to enhance local production
capacity and quality were initiated. This work has been done through regional initiatives
coordinated from WHO Regional Offices. A major strategy for enhancing vaccine self-sufficiency
is the development of National Vaccine Supply Plans, and a package of tools, including demand
forecasting methods, financing options, and guidelines for quality control, is being made available
for this purpose.
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Studies of the vaceine industry, commissioned in 1994 highlighted the role of GPV in leveraging
the availability of new vaccines. The lessons learned from these studies have been developed into
a new strategy aimed at targeting financial resources to countries in greatest need and towards
better management of local vaccine production. The first new vaccines are expected to be
Diphtheria-Tetanus-Pertussis (DTP)-based combination vaccines. Their development provides an
opportunity to improve local production, enhance quality control activities, develop research, and
foster partnerships, and these efforts have moved forward with tangible results in several countries
in 1994,

In November 1994 UNICEF issued an Executive Directive "for action” entitled "Sustaining
Immunization and Assuring Vaccines for the World's Children" *. This document was published
[ollowing work done by UNICEF and WHOQO, with a consulting company to review the global
vaccine market. The paper outlines a new programme support strategy to achieve maximum
sustatnability and self reliance for national immunization programmes. It also presents a funding
stratepy to ensure that funds go to the poorest countries first.

GPV believes this to be an important policy document. The UNICEF document concludes:

"The global immunization programme s one of the major achievemenis of the past
decade and remains at the centre of the UNICEF health strategy. We must do all
possible to assist countries to sustain their achievements and assure that the
world's children receive the full benefits afforded by this most cost effective
intervention” .

Paying for sustainable disease control

The extrabudgetary income for the R

Programme has increased, however the The. extrabudg'étary income has

unspecified funding has decreased and is now increased. However the unsp ecified
ol » o i

24 % of the total, which is a disadvantage to " funding hds decressed 24% of the total
programme management. Regular Budget uncing ST s '

total income in 1994, The funds received by

the Secrctariat of the Children’s Vaccine Initiative were managed from GPVY and thus the total
funds managed by the programme increased. The budgets and funds of CVI and GPV are
however, kept separate.

The last analysis of the total funds being spent on immunization services globally was carried out
in 1992 and there is no recent information to judge whether this has changed. The impression is
that funds available to countries for immunization have declined but the study has to be repeated
to confirm this. The funds being spent by the countries themselves have probably increased
during the same period, which would account for the level of immunization coverage being
maintained and the disease control activities increasing.

Conclusion
The gains achieved in combatting what were once major causes of childhood morbidity and

mortality are historic, but they are fragile. The eradication of the indigenous transmission of wild
poliovirus from the Americas will be jeopardized if the lack of cases leads to a sense of false

! Reference: CT/EXD/1994-012/FEV.1, 21 November 1994, UNICEF Headquarters, New York.
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security, as often occurs when a disease is rare. National surveillance systems could be neglected
and cease to detect the importations that may be inevitable as long as the rest of the world has not
maiched the efforts of the Americas.

For this reason it is essential today more than ever that all organizations (Ministries of Health,
tnultilateral, bilateral and non-governmental) that have contributed to the programme so far
continue to do so. This support will be critical in reinforcing the national immunization
programmes and health infrastructure in their efforts to sustain what has been achieved. 1t will
also help to achieve the targets established in 1990 at the World Summit for Children of further
reducing the incidence of measles and eliminating neonatal tetanus as a public health problem.
Furthermore, these resources will have to be distributed equitably, with a fair share allocated to
areas of highest priority. Recognition of this priority can be measured by the inclusion in national
budgets of adequate funds for vaccine procurement and an established management structure to
implement programmes and monitor activities.
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3. Regional progress

31 AFRICAN REGION

Introduction

The "African Immunization Year" initiative, launched in 1986, and the thrust to attain Universal
Child Immunization in late 1980s had a major impact in accelerating national immunization
programmes in the WHO African Region. In 1988, this initiative led to the adoption by the
Regional Committee of the resolution for neonatal tetanus elimination as well as the endorsement
of the World Health Assembly resolutions on measles control and polio eradication.

The progress made in the 1980s by national immunization programmes in Africa led to substantial
increases in immunization coverage and reductions in the incidence of vaccine-preventable
diseases. However, this progress faltered during the early 1990s and, during the period of
1992-1993, approximately 21 (46%) of the 46 Member States experienced a decline in
imrnunization coverage, including alarming deereases in three of the most populous countries:
Ethiopia, Nigeria and Zaire, representing 34 % of the regional population. The 1993 data indicate
a regional coverage of 64% for BCG, 50% for DTP3, 49% for OPV3, 49% for measles vaccine,
40% for tetanus toxoid and 8% for yellow fever. The principal reasons for declining coverage are
civil unrest, poor management and decreased national and donor support. Lack of funding has led
to critical problems in vaccine procurement and supply which jeopardized the future viability of
cold chain and logistics systems in many countries.

Polio

Although polio is endemic in most Member States of the Region, 11 countries (Botswana, Cape
Verde, Comores, Congo, Malawi, Mauritius, Sao Tome and Principe, Seychelles, South Africa,
Swaziland and Zimbabwe), comprising 10% of the regional population, reported zero incidence of
pelio in 1992 and 1993, To confirm this zero incidence, conducted assessments from 1992 to
1994 of the quality of surveillance and control of vaccine-preventable diseases in & countries.
These assessments confirmmed the relatively low or zero incidence of polio but also emphasized the
high risk of polio outbreaks, such as occurred in Namibia in 1993, due to a Jarge accumulation of
susceptible children. WHO has therefore encouraged these countries to increase and sustain
routine immunization coverage levels and to conduct supplementary immunization to reduce the
pool of susceptible children in these zones.

In addition to the pressing need to increase I

routine coverage for OPV3, supplementary
immunization in the form of National
Immunization Days or "Mopping-Up
Immunization” will 2150 be necded TOr At [EA5T i
the next five years. The Regional Office is

therefore, currently pursuing the necessary and substantial resources required to conduct
supplementary immunization with oral polio vaccine throughout the Region.

"Mgi)pinngp3;Immuhization'? will be
needed for.at least the next five years,

Neonatal tetanus

Progress has been made towards neonatal tetanus (NT) elimination in several countries. In 1993,
14 countries (7% of the population) reported national neonatal tetanus rates of less than one case
per 1000 live-births., Impressive decreases in neonatal tetanus incidence have also been

10
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documented in Malawi (from 12/1 000 live-births in 1983 to 4.6/1 000 in 1990) and in the cities
of Addis Ababa, Harare, Lomé and Maputo. The Regional Office’s assessments in 8 countries
confirmed this decline in neonatal tetanus cases. However, even in countries with high national
coverage for two or more doses of tetanus toxoid or percentage of children protected at birth or
percentage of clean birth deliveries, there are wide disparities in protection against neonatal
tetanus by district.

The WHO-recommended "high-risk approach”, using available data to identify populations at risk
for neonatal tetanus and developing targeted and sustainable strategies in these areas, are not being
effectively implemented in most countries of the Region. In Kenya and Tanzania high-risk
districts have been identified and the established strategies are being implemented without a major
increase in resources. In other countries, particularly in Central, Western and Sahelian Africa,
high-risk populations include those dispersed in vast rural areas, and the current infrastructure and
resources are largely inadequate to reach them. Thus additional resources are being sought for
these countries to develop the necessary infrastructure so that targeted strategies can be
implemented and sustained.

Measles

In 1992 and 1993, only three Member States (Cape Verde, Mauritius and Seychelles) reported to
WHO at least 90% measles vaccine coverage in infants. In six countries (Algeria, Lesotho,
Malawi, Rwanda, Swaziland and Tanzania) which attained 80-89% coverage, reported measles
incidence decreased substantially but the disease remains endemic with periodic epidemics and
lengthening inter-epidemic periods. In 1994, with the exception of Rwanda, these countries
showed that measles has shifted to affect older children in whom the case fatality rate is lower.

In Rwanda, the programme was destroyed in 1994 but measles immunization has been highly
effective in the refugee camps. In spite of the very high risk of outbreaks, no substantial increase
in measles incidence has been reported.

Some Member States are being helped to use national data on the epidemiology of measles to
control the disease more effectively. These strategies include, in addition to raising routine
immunization coverage, combinations of targeted supplemental immunization and booster doses,
and/or changing the timting of the first dose.

Yellow fever

In 1988, the joint WHO/UNICEF technical
group on immunization in Africa
recommended that yellow fever immunization
be integrated into immunization programmes
in all 31 countries at risk. Although

17 Member States adopted this policy, only A —
13 were able to finance and procure the

vaccine. To date, yellow fever epidemics in countries which do not routinely immunize against
yeltow fever have always managed to mobilize the enormous resources needed to conduct
emergency immunization campaigns. During the last weeks of 1994, another yellow fever
outbreak was reported in Northern Nigeria.

11
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Surveillance

The Regional Office currently produces a quarterly EPT bulletin with feedback information to
motivate Member States to improve the speed and comprehensiveness of reporting, to analyze
their data, and to use them for action. Approximately 38 (87%) of the countries in the region can
provide monthly surveillance data for EPI to the Regional Office. Country assessments of disease
surveillance conducted during 1992-1994 in eight countries underscored the need to improve
disease surveillance, including iaboratory investigation.

Laboratory support

The regional polio laboratory network - a key component of surveillance for acute flaccid
paralysis is being established in 1994 in collaboration with the Centers for Disease Control and
Prevention (CDC, Atlanta), Japanese International Cooperation Agency (JICA), Pasteur Institute
(Prance), and Rotary International. To date, there are two WHO-recognized regional reference
laboratories at the Pasteur Institute in the Central African Republic and the Noguchi Memorial
Institute for Medical Research in Ghana. In addition, WHO-recognized national polio laboratories
have been established in Kenya, Uganda, Zambia and Zimbabwe. Ten additional national polio
laboratories are currently being established. Reverse cold chains and logistics systems for
transporting faecal specimens for patients with acute flaccid paralysis are being established.

Vaccine procurement and supply

In response to the need to establish a sustained vaccine procurement and supply strategy, the
forty-second session of the WHO Regional Committee for Africa adopted a resolution which
called on Member States to allocate funds from their national budgets to partially or completely
finance the vaccines needed for their national programmes. By the end of 1993, seven countries
{Benin, Burkina Faso, Burundi, Botswana, Kenya, Swaziland and Zambia) had allocated funds
from their national budgets to partially finance vaccine procurement, and four countries are altnost
self-sufficient (Cote d'Ivoire, Nigeria, South Africa and Zimbabwe).

Vaccine is being produced in two COUNLTIes I e ————
the African Region: Senegal (BCG and yellow
fever vaceine) and South Africa (BCG, OPV,
DTE, DT, TT). In association with the
Children’s Vaccine Initiative an assessment of

~Vaceine is being produced in two-
courtiries. in the African Region:-
Senegal and South Africa.

vaceine production and quality was conducted —————————

in South Africa during 1993. Technical
assistance is currently being provided by WHO and UNICEF to reorganize and improved
management of vaccine production in South Africa.

Epidemiological blocks

The Regional Office developed the concept of "epidemioclogical blocks" (Table 1) as a structure
for working towards the control of measles and yellow fever, elimination of neonatal tetanus and
the eradication of polio in the African Region. Each block is formed by countries sharing
geographic proximity as well as similar epidemiologic infrastructural and/or programmatic
characteristics. This concept was endorsed by the Regional Task Force on Immunization during
their first meeting in November 1993 and by the WHO Regional Comunittee for Africa during
their forty-fourth Session in 1994. Within the blocks, strategies will be implemented according to
the epidemiologic situation, programme needs and operational realities of each country.

12
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The following blocks were proposed and agreed upon:
L4 Southern Africa and Small Island Nations
+ Eastern Africa
\ 4 Central Africa
¢ Western, Sahelian, Maghrebian Africa
+ Countries in Especially Difficult Circumstances

Table 1. Composition of each epidemiological block.

Sonthern Bloék: |
Botswana Burundi Cameroon Algeria Angola
Cape Verde Eritrea Central African Rep. | Benin Ethiopia
Comores Kenya Chad Burkina Faso Nigeria
Lesothao Ewanda Congo Cote " Ivoire Zairg
Madagascar Tanzania Equatorial Guinea Gambia
Maulawi Uganda Giabon Ghana
Mauritius Zambia Guinea
Mozambique Guinea Bissau
Namibia Liberia
Sao Tome & Pringipe Mali
Seychelles Mauritiania
South Africa Niger
Swaziland Sencgal
Zimbahwe Sierra Leone
Togo
Surveillance

A district-level guide and training curriculum has been developed to strengthen surveillance for
vaccine-preventable diseases, introduce standard case definitions, and monitor quality through
standard performance indicators. The training will also help to mobilize district level staff to
conduct case investigations, outbreak response immunization, and when necessary, to collect
lahoratory specimens.

Apart from the WHO Regular Budget, support for the African Region came from CDC, CPHA,
USAID, the Government of Ireland (CVI) and through WHO/HQ from the Government of Japan
and Rotary International as well as from unspecified funds for the EPI.
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3.2 AMERICAN REGION
Introduction

The last confitmed case of paralytic polio due to wild poliovirus in the Americas occurred on
23 August 1991 in the town of Pichinaki, Department of Junin (Peru). Three years later, in
September 1994, the International Commission for the Certification of Poliomyelitis Eradication
concluded that interruption of transmission of wild poliovirus has been accomplished in the
Americas.

‘The momentum of the polio eradication effort has carried over into other areas. At their own
initiative, many countries have embarked on a campaign to eliminate measles transmission,
resulting in the lowest incidence rate ever in the Region. The effort to control the "silent” killer,
neonatal tetanus, is proving equally successful. Although reporting is still deficient in many
countries, enough data have accumulated from others to demonstrate clearly that the targeted high-
risk group immunization strategy works. The American Region has almost reached the World
Summit for Children target of neonatal tetanus control by 1995 and, if resources are sustained,
this disease will shortly cease to be a major public health problem in the Region.

Immunization coverage
Immunization coverage rates have increased steadily since the Programme was launched in 1977.

Data for 1993 show that, compared to 1992 coverage, levels remained steady for the Region as a
whole, although major increases were achieved by some countries.

In 1993, oral polio vaccine
coverage was over 90% in most

of the Caribbc'an pations and Coverage (%)
several countries in Central 100
America. Immunization against
measles rose significantly in 5 BN -:‘f :
most countries and DTP and 0 0 @5\
BCG coverage increased over y‘% o
the whole region. Coverage 40 e BN
R Py . - ,‘.s‘fq"\\ 4 \\
with tetanus toxoid in high-risk 20 NG B :
areas for neonatal tetanus : ’— 3 .,;..\\
continued to increase to levels ° s e

above the national average.

This indicates that programme
resources were targeted to the
areas most in need (Figure 2).

Vaccines
(197 (1984 [Hl1990 Fl1sa1 Fl1992 W190a

The measles elimination Figure 2. Immunization coverage of children < 1 year of age,
initiative, particularly in Central Americas (excluding Canada and USA), 1978, 1984, 1990, 1991,
1992, 1993.

America, succeeded in
significantly raising
immunization coverage among children less than a year old. This was true not only for measles
vaceine coverage, which increased from 69% to 80% between 1992 and 1993, but also for all
other EPI vaccines (Table 2).

i4
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Table 2. EPI Vaccine coverage in children less than one year of age, Central America,
1992-1993. :

1992 T7% 74 % 69 % T2%
1993 34 % 81% 80% 81%

Polio

Between 1987 and July 1994, about 45 000 stool specimens from individuals with acute flaccid
paralysis and their contacts were analyzed. Since 1991, no indigenous wild poliovirus has been
isolated from any of these specimens (Figure 3).

A network of over 20 000
reporting units is fully
operational.  The adequate COUNTRY

collection of two stool specimens Souader
El Salvador

from 80% of all cases of acute Guaternals
. N ' H
flaccid paralysis wuhu'} 14 days Henragus
of the onset of paralysis, and Vangzuela
from at least five of their  Gotobia
contacts, is an especially taxing e e
. - . Al ti
and continuing requirement. S::Eﬁ'u;ls
Slgl_uﬂcal}t progress ha‘s been Conteoral
achieved in this area since 1988: Guba
that ycar, barely 20% of the Panama : '
0 1 2 3 4 5

cases had stool samples taken in
time, whereas by 1993 the rate
was over 63%.

NUMBER QOF ADEQUATE INDICATORS

Figure 3. Acute flaceid paralysis surveillance indicators meeting
certification criteria by country, Latin America, 1993.

The Governments of Latin
America and the Caribbean
organized MNational Certification
Comimissions to review surveillance data related to polio eradication in each country. These data
were presented to the International Commission on Polio Eradication in August 1994 and this
Commission found no evidence of circulation of wild poliovirus in the Americas, indicating that
poliomyelitis has been eradicated from this region.

Measles

Since 1986, when Cuba launched the effort to eliminate measles by immunizing more than 98% of
their population aged 1 to 14 years, 87 % of the total population in this age group in Latin
America has received at least one dose of measles vaccine (Table 3).

In 1993, at their 17th meeting held in Ecuador, the Ministers of Health of the American Region
set the 1994-1998 period to eliminate measles. By the end of 1994, all countries in the Americas,
apart from Canada and the United States, had held measles campaigns to immunize the 1 to 14

15




WHO/GPV/95.1

year-old age group. By the end of the year over 90% of all children in Latin America should
have received at least one dose of measles vaccine. In September 1994 the 24th Pan American
Sanitary Conference set a target to eliminate measles throughout the Americas by the year 2000,

Table 3. Measles elimination activities in the Americas. Results by countries or subregions.

 Countries Total mumber of | Total population | %
S  childrenage 314 - | - I-14years - | coverage
nmanzed. N

Cuba 2 461 329 2 521 725 98 %
English Speaking Caribbean 1534 970 1 855 555 83%
Peru 5 738 248 7 628 000 75%
Chile 3 768 155 3 790 014 99 %
Brazil 46 502 513 48 475 465 96 %
Dominican Republic 2 161 411 2 790 967 l 17%
Central America 10 585 820 11 951 013 89 %
Colombia 11 018 479 11 522 814 96 %
Argentina 9 338 924 9 582 733 97%
Mexico 25 612 008 29 262 371 88%
Bolivia 2 879 510 2940 376 98 %
Ecuador 3 958 427 3 950 441 100%
Venezuela 7 202 649 7425 412 97 %
Countries with Measles 132 870 722 143 565 472 93 %
Elimination Activities

Latin America and 132 8§70 722 152 730 705 B7%
Caribbean, Total

Most countries that have conducted mass immunization campaigns have set up surveillance
systems for fever and rash illnesses, including laboratory diagnostic facilities. Weekly bulletins
reporting on fever and rash illnesses are published by the countries of the English-speaking
Caribbean, Central America and Mexico. The three bulletins reported a total of 11 548 cases of
fever and rash in 1993, of which 831 (7%) were confirmed cases of measles.

Since October 1994, a weekly measles bulletin for the Americas has been published. As a result
of these efforts the circulation of measles appears to have been interrupted: no laboratory-
confirmed cases have been detected in the English-speaking Caribbean for more than two years,
no indigenous measles has been detected in Chile since the mass imrmunization in May, 1992; and
in Cuba, only 2 confirmed cases of measles were reported in 1993. The incidence rate of measles
in the Americas is now the lowest ever: fewer than 10 cases per 100 000 population (Figure 4).
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Experience to date indicates that
the immunization strategy
recommended by PAHO has Rate/100,000 populatich
been successful in the fight
against measles. To maintain
the progress made so far, it is
vital to set up fever and rash
surveillance systems throughout
the Region, with adequate
facilities for laboratory
diagnosis. Furthermore,
surveillance findings should be
used to trigger swift and
effective control measures aimed 0 ——— :

at climinating pmbable pO‘CkEtS 77 78 76 80 81 82 83 84 B85 66 A7 nla BIB 5;0 9|1 slz 9|3 24
of transmnission.

A third of the districts in Latin Figure 4. Reported measles incidence rate, American Region,
America have not yer attained 1977-1994.

80% coverage for one dose of

measles vaccine at one year of age and efforts will have to be continued to ensure that high
coverage rates are achieved in each new cohort of infants. In low coverage areas, special
Immumnization activities should be undertaken. Subsequent immunization campaigns ("carch-up”
campaigns) may be needed for children who missed being immunized at the recommended age.
The frequency and target group for these campaigns will be determined by accumulated
surveillance data. Many reported cases are not being properly investigated. Crucial
epidemiologic information and the blood samples necessary to classify cases are not collected
routinely and the laboratory network is not yet able to respond to the new programme needs. It is
therefore crucial that continued support be given to these activities.

Neonatal tetanus

Of the 12 500 districts in the

6 Latin American countries that
are endemic for neonatal tetanus,
12% (1 560) are designated as
high-risk areas. Twenty-three
milion women of child-bearing
age live in those districts,
representing over 26% of all the Bl Sahvador
women of that age resident in Guatemala
those countries. Belivin

COUNTRY

Honduras

In 9 countrics (Figure 53, the Celumbin
propertion of women of child-
bearing age who recetved at

Mexico

0 20 40 &0 80 100

least two doses of tetanus toxoid

varied from 35 to 74%. This

highlights the fact that countries

are giving priority to the areas Figure 5. Cumulative TT2 coverage in women of child-bearing age
in which most of the cases are in high-risk districts in 9 countries, 1993,

17




WHO/GPV/93.]

occurring. In the remaining
7 countries with endemic INVESTIGATED INVEBTIGATED
neonatal tetanusg, the same il B7%
strategy has been applied but
properly recorded data are not
available,

HOT INVESTIGATED HOT INVERTIGATED
3% 1a3%

The high-risk areas were 1276 CASES IN 1990 898 GASES IN 1991
targeted with great precision and
there has been a marked decline INVESTIGATED INVESTIGATER
in the incidence of neonatal

tetanus in those areas since
1989, when the concerted effort . _
to immunize all women of NOT e S Te0 T N AATED

childbearing age began. 778 CASES IN 1992 652 CASES IN 1993

A high rate of NT case
investigations has been Figure 6. Proportion of NT cases investigated, 1990-1993.
maintained since 1990

(Figure 6). In 1993, 80% (512 cases) of the 652 cases reported in the Region were investigated
{excluding Argentina and Haiti, for which data are not available at the time of this report). The
mothers’ immunization status was obtained for 84 % (254 cases) of the 308 cases investigated in
[993. This was a remarkable improvement when compared to the data obtained in 1992

(60% of 1 075) and 1991 (16% of 363).

Strengthening health infrastructure through disease control: the Polio Eradication Study

The polio eradication effort has required a uniquely concerted effort of national governments and
a consortium of donor agencies. The duration of the combined effort and the degree of joint
planning and programme execution are unprecedented in a public health campaign.

Preliminary data from an independent study L RSy —=

indicate that the Expanded Programme on The 'Expand&d 'Pf«::igraitﬁﬁe-:dn‘
Immunization and its polio eradication Imunizatiof: and pc}lio eradication
initiative have contributed significantly to have. canﬁ‘ibﬁiéﬂ mgmficanﬂy oy

strengthening the health infrastructure. Many ‘ T L e
Key aspects of the programme have helped 1 S“e‘lg‘hemng thﬁ ‘hff’al:th ,m:frgstru(:.lture.

speed up the development and strengthening w
of the health infrastructure. They include:

L The increased availability of a cadre of trained epidemiologists in all countries,
with considerable experience in epidemiological surveillance, discase control
activities, and operational research.

+ The establishment of a network of virology laboratories and the training of
virologists. The diagnostic capabilities of laboratory staff were enhanced through
the transfer of technologies such as DNA probes and polymerase chain reaction.
These labs are now undertaking responsibility for other diagnostic procedures,
such as those used to diagnose measles,

+ Improved health planning capacity. All countries now prepare one-year and
five-year national plans of action that outline objectives, activities and expected
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results, and identify expected costs and national and international funding sources.
These plans serve as management tools for programme implementation,
monitoring and evaluation.

The creation of a first-ever Inter-Agency Coordinating Commiittee (ICC) in the
Region, involving all the agencies collaborating in the immunization effort. Under
the leadership of the respective Ministry of Health, each national ICC monitors
programme implememtation. Over the last three years, the ICCs expanded their
mandates to deal with other aspects of maternal and child health, particularly the
goals of the World Summit for Children. In addition, they monitor other general
health issues. As a result of their developing role, a core group of health
professionals participating in the ICCs were trained in financial planning and
management.

Additional resources to tackle other health problems may result from the
successful eradication of polio, a prestigious health sector accomplishment.

An information system for immunization coverage which is now in operation at
the country or district level throughout Latin America. This identifies
immunization coverage for children under one year of age and helps managers to
target resources to areas with lowest coverage.

A surveillance system which is now being expanded to include other vaccine-
preventabie diseases, particularly measles and neonatal tetanus, and was crucial for
the early detection and follow-up of the cholera epidemic. During the last five
years, the most comprehensive surveillance system for human health that has ever
existed in the Western Hemisphere was put into operation, with the participation
of over 20 000 health units (covering 100% of all countries or distriets in Latin
America) reporting weekly on the presence or absence of cases of acute flaccid
paralysis (AFP), which are considered probable cases of poliomyelitis. Over 80%
of these cases are investigated promptly by specially trained epidemiologists.

The establishment of a Revolving Pund for Vaccine Procurement which has been
operational for 13 vears. The fund ensures that high quality vaccine is readily
available at country level. The countries reimburse the fund in local currency.

Apart from the WHO and PAHO Regular Budgets, voluntary support for the American Region
came through PAHO and through WHO/HQ from unspecified funds for the EPI.

EASTERN MEDITERRANEAN REGION

Overall regional coverage

With the exception of a few countries, the good overall immunization coverage for children up to
the age of one was sustained in most Member States during 1993,

Preliminary analysis of 1994 data indicates that the reported immunization coverage achievements
of 1993 are being maintained. Additional supplementary immunization (i.e. immunization days,
mopping-up operations) is expected to be carried out in an increasing number of countries during
1994-1995 which should help ensure that the 1994 target of 85% regional coverage i1s met.
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Studies have shown that there are wide variations in the level of coverage both between and within
countries. In some Member S$tates, due to a range of problems outside the control of the
Ministries of Health, immunization coverage is still lagging behind the regional targets. A major
contributing factor is the continued conflict in Afghanistan, Somalia and Southern Sudan, which is
hampering progress in these countries.

Table 4. Regional averages of reported immunization coverage among children under one
year of age and pregnant women, Eastern Mediterranean Region, 1993,

. Estimated immunization coverage (%)

BCG DTP3 OPV3 Measles TT2+ (PW)

86 79 79 77 45

Immunization coverage for EPI target diseases

In 1993, 16 countries out of 23 in this Region, as well as the Palestinian people cared for by
UNRWA, reported immunization coverage with DTP3/0OPV3 of over 80%. The 16 countries
together account for about 40% of the infant population in this region. A provisional analysis of
data for 1994 indicates that 90% of countries in EMR have maintained that level,

Countries which reported 80-90% DTP3/0OPV3 coverage in 1993 have either showed
improvement (Egypt and Lebanon both crossed the 90% threshold in 1994) or maintained
coverage at the 1993 level. Data are not yer available from Djibouti, Pakistan and Yemen but
immunization coverage in 1994 is expected to be higher than in 1993 as a result of campaigns in
these countries. While coverage figures for Sudan and Yemen remain low, mass campaigns have
been held in Afghanistan and Somalia, both countries affected by conflict.

Fifteen countries have reached over 80% coverage for measles vaccine in 1993 but that accounts
for only 40% of the infant population in the Region. The measles coverage is lower than for
BCG and DTP3/QPV3, partly because reporting is restricted to immunization of infants between
the ages of 9 t¢ 15 months and some national health authorities and private physicians still differ
in their views on the age for measles immunization. However preliminary data for 1994 indicates
that there has heen a decline in the reported number of measles cases.

1 - .1 e
In some countries, tuberculosis and tetanus T — o ‘

toxoid immunizations are not included in Thﬂreportednumber O.f cas&s of
routine EPT schedules, because these diseases ‘. }-‘n!écnata-i‘ﬁi'tﬁxt:";inus;has declined due to

are not considered a public health problem. Lol T ek e e
T o ; neregased activities. -f 5.
Childbirth facilities are good in Bahrain, me ga; ctivities. in high ;131{ areas

Cyprus, Jordan, Kuwait, Lebanon, Qatar and 0
United Arab Emirates.

All countries adopting tetanus toxold immunization as a routine are now targeting women of
childbearing age with a particular emphasis on pregnant women. Preliminary data for 1994
indicates that there is unlikely to be any improvement in the level of tetanus toxoid coverage
compared with the previous four years. However, the reported number of cases of neonatal
tetanus has declined due to increased activities in high-risk areas.
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Strengthening surveillance

During 1994 extensive efforts have been made in surveillance assessment and training to improve
national surveillance activities. The information for poliomyelitis cases is prompt and
comprehensive but is not so for immunization coverage or in the reporting of other diseases.

In order to improve the situation, EMRO and the UNICEF Middle East and North African
Regional Office are to issue a three-monthly bulletin to assess the achievement of mid-decade
goals which include primarily EPI data. This bulletin is expected to improve speed and
completeness of reporting.

WHO and UNICEF now issue a joint monthly Polio-Fax to provide country feedback and
exchange of information. This dramatically improved the speed and comprehensiveness of
monthly reports of polio and acute flaccid paralysis during 1993. The initiative will be extended
to other EPI diseases in due course.

Introducing new vaccines into routine EPI

In spite of many competing health problems,
the Eastern Mediterrancan Region has given
priority to the control of hepatitis B.
Seventeen Member States have either already
initiated routine hepatitis B immunization,

following the WHO recommended schedule, i i
or are in the process of doing so. Ten

countries (Bahrain, Cyprus, Egypt, Iran, Kuwait, Oman, Qatar, Saudi Arabia, Syria and United
Arab Emirates) have introduced routine hepatitis B immunization and continued to do so out of
their own national resources and/or through bilateral assistance from USAID. Apart from the cost
of hepatitis B vaccine, there is no major operational impediment to implementing this initiative on
a region-wide scale. In several Member States, although hepatitis B is a serious public health
problem, they are unable to finance mass hepatitis B immunization for infants through their
routine EPI without external funding.

In Southern Sudan, efforts are being made to include yellow fever immunization in their routine
EPI. Meanwhile, some Member States are also using the EPI delivery system to provide
imnunization against meningococcal-meningitis.

Vaccine self-reliance and quality control

As a follow-up to the regional plan for self sufficiency and quality control of vaccines, teams of
specialists, supported by CVI, visited Pakistan (April 1993} and Iran (September 1993) to assess
local production capacity and to recommend ways of increasing production and improving quality
control.

In Egypt, Pakistan and Iran, action is being taken to implement the recommendations of the CVI
supported team, particularly in relation to good manufacturing practices and the strengthening of
national quality control authorities.

There is concern about the quality control of vaccines in general, since national vaccine quality
control laboratories exist only in a few countries in the Region. The teams recommended the
establishment of a regional network of quality control facilities, relying on existing facilities until
naticnhal authorities develop their own.
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Reported regional annual morbidity of EPI target diseases

Available data indicate that there
has been a steady decline in the
reported morbidity of most of
the EPI target diseases,
especially over the past 6 years.
However, various field studies
on morbidity/mortality of these
diseases conducted in the Region
have shown that the estimated
true incidence, especially for
poliomyelitis, measles and
neonatal tetanus, is at least
several times greater than those
reported.

There has been a significant
decline in the reported number
of cases of poliomyelitis over the
past year. The figures for 1994
are not expected to reach 1 000
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Figure 7. Reported incidence of poliomyelitis and % OPV3
coverage among < 1 year of age in EMR, 1980-1993.

cases - a drop of about 60% since 1993. Acute flaccid paralysis reporting has improved but has
not yet reached an adequate level. The increased incidence of polio in 1991-1993 is widely
attributed to better reporting systems as well as to the outbreaks that occurred in some Member
States, especially Pakistan and Sudan.

While BCG vaccine is an
important control measute in
preventing severe forms of
tuberculosis and deaths among
infants in countries with high
and intermediate prevalence of
the disease, it is doubtful that
BCG (alone) can rapidly reduce
tuberculosis morbidity. In the
past, national reporting systems
on tuberculosis in most countries
of the Region, included all types
of the disease in all age groups.
From 1988 onward, increasing
numbers of countries are
reporting childhood tuberculosis
scparately from all cases and in
some countries, reference is
given mainly on miliary and
meningeal tuberculosis of infants
and children.

800
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Figure 8. Reported incidence of measles and % immunization
coverage among < 1 year of age in EMR, 1980-1993.

The reported incidence of three of the EP] target diseases in the Eastern Mediterranean Region
from 1980-1993 is shown in Figures 7, & and 9. Significant downward annual trends were
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observed, especially during the
last six years, consistent with the
reported increasing 40
immunization coverage over the [
same period.

’_

Cases {Thousands) Immunization coverage %

60

In spite of the anticipated
occurrence of epidemic-cycles
and overall inprovement in
disease reporting systems in
most Member States, the
continued decrease in the annual
reported incidence of EPI target 86
diseases is a true reflection of Year
the impact of improved
immunization coverage in the
Region.

i Neonatal T. CINon-Neonatat T. # TT2 + Cov.%

Figure 9, Reported annual incidence of tetanus and % TT coverage
A longer inter-epidemic cycle s AMONg pregnant women in EMR, 1980-1993,
also noticeable, especially for
poliomyelitis and measles. Other positive trends (especially for measles) observed in an
increasing number of countries include a shift towards older age-groups in the age specific
incidence rate and an increase in the proportion of cases in children who have been immunized.

With the momentum gained in the eradication of polio and the elimination of neonatal tetanus, and
the importance given to surveillance, it is anticipated that epidemiological surveillance systems in
most countries of the Region will also progressively be improved and cover all EPI target diseases
in the near future.

Apart from the WHO Regular Budget, support for the Eastern Mediterranean Region came from
the United Arab Emirates and through WHO/HQ from the Government of Japan and unspecified
funds for the EPI.

3.4 EUROPEAN REGION

Introduction

The political, social and economic changes that have affected countries of Central and Eastern
Europe and Newly Independent States (CCEE/NIS) have resulted in a deterioration in the health
status of people in many of these countries. These changes have been accompanied by a re-
emergence of several communicable diseases that were once controlled by immunization and other
public health measures. Financial, managerial and technical resources for communicable disease
control have therefore been increased in the Regional Office during the past year to assist
countries to re-establish effective programmes to combat vaccine-preventable diseases and other
communicable diseases.

Since the Health For All targets were set, the circumstances in the Region have changed
considerably. For these reasons, the EPI operational targets were reviewed by an expert group in
1992, by the BEurcpean Advisory Group (EAG) on EPI in February 1993 and December 1993
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(pertussis), and by national programme managers at their meeting in June 1993, As a result, the

revised targets for the European Region are:

By the year 2000,

+ there should be no neonatal tetanus and no indigenous cases of diphtheria.
¢ indigenous poliomyelitis due to wild poliovirus should be eradicated.
L ] there should be no deaths from indigenously acquired acute measles and the annual

incidence of confirmed cases of measies and mumps in each country should he less

than 1 per 100 000 population.

¢ no indigenous cases of congenital rubeila syndrome and no laboratory confirmed

rubella infections in pregnant women should occur.

¢ the annual incidence of reported cases of pertussis in ¢ach country should be iess

than 1 per 100 000 population,

Neonatal tetanus

This disease may already have been eliminated in all but three countries within the Region. In

1993, 46 cases were reported in Turkey, one in the former Yugoslav Republic of Macedonia and

one in Romania. However, only 42% of countries submitted data that included reports on

neonatal tetanus. Of the remaining countries, approximately one third are considered to be at risk

for this disease. It is therefore unlikely that the Regional Office will be able to prove neonatal

tetanus elimination. Additionat activities will have to be undertaken in Turkey, and surveillance

stepped up in several other countries.

Polio

Despite the dramatic problems
that many new independent
states are facing with a shortage
of vaccines, the incidence level
was only slightly increased
(Figure 10). The reported
number of cases (199) was
higher in 1993 than in 1992,
despite the inclusion in 1992 of
63 cases caused by the outbreak
in the Netherlands. The rise in
polio cases reported in 1993 was
due to two major epidemics that
occurred in Azerbaijan and
Uzbekistan. Each country faced
shortages of vaceine and each
has undertaken supplementary
immunization activities since the
epidemics were recognized.

Number of cazea

1980 A1 82 83 A4 BF BE 87 BE BP B0 91 B2 93 B4 8%

years
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Q - Prefiminary information

Figure 10. Poliomyelitis in Europe, 1980-1994.

Prospects remain reasonable that both the global and regional goals for eradication by the

year 2000 will be met.
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The European and Eastern Mediterranean Regional Offices initiated a joint project on
synchronized mass immunization with OPV across the regional and the national borders. A
National Immunization Pay (NID) will be conducted in nine endemic countries of the Region.

The first round of NID will be conducted during 3-7 April 1995 to mark the World Health Day
on poliomyelitis eradication and the second round will be organized in May {995, 1t is planned to
immunize 17.4 million children under five years of age in Europe alone. The international
comimunity supported the project and the implementation is already under way with good
cooperation of the following partners: CDC, Rotary International, UNICEF, USAID/Basics and
WHO.

Measles

The estimated annual incidence of measles prior to the introduction of measles vaccine was
approximately 13.3 million cases (based on current infant survivai rates and the known spread of
the disease in the past). In contrast, the regional estimate for 1993 (based on returns from 84 % of
countries) was 248 Q00 cases.

Although the data from many countries should
be viewed with considerable caution due to
extensive under-reporting, the reported
incidence of measles has been reduced by
more than 98%. In all countries of the
Regton, deaths from measles are now so rare
that the global goal of a 5% reduction has
already been achieved. There has also been
some progress towards the globat target for reducing measles morbidity. At the levels of
immunization coverage reported from many countries, outbreaks can be anticipated, along with a
shift in the age distribution of reported cases to older age groups.

Despite immunization coverage of almost 98%, epidemics of measles have been observed after
years with no case in Bulgaria, the Czech and Slovak Republics, prompting reconsideration of the
immunization strategy with a view to eliminating measles and suggesting the adoption of
immunization campaigns as has recently been implemented by the United Kingdom.,

Mumps

A call for elimination of murmps was introduced into the Health For All targets in 1991. At
present 48% of countries subinit reports on the disease and in 1993, 124 739 cases were reported.
Although this suggests a continued decline compared to previous years, interpretation of the data
remaing difficult because so few countries submit reports and surveillance is incomplete.
Furthermore, the use of mumps vaccine varies from one country to another. Unless there is a
dramatic change in the use of the vaccine, there is little prospect of the elimination of mumps by
the year 2000.

Congenital rabella

Although the elimination of this disease is one of the objectives of the Health For All target 5, it
attracts almost no attention from many countries. Data are provided by only 28% of countries;
almost all have reported no cases, and yet none has a dedicated surveillance system for congenital
rubella. A total of 48% of couniries reported almost one third of a million cases of rubella,
although there is evidence that only 30% of reported cases are correctly diagnosed and there is
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substantial under-reporting of cases. With inadequate and inappropriate surveillance, insufficiently
high coverage in countries where rubella vaccines are used and non-availability of vaccines in
many countries, the prospects for eliminating congenital rubella are not encouraging.

Pertussis

Provision for elimination of pertussis is not included in the revised regional targets. In many
countries, the disease has been progressively coming under control and the future availability of
acellular vaccines may well provide an incentive for even better control in those countries able to
atford them. However, there is a danger of pertussis epidemics, as has been seen with diphtheria,
because of widely reported decreases in coverage due to public fears about the safety of the
vaccine. The re-emergence of pertussis epidemics in the United Kingdom in the late 1970s and
1980s serves as a reminder of what happens when immunization coverage declines.

Diphtheria

Widespread immunization with
diphtheria toxoid had led to the

. i . . . c led (th d
virtual elimination of diphtheria it i

in many European countries by co - Total|G
the 19705 and a low of _

623 reported cases was reached 40-|

in 1980. However, since 1989 a .

major resurgence of diphtheria o

has been observed, starting a0l

particularly in the Russian

Federation and Ukraine. The 10

epidemics have resulted in 2 \ e i e e S

— P T T

e -

dralnauc Increase in the number 1980 81 82 33 B84 B6 PE BY 88 89 90 91 52 83 B4 95

of reported cases. In 1990,
3 170 cases were registered; Uukr Waus
one year later the number had
risen to 5 788 (an increase of

Q) - Preliminery reports: 1984

83%); in 1993, 19 046 cases Figure 11. Incidence of diphtheria in Europe, 1980-1994,

were registered (a rise of

229%); and in 1994, more than 45 000 cases are expected to be reported (an additional increase
of approximately 250%). In 1993 the Russian Federation accounted for 80% of cases, Ukraine
for 16% and the other Newly Independent States for 3% of all cases reported. In 1993 in addition
to the Russian Federation and Ukraine, mainly Tajikistan has reported epidemic diphtheria. In
1994, epidemic diphtheria has also spread in Azerbaijan, Belarus, Georgia, Kazakhstan,
Kyrgyzstan, Latvia, Moldova, and Uzbekistan. All other Newly Independent States of the former
USSR reported diphtheria cases or localized diphtheria outbreaks (Figure 11).

Elsewhere in Europe, Turkey reported 69 diphtheria cases in 1993 and 47 cases in 1994, and

10 other countries reported sporadic cases in 1993 and 1994, In 1992, 1993 and 1994
investigations of cases reported from Bulgaria, Finland, Germany, Norway and Poland revealed
epidemiological links with cases in Eastern European countries (Belarus, Kazakhstan, Russian
Federation and Ukraine). The first diphtheria case in an unimmunized US citizen visiting the
Russian Federation at the end of 1994 shows that warnings regarding the danger of diphtheria in
Eastern Europe should be strengthened.
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The reasons for the resurgence of diphtheria in the eastern part of the European Region are
believed to include:

L a gap in immunity among adults.

+ low immunization coverage among infants and children in many areas; insufficient
immunity in some children due to primary immunization using low-potency
diphtheria vaccine.

¢ large population movements in recent years,

+ lack of coordinated and aggressive measures such as mass immunization of
children and adults at high risk.

+ paediatricians and other doctors insufficiently sensitized to the danger of the
disease, the need for proper diagnosis and the importance of correct management
of cases and close contacts.

+ general public inadequately informed about the danger of the disease and the
benefits of immunization.

¢ lack of adequate supplies of vaccine, antisera and antibiotics in many areas.

During 1990-1993, WHO activities to assist in controlling diphtheria epidemics were focused
mainty on the Russian Federation and Ukraine. In February 1994, a European Task Force on
Diphtheria Control was established and a Plan of action for diphtheria control in the European
Region adopted. In addition, WHO technical manuals on management and control of diphtheria
and laboratory diagnosis of diphtheria were issued in 1994. Based on WHO recommendations,
national action plans for diphtheria control have been adopted in Belarus, the Russian Federation
and Ukraine. During workshops in Berlin and Ankara (January/February 1995) the joint
WHOQ/UNICEF strategy to control diphtheria in the Newly Independent States will be discussed,
finalized and thereafter implemented in all the Newly Independent States. Govermmental and
nongovernmentat organizations coordinated through an Interagency Immunization Coordinating
Committee are ready to continue the support for primary immunization activities in the Newly
Independent States and to expand their activities to diphtheria and poliomyelitis control.

Hepatitis B

A survey of the incidence and prevalence of
hepatitis B recently conducted in the

50 countries of the Buropean Region revealed
that one miilion people are infected with
hepatitis B virus every year. The average G
reported incidence of acute cases is 20 per ey
100 000 popuiation in the Region, but varies

widely from one country to another (a range of 0.5 to 175 per 100 000). The highest incidence
occurs in the Central Asian Republics, where the overall rate is more than 70 per 100 000
papulation,

The survey should prove helpful in establishing appropriate strategies to control the disease. The
most cost-effective strategy in countries will be the immunization of all newborn babies, but
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resources will be needed to sustain such programmes. At present only three countries (Bulgaria,
[srael and Italy) have included hepatitis B vaccing as part of routine infant immunization.

Haemophilus influenzae type b meningitis

Haemophilus influenzae type b (Hib) is one of the most common causes of meningitis in young
children throughout the Region. The introduction of Hib conjugate vaccine in Finland and Iceland
prior to 1992 led to a reduction in morbidity and mortality so dramatic that the disease has
virtually disappeared. Routine immunization with Hib conjugate vaccine was introduced in
Germany in 1990, Norway, Sweden, the Netherlands, the United Kingdom and France in 1992,
The epidemiology of Hib discase has not been well defined in many countries, including
CCEE/NIS. Improved disease surveillance will be needed to provide the epidemiological hasis for
adding Hib conjugate vaccine to current immunization schedules. Once such decisions are made,
however, obtaining sufficient funding to purchase vaccine will be difficult,

International action to meet vaccine needs in 1994

Problems of vaccine supplies in the Newly Independent States will continue and probably increase
in 1994. A plan of action has therefore been prepared for immunization and disease control in
Europe. It originated in intensive international and interagency collaboration starting with the
Copenhagen meeting in March 1993. The series of coordination meetings continued in 1994 with
a UNICEF vaccine donor coordination meeting in Paris in March 1994, and 2 WHO donor
coordination meeting in Copenbagen and a consultation in Washington DC, both in June 1994,
All these meetings culminated in the conference on cooperation for immunization in the Newly
Independent States held in Kyoto, Japan, in July 1994, According to the plan of action agreed at
the first meeting of the [ICC in November in Amsterdam, the main goals of cooperation will in
future be ermergency support to maintain immunization programmes in the short term while not
compromising the long-term goal of vaccine self-sufficiency.

Apart from the WHO Regular Budget, support for the European Region came from the United
States of America, the Government of Ireland (CVI) and through WHO/HQ from the Government
of Japan, Rotary International and unspecified funds for the EPI,

3.5 SOUTH-EAST ASIAN REGION

Despite a substantial improvement in health indicators, a number of EPI diseases continue to be
public health problems in the Region. Tuberculosis still persist and arc increasing in intensity,
most likely linked to the recent increase in HIV infections. The dramatic decline in mortality due
to EFI and some non-EPI diseases has been a major contributing factor to the marked reduction in
the infant mortality rate since 1983. However, in Nepal, the infant mortality rate is 102, India
has achieved 79 and Bangladesh 88 per 1 000 live births.

Polio National and State Immunization Days T o s s

have been implemented in Maldives, Plagﬁe epidemics in Surat and Gujarat
Mangolia, New Delhi (India) and Thailand in did not éf()p: i dthér?‘bfingiﬂg their
1994, Bangladesh and Indonesia (and possibly children to the nearest fmmunization
Nepal and Thailand) plan to do the same in e \

1995, The September to October 1994 plague centre in Delhi.

epidemics in Surat and Gujarat in particular, —— ‘ L
and in India in general, did not stop mothers

bringing their children under 3 years of age to the nearest immunization centre during the Pulse
Immunization Days in Delhi.
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There has been adequate progress in the implementation of immunization services against
hepatitis B in Indonesia, Maidives, Mongolia and Thailand.

Vitamin A has been introduced in Bangladesh (within EPI), in India (within Child Survival and
Safe Motherhood), and in Indonesia (within POSYANDU - Integrated Health Posts). Although
there has been some improvement in the incidence of vitamin A deficiency, some 7% of the
population is still affected by it and provision of vitamin A for measles treatment is being
promoted.

The regional and country plans for Solar Decade 1996-2005 are being developed within the cold
chain system, while maintaining existing energy sources of kerosene and electricity. Ozone
Depleting Substance (ODS)-based refrigerators are being replaced in phases by non-ODS-based
refrigerators possibly up to 2010 and beyond; meanwhile, further studies are being carried out.

Siiﬂilarly, regional and country Vaccine Supply and Quality plans and targets have been drawn up
to ensure that country immunization programmes have adequate quantity and quality of vaccines at
affordable prices, whether they are locally produced or imported.

Meonatal tetanus

All countries in the South-East

ASifm Region are committed to No. of Cases (Thousand) Percent Coverage
achieving the target of 14 100

eliminating neonatal tetanus by

80

the year 1995, Immunization
coverage of pregnant women by TOp
tetanus toxoid and its boosters 8 |80

has been maintained at around
)40

70% since 1991 (Figure 12). It

is estimated that about 2 million 4 -
NT deaths were averted by 5 “l20
tetanus oxoid immunization. ; 7 1
The high-risk approach, O e 75 78 77 78 70 80 21 B2 82 84 85 88 87 %8 89 %0 o1 52 % O
involving mainly provision of Year

tetanus toxotd vaccines for

women of childbearing age in Cases +TT2+ coverage

critical areas or population is

being implemented to achieve _Figure 12, Reported neonaral tetanus cases and % TT2+ coverage
the goal of "reaching the in SEAR.

unreached” .
Polio

Efforts to eradicate polio have been given high priority by countries in the Region, including the
improvement of acute flaccid paralysis reporting, collection of stool specimens, and strengthening
of wild poliovirus surveillance. All countries have adopted the global strategy, which 1nvolves
securing the political commitment of governments, social mobilization, supplementary
immunization, and development of efficient surveillance systems. The governments of USA and
Japan are considering funding polio initiatives from 1995 onwards.

There has been a significamt fall in the number of reported cases of polio in the Region over the
past six years (Figure 13). For example, 60% of the provinces in Thailand have reported "zere”
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cases of polio during the last
three years, In India, where ten

States (representing Na. of Gases (Thousands) Percent Coverage ‘00
approximately one-third of the %0 »
population of §90 million) have a0l = T 80
been targeted for polio :

cradication, the number of 30 60
reported cases of polio fell from

1 693 in 1992 to 396 in 1993, 20f (e it 40
representing a 77 % decline in a (I 4| IS (P

single year. Bhutan, DPR 0 H ae Ill ' HH ﬂ 20
Korea and Maldives reported oy | I O O R : ﬂ 0
”.ZE'IT)" cases for t.hc laSt three ¥4 7B V6 Y7 VB 79 80 B B2 83 B4 BY BG BV BE B B0 W1 92 93
years. Year

L]cases + OPV3 Coverage
In addition, immunization

coverage of three doses of oral

polio vaceine has been Figure I3. Reported polio cases and % OPV3 coverage in SEAR.

maintained at above 80% since
1990. A network of 11 laboratories has been established in the Region in Bangladesh, India,
Indonesia, Mongolia, Sri Lanka and Thailand.

EPI disecases showing significant decline:

Measles

All countries in the South-East

Asian Region have included
measles in their national No. of Cases (Thousands) Percent Coverage

500 100

immunization programmes since
May 1986 and, during the last 40| , . ‘ 1+ |80
two years, have further = | /
developed plans of action to 300 - / 60
achieve the WHO goal of 95%

40

reduction in deaths from pre- 2000 | s e 1=

immunization levels by the end T | I VS I

of 1995, mof‘. A ' : ’720
Bk e i " a

During the period 1983-1993, at O e 75 7677 75 79 B0 o1 52 80 a1 & w % o5 5o 50 91 52 89
least three million child deaths Year

were estimated to have been [lcases + Coverage

prevented in the Region by anti-
measles immunization. Since

1991, immunization coverage for Figure 14. Reported measles cases and % measles coverage in

measles has been maintained at SEAR.
above 80% (Figure 14),

Diphtheria and pertussis

Following the introduction of immunization against diphtheria and pertussis, morbidity and
mortality due to these diseases have fallen dramatically, During the decade 1983-1993,
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approximately 200 000 deaths from diphtheria and 800 000 deaths from pertussis were prevented

as a result of immunization. Immunization coverage of DTP3 has been maintained at above 80%
since 1990,

EPI diseases that continue to be public health problems:

Viral hepatitis

Hepatitis B continues to be a serious public health problem in countries of the South-East Asian
Region. There has been adequate progress in the implementation of hepatitis B control
programmes in Indonesta, Maldives, Mongolia and Thailand. Recently, hepatitis B immunization
has been started in six provinces of Indonesia and 4 provinces of Thailand under the framework of
EPI.

Demonstration programmes of hepatitis B control within EPI are under way in the Maldives and
Mongolia. Sri Lanka has introduced hepatitis B imrunization for medical personnel only (not yet
within EP1, due 1o its doubtful financial sustainability).

Although the prevalence of hepatitis B virus (HBV) infection and related diseases, such as chronic
hepatitis, cirrhosis and hepatocellular carcinoma, differs widely among the countries, these are
still major public health problems in the Region. Every year, approximately 14-16 million people
are infected with hepatitis B virus. It is estimated that there are 78 million HBV carriers (about
6% of the total population) in the Region. Hepatocellular carcinoma is common and appears 10
bear a close association with the HBsAg carrier rate. The transmission of HBV, particulatly by
blood transfusion, is common in the Region. Health workers, intravenous drug users, and sex
workers constitute a high-risk group for the disease.

Up tilt a decade ago, none of the countries in the Region had developed mandatory screening
systems for blood and blood products for Hbsag. Today, all donated blood is screened for Hbsag
in DPR Korea, Indonesia, Mongolia and Thailand. In India, about 30% of blood banks are
screening for Hbsag. In Myanmar and St Lanka, facilities for the screening of blood have been
established in the capital cities. Bangladesh, Bhutan and Nepal have not yet established a
screening systemn for blood and blood products.

In addition, DPR Korea, India, Indonesia, Myanmar and Thailand have started producing
diagnostic reagents for the detection of Hbsag. In the near future, it is expected that India,
Indonesia, Mongolia and Myanmar will produce a sigpificant amount of hepatitis B plasma-
derived vaccine. Thailand is proposing to establish a DNA-recombinant HB vaceine production
facility.

Japanese encephalitis

Japanese encephalitis (JE} continues to be a
significant public health risk in northern
Thailand, in the Indian States of Bihar, Tamil
Nadu, Uttar Pradesh, and West Bengal, in the
terai areas of Nepal, and in Sri Lanka. Cases
have also been reported in Bangladesh and
Myanmar. In endemic countries of the Region, attempts have been made to control the JE vector
by chemical insecticide spraying. Immunization of pigs has been found to be an effective strategy
in trials conducted in Sri Lanka and Thailand. The human immunization strategy for the control
of JE is relatively effective and successfully used in endemic areas of India, Sri Lanka and
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Thatland. However, no country in the South-East Asian Region has officially incorporated JE
immunizaticn into their national EPI programimes so far, although an EPI specialist from Geneva
visited India and Thailand to assess the local production of JE vaccines in 19921993, In
Thailand, JE vaccine has been given to some primary school children, mostly in endemic areas.

Meningococcal infections

In almost all countries of the Region, meningococeal meningitis cases and outbreaks, which are
associated with serogroups A and C, occur in children under 5 years of age, as well as in adults
(it is only in Mongolia that 80% cases of meningococcal meningitis have been associated with
serogroup B in the last 10 years).

During the last 6 to 7 vears, almost all countries in the Region have been immunizing pilgrims
with bivalent meningococcal vaccine (A and C) before they leave for the holy city of Mecca.

This measure has been effective and resulted in a major reduction in meningococcal meningitis
cases among pilgrims returning from Saudi Arabla. WHOQ has provided, guidelines for
surveillance, laboratory diagnosis, case management, and prevention and control of meningococcal
meningitis and will continue to support implementation of this programme at the Primary Health
Care level in Member States.

The recent meningococcal meningitis outbreak in Mongolia in 1994, has encouraged EPI to use
their facilities for preventing future outbreaks of the disease by using meningococcal meningitis
vaccine, in addition to chemoprophylactic drugs. The polio laboratory at SIHEM, Ulaan Baatar
may be consulted for practical serological advice,

EPI1 diseases on the increase:

Tuberculosis

Tuberculosis continues to he one of the most I ——
widespread medical and social problems in the - 1 1907 abbut:':two- million cases of
countries of the South-East Asian Region. It tberculosis were reported in the -

remains a leading cause of mortality TR e a an e
. ’ re t 1
especially among adults. In 1991, about two Region and more than half a million

million cases were reported in the Region, TR

where more than half 4 million people die 0f . ——————————
tuberculosis every year. Half of the reported

cases were young productive aduits. HIV/AIDS is likely to have a serious adverse effect on the
TB situation. Many children die of miliary TB and TB meningitis. Short course chemotherapy
and BCG immunization in countries with a high risk of infection is the most cost-effective method
of control.

Nevertheless, BCG coverage is relatively high in the Region (80%), and decreasing trends of
morbidity and mortality from child tuberculosis have been observed. An estimated 150 000 child
deaths were prevented by BCG immunization during the period 1983-1993.

Apart from the WHO Regular Budget, support for the South-East Asian Region came through
WHO/HQ from the Government of Japan, Rotary International and unspecified funds for the EPL
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3.6

In 1993, the level of regional
coverage was 85% for BCG,
81% for DTP3, 83% for OPV3
and 89% for measles

{Figure 15}, The overall level
of coverage for the EP vaccines
hag fallen for the first time, due
to the use of a new, larger
denominator in China, where a
revised system for calculating
coverage has been introduced.
However, the level of coverage
still varies greatly between
different countries within the
Region. The regional coverage
for tetanus toxoid for pregnant
women increased in 1993, but it
remains low at 12% as the data
for tetanus toxold coverage in
China are not yet available.

WESTERN PACIFIC REGION

remains a major cause of morbidity and mortality.

Neonatal tetanus ts greatly
under-reported in countries
where the disease remains a
serious probletn. Household
surveys and anecdotal data from
selected distriets indicate foci of
neonatal tetanus that are not yet
reflected in data from national
reports.  Efforts are being made
[0 increase tetanus toxoid
immunization coverage for
women in areas of high risk for
neonatal tetanus,

Measles cases {thousands) Measles vaceine coverage %
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Figure 15, Reported measles cases and % measles coverage in
WPR, 1974-1994.
The total number of reported cases of EPI target diseases continues to decline, but measles
Polio cases (thousands) OPV3 coverage %
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12
80
10
8 |60
& o 40
4 . .
20
: i
07‘4757677?9793031 82 83 B4 B5 BG ©7 85 89 90 91 92 & 94
Year

The Region is making good
progress and is on schedule to
meet the 1995 target for the
¢radication of polio (Figure 16):
the number of reported cases of
polio in 1993 was 1 147, down

Figure 16. Reported polio case
1974-1994,

s and % OPV3 coverage in WPR,

by 40% from the 1992 level of 1 917. Five of the six endemic countries (Cambodia, China, Lao
People’s Democratic Republic, the Philippines and Viet Nam) continued to report cases. Papua
New Guinea reported no cases of polio for the third consecutive year, but the disease is still
considered to be endemic as surveillance is not well developed and certain areas of the country

remain inaccessible.
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The 1993 total of 1 147 polio cases is the lowest regional total ever reported to the Regional
Office. This reduction has largely resulted from widespread supplementary immunization in
China, the Philippines and Viet Nam and has occurred despite improvements in surveillance
systems for reporting and investigating cases of acute flaccid paralysis. Cambodia reported

1335 cases in 1993, but this 15 a considerable underestimate of the extent of polio in the country.
As the acute flaceid paralysis surveillance system in Cambodia is developed, the number of
confirmed cases is expected to rise.

Throughout the Region, the majority of polio cases involved children who were either
unimmunized or only partially immunized - indicating good vaccine efficacy. China and

Viet Nam still have widespread polio transmission, though the number of cases has been reduced.
At this stage, cross-border notification of polio cases and control activities have not yet been
implemented. As the number of cases declines, it will become important to develop a system of
rapid notification among countries in the Region, as well as neighbouring countries of other
regions.

During the winter season of 1993-1994, China, Lao People’s Democratic Republic, the
Philippines and Viet Nam held two rounds of National Immunization Days during which all
children under the age of five (under four in China) were targeted to receive supplementary doses
of oral polio vaccine. Cambodia held Sub-National Immunization Days in two provinces. The
results were encouraging. In all countries the National Immunization Days reflected well on their
governments’ planning and organizational abilities, and their skills in social mobilization. High
coverage with oral polio vaccine was achieved, and in some countries other vaccines and vitamin
A were offered to specific age groups.

The National Immunization Days were the single largest public health activities ever held in their
respective countries, and in China, where over &3 million children were given oral polio vaccine
on a single day. probably the largest public health activity in history.

Surveillance activities are continuing to make progress in the five countries that have established
acute flaccid paralysis surveillance nationally. Cambodia has begun acute flaccid paralysis
surveillance in Phnom Penh, and the system was extended to all provinces in 1994,

A high proportion of the resources for the Expanded Programme on Immunization and polio
cradication continue to come from the countries themselves. There were some positive
developtnents tn 1993 in mobilizing funds, especially for purchase of polio vaccine. Additional
funds were received from Australia, Canada, Japan, Malaysia, the United States and Rotary
International.

Hepatitis B vaccine has been incorporated into the routine immunization schedule for infants in
29 countries within the Region, but on a limited basis only in some countries. In areas of high
prevalence of hepatitis B, effective protection is achieved by immunizing infants with three doses:
at birth, one month and two months of age.

Incorrect EPI sterilization and injection T ———————
practices during routine immunization sessions Incotrect sterilization and mjﬂctxon y

and supplementary immunization activities are . Graag amaj or concern.

a major conceth. The potential transmission ‘ AR DU DM RS
of hepatitis B or HIV through unsterile : .
injections become even more important when
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large numbers of women are immunized with tetanus toxoid. Ensuring correct immunization and
sterilization is often a management issue involving training and supply and distribution of needies,
syringes and steam sterilizers.

Indicators to verify the performance of cold chain and logistics systems are becoming inereagingly
important, and national EPI programmes are beginning to devote more attention to reviewing
these systems, The use of locally produced equipment in the cold chain is increasing, particularly
for National Immunization Days. Work has now started on field trials of modifications to
domestic refrigerators, to enable their use for vaccine storage.
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4. Expanded Programme on Immunization (EPI)
Disease prevention and control

4.1 MAINTAINING HIGH COVERAGE

The global achievement of " Universal Child Immunization” (UCI) in 1990 represenicd a major
success. In that year, 80% of the world’s children reaching twelve months of age had received all
their scheduled doses of vaccines. The success was achieved by the health staff of the countries,
usually motivated by high levels of national commitment and in many cases, assisted by external
support. However, it was realized that high global imimunization coverage masked wide
discrepancies between countries, while similar variations occurred within countries.

Table 5, Immunization coverage with vaccines of the Expanded Programme on
Iinmunization based on data available in Augost 1994, The shaded areas on this table
highlight the figures that are most disturbing.

Countries BCG | DTP3 | OPV3 | HBV3 | YF | Measles | TT2+
Least developed 71 53 49 49 43
25 most populous developing &7 81 83 79 47
All developing 85 78 80 3 7 77 45
Economies in transition 88 74 80 90
Industrialized 80 a5 83 5 80
(lobal total a5 79 80 3 7 78 45

Since 1990, global immunization coverage has levelled and the steady progression to higher levels
of coverage, previously observed each year, has stopped. Although immunization coverage has
declined in several countries, it has been sustained in most. Much of EPI success has been based
on the sound management training received by the staff responsible for the programme, while
communities themselves, once aware of the benefits of immunization, will seek it for subsequent
children.

Out of 117 countries which, in 1990, had reported over 80% immunization coverage for the third
dose of diphtheria-pertussis-tetanus (DTP) vaccine, 113 were reported to have maintained the
same level of coverage, in the latest report available to WHO. However, there have been
dramatic declines in national coverage, including Ethiopia (from 80% to 34%). Nepal (from

809% to 60%), Nigeria (from 56% in 1990 to 29% in 1993), Papua New Guinea (from

67% to 37%) and Yemen (from 89% to 54%).

Countries which have achieved and sustained high immunization coverage tend to have national
health leaders strongly motivated towards immunization. They also have health infrastructures
that are capable of delivering immunization and of ensuring that the population are well educated
andt motivated to have their children immunized. By contrast, those countries cither failing to
achieve or slipping back from high achievement have corresponding difficulties. Many of these
countries are beset by civil conflict or war, the basic infrastructure needed to sustain immunization
has broken down, staff are rarely motivated and there is often a shortage of supplies, even of
vaccine itself.
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In response to the recommendation of the EPI Global Advisory Group in 1993 to focus attention
on helping low achieving countries reach and sustain high immunization coverage, EPI aims to
analyze the specific reasons for low achievement in individual countries. Efforts will be made to
obtain high levels of commitment to immunization, assistance offered in preparing effective plans
of action, additional resources sought and training provided in order to upgrade the skills of health
staff.

A special Task Force has been established in the EPI Secretariat to accelerate progress on this,

4.2 DISEASE SURVEILLANCE

‘The objective of the Expanded Programime on T —

Immunization is to control the target diseases,
primarity through the use of immunization.
From the outset, the Programme has focused
on building an infrastructure for development
- training EPL managers and health workers,
establishing the cold chain and measuring
immunization coverage. Today, following the
dramatic success achieved by national EPIs, there is an increasing emphasis on disease control
through the establishment of effective surveillance systems. Immunization programme managers,
with access to up-to-date, accurate surveillance data, are increasingly able fo pinpoint programme
failures and target high-risk populations for special immunization activities - more effective in
rapidly reducing morbidity and mortality than pursuing even higher immumization coverage. A
combination of good surveillance and effective immunization services has been shown to be
effective and EPI will retain these twin strategies for the coming years.

_ Immunization .progrdmme mdna.gere.
Wlﬂl"atccs 10 up-to-date, dccuraté
g? data, are'increasingly able
Sinpoint ngrannne failures.

While surveillance systems exist in most countries, the majority have previously been unable to
produce the accurate and complete data needed for disease control. Since In most countries
disease surveillance and control is not the exclusive province of EPI, all interested parties - the
EPI manager, the infectious disease epidemiologist, the information system manager and the
laboratory manager - are being involved in strengthening surveillance systems.

Most of the programmatic changes needed to improve surveillance are being made at the country
level. In the past year, surveillance has been the key topic reviewed and discussed at Programme
Managers’ Meetings. Spectalized teams, consisting of representatives from CDC, Rotary
International, UNICEF and WHO have visited over 25 countries to assess the effectiveness of
surveiltance, produce recommendations and conduct a workshop for the staff involved. A round
of follow-up visits is now being carried out to review progress.

In many countries, especially in the Americas, parts of Western Europe and the Eastern
Mediterrancan, and in the Western Pacific, striking progress has been made in surveillance,
initially based on reporting of cases of acute flaceid paralysis for polio cradication. In these areas
cases are being detected and investigated, with laboratory back-up followed by prompt reporting
and feedhack.

In five WHO Regions, monthly reporting of polio and acute flaccid paralysis cases is increasingly
effective and is having a marked effect in improving surveillance and reporting for the other EPI
diseases. In a number of countries, most notably in China, major progress has been made, in
collaboration with CDC, in developing electronic surveillance systems for acute flaceid paralysis.
Most countries can now produce prompt reports, spot maps, laboratory data and disease trends.
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WHO is working to improve surveillance at the global and regional level. This is most visible
through the publication of regional EPI surveillance newsletters by each of the Regional offices.
Laboratory surveillance is being supported globatly by the expansion of the polio laboratory
network and the creation of a measles laboratory network.,

Effective surveillance for polio entails the ability to detect at least one case of acute flaccid
paralysis for every 100 000 children not caused by poliovirus each year. This target is rapidly
hecoming the global standard. The high-risk approach for neonatal tetanus elimination
increasingly uses surveillance data to target populations of under-immunized women for localized
mass immunization campaigns. Improved surveillance systems and a greater capacity for
epidemiologic based disease control will be one of the legacies of the disease control initiatives
promoted by WHO,

4.3 MEASLES CONTROL

The trend towards reduced
incidence of measles worldwide
is shown in Figure 17, which
illustrates a decline in the
number of cases reported to
WHO, However, this progress
conceals the fact that only a

Number of cases (millions)
7
&
5
small proportion of cases are a-
3
2

reported to health authorities.
WHO estimates that 45 million
cases of measles still occur each
year,

1978 14877 1599 15&1 1983 19.35 l 19l37 1988 1991 1993
Global coverage for measles Year
vaccine remains at 78%. Asa
result, the most industrialized
and many developing countries

have reduced measles morbidity =~ Figure 17. Global annual reported measles cases, 1974-1993.

and mortality to a small fraction

of pre-immunization levels, and an estimated 90 million cases are prevented each year. At current
case fatality rates, an estimated 1.54 million measles-associated deaths are prevented, but if the
higher case fatality rates of the pre-immunization era are applied, 5-6 million deaths could be
considered to have been prevented. Too many (at least 17) countries remain below the 50%
coverage level and others (around 50) have failed to achieve an increase in coverage for a2 number
of years.

It is difficult to give a precise figure for deaths due to measles since in many countries such deaths
are not reported. Even when they are reported, uncertainty of diagnosis clouds the picture.

WHO estimates that measles accounts for 1.19 million deaths each year. Whichever way figures
arc derived, it is clear that there is a greater burden on the health of children in developing
counirics due to measles than to any other vaccine-preventable disease,

Measles conirol and eventual eradication promises to become one of the most exciting public
health projects, with the potential to affect millions of young lives every year. A revised plan of
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action for measles control was prepared in 1994 and is now being finalized 2. Measles control
will progress over the next few years by ensuring that political support and financial resources are
made available 1o achieve the mid-decade goals and beyond. EPI will press every country to
achieve high, uniform measles vaccine coverage in every distriet and community, and ensure that
individuals at highest risk are effectively immunized. Strategies will include supplementing
routine immunization by selective urban or national immunization campaigns, and providing a
technical basis for programme managers to respond to measles outbreaks in an appropriate
manner. In this way countries will progress in a phased manner, as resources permit, to eliminate
measles globally.,

Vitamin A

Administration of vitamin A supplements remains a key component of measles control. A global
pian of action for using immunization services to eliminate vitamin A deficiency has been agreed
between EPI and the three other principal areas within WHO concerned with this {Division of
Food and Nutrition, Division of Diarrhoeal and Acute Respiratory Disease Control, and the
Programme for the Prevention of Blindness). Administration of vitamin A as part of the treatment
of measles cases has also been incorporated into the training modules for Management of the Sick
Child.

44  NEONATAL TETANUS ELIMINATION

According to 1993 estimates, half a million deaths due to neonatal tetanus are still occurring
worldwide, with 80% of these deaths in 12 countries (Table 6). Out of 14 other countries where
neonatal tetanus remains a major public health problem, 12 are in the African Region. Together

these 26 countries contribute 90% of the global incidence of neonatal tetanus.

Table 6. Twelve countries account for 80% of all estimated neonatal tetanus deaths in 1993,

Countries, . -

[ndia 101 300 78
Bangladesh 29 700 73
Indonesia 28 100 67
Pakistan 43 800 46
Nigeria 38 700 33
Zaire 12 800 29
Ghana 5 900 14
Ethiopia 23 500 13
Nepal 10 400 12
Sudan & 800 9
Somalia 9 600 5
China 97 700 2

t Reference: WHQ/EPI/GEN/94 2.
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The target set and endorsed by the previous Global Advisory Group for EPI in 1993 is less than
one case of neonatal tetanus per 1 000 live births in every district of the world, Neonatal tetanus
will then be considered to have been eliminated as a major public health problem and less than
150 000 cascs arc cxpected to occur annually worldwide if the achievements are maintained.

A total of 91 developing countries already have an estimated neonatal tetanus rate of below

1 per 1 000 live births nationwide. Of these, 50 countries may have already achieved the target
by district. It is estimated that in 1993 over 700 000 deaths from necnatal tetamus were prevented
a5 4 result of maternal immunization and other interventions. However, about 480 000 (70%) of
these deaths were prevented in only 3 countries: Bangladesh, India, and Indonesia. The
recommended strategies to eliminate neonatal tetanus remain;

¢ routine immunization of pregnant women with at least two doses of tetanus toxoid.
+ identification of high-risk areas and immunization of women of child-bearing age.

promotion and use of clean delivery practices through provision of health
education and trained birth attendants.

effective surveillance to detect, investigate and reach every suspected case of
neonatal tetanus reported.

Egypt and Thailand, among others, have been especially successful in demonstrating the
cffectiveness of these recomnended strategies,

The main obstacles to achievement of the elimination target are:

L4 some priority
countries remain
uncommitted to
the elimination
of neonatal
tetanus.
However, China
is to start
immunizing
women in high-
risk counties in
the highest risk
provinces,

20% of nconatal

{ELANUS Cases are

occurring in - :

countries with Figure 18. "Days of Tranquillity”.

civil unrest.

However, Afghanistan and Angola are o organize "Days of Tranquillity” to
immunize women and children in 1994-1995 (Figure 18).

less than 10% of neonatal tetanus cases are reported. Community level
surveillance is difficult, but exceptional progress is being made in Indonesia.
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L 4 additional resources are needed to cover the cost of vaccines and logistics required
to reach the high-risk areas and provide intensive immunization. U$$ 30 million
would cover these needs and ensure the elimination of neonatal tetanus,

By 1993, major strides towards the elimination of neonatal tetanus can be made through
immunizing in high-risk areas (including organizing "Days of Tranquillity” where necessary),
provided there is sufficient political commitment and that US$ 30 million can be made available
for use in the 26 priority countries.

4.5  POLIOMYELITIS ERADICATION
Polio will be considered o have been eradicated when the transmission of wild poliovirus has

been interrupted and no wild poliovirus can be found, despite intensive efforts to do so. The
strategies recommended by WHO for polio eradication remain:

¢ routine immunization, with high levels of coverage in all countries.

¢ National Immunization Days in all polio endemic countries for a period of several
years.

L intensive surveillance for acute flaccid paralysis using a global network of certified

virology laboratories.

* cutbreak response immunization.
4 mopping-up immunization in the final, localized reservoirs of wild poliovirus
Lransmission.

As a result of these strategics,
the number of reported polio

cases fell below 10 000 Cases In thousands
(Figure 19) for the first time in 70

1993 and 143 countries are now BO
reporting zero cases of polio.

Six emerging polio free zones CEE mm
have been identified: the &0 -

Americas, where eradication was
certified in September 1994,

Western and Central Europe; 20 -
North Africa; Southern and East
Africa: the Middle East and the
Arabian Peninsula: and the 0-
Western Pacific.

1978 1977 1979 1981 1981 1985 1987 1989 1991 1993

Significant progress has been
achieved in China where more Figure 19. Global annual reported polic cases, 1974-1993,

than &0 million children were

immunized in the first National Immunization Day in the winter of 1993-1994 (Figure 20). As a
result, 149 cases of polio have been reported from China for 1994 (as of February 1995) of which
only one is laboratory confirmed.
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Obstacles to polio eradication include:
shortage of funds for vaccine, laboratories,
logistics and personnel; insufficient political
commitment; falling immunization coverage;
and the damaging effect of political unrest in
some countries.

The priorities for polio eradication in 1995
include: achieving eradication in the Western
Pacific Region in 1993; activating polio
eradication strategies in the countries of the
Indian Subcontinent, which account for two
thirds of the world’s polio cases; coordinated,
multinational National Immunization Days in
contiguous countries of Central Asia, the
Caucasus and the Middle East: and advocacy
to improve political commitment and raise
funds.

igure 20. Health drive ... a child waits for immuni-
zation against polio outside a mobile immunization
centre in Guizhou.

The year 2000 target implies that all countries must have operational polio plans by 1997.
Building the foundation for eradication in the African Region is both critical and urgent if the
target is to be met on time.

4.6 YELLOW FEVER PREVENTION

Since 1989, WHO has
recommended that yellow fever
vaccine be included in childhood

Gambia

immunization programmes in the
33 countries at-risk for yellow
fever in Africa. Today, 17 of
the 33 countries have a national
policy to this effect. As of
August 1994, yellow fever

immunization coverage data "T'f‘:;
were reported to WHO by 15 of Znira
Con. Aty Ao,

these countries (Figure 21).

Three countries (Burkina Faso,
Gambia, and Mauritania) have
achieved coverage above 50%
for children by their first
birthday. However, yellow
fever vaccine coverage overall
for the 33 at-risk countries

Mauriitania
Burkina Faso
Soenagal
Coto d'lvire
Ghana

Migaria
Mali

0%

40% 60% B0% 100%

20%

Figure 21, Reported yellow fever coverage in 15 countries of

Africa, 1993,

reached only 7% in 1993, compared with 11% in 1992,

Outbreaks of yellow fever continue to occur in both East and West Africa. In 1992 Kenya faced
its first recorded yellow fever outbreak and 33% of the cases were reported in children. In
1993-1994 yellow fever struck Ghana, with 41% of cases in children. These reports underscore
that, in Africa, yellow fever is an important disease of the chiid population. Community-based
studies of yellow fever have also shown increased case fatality rates for children.
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The African countries at-risk are also among the poorest. Although yellow fever vaccine is
available to developing countries at less than 25 US cents per dose but this price is still a barrier.
Donors are encouraged to provide assistance to help the African at-risk countries prevent this
disease, which can be achieved most cost-effectively through imrmunization.

4.7 HEPATITIS B PREVENTION

Significant progress has been made over the past year in the control of hepatitis B. There has
been renewed commitment from GPV towards control of hepatitis B and the management of the
control of the disease has been further strengthened with the assignment of a technical staff
member in Geneva.

+ Approximately 73 countries (up from 50 countries a year ago and from
22 countries in 1991) now have a national policy of routine childhood
immunization with hepatitis B vaccine (Figure 22). Together these countries
account for approximately 40% of the world’s children and almost 60% of the
world’s HB carriers. The majority of countries in the Western Pacific and Eastern
Mediterrancan Regions of WHO have HB vaccine integrated into their national
immunization programmes.

+ UNICEF is moving towards the provision of HB vaccine to targeted countries with
the following characteristics: a low GNP per capita, dependence on donors for
vaccine, a high prevalence of HB carriers in the general population (more than
5%), strong immunization programmes (more than 70% coverage with DTP3),
and hepatitis B control as a high priority in the Ministry of Health. This policy
change is likely to be one of the most significant advances in hepatitis B control.

ﬁ Hational grogramma W&

Figure 22. Hepatitis B vaccine policy 1994: Universal immunization.
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¢ The World Health Assembly has set a disease control target aimed at reducing the
mumber of children becoming HB carriers by 80% by the year 2000. This would
have profound implications for control of chronic liver disease and liver cancer for
the next century. The 1993 World Development Report issued by the World Bank
states that: "fn most developing countries, such an "EPI Plus"” cluster (the six
traditional antigens plus heparitis B, yellow fever and certain murritional
supplements) in the first year of life would have the highest cost effectiveness of
ary health measure in the world roday”.

4.5 LABORATORY NETWORK

As the laboratory network in the Americas confirmed the absence of wild poliovirus in over

32 000 faecal samples tested over the past 3 years, this Region was declared polio-free. In this
Region there has also been a commitment to measles elirination, and the laboratory system has
broadened its terms of reference to include differential diagnosis in children with rash disease. A
global plan of action has been prepared for a measles diagnostic laboratory network, and there is
close collaboration between the Expanded Programme on Immunization and Vaccine Research and
Development in the selection of appropriate technology.

In Africa, where 33 countries are considered at risk for yellow fever, a diagnostic [gM ELISA
was included in a training course, as well as vaccine potency testing. Reagents were supplied. 1L
is expected that this type of training will increase, in collaboration with the Programme on
Bacterial, Viral Diseases and Immunology.

The laboratories of the Western Pacific i e e ——
Reglon, which have all been WHO certified, The laboratoties of the Western Pacific

are working in coordination with acute flaccid Region have all been WHO certified.
paralysis surveillance systems which in C

endemic countries collected at least one stoo) L R R

sample from 62% of reported cases. The case

classification in China has evelved from a clinical to a virological base, placing a greater onus on
the laboratory to reliably and rapidly detect all wild polioviruses. The network there is receiving
support rom donors such as CDC, JICA and Rotary to upgrade their facilities.

Anticipating this change in classification, the staff of ten Regional Reference and two National
Laboratories were trained in two methods of differentiating wild poliovirus from vaccine strains
and were provided with supplies and reagents. Nine have successfully completed a proficiency
test and are able to provide this service.

Specialized laboratories continue to supply improved reagents, and to receive strains of wild
poliovirus for molecular characterization. This assists in epidemic investigation by showing
geographical relationships between polioviruses of the same type, and underlining the need for
coordinated cross-border bmmunization campaigns.

In other regions progress continued both with the certification of laboratories which had been
previously proposed and with the integration of their activities with those of the surveillance
systems. Regional reference laboratories in Bangui and Moscow were officially certified as WHO
network laboratories in WHOs African and European Regions. Laboratory training courses were
held in the African and European Regions. Laboratories in all regions participated in the
proficiency testing scheme, and 70% made satisfactory scores of 80% or higher. Unsatisfactory
performance triggered 12 visits to countries for assessment, problem solving and on-the-bench
training where necessary.

44




WHO/GPV/95.1

Reporting of laboratory results to regional offices in a standard format is well established in the
Western Pacific and South-East Asian Regions and began in the Eastern Mediterranean region in
1994, Data are analyzed according to established performance indicators for feedback through
regional newsletters and presentation to programme managers. This management tool is expected
to be in use throughout the network next year.

Regional management of the laboratories was strengthened by the appointment of
virologist/laboratory coordinators in the African and Western Pacific Regions. They will provide
liaison between laboratories and those responsible for acute flaceid paralysis surveillance and will
promote the proper collection and transport of specimens and efficient laboratory functioning,
Coordination is also being enhanced by the increasing attendance of virologists and laboratory
directors at regional and sub-regional EPI Managers™ Meetings.

Funding for equipment and supplies continues to be insecure in some regions. All regional
financial plans, however, include laboratory and surveillance needs, and some donor funds have
been committed for specific training and equipment items.
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Figare 23. Polio eradication global laboratory network.
4.9 LOGISTICS AND COLD CHAIN
Development of stock control and inventory software

Computer software has been developed during 1994 to improve the stock control of vaccines and
other supplies and to facilitate the management of inventories of equipment and transport. This
software, known as “Commodities and Logistics Management” (CLM) was developed and tested
by Management Sciences for Health, Boston, and funded by USAID and by WHO. CLM was
tested for family planning supplies management in Nigeria and Senegal and was installed for
vaceines and equipment in Bangladesh.
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CLM was adopted by WHO/GPV in 1994 as the logistics managerment part of the Computerized
EPI Information Systern. Global training in Geneva in January 1995 will mark the start of
distribution of registered copies of the software in English, French and Spanish and intercountry
training is scheduled in Africa and South-East Asia in 1995,

Technet

The members of the technical network for Logistics in Health met for their 4th conference at the
Pan American Heaith Organization in Washington DC from 30 May to 5 June 1994. Over

40 experts from 16 different organizations (including two manufacturers) attended this meeting
and the main focus was on the practical issues of field operations:

4 the logistics of National Immunization Days.
L the introduction of new vaccines and other heaith interventions.
¢ the safety of injections.

Cold chain and logistics reviews

During 1994 several cold chain and logistics reviews were conducted in Cameroon, Madagascar,
Mali, Moroceo, Philippines and Senegal.

These reviews follow a protocol which was gradually developed by consultants involved in the
first of the reviews. The protocol is now well established and covers quality and cost aspects of
the vaccine cold chain, maintenance systems, logistics and safety of injections.

Upgrade of domestic refrigerators

Although laboratory tests and field monitoring have demonstrated that domestic refrigerators are
not suitable for the storage of vaccines, many countries (China, Pakistan and the Philippines)
continue to purchase locally manufactured domestic refrigerators for their immunization
programmes. They are either unwilling or unable to purchase targe quantities of imported
refrigerators specifically designed for the storage of vaccines,

Research and field trials have therefore been conducted to identify and test simple, low cost ways
of upgrading domestic refrigerators. During 1994, on the basis of results of tests conducted in
Australia and Colombia, upgrade kits were successfully field tested in countries such as Albania,
Colombia, Iran, and the Philippines. These kits are now being more widely introduced in these
countries.

Introduction of Vaccine Vial Monitors

Vacecine Vial Monitors have been developed to ™o
warn health workers when vaccine has been Y
exposed to heat for too long (Figure 24). d
Manufacturers of oral polio vaccine completed -
feasibility studies and performance testing L
during 1994 and have been asked by UNICEF
ter include standard monitors for every vial of

fonitors have been
Et! ‘-héaiﬂl"Wcirkei@sa:Whgg }
T eXpose B
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polio vaccine starting from
January 1996. Pilot
manufacturing will begin in 1995
and polio vaccine with vial B
monitors will be supplied to

several countries in April. This

project is the culmination of
many years development work

and EPI is confident that the ><
monitors will make a significant Use! Use/! Donot  Danot
difference to cold chain use! ve!
management and reducing the

amount of vaccine that is
currently discarded. Figure 24, Vaccine Vial Monitors.

-
@

Tratning and other materials to aid the process of introduction have been developed with the
assistance of PATH, USA and these will be tested in 1995,

Solar energy

The initial phase of the project financed by the Government of the Netherlands was completed.
This project is designed to investigate the use of solar energy in rural health centres in order to
boost self-sufficiency, reduce costs, improve communication of surveillance data and provide
mncentives to staff through spin-offs such as improved living and work conditions.

The initial phase involved the identification of countries where such research activities could be
conducted. The countries had to meet the following criteria:

4 have experience in the use of solar energy in the health sector and possibly in EPI.
+ have a dynamic immunization programme.

L 4 be willing to decentralize the management of the health sector.

¢ be willing to authorize the generation of funds at the district level while

maintaining its current level of financial support.

+ be in the list of countries which, during the coming year, will initiate solar
equipment programmes.

Six countries were visited (Colombia, Morocco, Philippines, Senegal, Sri Lanka and Zambia) and
agreements were finalized with Colombia and Senegal.

During 1995-1996, research will therefore take place in :

¢ The Choco Provinge (Pacific Coast), Colombia, in collaboration with the Ministry
of Health, the Universidad de Valle in Cali, and the provincial health authorities.

* Casamance, Senegal, in collaboration with the Ministry of Health, the Ministry of
Energy and a local NGO (APSPCS).
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Indicators of progress are being discussed by working groups established for each country. These
indicators will include, among other things:

L Improvement in the operation of the vaccine cold chain.
¢+ Level of income generated.

L 4 Speed, accuracy and completeness of reporting surveillance data.

Chlorofluorocarbons (CFCs)

CFCs are refrigerant gases used in compression refrigerators and certain insulating foams. Due to
their contribution to depletion of the ozone layer, CFCs are being phased out.

In Figure 25 the large clear circles at the top right of the figure show the relatively large ozone
depleting and global warming potentials of the CFCs. The small dark shaded circles at the bottom
left show the significantly reduced potentials of HCFCs and HFCs, now being introduced as
substitutes for CFCs. The area of each circle is proportional to the atmospheric lifetime of the
compound. Note: CFC11 is the reference compound and hence has an ODP and GWP of 1.
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Figure 25. HCFCs and HFCs address both ozone depletion and global warming concerns.

The industry is quickly moving to new products less harmful to the environment. WHO/EPI is
therefore re-testing much of the cold chain equipment listed in the WHO/UNICEF Product
Information Sheets. As the new products do not have the same properties as the old ones, there is
a substantial risk that the cold chain will not perform as well (reduced cold life and holdover time
and increased power consumption).
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In addition, there is a major risk of confusion in the field:

4 Freon or Ri2, the previous CFC, which is being phased out, is becoming
increasingly expensive and scarce.

L 4 The old pieces of equipment (operating with R12) cannot be serviced with the new
gases as this would damage the system.

L Equipment must therefore be clearly identified and personnel will have to be
trained to recognize the new systems.

WHO/EPI, in collaboration with UNICEF, is ensuring that countries receiving new CFC-free
equipment are fully informed, that appropriate tools are ordered and that personnel are trained in

the use of this equipment.

4.10 INJECTIONS AND STERILITY

Safety of injections

A review of the risks and prevalence of
unsafe injections in immunization services
was prepared in 1994, This provoked debate
and an initiative to improve the safety of
injections in immunization programmes. A
declaration to improve the safety of injections
was made at a meeting of 51 African
countries in Yamoussoukro, Céte d’Ivoire
(Figure 26).

An updated WHO policy on the safety of
injections was prepared * to reinforce this
declaration and African countries made
national plans of action at Programme
Managets’ Meetings in Douala and
Capetown. A plan of action was established
for the Western Pacific Region and high
priority has been given to its implementation
by countries of the region.

Improved injection technologies

Modest progress has been made in the
development of improved injection

+ A gingle sterile syringe and
needle must be used for
each injection ....

Disposable

syringes and
needles from
sterile packs

l"lgure 26 Slogan ()f the Yamoussoukm declarauon
on the safety of injections.

technologies during 1994. Development work is complete on two models of jet injector which are

designed for routine immunization at health centres and during outreach activities.

These injectors

will now be field tested and laboratory tested for endurance and safety.

A water vapour purifier, which prolongs the life of plastic sterilizable syringes in areas of hard
water, has been developed and laboratory tested. Field tests will now be conducted to determine

3 Reference; WHO/EPI/ZLHIS/94.1.
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the relative performance advantages of the purifier over the hard water pads which are currently
used for the same purpose.

Autodestruct syringes, developed by EPI during 1992 and 1993 are now being widely used.
UNICEF iz supplying 5 million of these syringes a month.

4,11 TRAINING

Training of health staff at all levels of the system remains a key strategy to reach the EPI goals of
the 1990s. The global programme placed heavy emphasis on general programme management
training, including training courses and workshops for routine and supplementary immunization
and surveillance activities.

Guidelines to support the basic EPI management training material such as "Field Guide for
Managers of Immunization Programmes: Surveillance of Adverse Events Following Immunization™,;
"Improving Routine Systems for Surveillance of Infectious Disease Including EPI Targer Diseases:
Guidelines for National Programme Managers” are now available in English and French.
Guidelines for programme managers on measles outbreak control are in the final stages of
development.

Programme activities aimed at improving communication between health workers and mothers
have involved the development of two training modules on effective communication: "How fo
communicate with mothers about immunizations” and "How to gather and use information on

immunization from the community”. These modules will be field tested in early 1995.

The programme continued to provide assistance to countries in their efforts to adapt and translate
WHO/EPI materials into local languages. For exarmple, the Mid-level Management Training
Maodules have been translated into Khmer and Vietnamese, while the series entitled "The
Immunological basis for Immunization™ is used in graduate and post graduate training in England,
Iran, Israel, Russia, Ukraine and the United States of America. The modules have also been used
in individual workshops in a number of other countries.

Elsewhere, the programme in the African T ——
region has identified an increased need for A work plaﬁj for Africa has been

national and mid-level training due to staff developed which will involve intensified
turnover. A work plan for the region has X trainine activities in 1995 ‘
been developed which will involve intensified ng ac '

tratning activities in 1995. R —1

Integrated management of childhood illness

In 1992 WHOQ and UNICEF began developing an integrated approach to the management of the
matn life-threatening diseases of childhood. This includes a training package "Management of
childhood illness - A training course on case management and the organization of work at health
centres”. Relevant programmes and units at WHOQ and UNICEF are collaborating in this effort
and the training course will be field tested in early 1995,

Training in nursing and medical schools
Appropriate pre-service training of health workers is crucial for efforts to ensure the sustainability

of quality immunization services. The Programme has therefore developed material to strengthen
the teaching of the immunization component in training institutions for pre-service training of
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health workers. This material was finalized in 1993 and during 1994 increased efforts were made
to assist countries in strengthening the immunization component in their basic training of nurses,
nidwives and health assistants. These training activities continue to be implemented in close
collaboration with the Programme for Control of Diarrhoeal Diseases. In 1994, Kenya, Laos,
Swaziland, Tanzania and Viet Nam undertook curriculum strengthening activities with the
assistance of EPI. In addition, the Programme assisted in a workshop for medical colleges on EPI
in Viet Nam. Work will now start on the development of guidelines for strengthening the EPI
teaching in university medical schools. The Programme also provided technical assistance to the
nursing units in the Western Pacific and African Regional Offices in developing plans and material
for pre-service training curriculum development.

Special support from the Government of Denmark for a staff member was invaluable for
developing much of the new activities in training.
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5. Vaccine demand, supply, financing and
quality control (VSQ)

During 1994, WHO reorganized many of its vaccine activities under the Global Programme for
Vaccines and Immunization, consolidating activities from EPI, the Programme for Vaccine
Development and the Biologicals Unit and creating a new unit, Vaccine Supply and Quality

(VSQ).

As a new unjt VSQ continues the work of the CVI Task Force on Situational Analysis. The
overall mission of V8Q is to assist countries in their efforts to:

+ assure adequate quantities of high quality, affordable vaccine for national
immunization programmes.

increase national independence in the provision of vaccines through strategics
directed toward more sustainable financing and procurement or production
practices which suit each country’s particular needs and ensure the best use of
funds.

Much of the work described below was carried out during 1993 and 1994 and was supported by
the Children’s Vaccine Initiative. The new unit was constituted in March 1994 and accordingly,
the text in this section is partly a description of work that has been completed during 1994 but is
mostly a detailed statement of policies, plans and strategies for the future. These policies and
plans were developed during 1994 as the basis for the work of the coming years.

One of the major achievements of V8Q during 1994 was forging strong links with many of the
parties interested in immunization and vaccine supply. The VSQ Unit operates as part of a WHO
and UNICEF vaccine team, also providing an executive Secretariat for the CVI Task Force.
Support for the work is provided by Rotary, UNIDO, USAID, the World Bank and Industry.
Most of the work has been performed through this partnership.

Detailed studies of the process of vaccine

supply have led to a better understanding of Studles Qf Vacc:inc: sﬁp.ply have led to a
ways of improving the supply and quality of better understanding of improving the

existing E_Pl vaccines aS.Wa” as m_troducmg “supply.and q vality of existing EPI
new vaccines in developing countries, vaceines

Strategies have been identified to achieve the
mission of V5Q, based on: ascertaining the L L S T —
demand for vaccines; rationalizing the way

vaccine is used; strengthening the supply systems within countries; assuring the supply of vaccine
which is available for international procurement; and building the support of vaccine producers,
governments, agencies and donors in order to make changes. These strategies include:

\ 4 Strengthening coordination and political will: build general support and
understanding of the importance of developing sustainable supply systems and
implementing strategies identified in natiopal plans of action by increasing
coordination between governments, donors and international agencies.

Establishing systems to develop and introduce new vaccines.







