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SUMMARY 

The Fourth Pacific Immunization Programme Strengthening (PIPS) Workshop was 
held from 12 to 16 May 2008 in Rarotonga, Cook Islands. Participants were representatives 
from 16 Pacific island countries and areas, as well as from PIPS partners, namely, Australian 
Agency for International Development (AusAID), Japan International Cooperation Agency 
(IlCA), Japanese support to the Pacific Immunization Programme Strengthening (I-PIPS), 
United States Centers for Disease Control and Prevention (US CDC), United Nations 
Children's Fund (UNICEF) and WHO. 

The objectives of the workshop were: 

(1) to review technical updates, share information on national immunization 
programme status and identifY major obstacles in each country and area with regard to: 

(a) strengthening the national immunization programme; 
(b) achieving the regional goals of measles elimination and hepatitis B 
control; 
(c) maintaining polio-free status; and 
(d) accelerating the introduction of new and underutilized vaccines; and 

(2) to agree upon practical solutions and next steps in each of the above four areas. 

Notable recommendations were the following: 

(l) Carry out catch-up or follow-up measles supplementary immunization activities 
during the period 2008-2010 in several Pacific Island countries to maintain adequate 
population immunity for preventing outbreaks following importation of measles virus. 

(2) Improve case-based measles surveillance by utilizing national notifiable disease 
surveillance systems. 

(3) Ensure high coverage with the third dose of hepatitis B vaccine and the timely 
birth dose through use of Uniject™ hepatitis B vaccine for home births, if logistically 
feasible and superior to single-dose vials of hepatitis B vaccine and auto-disable 
syringes, and country planning for certification of achievement of hepatitis B control 
goal. 

(4) Strengthen acute flaccid paralysis surveillance and universal preparation of 
plans of action for response to imported wild poliovirus. 

(5) Mobilize resources to facilitate introduction of Haemophilus injluenzae type B 
(Rib) vaccine ill the remaining four countries. 

(6) Conduct disease burden and health economic assessments for potential use of 
pneumococcal conjugate vaccine, rotavirus vaccine, and human papillomavirus 
vaccine. 

Recommendations were also made for strengthening routine immunization services. 
These included continuation of subregional training activities and in-country training, 
implementation of school-entry requirements for completion of the child immunization 
schedule, greater use of multisectoral approaches to deliver vaccines, and an increase in the 
ceiling for the revolving fund created under the 'Vaccine Independence Initiative". 
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1. INTRODUCTION 

The Fourth Pacific Immunization Program Strengthening (PIPS) Workshop was convened 
by WHO and the United Nations Children's Fund (UNICEF) at the Edgewater Resort and Spa in 
Rarotonga, Cook Islands from 12 to 16 May 2008. Co-organizers of the workshop were the 
Australian Agency for International Development (AusAID), the United States Centers for 
Disease Control and Prevention (US CDC), Japan International Cooperation Agency (nCA), 
New Zealand's International Aid and Development Agency (NZAID) and the Secretariat for the 
Pacific Community (SPC). The programme for the workshop is attached as Annex 1. 

1.1 Objectives 

(1) To review technical updates, share information on national immunization 
programme status and identify major obstacles in each country and area with regard to: 

(a) strengthening the national immunization programme; 

(b) achieving the regional twin goals of measles elimination and hepatitis B 
control; 

(c) maintaining polio-free status; and 

(d) accelerating introduction of new and under-utilized vaccines. 

(2) To agree upon practical solutions and next steps in each of the above four areas. 

1.2 Opening remarks 

Sixteen Pacific island countries (PICs) sent national representatives to the workshop. 
Other participants included representatives and observers from the co-organizing agencies, the 
Government of Cook Islands, the Government of Fiji and the Japanese Support to the Pacific 
Immunization Programme Strengthening (J-PIPS), as well as temporary advisers and consultants. 
A list of participants is in Annex 2. 

The opening ceremony was chaired by Dr Yang Baoping, Regional Adviser for the 
Expanded Programme on Immunization (EPD at WHO's Western Pacific Regional Office. The 
ceremony began with the reading of Psalm 133 and a short devotional on how good it is to live in 
unity and to make decisions with one mind. Blessings were sought for the important work of the 
meeting and all participants. 

The Honourable Jim Marurai, Prime Minister of Cook Islands, gave welcoming remarks. 
He expressed how proud and privileged Cook Islands felt to be hosting the Fourth PIPS Meeting. 
He emphasized that adequate health services must be in place and that government, donors and 
organizations all have a role in ensuring this. He expressed his thanks for the technical and 
resource assistance provided to his country. Mr Marurai raised the issue of ensuring 
sustainability of EPI in the Pacific, where resources are limited, and the importance of country 
participants receiving information and identifying initiatives to take back to their countries to 
ensure appropriate prioritization. He stated that he felt the WHO EPI goals were possible but 
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required concerted effort. Finally, he gave his good wishes for the week and declared the 
meeting officially open. 

Dr Kevin Palmer, WHO Representative in Samoa, gave a speech on behalf of the WHO 
Regional Director for the Western Pacific, Dr Shigeru Omi. He started by outlining the 
considerable successes of the 21 Pacific island countries and areas that have greatly contributed 
to the improvement of health of children and mothers and accelerated the attainment of the 
Millennium Development Goals (MDG) for child mortality in the Pacific. These successes 
include: (1) poliomyelitis-free status maintained since certification in 2000; (2) likely 
interruption of indigenous measles virus transmission in virtually all Pacific island countries and 
areas; (3) substantial reduction of chronic hepatitis B infection rates among children; (4) 
integration of under-utilized or new vaccines into the national immunization programmes in 
many countries; and (5) universal childhood vaccination against Haemophilus irifluenzae type B 
(Rib) disease in 17 of the 21 Pacific island countries and areas. On the other hand, he noted that 
countries continue to face challenges in sustaining previous gains or realizing the full potential 
offered by the development of immunization programmes, such as introduction of new vaccines. 
He exhorted the meeting to address not only chronic weaknesses, such as reaching the umeached 
by using actionable strategies, but also new issues, such as fmancial constraints on countries 
wishing to expand programmes to include new vaccines. He suggested that responding to long
standing difficulties with effectiveness and sustainability requires not only approaches that are 
systematic, consistent and persistent, but also innovative ways to strengthen immunization 
delivery services. Implementing an essential management package with elements of planning, 
monitoring, supervision, feedback, motivation and assessment would be one approach, while 
exploring integrated service delivery packages, such as "Child Health Week" would be another. 

Dr Palmer emphasized how strong partnerships have led to the expansion of hepatitis B 
vaccine use in all Pacific island countries in the 1990s and how important PIPS has been in 
strengthening immunization services in the Pacific. He expressed the hope that strong 
partnerships would continue guiding the Pacific to new successes, including universal childhood 
vaccination against Hib by 2009, achieving and sustaining 90% coverage in all nations by 2010, 
and eliminating measles and controlling hepatitis B by 2012. He commended all partners for 
their support, and encouraged everyone to work even closer with Pacific nations in assisting 
them to achieve more in the future. He also recognized and thanked all EPI managers and 
coordinators from the Pacific island countries and areas for their hard work and dedication. 
Finally, he thanked the Ministry of Health of Cook Islands for hosting the meeting and extended 
thanks also to the Ministry of Health, Labour and Welfare of Japan, JICA and US CDC for their 
fmancial support to the workshop and their participation. 

Dr Eliab Seroney Some, Chief of Health and Sanitation, UNICEF Pacific, presented 
remarks on behalf of Dr Isiye Ndombi, UNICEF Representative in the Pacific. He expressed his 
thanks to the Prime Minister of Cook Islands for gracing the occasion and to the Ministry of 
Health of Cook Islands for hosting the workshop. He thanked all participants and organizers for 
keeping the partnership strong and commended specific organizations for their ongoing technical 
and financial support. He reminded everyone that the idea for PIPS was founded on a resolution 
(WPRlRC54.R3) of the Regional Committee for the Western Pacific, which was passed on 10 
September 2003, as well as on the technical and donor partners' discussions in Suva, Fiji, on 27 
January 2004. Subsequently, the PIPS framework was presented to, and endorsed by, the 
UNICEFIWHO Workshop on the Expanded Programme on Immunization in the Pacific, held in 
Auckland, from 8 to 12 March 2004. He was pleased to note that the PIPS partnership continues 
to grow in strength. Dr Some noted that in order to achieve the objectives of this workshop the 
following are required: (1) maintenance of the highest possible level of political commitment to 
immunization by governments and by technical and donor partners; (2) strengthened technical 
and managerial capacity of the EPI in each country; (3) adequate surveillance of acute flaccid 
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paralysis (AFP) and other EPI diseases, especially measles and rubella; (4) sustained and timely 
self-funding of vaccines by Pacific islands countries and areas through the Vaccine Independence 
Initiative (VII); (5) a cold chain system that functions well from the manufacturers to the service 
delivery points, even in the most remote islands and areas in the Pacific; and (6) sustained 
awareness of, and demand for, EPI services. 

Dr Some described noteworthy changes in human development efforts in the Pacific 
region that the workshop should consider and respond to: (1) it is mid-way to 2015, the date set 
for achieving the Millennium Development Goals, and trends indicate a need to re-double efforts 
to achieve the targets; (2) key development partners, such as the United Nations, European 
Commission and Secretariat of the Pacific Community (SPC), have just launched their five-year 
strategic plans, ending in 2012 or 2013; (3) health systems are being strengthened in the Pacific 
due to the introduction of sectorwide approaches or direct budget support as a consequence of 
Australian, New Zealand and other key partners' aid policies; and (4) three years of the PIPS 
partnership, including an independent evaluation of the VII in 2006, has now been completed. 
He concluded by emphasizing that while EPI's health information, supply, coordination and 
feedback systems are essential for keeping health ministries strong, work in Gambia has proven 
that good immunization prograrmnes alone are not enough to save children. "Replacement 
mortality" means a child may be prevented from dying of measles only to succumb to diarrhoea, 
malaria, pneumonia or malnutrition. Therefore, prevention oflow birth weight, malaria (if 
endemic), diarrhoea and malnutrition; encouragement of appropriate care-seeking behaviour; and 
adequate treatment must be provided in addition to immunization to save children's lives. 

Mr Naoyuki Kobayashi, Director of the Reproductive Health Division at nCA, in Tokyo, 
Japan, congratulated all partners and participants for their collaboration and expressed his delight 
at being at this meeting in Cook Islands. He emphasized that the earth would be handed over to 
the next generation and that children were our future. By working in partnership, those present 
could make a significant difference in the lives of children, decrease childhood mortality and 
morbidity, and help achieve the Millennium Development Goals. He compared the PIPS 
partnership to a rainbow where the colours merge in natural harmony and noted that such 
collaboration can lead to the generation of new ideas and thereby strengthen efforts. He added 
that Japan was proud of its assistance to EPI through J-PIPS and that a mid-term evaluation of 
the J-PIPS project would be presented during the meeting. He also expressed his gratitude to the 
Ministry of Health of Cook Islands and thanked the Prime Minister for attending. 

Each participant introduced himself or herself to the group, and participants were invited 
to nominate rotating Chairpersons and Vice-Chairpersons. A group photograph was taken before 
a short coffee break 

2. PROCEEDINGS 

2.1 Workshop overview 

Dr Wang Xiaojun, Technical Officer, EPI, WHO Suva presented an overview of the 
workshop objectives (as outlined in section 1.1 above) and then reviewed participant feedback 
from last year's meeting. She highlighted the challenges of the organizing committee, including: 
addressing a variety of country situations, diverse immunization prograrmnes at different levels 
of development, and differing needs and expectations. Dr Wang briefly outlined the structure 
and contents of the workshop, including: enhancing EPI's contribution to attainment ofMDG 4, 
protecting more people through EPI, preventing importation of polio and measles to PICs, 
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achieving the hepatitis B control goal, and identifying systematic approaches to address 
weaknesses and take effective actions. She encouraged the country participants to become 
involved by actively asking questions and sharing experiences. 

2.2 Implementation of2007 PIPS Workshop recommendations 

Dr Wang presented a summary of the implementation of 23 items relating to 10 EPI topics 
(see Table 1 for more details). To summarize, encouraging progress was made on all 
recommendations, although a few issues are pending, including achieving 90% immunization 
coverage and introduction ofHib vaccine in all PICs. Progress towards in-country EPI training 
and fundraising needed to be updated during the workshop. The recommendation to set up 
criteria for minimum standards for new vaccine introduction in the Pacific was removed after 
discussion at the PIPS partner coordination meeting. Progress was also been made on a 2006 
recommendation not previously implemented, i.e. holding an Immunization Week. Fiji 
conducted an Immunization and Breastfeeding Week in September 2007, and WHO and 
UNICEF promoted Child Health Week in the Pacific island countries. 

Table 1. Status of 2007 PIPS Workshop recommendations 

Recommendations Implementation status 

1. Achieving EPI goals and targets 

· Sustain high coverage · Countries have been making efforts 
• Innovative approach: hepatitis B birth dose · Federated States of Micronesia: selected 

outside cold chain states 

· Certification in achieving hepatitis B · Serosurveys conducted in Tonga, New 
control goal Caledonia, Marshall Islands, Federated 

States of Micronesia, and discussed in 
Fiji, Kiribati, and Solomon Islands 

2. Training and capacity-building 

· PICs: Quality in-country training, followed • Regional training-of-trainers workshop 
by supervision and monitoring conducted in November 2007 

· I-PIPS: regional and in-country training · Assistance to Fiji, Niue, Nauru, Vanuatu, 
Federated States of Micronesia, Solomon 
Islands, Samoa, Palau, and Marshall 
Islands 

• Staff from Solomon Islands, Vanuatu, 
Kiribati and Samoa invited to observe the 
Fiji EPI subdivision training 

· Training followed by supervision and 
monitoring in Fiji (feedback needed from 
other PICs) 

3. Introduction of new vaccines 

· PIPS partners: develop criteria for · Discussed at meeting and decision made 
minimum standards to remove recommendation. 

· All PICs: introduce Hib vaccine in 2008 · Hib introduced in 2008: Solomon Islands, 
Kiribati, Samoa; countries remaining: 
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Vanuatu, Nauru, Cook Islands, Tuvalu 

· Rubella-containing vaccine · Rubella: Vanuatu, Solomon Islands 
• Work together to prepare for introduction · Human papillomavirus: WHO assessment 

of new vaccines in Fiji and Tonga 

· Rotavirus: surveillance in Fiji 

· Pneumococcal: Fiji project 

4. Cold chain 

· PICs: Inventory updated and replacement • Yes, but need updates from PICs 
plan • Cold chain capacity assessment and 

replacement plans: Solomon Islands, 
Kiribati, Fiji, Vanuatu, Marshall Islands 
and Samoa 

• UNICEF assisted Fiji, Solomon Islands, 
Kiribati and Vanuatu to update cold chain 
systems with funds from the Government 
of Japan (Pandemic Preparedness Grant) 

5. Vaccine-preventable disease surveillance 

· PICs: in-depth assessment on performance • Assessment (countries and WHO) 
of hospital-based active surveillance - Fiji: systematic assessment 
(HBAS) - Solomon Islands 

• Request from PICs to WHO: streamline 
HBAS • Request and response (WHO) 

- Reviewed current structure and key 
issues of HBAS 

- Fiji: Budgeted activity 
- Solomon Islands: training planned 
- country visits 

6. Disease outbreak response measures 

• International Health Regulations (IHR) • IHR: Focal points designated in each PIC 
• Sub-regional workshop November 2007 

• Vaccine-preventable disease outbreaks • Outbreak response: 
- Pertussis in Solomon Islands: 

Ministry of Health + WHO + 
UNICEF 

- Pertussis in the Federated States of 
Micronesia: Ministry of Health + 
WHO + CDC 

7. Laboratory support 

• Serosurveys: Establish a laboratory · Need further discussion 
network • Under discussion: Fiji in 2009 
Victorian Infections Disease Reference · WHO: Technical agreement with Fiji for 
Laboratory (VIDRL): dried blood spots National Measles Laboratory, will discuss 
(DBS) for APR surveillance with Guam, New Caledonia, and 

French Polynesia 
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8. Fundraising 

· Partners: seek funds for increasing VII • Active discussion in monthly partners' 
revolving funds meeting 

• Positive feedback from AusAID 
• No commitment yet from other donors 

· PICs' fundraising efforts • Need feedback from PICs 

9. Networking and coUaboration 

· Establish a user group • WHO + CDC: established a group e-mail 
(PIPS group) 
- Step I: PICs, 13 responded 
- Step II: PICs + PIPS partners 

• WHO + CDC: PIPS information website 
constructed in late 2008 

10. Evaluation ofthe Third PIPS Workshop 

· Note the feedback from the 2007 workshop • Completed: Taken into consideration for 
this workshop 

Previous unimplemented item 2006 

· Immunization Week • Fiji: Immunization Week: August 2007, 
• Unimplemented by May 2007 EPI + breastfeeding 

• WHO + UNICEF: promotion of Child 
Health Week 
- Concept paper circulated 
- Pilot planned 2008: Fiji, Solomon 

Islands, Vanuatu 
- Ministers' meeting 2009 

2.3 EPI's role in achieving MDG 4 

Dr Diana Chang Blanc, Regional Immunization Specialist, UNICEF, East Asia and Pacific 
Regional Office (EAPRO), outlined the considerable progress made since 1990 in reducing the 
number of deaths of children under five years of age per 1000 live births, that is, under-five 
mortality rate (USMR). She noted that 61 countries have reduced child mortality rates by at least 
SO% and that the 2006 global USMR was 72 deaths per 1000 live births. One of the targets of 
Millennium Development Goal 4 (MDG 4) is to reduce the USMR by two thirds by 201S. 
Reaching the target implies lowering the number of under-five deaths from 9.7 million in 2006 to 
less than five million by 201S. While 129 countries are on track to meet this target, progress is 
being threatened by 68 countries that have made no or insufficient progress. Sub-Saharan Africa 
and South Asia account for more than 80% of all deaths among children under five globally, 
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while the U5MR in Pacific countries in 2006 ranged from 121 per 1000 live births to 11 per 1000 
live births, ranking between 52nd and 143rd on the world country list. 

Poverty is strongly associated with an increased risk of death among children under five, 
with children living in the poorest 20% of households more likely to die before their fifth 
birthday compared to children living in the richest quintile. Factors linked to high U5MR are: 
living in conflict zones, lack of clean drinking water, inadequate sanitation, and low education 
levels. The WHOIUNICEF Child Survival Strategy identifies immunization of children and 
mothers as one of seven key interventions in an essential package necessary for child survival. 
The six remaining interventions are: skilled attendance during pregnancy, delivery and 
immediate postpartum; care of the newborn; breastfeeding and complementary feeding; 
micronutrient supplementation; integrated management of sick children; use of insecticide
treated bednets (ITN); and prevention of mother-to-child transmission of HIV. The Global 
Immunization and Vision and Strategy (GIVS) emphasizes that to improve child survival it is 
necessary to integrate immunization with other health interventions and special immunization 
campaigns, e.g. Child Health Days/Weeks that include vitamin A and lIN distribution. In 
essence, EPl is one tool in an arsenal of effective child survival interventions: 'Necessary, but 
not sufficient. ' 

2.4 EPl updates at global and regional levels 

2.4.1 Global update 

Dr Julian Bilous from WHO Headquarters presented a global overview of immunization. 
Numbers of unvaccinated children throughout the world continue to fall and now come from a 
handful oflarge countries. While 350 000 cases of polio were spread over 125 countries in 1988, 
only 1469 cases were reported between May 2007 and May 2008. Ofthese, 1380 cases came 
from the four endemic countries, and the remaining 89 cases occurred in eight countries from 
polio importation. It is estimated that wild polio eradication will be certified by 2012. The goal 
of global measles mortality reduction by 50% in 2005 compared to 1999 was exceeded. Global 
measles mortality was reduced by 68%; in Africa, measles mortality decreased by 91 %. With 
global first dose measles vaccination coverage reaching 80% in 2006, the world appears on track 
to meet the 2010 goal of a 90% decrease in measles mortality compared with 2000. Among the 
six WHO Regions, the Western Pacific Region has one of the lowest levels of vaccination 
coverage with three doses of Haemophilus injluenzae type b (Hib) vaccine, but one of the highest 
with three doses of hepatitis B vaccine (HepB3). 

A 600/0-70% reduction in deaths among children under five from vaccine-preventable 
diseases (VPDs) could be achieved by 2015 with an aggressive introduction of new vaccines 
such as pneumococcus and rotavirus and by ensuring that all countries are using Hib vaccine. 
The seven-valent pneumococcal conjugate vaccine (PCV7) is in use in 25 industrialized 
countries, but the vaccine has not yet been prequalified by WHO for procurement by United 
Nations agencies. Challenges to the introduction of PCV7 include: (1) current packaging 
requires a large increase in cold chain capacity; and (2) safe disposal of the pre-filled glass 
syringe is difficult in developing countries. Rotavirus vaccine is in use in 16 industrialized 
countries and three countries supported by the Global Alliance for Vaccines and Immunization 
(GA VI); Rotarix· is WHO pre-qualified for procurement by United Nations Agencies, while 
RotaTeq* is going through the review process. There may be a policy recommendation update 
by 2009 or possibly earlier, but further efficacy studies are needed. 
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2.4.2 Regional update 

Dr Yang Baoping presented a review of the Region as a whole. He noted that over 90% 
i=unization coverage has been achieved and sustained, polio-free status has been sustained, 
and significant progress has been made towards the goals of measles elimination and hepatitis B 
control by 2012. New and underutilized vaccines have been introduced in an increasing number 
of countries, especially in PICs. 

According to the preliminary data from 21 of 36 countries and areas submitting WHO
UNICEF Joint Reporting Forms (JRFs) in 2008 for 2007, 13 (62%) countries and areas reported 
over 90% i=unization coverage for DPT3, and 14 (67%) countries and areas reported over 
90% i=unization coverage with a first dose of measles-containing vaccine (MCV1). In 
addition, 86% of districts have achieved over 80% i=unization coverage for DPT3 in 2007, 
compared to 59% of districts in 2004. These regional data will change as the remaining 15 
countries and areas submit their 2008 JRFs. 

I=unization coverage for traditional vaccines varies greatly between countries and 
within countries. Similarly, Rib vaccine coverage was lower in the Pacific compared with many 
other regions. Surveillance data quality and management need to be improved in order to 
provide good evidence for new vaccine introduction and impact assessment, to strengthen 
disease control and elimination programmes, and to reinforce routine i=unization services. 

2.5 Strengthening EPI 

2.5.1 List of diseases prevented in PICs through EPI 

Country representatives were asked to identify the vaccine preventable diseases (VPDs) 
currently prevented through EPI and those proposed for the near future (see Annex 3, 
Vaccinations in PICs). 

2.5.2 Pacific profile gains and gaps 

Dr Wang highlighted both key achievement areas and major constraints in development of 
i=unization programmes in the Pacific. Key achievements include: being polio-free since the 
late 1980s; likely interruption of indigenous measles virus transmission; substantial reduction of 
chronic hepatitis B infection rates among children; dramatic reduction of EPI target diseases; 
integration ofunderutilized or new vaccines into routine i=unization programmes in an 
increasing number ofPICs; and likely achievement of universal vaccination against Hib disease. 
PICs, however are still encountering critical problems in the two key areas of coverage 
monitoring and surveillance of vaccine preventable diseases. To enable EPI to move forward in 
the Pacific, the presenter proposed an essential management package named PURE SEA 
(planning, utilize data frequently, exchange information, supportive supervision, encouragement 
and annual assessment). She further explained that the key features include an annual work plan 
and micro-planning, utilization of coverage monitoring charts at health-facility level, frequent 
feedback to health facilities regarding i=unization data reporting, well-planned and highly 
supportive supervision with a standardized supervision checklist, motivation of staff on the 
ground and an annual programme review. 

2.5.3 Securing vaccine supply 

Dr Eliab Seroney Some, Chief of Health and Sanitation, UNICEF Suva, described how 
UNICEF procures vaccines on behalf of 80-100 countries annually, predominantly in sub-
Saharan Africa and South-East Asia. The value of vaccine procurement has increased 
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significantly over the past 10 years with the push to achieve polio eradication and measles 
elim~ation and the introduction of the GA VI-supported combination vaccines. In 2007, these 
vac~Ines amounted to a value of around US$ 620 million. The vaccine security strategy, 
desl~ed and Implem~nted to ensure the unintenupted, sustainable supply of affordable, quality 
vaCCInes, has greatly unproved the vaccine market; however, the principles of vaccine 
procuremen~ ne~d to be ~aintained in order to ensure vaccine supply. Recognizing that a healthy 
pharmaceutIcal Industry IS VItal, UNICEF espouses the following vaccine procurement 
principles: (1) procurement from multiple suppliers for each vaccine presentation, (2) 
procurement from manufacturers in developing countries and industrialized countries, and (3) 
paying a price that is affordable to governments and donors and that reasonably covers 
manufacturers' mininlUm requirements. In addition, contracting is appropriate to secure 
production and is dependent on the individual vaccine markets. Contracting can only occur if 
necessary funding is in place and if strenuous efforts are made to accurately forecast vaccines to 
determine production qualities. 

Countries can assist in vaccine security through timely payments, accurate forecasting and 
precise ordering. Of all the stock-outs reported in 2007, 68% were due to funding issues; these 
types of stock-outs often affect all vaccines. UNICEF can only place orders with the 
manufacturer once the required funding has been received in the Supply Division. Once an order 
is placed, three months may pass before the vaccine is delivered. Since 1998, vaccine 
procurement in tlIe Pacific has been mostly govermnent funded, with the VII mechanism 
allowing some flexibility with regards to the timing of payment of orders. However, the 
introduction of expensive new vaccines may cause difficulties for some countries. A mid-term 
review of the operational activities of VII is scheduled for 2008, witlI the goal to enhance the 
overall efficiencies of tlIe mechanism. Countries were encouraged to continue the timely return 
of the Vaccine Arrival Forms, which provide feedback and thus help ensure tlIe continued safe 
delivery of vaccines. 

2.5.4 Strengthening the AEFI surveillance system 

Dr Yoshikuni Sato, EPI Medical Officer, WHO Regional Office for the Western Pacific, 
mentioned that several kinds of EPI vaccines have been used since EPI programmes started in 
the Pacific and several more are being introduced. Immunization safety is one ofthe essential 
components of a good EPI system and monitoring adverse events following immunization 
(AEFI) should be an integral component of routine daily EPI activities. Establishing a proper 
AEFI surveillance system is a key function of bodies such as the National Regulatory Authority. 
Ideally, tlIerefore, all PICs should ensure that they have a high quality AEFI surveillance system 

in place. 

2.5.5 Keeping tlIe inmIunization programme strong 

Sr Raiata Heather, Senior Public Health Nurse of the Ministry of Health, Cook Islands, 
presented an overview of the very successful Cook Islands inmIunization programme and 
outlined activities undertaken to achieve 100% vaccination coverage. Successful activities 
include: hepatitis B birth dose administration within 24 hours and subsequent BCG vaccination 
of in-patients at Rarotonga Hospital, with frequent visits by public health nurses to the maternity 
ward to check records. Clinic staff also visit schools and homes to inmIunize infants and 
children according to tlIeir age and inmIunization schedule, and records are carefully updated in 
the Register Book, Child HealtlI Card or Baby Book and in a computerized system. Data are 
recorded montlIly on a Coverage Monitor Chart to identify any dropouts; nurses will locate these 
children if necessary. Activities on the remote outer islands are similar to those in Rarotonga and 
reports are submitted montlIly. If dropouts are identified, this infoIDIation is communicated to 
outer island nurses by telephone, facsimile or e-mail. Supervisory visits are undertaken twice a 
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year in conjunction with other health programmes to check on the condition ofthe vaccines, cold 
chain system and waste management. Updating the skills of nurses is an ongoing process, .~d a 
national training workshop is proposed for later in 2008. Emphasis is placed on staff proVldmg 
health talks and information to parents in villages and clinics to ensure that they fully understand 
the importance of immunization. 

2.5.6 Raising the profile ofEPI in Fiji 

Kylie Jenkins from the Fiji Health Sector Improvement Program (FHSIP) started her 
presentation by explaining that FHSIP is an innovative programme implemented as a partnership 
between the Ministry of Health in Fiji and AusAID, with IT A International as the managing 
contractor. The five-year programme is currently in its fmal year. Ms Jenkins emphasized the 
key reasons for success, those being, the leadership of a Fijian Director, and the programme's 
flexibility and responsiveness to the needs of the Ministry of Health. Annual planning was 
conducted in partnership with the Ministry of Health and then approved by a charter board. 

Since the commencement of FHSIP's support to the EPI in 2006, over 90% (n= 480) of 
vaccine providers have been reached with comprehensive three-day basic EPI training courses. 
These training-of-trainer courses placed special emphasis on the evaluation, supervision and 
support of vaccine providers after training. During 2008, senior EPI nurses also attended EPI 
micro-planning workshops to learn about the importance of reaching all children with EPI 
services and how to better understand their subdivision through mapping exercises. Participants 
analysed data from their area, thereby identifying problems with data collection and analysis at 
subdivisionallevel and improving their EPI analysis skills. Supervision skills, calculation of 
vaccine requirements and approaches to integration ofEPI with other health services skills were 
also taught. 

Observers from four Pacific island countries were invited to observe a basic three-day EPI 
training course held in Suva in 2007, with the aim of demonstrating how an EPI training package 
can be delivered. Three of these observers have since adopted, delivered and evaluated EPI 
training courses in their countries and the fourth plans to conduct training in 2008. The 
simplicity of the EPI training model developed by FHSIP has been central to the easy 
implementation by other countries. 

FHSIP also played in important role in the successful celebration of National 
Immunization Week in Fiji during September 2007. The week aimed to identify and immunize 
defaulters and to increase awareness about immunization in the community. Funding was 
provided for a media campaign (print, television and radio), the development of new information, 
education and communication (1EC) materials and for shirts for babies and vaccine providers in 
Fiji. Immunization attendance at clinics increased for many months following the celebration. 

Semi-structured interviews conducted by FHSIP in 2007 revealed that the support 
provided to the EPI programme was important in reducing vaccine stock-outs, improving 
injection safety and building up morale among vaccine providers. FHSIP support also 
contributed to improving the quality and ability of vaccine providers to conduct immunization 
defaulter tracing. Finally, the support provided by FHSIP led to an improvement in measles
rubella (MRl) vaccine coverage in Fiji (from 68% in 2006 to 80.6% in 2007). 
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2.6 Protecting more through EPI 

2.6.1 Universal vaccination against Hib disease in the Pacific: An ambitious goal? 

Dr Wang briefly outlined progress on the introduction of Hib vaccine in the Pacific. A 
high burden ofHib disease has been documented in all the Pacific islands countries where 
assessments have taken place. Hib-containing vaccine is now part of childhood immunization 
schedules in all but four Pacific islands countries. Less than US$ 79 000 is required to fund 
vaccines for those remaining countries (Vanuatu, Cook Islands, Nauru and Tuvalu). 
Consideration should be given to fmancing models used in other PICs for hepatitis B vaccine and 
Hib vaccine, including co-financing by donor agencies and governments, with the latter 
progressively assuming a greater proportion of the cost. Dr Wang discussed options for vaccines 
and recommended using combination vaccines to reduce the number of injections for children 
and to simplify immunization programmes. She emphasized that Pacific-wide Hib vaccination is 
very achievable and should be acted upon without delay. 

2.6.2 Assessment of impact ofHib introduction in Tonga 

Mr Tatsuhiko Tsukakoshi, Vaccine Logistics Management, I-PIPS Project Office in Suva, 
Fiji, described the excellent coverage rates achieved with the very successful introduction ofHib 
vaccine into Tonga since 2006. WHO recommends the use of combined vaccines such as the 
tetravalent DTP-Hib used in Tonga because of the potential benefits of minimal schedule 
changes and ease of delivery. The maj or barrier to the introduction of Hib vaccine is its cost. 
One dose ofDTP-Hib vaccine costs US$ 3.10, while DTP alone costs only US$ 0.20. J-PIPS, 
WHO and UNICEF provided technical assistance for the introduction ofHib vaccine. In t=s of 
funding, Rotary International covered the initial vaccine cost and the Government of Tonga has 
adopted a phased-in payment scheme for subsequent years (i.e. phased in at the rate of 20% more 
of the total vaccine procurement costs each year). Pre-vaccine studies in 2005 indicated that the 
annual incidence of meningitis in Tonga was 98.8 per 100 000 children under five years (10.2 
cases); post-vaccination incidence in 2007 was 77.5 per 100 000 (eight cases). Changes in 
pneumonia incidence were even more marked, with a 2005 rate of 1068.6 per 100 000 (110 
cases) and a 2007, post-introduction rate of 692.7 per 100 000 (71.5 cases). It is apparent, 
therefore, that cases of pneumonia and meningitis have been significantly reduced in children 
under five years in Tonga since the introduction ofHib vaccine. 

2.6.3 Pneumococcal and rotavirus projects 

Dr Fiona Mary Russell, Fiji Pneumococcal Project Research Fellow from the University of 
Melbourne Centre for International Child Health, presented information on the Fiji 
pneumococcal and rotavirus projects being jointly conducted by the Fiji Ministry of Health, Fiji 
School of Medicine and University of Melbourne. Since the introduction ofHib vaccine, 
pneumococcal disease remains the most significant cause of paediatric meningitis and bacterial 
pneumonia. It is estimated that at least 108 cases and eight deaths could be prevented annually in 
Fiji. Approximately 50% of invasive pneumococcal disease in Fiji could be prevented by the 
vaccine in its current PCV7 form; however, it is recommended that Fiji wait for a more suitable 
presentation of the 10 valent or 13 valent PCV before introducing the vaccine. 

Dr Russell also described a two-year study on in-patient diarrhoea surveillance based at 
Colonila War Memorial Hospital in Suva that found low mortality and a median age of 
occurrence of 11 months. The study revealed that rotavirus epidemiology was unpredictable ~ 
responsible for 50% of diarrhoea cases during an epidemic, but only 10% during non-epidemic 
times. The most prevalent genotype was G3P(8). The rotavirus burden of disease is therefore 
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currently unclear. Plans are underway to expand the study to assess a gr~ater ~eographical area 
of Fiji and gain a clearer idea of rota virus prevalence seasonally and dunng eplderrucs. 

2.6.4 Expanding EPI to protect more 

Dr Margaret Thorley, Western Pacific Region Team Leader of the Global Immunization 
Division, US CDC, explained that the United States of America's recommendations for 
childbood vaccinations differ significantly from the typical WHO childbood vaccination 
schedule. USA-associated jurisdictions receive funds for vaccines through different 
mechanisms, which affect the introduction and use of some vaccines in non-USA jurisdictions 
(e.g. Federated States of Micronesia, Palau, the Marshall Islands). In 2008, however, 
pneumococcal (PCV7), rotavirus and human papilJomavirus (HPV) vaccines were made 
available to the non-US jurisdictions. 

Many PICs are in the process of either introducing new vaccines or introducing new 
presentations of vaccines. With these introductions come opportunities for implementing 
surveillance and targeted studies that could provide important information related to vaccine 
impact. If possible, surveillance systems should be put in place prior to vaccine introduction. In 
addition, countries should consider carrying out post-introduction studies and vaccine 
evaluations, perhaps with the assistance of PIPS partners. 

2.6.5 Assessment ofHPV burden in selected PICs 

Dr Fiona Mary Russell presented evidence from studies in Fiji and Tonga that showed 
disproportionately higher incidence of cervical cancer compared to more developed neighbours, 
and exponentially higher rates of mortality. As is common with many PIes, both countries have 
weak or non-existent cervical screening programmes and limited treatment facilities for cervical 
abnormalities. Therefore, expensive care is sought overseas. Cervical cancer is a vaccine
preventable disease. Calculations confirm that routine HPV immunization of girls in PICs would 
reduce the burden by 60%-70%, although it would take 10-20 years to show an impact on the 
number of cervical cancer cases. Payment for expensive new vaccines is problematic for PICs. 
Dr Russell made the point that while Australia expends US$ 178 million per day on health, the 
annual cost ofHPV, rotavirus and pneumococcal vaccines for the whole Pacific would be only a 
fraction of that. 

2.7 Countrv presentations 

2.7.1 Addressing new and traditional challenges 

2.7.1.1 Solomon Islands 

Mr Raymond Mauriasi, National EPI Manager, Reproductive and Child Health Division, 
Ministry of Health and Medical Services of Solomon Islands, discussed the challenges ofHib 
introduction as he outlined the National Plan of Introduction of Pentavalent (DTP-hepatitis B
Hib) Vaccine into EPI (2008-2010). The Plan focuses on four areas: 

(1) Preparation for the introduction of new vaccine (eight activities, including 
assessing cold chain capacity, revising and reprinting the immunization schedule and 
reporting forms, ordering the vaccine, training to improve forecasting at depot level, 
receiving and distributing vaccine). 
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(2) ~raining,. i~onnat~on, education and communication (11 activities, including 
devel~pmg a trammg cumculum, undertaking training at all health care levels, developing 
matenal and undertaking community education, and launching the campaign). 

(3) Improvement of safe injection activity (three activities, including developing 
protocols and materials for staff training on AEFI and auto-disable (AD) syringe use and 
distributing AD syringes). 

(4) Surveillance and monitoring (seven activities, including ensuring monthly EPI 
coverage reporting from all provinces, Hib surveillance, developing a laboratory-based 
surveillance register, maintaining annual GA VI reporting requirements and undertaking 
coverage assessment studies in the future). 

2.7.1.2 Kiribati 

Sr Tikua Tekitanga, National EPI Manager, Ministry of Health and Medical Services, 
Kiribati, discussed Kiribati's progress toward Rib introduction. She noted that the key parts of 
preparation are planning, revising, adapting and developing, training, creating awareness and 
then, finally, implementing. Discussions on Hib introduction have been held within the Ministry 
and with WHO technical staff. Preparations thus far include: (1) revision of the EPI Policy, 
Immunization Handbook, monthly report fonn (MS I), immunization card and immunization 
register book; (2) submission of the vaccine order to UNICEF; (3) preparation for and 
undertaking of staff training; (4) ensuring an additional EPI assistant is in place; and (5) starting 
community awareness activities. The communication strategy includes multimedia approaches 
including radio spots, a radio question-and-answer programme, a special immunization song, 
newspaper articles, news sponsorship, drama perfonnances, village competitions, and production 
ofDVDs/CDs, pamphlets, posters and immunization certificates. The Kiribati Ministry of 
Health and Medical Services sees the introduction of Hib as an opportunity to strengthen the 
country's health system and improve health outcomes for children. 

2.7.2 General presentations 

All 16 participating countries gave brief presentations outlining their key EPI 
achievements in 2007-2008, the challenges and constraints they face, their priority activities for 
2008-2009, and the external support they require. 

2.7.2.1 Achievements in 2007-2008 

Countries expressed pride that the Pacific remained largely free ofVPDs over this period. 
Most countries maintained high vaccination coverage or improved their coverage rates by 
increasing the number of fixed sites, taking advantage of opportunistic immunization and 
improving coordination with other health programmes. Almost all countries conducted training 
of health staff, including training on micro-planning, and had increased staff supervision 
activities. Many countries developed or reviewed cold chain inventories, immunization policies 
and handbooks, and disease elimination and certification plans. Many, too, implemented or 
developed requirements for full immunization at school entry. Many countries undertook 
coverage surveys or disease burden studies, and an increasing number of countries were 
developing their electronic national immunization registries or the equivalent. Staffmg improved 
with the appointment of more EPI and cold chain technical staff and also the fonnation ofEPI 
committees to support the programmes. Transport, cold chain and/or waste management 
infrastructures and systems were strengthened with the assistance of regional partners. Progress 
on hepatitis B control was also highlighted, with a number of countries improving the monitoring 
and/or rates of timely birth dose administration, including use of hepatitis B vaccine outside the 
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cold chain. Some countries introduced vaccination against hepatitis B for health care workers 
and high-risk adults. In some countries, a range of new vaccines, including influenza, 
pneumococcal, DTaP (diphtheria-tetanus-acellular pertussis vaccine suitable for adolescents), 
hepatitis A, meningococcal, HPV and varicella had been introduced; in others, extensive 
planning was underway for vaccine introduction, including public awareness ~d educatio~. . 
activities. Four Pacific countries completed their planning for Rib introduction ill 2008; KinbatJ 
and Solomon Islands successfully applied for GA VI funding assistance. A number of countries 
mentioned preparations for pandemic influenza and that they appreciated the opportunities this 
afforded routine immunization systems. Some countries were pleased with improvements in 
their surveillance systems and noted general improvements in data management with electronic 
records becoming more widespread. Many noted increased community education activities 
including immunization weeks or days. 

2.7.2.2 Challenges and constraints 

As stated in previous meetings, many of the challenges and constraints highlighted by 
countries involved difficult geographic conditions (e.g. remote islands or communities) affecting 
communication, transportation, cold chain, waste management and outreach. Locating children 
born outside clinics and dropouts was complicated by remoteness, frequent name changes, and 
mobility and migration of families in some countries. All countries lacked human resources, and 
had difficulty retaining trained individuals where there were pressures to emigrate. Many 
countries mentioned difficulties with data management, documentation and reporting, and issues 
within health ministries such as poor communication between maternity departments and public 
health groups. Some countries noted interrupted vaccine supply due to a delay in receiving their 
2008 order. A chronic lack of funds available for EPI and health systems in general exacerbated 
many of these difficulties, as did complicated government structures and procedures. 

2.7.2.3 Priority activities for 2008-2009 

Priority activities common to a number of countries were identified: (1) annual training of 
staff with an emphasis on data management, (2) increased community education including 
conducting an Immunization Week, (3) conduct of an annual EPI review meeting, (4) coverage 
and serosurveillance surveys, and (5) expansion of immunization registries. Documentation 
activities, such as inventories, protocols and handbooks, will be completed in many countries. 
Many participants also mentioned improving coverage by strengthening the cold chain 
infrastructure; addressing transport, waste disposal and communication needs; and increasing 
outreach and supervisory activities. Other priorities identified by some countries were: 
introduction/exploration of new vaccines or presentations (e.g. Uniject™ for hepatitis B birth 
dose), improving VPD surveillance, and integrating EPI and essential child services. 

2.7.2.4 External support needed 

Countries require technical assistance and fmancial support for cars and boats, radios, 
computers and software, training, supportive supervision activities, transportation to attend 
regional meetings, coverage and serosurveillance surveys, printed materials and introduction of 
new vaccines. 

2.8 External support to PICs 

2.8.1 Mid-tenn evaluation of I-PIPS project 

Mr Naoyuki Kobayashi presented recommendations for improving the I-PIPS project, 
which were drafted after a mid-tenn evaluation conducted in 2007. A rapid assessment was 
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undertaken primarily through questionnaires and field interviews with eight countries and PIPS 
partners. After the presentation and subsequent discussion, the draft recommendations were 
revised as follows: 

(1) J-PIPS partner countries should make further efforts to execute in-country training 
with technical support for the development of training modules from the 
J-PIPS project, to ensure the quality of training. 

(2) The J-PIPS project should focus on support for strengthening the capacity ofEPI in 
planning, monitoring and cold chain maintenance in each of the J-PIPS partner countries. 

(3) J-PIPS partner countries should explore the possibility of cost-sharing for the 
regional training. 

(4) The J -PIPS proj ect should develop terms of reference and an operational plan for a 
mechanism to execute regional training through discussion with the Technical Working 
Group of PIPS. The project should explore the possibility of establishing the mechanism 
in the framework of the Technical Working Group. The terms of reference and 
operational plan should be finalized in consultation with PIPS and 
J-PIPS partners at the PIPS Workshop in 2009. 

(5) J-PIPS partner countries and the project should review the contents of the regional 
training as well as the qualifications of trainees. They should also develop a plan for 
future regional training in order to respond to the changing situations and needs of J-PIPS 
countries. 

2.8.2 PIPS partner coordination meeting 

Please see Annex 4. 

2.9 Maintaining polio-free PICs 

2.9.1 Are we safe? A risk assessment 

Dr Lisi Tikoduadua, Chairperson, Subregional Committee for Certification of 
Poliomyelitis Eradication in Pacific Island Countries and Areas (SRCC), made this presentation 
on behalf of the SRCC. She first explained that while historically natural remoteness and 
isolation have played an important role in maintaining polio-free status in the Pacific, more 
convenient and frequent population movement is aggressively challenging this notion. Wild 
poliovirus detection in Australia in July 2007 proved that the risk of importing wild poliovirus is 
not only a theoretical assumption but also a reality. She argued that current surveillance levels in 
many Pacific island countries are inadequate to ensure the timely identification of a case of polio 
importation. In addition, with many countries achieving coverage of less than 90%, immunity 
would not necessarily be sufficient to stop transmission. Furthermore, only a few countries have 
a preparedness plan in place to guide response to the possible importation of polio virus. Noting 
the gravity of these concerns, she called for action on the following: (1) conducting retrospective 
reviews of AFP cases in Guam and Vanuatu, (2) ensuring qualified national surveillance 
coordinators and hospital coordinators are in place in all countries, (3) conducting surveillance 
orientation and training, and (4) updating and renewing preparedness plans in eight countries and 
areas with relatively large populations (Fiji, Federated States of Micronesia, French Polynesia, 
Guam, New Caledonia, Samoa, Solomon Islands, Vanuatu) in 2008-2009. 
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2.9.2 HBAS perfonnance review in Fiji 

Kylie Jenkins presented a review of the hospital-based active surveillance system 
(HBASS) on behalf of Dr Josaia Samuela, National Advisor, Family Health, Ministry of Health, 
Fiji. The hospital-based active surveillance system collects infonnation on three conditions: (1) 
acute fever and rash (AFR) as markers for measles; (2) acute flaccid paralysis as a marker for 
poliomyelitis; and (3) neonatal tetanus. 

In 2007, the HBASS was reviewed using a questionnaire sent to the 21 reporting sites. The 
response rate was 76%. The review revealed that 50% of physicians had been reporting officers 
for more than five years, with the majority of reporting officers seeing over 200 patients per 
month. Ofthe responding reporting sites, 76% were located in subdivisional hospitals and 62% 
had access to a laboratory. Knowledge of the HBASS was poor among respondents, staff 
turnover was high, and organized awareness training on HBASS was lacking. Although the 
respondents had positive attitudes towards HBASS, they were uncertain of their roles and 
practices. A lack of feedback from national level on the data submitted undermined the 
importance of the HBASS. 

The review concluded that there was an urgent need to conduct annual awareness training 
for all local supervisors and their staff, and to provide additional resources. In addition, the 
HBASS needed to incorporate e-mail and phone reporting and provide regular feedback reports 
to reporting sites. 

2.10 Measles elimination 

2.10.1 Are we ready for measles elimination? 

Dr David Sniadack, Medical Officer, WHO Regional Office for the Western Pacific, 
presented that the 20 Pacific island countries and areas reported only one case of measles in 
2007, following five large-scale, wide-age-range measles supplemental immunization activities 
(SlAs) conducted in Cook Islands, Fiji, Kiribati, Solomon Islands and Vanuatu in 2006 that 
achieved very high coverage. However, as PICs have not yet met targets for any of the measles 
surveillance perfonnance indicators recommended by the WHO Regional Office, and often rely 
on HBASS reporting rather than national surveillance systems, it is not possible to be certain that 
all cases of measles are being reported. Moreover, the measles laboratory network is not 
functioning as originally planned for the PICs, and difficulties exist in coordinating and shipping 
specimens from suspected measles cases for ELISA testing. 

To monitor progress towards measles elimination, countries can use standard indicators 
recommended by the WHO Regional Office. These 10 indicators address measles incidence, 
surveillance perfonnance, and population immunity. Good surveillance is critical in accurately 
determining measles incidence and rapidly detecting imported or endemic cases. To facilitate 
calculation of these indicators, countries and areas should use a line listing fonn developed by 
the Regional Office to record core variable data on each suspected measles case, as determined 
during the case investigation. In addition, surveillance for measles should extend beyond the 
limited number of sentinel hospitals included in the HBASS. Ideally, national notifiable disease 
surveillance systems for AFR and other diseases should extend to every health facility and 
require every health practitioner to immediately report any suspected case of measles (i.e. AFR) 
to a designated official who will then investigate the case and search for additional suspected 
cases. Adequate specimen collection and testing in an accredited measles laboratory is critical to 
confinn suspected cases as measles or discard them as non-measles. 
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2.10.2 Essential elements for a quality AFR case investigation 

Dr Wang started her presentation by illustrating the steps in the chain of a quality AFR 
case investigation, and then highlighted approaches to prevent AFR cases being missed, 
including use of national notifiable disease surveillance systems in addition to sentinel hospitals. 
She shared surveillance data from Pacific countries, illustrating that many reported cases of AFR 
are not investigated, and when they are investigated, much of the core data in the case 
investigation form are missing or inaccurate. Dr Wang presented the essential elements for case 
investigation, those being, correct completion of AFR case investigation forms, as well as 
appropriate specimen collection, handing and shipment. She highlighted the potential challenges 
for the AFR laboratory network in the Pacific, noting that while the Pacific laboratory network is 
theoretically available, in practice, some countries continue to follow their in-country established 
networks. For example, Niue, Samoa and Tonga prefer sending their samples to New Zealand. 
She emphasized that WHO will facilitate specimen shipment both technically and financially for 
AFR, just as it does for AFP. 

2.10.3 Situational analysis: distance to 95% immunity 

Dr David Sniadack emphasized that measles virus is one of the most contagious diseases 
known to man. In the absence of immunization, one case would be expected to infect up to 18 
susceptible persons (basic reproductive number, or Ro, =18). Based on this basic reproductive 
number, achieving immunity to eliminate circulation of measles virus would require vaccinating 
at least 95% of children with two doses of measles-containing vaccine (MCV). When countries 
are unable to attain sufficient population immunity, catch-up or follow-up SIAs must be 
conducted to keep the number of susceptible children to a minimum. In general, measles 
outbreaks are more likely to occur when the number of susceptible children reaches the size of 
one birth cohort, that is, the number of children born in one year. 

Based on previous SIAs and routine MCVl and MCV2 coverage rates since 2003, 
approximately 10 PICs may need to conduct SlAs between 2008 and 2010 to prevent potential 
measles outbreaks. Pacific island countries are frequently visited by foreigners who may carry 
measles virus, so conducting such campaigns will decrease the probability of spread of 
potentially imported measles virus. 

2.10.4 Second dose ofMCV 

Dr Wang shared a table summarizing the 2007 immunization schedules for the first and 
second doses of measles-containing vaccine (MCVl and MCV2) and coverage data by country. 
Some countries were giving MCV2 at 13 months of age, one month after MCVl. It was 
recommended that MCV2 should be administered at 15 months of age or later to ensure optimal 
vaccine efficacy. 

2.11 Steps to improve AFR surveillance 

Group work was undertaken to explore means of improving surveillance for AFR. 
Countries were divided into three groups depending on the location of the laboratory that would 
support them. The groups reported that case notification from health facility to the Ministry of 
Health was not timely or did not occur at all because staff were not familiar with protocols and 
did not know to whom they should report. Participants came up with additional constraints for 
case reporting were lack of knowledge, multiple responsibilities, absence, or non-availability of 
supplies and equipment, and communication difficulties. Proposed solutions to these problems 
include: 
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(1) establishing and disseminating clear protocols on what to do when a health worker 
identifies a suspected measles or rubella case (i.e. APR); 

(2) conducting training workshops to educate health workers at all levels (e.g. 
community health workers, nurses, doctors) on measles and rubella case definitions (fever 
and rash illness) and protocols for immediate notification and investigation of suspected 
cases; 

(3) developing a team approach to reporting and investigating suspected cases to help 
address issues of multiple responsibilities and absence; 

(4) increasing distribution of supplies needed for taking specimens and improving 
information to parents to address difficulties regarding consent; 

(4) advocating with airlines and courier services for free shipping of specimens; 

(5) improving social mobilization and programme communication to health workers 
and parents to increase awareness of the importance of reporting and investigating APR 
cases; 

(6) using e-mail and facsimiles to communicate laboratory results; and 

(7) designating one person as the country focal point for VPD reporting (meales and 
AFP) and ensuring complete case information is supplied to WHO. 

2.12 Hepatitis B control 

2.12.1 Hepatitis B in the Pacific: past, present and future 

Dr Tilman Ruff, WHO Temporary Adviser, reviewed the introduction of hepatitis B 
vaccine, noting that the complications of chronic infection with hepatitis B virus cause more 
deaths worldwide than any other disease targeted by universal immunization, with the exception 
of pneumococcal disease. Although hepatitis 8 was known to be hyperendemic in the Pacific, 
with high chronic infection rates widely documented in the 1970s and 1980s, the introduction of 
hepatitis 8 vaccine was erratic until the mid-1990s, when a hepatitis 8 control project was 
launched and implemented (1995-1999). The project provided adequate hepatitis B vaccine 
supply for all non-externally supported PIes, with full donor funding phased to full country 
funding by 2001. A positive evaluation of the project in 1998 revealed an 81 % reduction in 
transmission of hepatitis B. Subsequent studies confirmed this success with some Pacific 
countries already having achieved 2012 targets of less than 2% carrier rates. This highly 
successful donor-supported introduction of a vaccine serves as a model for new vaccines 
currently under consideration. 

The risk of an infection with hepatitis 8 virus becoming chronic is highly dependent on 
the age at which the person is infected. The risk is much higher in neonates (about 90%) than 
older infants (-50%) or children (-20%). Babies born to mothers positive for hepatitis 8 surface 
antigen (HBsAg+) are therefore at high risk of developing chronic hepatitis B infection. 

Hepatitis 8 immunization at birth or soon after prevents chronic infection in 90%-95% of 
cases. Studies have shown that the protective effect of hepatitis B vaccination declines gradually 
if the first dose is delayed, but it is still considerably effective when given in the second week of 
life. Thus, ideally, the first dose should be given within 24 hours of birth. For babies born in 
health care facilities, hepatitis B vaccine can be given together with vitamin K in the delivery 
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room. Babies b?~ outsid~ he~lth care facilities may be harder to reach with a timely birth dose; 
however, hepat1t1s B vaccme 1S very heat-stable and can be taken out of the vaccine cold chain 
and used safely until the vaccine vial monitor (WM) indicates that heat exposure limits have 
been reached. A special single-dose injection device known as Uniject™ is in use for this 
purpose in the Federated States of Micronesia and has been very well accepted by parents and 
health care workers. However, any single-dose hepatitis B presentation is suitable for this 
purpose. Subsequent doses should ideally be administered in combination vaccines. 

2.12.2 Still an issue: Monitoring timeliness of hepatitis B birth dose 

Dr Osman David Mansoor, Senior Adviser EPI (New Vaccines), UNICEF New York, held 
a discussion with participants around the issue of monitoring the timeliness of hepatitis B birth 
dose. His data indicated that 10 PICs report more than 85% coverage with the hepatitis B birth 
dose (i.e. delivery within 24 hours), five report more than 65% coverage, and only one reports 
less than 65%. Questions arose over the difference between percentage of births attended by 
skilled attendants and percentage of babies receiving timely birth dose; participants felt that this 
was a reporting artefact. Almost all participants reported that their data systems are able to 
record whether hepatitis B is administered within 24 hours of birth. The group discussed how 
they could improve monitoring and delivery of birth dose by mechanisms such as using hepatitis 
B vaccine outside the cold chain. 

2.12.3 Seeking certification for achievement of hepatitis B control goal: conditions and 
procedures 

Unlike other acute diseases, regular disease surveillance for hepatitis B does not occur. To 
be certified as achieving the hepatitis B regional goal, a country has to prove that it has achieved 
less than 2% seroprevalence ofHBsAg among children at least five years old for the interim goal 
and less than 1 % for the final goal. The accuracy ofthe estimate must be within +/- 0.5%. 
Certification is most likely to occur when a country has maintained high vaccine coverage with 
three doses of hepatitis B vaccine, including timely birth dose, for at least five years. 

An expert resource panel, appointed by the WHO Regional Director for the Western 
Pacific, comprises 10-15 hepatitis B experts working in different institutions in different 
countries. A certification panel, comprised of three members drawn from this group, undertakes 
the certification process. Each country is advised to form a national expert committee to carry 
out an internal evaluation and review of vaccine coverage and seroprevalence data. Once it feels 
confident of having met the certification criteria, the country can initiate the certification process 
by submitting the required documents to the WHO Regional Office with a formal request to 
carry out the certification process. The documents submitted should show the detailed 
methodology and results from a serosurvey done among children five years or older. In addition, 
the country should submit documents that show the vaccination coverage data as reported in the 
last five years for all the vaccine coverage certification indicators. 

Based on a review and analysis of available data, countries have been classified in four 
groups: 

(1) Group 1 consists of American Samoa, the Commonwealth of the Northern Mariana 
Islands, the Federated States of Micronesia and Palau, which have existing data on both 
vaccine coverage and seroprevalence. These four countries should review the existing 
data internally and, if they feel they have met the criteria, should make a request for 
certification. 
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(2) Group 2 comprises 11 countries that have high v~ccine coverage rates for b?th 
three doses and birth dose, but have never evaluated theIr programmes by conductmg 
serosurveys. Each country should carry out a serosurvey as soon as possible with support 
from PIPS partners to mobilize resources and technical assistance. Once a country .has 
completed the survey, it should conduct an internal review and, if it. feels it has achieved 
the goals, submit a request for certification. It is hoped thIS evaluation process can be 
undertaken by the end of 2008, with potential certification in 2008 and 2009. 

(3) Group 3 consists of three PICs that have achieved high coverage levels in the last 
two years. These countries should make efforts to sustain these coverage levels and to 
improve them further with the aim of conducting serosurveys in 2010 or 2011. 

(4) Group 4 comprises Solomon Islands and Vanuatu, which have the largest birth 
cohorts in the Western Pacific Region. These countries have not yet achieved the high 
vaccine coverage levels required to achieve the regional goal and need to step up efforts to 
raise vaccine coverage levels to achieve the regional goal by 2012. 

2.12.4 Findings of hepatitis B serosurvey 

Dr Stephanie Bialek, Medical Epidemiologist, US CDC, presented results of 
seroprevalence surveys conducted by US CDC in two states in the Federated States of 
Micronesia, namely Chuuk in 2000 and Pohnpei in 2005. Study protocols were designed before 
the WHO Regional Office established the hepatitis B control goal. Convenience samples of 14 
villages each in Chuuk and Pohnpei were used, and children aged from two to six years in Chuuk 
and two to nine years in Pohnpei were surveyed. These studies did not include children in the 
two states of Yap and Kosrae or children on the most remote islands. Pohnpei State achieved the 
interim goal of hepatitis B (1.5% HBsAg prevalence), but Chuuk State did not in the 2000 survey 
(HBsAg prevalence 2.5%). Further guidance is needed from the certification committee about 
whether seroprevalence data from Yap and Kosrae will be required for Federated States of 
Micronesia to achieve certification. 

The US CDC conducted a further hepatitis B seroprevalence survey in the Marshall 
Islands in 2007. It was a school-based study of first graders in Majuro and Ebeye, aged five to 
nine years, and therefore did not include children who were not enrolled in school or who lived 
on outer islands. HBsAg prevalence among these children was 1.8% (0.4%-3.3%). The Marshall 
Islands is in the process of preparing their application requesting certification of hepatitis B 
control. 

Participants requested clarification from the hepatitis B certification committee about the 
possibility of using previously collected seroprevalence data in PICs for certification. Many 
countries may not be aware of the existence of data collected by outside researchers. The WHO 
Regional Office should compile and share these data with PICs. For PICs that are planning 
seroprevalence surveys, further guidance is needed from the certification committee regarding 
the extent to which remote outer islands need to be surveyed and the required sample size since 
many PICs have very small birth cohorts. 

2.13 Problem solving sessions 

2.13.1 Group work: how to make immunization systems work better in PICs 

Dr Bilous guided the group to identify the common problems that PIes are facing. As a 
first step, participants were requested to analyse their coverage by the second or third 
administrative level to identify the geographical areas with more children not immunized. 



- 21 -

Then, ~articipants. were ~ncouraged to analyse relevant problems and potential solutions in the 
categones of servlCe debvery, planning plus management, supply, logistics and cold chain, 
advocacy communication, surveillance and monitoring. Lastly, a plenary discussion session 
~as held to ide~tify. the ~egree to which transport, staffing, vaccine supply and cold chain 
Is~ues, commUnIcation difficulties and urban issues impact negatively on EPI and how these 
might be addressed. Examples of solutions included: sharing transport with other health 
programmes, increasing training to address staffmg issues, undertaking better monitoring and 
early forecasting to improve vaccine supply, targeting communication activities more 
effectively, improving urban services and collaborating with private clinics, where possible. 

2.13.2 Meeting challenges in the field 

Dr Alan Ruben, WHO Temporary Adviser, shared his experiences working during the 
rubella outbreaks in Tonga and Samoa in 2002, where poor surveillance and reporting showed 
that the outbreaks were undetected for several months. He also described how the challenges of 
the measles-rubella SIA in Kiribati in 2006 were met as a good example of the difficulties 
encountered in vaccinating people distributed over a large geographical area that is relatively 
inaccessible. 

2.13.3 Question and answer sessions 

A new innovation at this year's meeting, aimed at encouraging more interaction from 
participants, was the use of an anonymous question box. Issues raised in confidence were then 
discussed by the group. Wide-ranging subjects included: the details of Bacillus Calmette-Guerin 
(BCG) when no BCG scar is present, logistics around transportation of laboratory specimens, 
support available from partners for introducing new vaccines, hepatitis B vaccination in adults, 
vaccination in the situation of an unwell child, the difference between acellular and whole 
pertussis, tetanus in pregnancy, issues with mumps vaccination, and vaccine ordering. Overall, 
this very useful innovation provoked a lot of discussion. 

2.14 Making a difference 

2.14.1 Report on the PIPS Regional Training 2007 

Dr Kouichi Morita, Chief Adviser, I-PIPS Project Office Suva, explained that between 
2005 and 2007, I-PIPS undertook annual regional trainings involving EPIprogramme 
management and cold chain maintenance courses that ran concurrently. Senior managers with 
the overall responsibility for immunization service at the national or subnationallevels were the 
target audience for the first course, and cold chain managers, technicians or electricians, ideally 
those with three years experience in the repair and maintenance of machinery or electrical 
fittings, were targeted for the latter. National training in Vanuatu and the Marshall Islands with 
partner agencies and on-site training in various countries were also undertaken in 2007. 

Dr Morita explained that the objective of I-PIPS training is to develop regional and 
national training capacities in the Pacific. Training methods include lectures, practical exercises 
and on-the-job training. Training should be combined with the provision of equipment necessary 
for EPI programmes, and there should be synergistic coordination with other agencies to avoid 
duplication. Challenges for regional and national training progranImes include: sustainability, 
ensuring that topics meet current needs, coordinating with partners, in-service training and 
training institutes, and ensuring that country training plans are aligned with regional training. 
I-PIPS wishes to promote sustainability of Pacific training capacity through regional and country 
ownerships after 2008 thru the establishment of an Executive Board for EPI Training. IlCA will 
continue to fund regional training in 2008 and 2009, but will gradually require increased cost-
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sharing in order to secure fmancial sustainability. The total amo~t req~ired to impl~ment the 
training is approximately US$ 100 000. In 2008, JlCAlJ-PIP~ ,:IlI.contnbute. approxlIDately 
US$ 80000. The balance will need to be covered by the partlclpatmg countnes or PIPS partners. 

2.15 Closing ceremony 

Dr Josephine Herman-Tepai, Director, Community Health and Clinical Services, Ministry 
of Health, made closing remarks on behalf of the Cook Islands Ministry of Health, noting how 
pleased they were to host the meeting and to have the opportunity for their staff to be involved. 
Dr Kevin Palmer and Dr Eliab Some thanked all the attendees for their participation and support 
before the meeting was declared closed 

3. CONCLUSIONS AND RECOMMENDATIONS 

3.1 Conclusions 

PIPS has continued to be relevant and effective as evidenced by the Region maintaining its 
polio-free status, 100% gove=ent funding of vaccines in many countries, and regular meetings 
of partners and country representatives. There has been steady progress towards universal 
coverage, measles elimination and hepatitis B control. Because of tourism, population migration 
and movement of people, PICs remain under the threat of imported polio and measles. SIAs may 
be required in many countries to prevent outbreaks of these diseases. Progress in hepatitis B 
control requires continued efforts to achieve high inlIDunization coverage, timely administration 
of the birth dose, and impact assessments to certifY that the hepatitis B goal has been achieved. 
Hib vaccine has been incorporated into the inlIDunization schedules of all but four PICs. The 
PICs clearly face significant challenges and constraints in maintaining high inlIDunization 
coverage, carrying out surveillance and reporting ofVPDs, and introducing new vaccines 

Japan's kind offer to host the fifth PIPS Partners Meeting in 2009 was unanimously 
endorsed by the meeting. 

3.2 Recommendations 

3.2.1 Strengthening national immunization progralllIDes 

(1) Annual regional training should be co-organized by PIPS partners, including the Fiji 
Ministry of Health if it agrees. Timing, content and participants should be reviewed and 
participating countries should ideally increase their proportion of cost-sharing to secure fmancial 
sustainability. 

(2) A mechanism to execute regional training and an operational plan should be developed by 
the PIPS partners and presented at the PIPS workshop to be held in 2009. 

(3) Assisted by PIPS partners, countries should continue implementing comprehensive in-
country training annually for all relevant health staff. opics should include disease surveillance 
systems, vaccine management, cold chain management, micro-planning, EPI performance 
monitoring and new vaccine introduction. 

(4) UNICEF should undertake a detailed assessment of vaccine procurement mechanisms and 
distribution to identifY possible improvements. The review should examine cold chain capacities 
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and lo?istics, ~ ord~ring and !n:,oicing processes, and VII funding requirements (for when all 
countries are USlllg Rlb and antlclpating other vaccines to be introduced soon). 

(5) .~ssisted.by ~IPS partners, countries should continue to make efforts to improve all aspects 
oftherr unmunlzatlOn programmes: planning, monitoring, feedback, supervision, motivation and 
assessment. 

(6) The importance of quality supervisory visits by senior EPI staff must be promoted. 
Regular supervisory visits should be conducted at all levels. Timing of visits should be decided 
locally, but ideally they should be done at least annually. 

(7) Multisectoral approaches to service delivery should be encouraged. Approaches should 
incorporate integrated maternal and child interventions, including EPI, and involve remote, outer 
islands and hard-to-reach areas. 

(8) All PICs should increase EPI emphasis on low performing provinces/districts and present 
subnational antigen coverage and numbers of un immunized children in the next PIPS workshop. 

(9) The Pacific EPI e-mail network should be utilized to facilitate easy communication among 
EPI workers and PIPS partllers in sharing information. 

(10) Transportation issues should be recognized as a constraint to reaching rural areas. PIPS 
partllers should assist countries to explore funding sources. 

(11) PIPS participating countries should develop, if necessary, and otherwise review and 
regularly update their immunization policy document and EPI handbook. These should include 
cold chain and waste management policies, a catch-up schedule for those who have missed 
immunizations and "frequently asked questions and answers". 

(12) Countries should consider formulating policies regarding immunization status of children 
entering school, and where these currently exist, they should be reviewed and enforced. 

(13) Countries should review their capacity to maintain and repair cold-chain equipment and 
address shortfalls, where necessary. 

(14) PICs should detect, report, investigate and respond to AEFI cases and improve current 
national licensing practices. 

3.2.2 Achieving the regional twin goals of measles elimination and hepatitis B control 

3.2.2.1 Measles 

(I) To prevent future measles outbreaks in countries and areas with routine MCV1 and MCV2 
coverage insufficient for measles elimination: 

(a) SlAs will need to be conducted for several Pacific island countries and areas by 
2010 (based on data reported by countries on the WHOIUNICEF Joint Report Forms), 
including Samoa in 2008, and Solomon Islands, Vanuatu, the Federated States of 
Micronesia, Kiribati, the Commonwealth oftbe Northern Mariana Islands, 
American Samoa, Nauru, Fiji and Tuvalu in 2009-2010; 

(b) countries should begin planning for these SlAs as soon as possible and 
communicate with donors regarding funding needs; 
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(c) countries should reflect vaccine requirements in their vaccine forecasting with 

UNICEF; 

(d) as the Commonwealth of the Northern Mariana Islands and American Samoa have 
not conducted a measles SlA and have MCVl and MCV2 coverage levels that would 
allow for ongoing measles virus circulation across wide age ranges, these US juri~dictions 
may consider catch-up campaigns targeting children nine months to 14 years old ill 2009; 

(2) To achieve high-quality, case-based measles surveillance capable of rapidly detecting 
imported measles virus, countries should: 

(a) use indicators recommended by the WHO Regional Office for monitoring 
surveillance performance in the context of monitoring progress towards measles 
elimination; 

(b) specifically, identify at least two non-measles suspected cases per 100 000 
population per year, and at least 80% of sporadic suspected measles cases should have 
adequate specimens collected (e.g. venipuncture or dried blood spots) within 28 days of 
rash onset to confirm or discard as measles or rubella 

(c) share core variable data from measles case investigations with the WHO 
Representative Office in the South Pacific in Fiji by the 7th of every month. 

(3) National notifiable disease surveillance systems should be used in addition to sentinel sites 
of the HBASS to identify and investigate all AFR cases in a timely manner. 

3.2.2.2 Hepatitis B 

(1) Doses beyond the birth dose should be provided through combination vaccines. 
Combination vaccines including DTP, hepatitis Band Hib (DTP-hepatitis B or 
DTP-Hepatitis B-Hib) are appropriate for most countries. 

(2) PIPS partners should explore different options for increasing coverage with timely birth 
dose for home births, including examining the logistical and programmatic feasibility of 
providing a stock of hepatitis B vaccine in Uniject™ devices to Kiribati, Solomon Islands, 
Vanuatu and other countries with a significant number of births occurring outside health 
facilities, i.e. without cold chain capacity. Donor support should be mobilized for this activity. 

(3) The WHO Regional Office should collate a summary of existing data on HBsAg 
prevalence in PICs and submit it as a package to the expert resource panel to determine if any of 
the existing studies are adequate for certification. Existing studies that are acceptable to the 
committee could then be shared with individual PICs to use for their application for certification. 

(4) Countries with stable, high hepatitis B immunization coverage and evidence of having 
achieved the regional target(s) are encouraged to seek certification of achievement of the regional 
target(s). 

(5) The hepatitis B expert resource panel of the WHO Regional Office should be requested to 
provide guidance on hepatitis B control certification requirements specific for PICs. 
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3.2.3 Maintaining polio-free status 

(1) The SRCC urges that PICs, particularly those with relatively large populations, should 
develop or update a plan of action to respond to importation of wild polio virus. 

(2) Countries must improve their hospital-based active surveillance and case investigation 
through training of hospital coordinators and physicians. 

(3) Countries should maintain at least 90% coverage with three doses of oral polio vaccine 
(OPV3). 

3.2.4 Accelerating introduction of new and underutilized vaccines. 

(1) As soon as possible, external support should be mobilized by PIPS partners to assist the 
four remaining Pacific countries to introduce Hib vaccine, preferably using a combination 
vaccine with DPT and hepatitis B. 

(2) WHO should support additional disease burden and health economic assessments of 
pneumococcal disease, rotavirus and HPV disease in selected representative PICs (especially in 
countries with higher child mortality for rotavirus), both to inform decision-making and to assist 
advocacy efforts. Pneumococcal conjugate vaccines with serotype coverage greater than the 
current seven-valent vaccine and HPV vaccines are strongly recommended for all PICs. 

(3) Countries introducing new vaccines should comprehensively prepare for such 
introduction, including careful assessment of the implications for cold chain capacity. 
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1. PARTICIPANTS 

Ms Yolanda Masunu-Faleafaga 
Programme Manager 
Department of Health 
American Samoa Government 
P.O. Box 4233 
Pago Pago, American Samoa 96799 
Tel. no.: (684) 699-8464 
Fax no.: (684) 699-8467 

Ms Lycee Teiotu 
Nurse Manager 
Ministry of Health 
P.O. Box 109 
Rarotong'!, Cook Islands 
Tel. no.: (682) 22664 
Fax no.: (682) 22670 
Email: Iteiotu@@hea1th.gov.ck 

Seini Tauri Ravea 
National EPI Coordinator 
Ministry ofHeaith 
Dinem House, 88 Amy Street, Toorak 
SUVl!, Fiji 
Tel. no.: (679) 338-8000 
Fax no.: (679) 338-8003 
Email: seini.ravea@hea1th.gov.fj 

Ms Rita Oliva 
CDC Coordinator II (Adult & Adolescent) 
Department of Public Health and Social Services 
123 Chaian Kareta 
Mangilao, Guam 96913-6304 
Tel. no.: (671) 735-7143 
Fax no.: (671) 734-1475 
Email: annette.aguon@dphss.guam.gov 
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KIRIBATI 
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REPUBLIC OF THE 
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FEDERATED STATES OF 

NEW CALEDONIA 

NIUE 

PALAU, REPUBLIC OF 

Ms Tikua Tekitanga 
National EPI Manager 
Ministry of Health and Medical Services 
Nawerewere, Bikenibeu 
Tarawlh Kiribati 
Tel. no.: (686) 28100 or 28106 
Fax no.: (686) 22879 

Dr Mary Jane Gancio 
Pediatrician 
Ministry of Health and Environment 
Majuro Hospital 
P.O. Box 16 
Majuro, MH 96960 
Tel. no.: (692) 625-7244 
Fax no.: (692) 625-3349 
Email: mjaneganciomd@yahoo.com 

Ms Louisa Helgenberger 
Programme Manager 
Immunization and Communicable Diseases 
Ministry of Health 
P.O. Box PS-70 
PalikIT, Pohnpei 96941 
Federated States of Micronesia 
Tel. no.: (691) 320-2619 
Fax no. (691)320-5263 
E-mail: lhe1genberger@fsmhealth.frn 

Dr Anne Pfannstiel 
Medecin de Programmes de Sante Publique 
Direction des Affaires Sanitaires et Sociales 
Service des Actions Sanitaires 
BPN4-98851 
Noumea, Nouvelle Caledonie 
Tel. no.: 24-37-85 
Fax no. 24-37-16 
Email: anne.pfannstiel@gouv.nc 

Mrs. Minemaligi Pulu 
MCH Nurse, EPI Manager 
Public Health Division 
Health Department, Niue Government 
P.O. Box 179 or 33, Alofi, Niue 
Tel. no.: (683) 4100 
Fax no.: (683) 4265 
Email: phcnurse@mail.gov.nu 

Ms Ingeang Rimirch 
Immunization Program Coordinator 
Ministry of Health 
P.O. Box 6027 
Koror, Republic of Palau 96940 
Tel. no.: (680) 488-2552 ext. 185 
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Fax no.: (680) 488-1211 
Email: iJunirch@palau-health.net 

Salape Boutoa Slade 
Acting EPI Coordinator 
National Health Services 
TIM Hospital Compound 
Motootua, Api~ Samoa 
Tel. no.: (685) 32203 
Fax no.: (685) 32860 

Mr. Raymond Mauriasi 
National EPI Manager 
Reproductive and Child Health Division 
Ministry of Health and Medical Services 
P.O. Box 349, Honiara 
Solomon Islands 
Tel. no.: (677) 28169 
Fax no.: (677) 28005 
Email: rmauriasi@moh.gov.sb 

Dr Tekaai Ne1esone 
Director of Health 
Government ofToke1au 
Tokelau Apia Liaison Office 
Savalalo, Apia, Samoa 
Tel. no.: (685) 29143 
Fax no.: (685) 29143 
Email: ttafune@yahoo.com.au 

Mrs. Atalua Fatafehi Tei 
Acting Supervising Public Health Sister 
and Acting EPI Coordinator 
Ministry of Health 
P.O. Box 59 
Nuku'alofa, Tonga 
Tel. no.: (676) 14623 
Fax no.: (676) 24291 
Email: atei@health.gov.to 

Ms Filoiala Sakaio 
Public Health Sister 
Princess Margaret Hospital 
P.O. Box41 
Funafuti, Tuvalu 
Tel. no.: (688) 20765 
Fax no.: (688) 20832 
Email: fsakaio@yahoo.com 

Dr Jean Marc Daronat 
Medecine Adjoint Service 
Service de Medecine Polyvalente 
Centre Hospitalier de Sia 
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UNITED STATES 
CENTERS FOR DISEASE 
CONTROL AND 
PREVENTION 

Mata'utu - Hahake 
98600 Wallis & Futuna 
Tel. no.: (681) 720228 
Email: jm-daronat@adswf.org 

2. TEMPORARY ADVISERS 

Dr Tilman Ruff 
Associate Professor, University of Melbourne 
Medical Advisor, International Department 
Australian Red Cross 
FacuIty of Medicine, Dentistry and Medical Sciences 
University of Melbourne, Victoria 3010 
Tel. no.: (613) 9592 8643 
Fax no.: (613) 95924682 
Email: tar@unimelb.edu.au 

Dr Alan Ruben 
Associate Professor 
Northern Territory Clinical School 
P.O. Box 752, Nightcliff, NT 0814 Australia 
Tel. no.: (618) 8985 5194 
Fax no.: (613) 89853024 
Email: alan.ruben@epistat.com.au 

Dr Fiona Mary Russell 
Fiji Pneumococcal Project Research Fellow 
University of Melbourne 
Centre for International Child Health 
Department of Paediatrics 
Suva, Fiji 
Tel. no.: (679) 331-7671 
Fax no.: (679) 331-7673 
Email: fionarussell@connect.com.fj 

Dr Lisi Tikoduadua 
Consultant Paediatrician and Department Head 
Department of Paediatrics 
Colonial War Memorial Hospital, Ministry of Health 
Women and Social Welfare, Dinem House, Toorak 
Suva, Fiji 
Tel. no.: (679) 3313-444, 992-5082 
Fax no.: (679) 330-3232 
Email: ltikoduadua@hea1th.gov.fj 

3. REPRESENTATIVES/OBSERVERS 

Dr Stephanie Bialek 
Medical Epidemiologist 
US Centers for Disease Control and Prevention 
1600 Clifton Road 
Atlanta, Georgia 30333 
United States of America 
Tel. no.: +1-404-639-8252 



GOVERNMENT OF FIJI 

GOVERNMENT OF 
COOK ISLANDS 

Fax no.: +1-404-639-8573 
Email: sbialek@cdc.gov 

Ms Kylie Jenkins 
EPIAdviser 
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Fiji Health Sector Improvement Programme 
Ministry of Health 
DinemHouse 
Toorak, Suv~ Fiji 
Tel. no.: (679) 322-1428 
Fax no.: (679) 330-1536 
Email: akjenkins@connect.com.fj 

Hon. Jim Marurai 
Minister of Health 
Ministry of Health 
P.O. Box 109 
Rarotonga 
Cook Islands 
Tel. no.: (682) 22664 
Fax no.: (682) 22670 

Dr Roro Daniel 
Secretary of Health 
Ministry of Health 
P.O. Box 109 
Rarotonga 
Cook Islands 
Tel. no.: (682) 22664 
Fax no.: (682) 22670 

Dr Josephine Herman-Tepai 
Director, Co=unity Health Services 
Ministry of Health 
P.O. Box 109 
Rarotonga 
Cook Islands 
Tel. no.: (682) 22664 
Fax no.: (682) 22670 

Mr Jnge Tangen 
Chief Pharmacist 
Ministry of Health 
P.O. Box 109 
Rarotonga 
Cook Islands 
Tel. no.: (682) 22664 
Fax no.: (682) 22670 

Mr Terekino Vaireka 
Biomedical Officer 
Ministry of Health 
P.O. Box 109 
Rarotonga 
Cook Islands 
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Tel. no.: (682) 22664 
Fax no.: (682) 22670 

Dr George Hosking 
Chief Dental Officer 
Ministry of Health 
P.O. Box 109 
Rarotonga 
Cook Islands 
Tel. no.: (682) 22664 
Fax no.: (682) 22670 

Mr Charlie Ave 
Chief Health Inspector 
Ministry of Health 
P.O. Box 109 
Rarotonga 
Cook Islands 
Tel. no.: (682) 22664 
Fax no.: (682) 22670 

Ms lokopeta Ngari 
Nurse Manager 
Ministry of Health 
P.O. Box 109 
Rarotonga 
Cook Islands 
Tel. no.: (682) 22664 
Fax no.: (682) 22670 
E-mail: Lngari@health.gov.ck 

Ms Elizabeth Iro 
Quality Manager 
Ministry of Health 
P.O. Box 109 
Rarotonga 
Cook Islands 
Tel. no.: (682) 22664 
Fax no.: (682) 22670 

Rev. Lelei Patia 
Pastor for Devotion 
Ministry of Health 
P.O. Box 109 
Rarotonga 
Cook Islands 
Tel. no.: (682) 22664 
Fax no.: (682) 22670 

Mrs Tepaeru Opo 
President, Cook Islands Family Welfare 
Ministry of Health 
P.O. Box 109 
Rarotonga 
Cook Islands 
Tel. no.: (682) 22664 
Fax no.: (682) 22670 
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Mrs Taruku Tei 
President, Cook Islands Child Welfare 
Ministry of Health 
P.O. Box 109 
Rarotonga 
Cook Islands 
Tel. no.: (682) 22664 
Fax no.: (682) 22670 

Mrs Niki Rattle 
President, Cook Islands Red Cross 
Ministry of Health 
P.O. Box 109 
Rarotonga 
Cook Islands 
Tel. no.: (682) 22664 
Fax no.: (682) 22670 

Mrs Tereapii Taurarii 
Public Health Nurse 
Ministry of Health 
P.O. Box 109 
Rarotonga 
Cook Islands 
Tel. no.: (682) 22664 
Fax no.: (682) 22670 

Mrs Rufma Van Ejik 
Public Health Nurse 
Ministry of Health 
P.O. Box 109 
Rarotonga 
Cook Islands 
Tel. no.: (682) 22664 
Fax no.: (682) 22670 

Mrs Vananga Poaru 
Public Health Nurse 
Ministry of Health 
P.O. Box 109 
Rarotonga 
Cook Islands 
Tel. no.: (682) 22664 
Fax no.: (682) 22670 

Mrs TeioKea 
Public Health Nurse 
Ministry of Health 
P.O. Box 109 
Rarotonga 
Cook Islands 
Tel. no.: (682) 22664 
Fax no.: (682) 22670 
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WHOIWESTERN PACIFIC 
REGIONAL OFFICE 
(\\'PRO) 

Ms Edna Potoru 
Public Health Nurse 
Ministry of Health 
P.O. Box 109 
Rarotonga 
Cook Islands 
Tel. no.: (682) 22664 
Fax no.: (682) 22670 

Ms Mamatoranga John 
Public Health Nurse 
Ministry of Health 
P.O. Box 109 
Rarotonga 
Cook Islands 
Tel. no.: (682) 22664 
Fax no.: (682) 22670 

Mrs Raiata Heather 
Public Health Nurse 
Ministry of Health 
P.O. Box 109 
Rarotonga 
Cook Islands 
Tel. no.: (682) 22664 
Fax no.: (682) 22670 
E-mail: r.heather@health.gov.ck 

4. SECRETARIAT 

Dr Yang Baoping 
Regional Adviser 
Expanded Programme on Immunization 
W orId Health Organization 
Regional Office for the Western Pacific 
United Nations Avenue 
1000 Manila, Philippines 
Tel no.: (632) 528 9747 
Fax no.: (632) 521 1036 
E-mail: yangb@wpro.who.int 

Dr Y oshikuni Sato 
Medical Officer 
Expanded Programme on Immunization 
World Health Organization 
Regional Office for the Western Pacific 
United Nations Avenue 
1000 Manill!, Philippines 
Tel no.: (632) 528 9742 
Fax:no. (632) 521 1036 
E-mail: satoy@wpro.who.int I I 



WHO/SOUTH PACIFIC 

WHO/SAMOA 

WHOIHEADQUARTERS 

Dr David Sniadack 
Medical Officer 
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Expanded Programme on Immunization 
Wodd Health Organization 
Regional Office for the Western Pacific 
United Nations Avenue 
1000 Manila, Philippines 
Tel no.: (632) 528 9748 
Fax:no. (632) 521 1036 
E-mail: sniadackd@wpro.who.int 

Dr Wang Xiaojun 
Technical Officer 
Expanded Programme on Immunization 
WHO Representative's Office 
Level 4 Provident Plaza One 
Downtown Boulevard 
33 Ellery Street 
Suv!!, Fiji 
Tel. no.: (679) 3 304600 
Fax:no.: (679) 3 300462/3311530 
E-mail: wangxia@wpro.who.int 

Mrs. Pamela Lai Fong Borg 
Secretary 
WHO Representative's Office 
Level 4 Provident Plaza One 
Downtown Boulevard 
33 Ellery Street 
Suva, Fiji 
Tel. no.: (679) 3 304600 
Fax:no.: (679) 3300462/3311530 
E-mail: borgp@wpro.who.int 

Dr Kevin Palmer 
WHO Representative in Samoa 
WHO Representative's Office 
4th Floor Ioane Viliamu Building 
Beach Road, Tamaligi 
Apia 
Western Samoa 
Tel. no.: (685) 24-976 
Fax no.: (685) 23-765 
E-mail: palmerk@wpro.who.int 

Dr Julian Bilous 
Senior Adviser 
Polio Eradication and 
Expanded Programme on Immunization 
Department of Immunization, Vaccines and Biologicals 
Wodd Health Organization 
Avenue Appia 20 
CH -1211 Geneva 27 
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UNITED NATIONS 
CHILDREN'S FUND 
(UNICEF) 

Switzerland 
Tel. no.: +41 22791 3891 
Fax:no.: +41 22791 1571 
E-mail: bilousj@who.int 

Dr Eliab Seroney Some 
Chief of Health and Sanitation 
UNICEF 
Level 3 Fiji Development Bank Building 
Suva, Fiji 
TeL no.: (679) 3300-439 
Fax: (679) 330-1667 
Email: essome@unicef.org 

Dr Ingrid Hilman 
Child Health Survival Specialist 
UNICEF 
Level 3 Fiji Development Bank Building 
Suva, Fiji 
Tel. no.: (679) 3300-439 
Fax: (679) 330-1667 
Email: ihilroan@unicef.org 

Ms Reehana Nisha 
Programme Assistant, Health 
UNICEF 
Level 3 Fiji Development Bank Building 
Suva, Fiji 
Tel. no.: (679) 323-6131 
Fax: (679) 330-1667 
Email: nreehanaCiVunicef.org 

Dr Robyn Mcintyre 
Consultant Public Health Physician 
P.O. Box 1223 
Buddina. OLD 4575. Australia 
Tel. no.: (617) 54782615 
Email: robynmcintyre@fastmail.fm 

Dr Osman David Mansoor 
Public Health Physician 
Senior Adviser EPI (New Vaccines) 
UNICEF New York Headquarters 
3 UN Plaza New York 10017 
Tel. no.: +12123267410 
Fax: +12128246460 
Email: omansoor@unicef.org 

Dr Diana Chang Blanc 
Regional Immunization Specialist 
UNICEF EAPRO 
19 Phra Atit 
Chanasongkram, Phranakom 
10200 Bangkok 
Thailand 
Tel. no.: +66 (0) 2356 9499 
Fax: +66 (0) 2 280 3563 
Email: dchangblanc@unicef.org 
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UNITED STATES 
CENTERS FOR DISEASE 
CONTROL AND 
PREVENTION 

JAPAN INTERNATIONAL 
COOPERATION AGENCY 

Dr Steven T. Wiersma 
Associate Director for Science and Global Activities 
Division of Viral Hepatitis 
National Center for mv I AIDS, Viral Hepatitis, STD, and 
TB Prevention 
Centers for Disease Control and Prevention 
Atlanta, Georgia 
United States of America 
Tel. no.: +1-404-718-8501 
Email: swiersma@cdc.gov 

Dr Margaret Thorley 
Western Pacific Region Team Leader 
Global Immunization Division 
Centers for Disease Control and Prevention 
1600 Clifton Road, MS E-05 
Atlanta, Georgia 30333 
Tel. no.: + 1-404-639-6097 
Fax no.: +1- 404-639-8573 
Email: mthorley@cdc.gov 

Mr. Naoyuki Kobayashi 
Director, Reproductive Health Division 
Health Administration and Reproductive Health Group 
Human Development Department 
Japan International Cooperation Agency 
Shinjuku Maynds Tower 
2-1-1 Y oyogi, Shibuya-Ku 
Tokyo, 151-8558 Japan 
Tel. no.: 81-3-5352-5219 
Fax no.: 81-3-5352-5320 
Email: Kobayashi.Naovuki@jica.go.jp 

Ms Ryoko Kato 
Programme Officer 
Health Administration and Reproductive Health Group 
Human Development Department 
Japan International Cooperation Agency 
Shinjuku Maynds Tower 
2-1-1 Yoyogi, Shibuya-Ku 
Tokvo, 151-8558 Japan 
Tel. no.: 81-3-5352-5219 
Fax no.: 81-3-5352-5320 
Email: Kato.Ryoko@jica.go.jp 

JAPANESE SUJ'PORT TO THE Dr Kouichi Morita 
PACIFIC IMMUNIZATION Chief Advisor 
PROGRAMME JPIPS Project Office 
STRENGTHENING Fiji Pharmaceutical Services Centre 

GPO Box 106 
Suva, Fiji 
Tel. no.: (679) 338 8010 / 338 8069 
Fax no.: (679) 338 8068 
Email: jpips@kidanet.net.fj 
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AUSTRALIAN AGENCY 
FOR INTERNATIONAL 
DEVELOPMENT 

Mr. Tatsuhiko Tsukakoshi 
Vaccine Logistics Management 
JPIPS Project Office 
Fiji Pharmaceutical Services Centre 
GPO Box 106 
Suva, Fiji 
Tel. no.: (679) 3388010/338 8069 
Fax no.: (679) 338 8068 
Email: jpips@kidanet.net.fj 

Mr. Timothy Wilcox 
S~nd Secretary 
Development Corporation Section 
Australian High Commission 
P.O. Box 214 
Suva, Fiji 
Tel. no.: (679) 338 8281 
Fax no.: (679) 338 2695 
Email: timothy.wilcox@dfat.gov.au 

Ms Maria Bautista 
Program Manager (Health) 
Australian High Commission 
P.O. Box 214 
Suva, Fiji 
Tel. no.: (679) 338 8275 
Fax no.: (679) 338 2695 
Email: maria.bautista@dfat.gov.au 



Note: 

List of Diseases Prevented in PIGs through EPI, May 2008. 

I Preventable diseases 
to be prevented 

No data from CNMI, French Polynesia and Nauru 

~ 
~ 
w 



Present: 

PIPS Partners Coordinating Meeting 
7-9 PM Tuesday, 13 May 2008 

Rarotonga, Cook Islands 

ANNEX 4 

AusAID: Mr. Timothy Wilcox (chair), Ms Maria Bautista 
CDC: Dr. Margaret Thorley, Dr. Stephanie Bialek 
JICA: Mr. Naoyuki Kobayashi, Miss Ryoko Kato 
JPIPS: Dr. Kouichi Morita, Mr. Tatsuhiko Tsukakoshi, 
WHO: Dr. Yang Baoping, Dr. David Sniadack, Dr. Julian Bilous, Dr Yoshikuni Sato, Dr. 
Wang Xiaojun, Dr. Kevin Palmer, 
UNICEF: Dr. Osman Mansoor, Dr. Diana Chang Blanc, Dr. Eliab Seroney Some, Dr. 
Ingrid Hilman 
Temporary Advisers! Consultants: Dr. Tilman Ruff, Dr. Alan Ruben, Dr. Lisi 
Tikoduadua, Dr. Fiona Russell, Ms Kylie Carville 
Fiji MOH: Ms Seini Ravea 
Rapporteur: Dr. Rob)TI McIntyre 

Chair: Timothy Wilcox, AusAID 

1. Introduction of support of PIPS Partner Agencies to EPI in the Pacific 
o AusAID -Timothy Wilcox warmly welcomed everyone and noted that AusAID believes 
strongly in assisting PICTs in reaching MDGs and this is reflected in their funding and 
for example, their support ofFHSIP. In light of the independent review in 2006 and 
further discussions since AusAID will donate additional funding to the VII. They need to 
have further discussions with UNICEF and WHO on amount needed but will announce 
the final sum next week. 
oUS CDC - expressed that they are glad to join the discussion and will see how they 
might support the partnership 
onCA expressed appreciation for the invitation and indicated that they have a relatively 
small health sector fund. 

2. Introduction of underusedlnew vaccines 
2.1. Hib Vaccine: 
A hand-out was provided outlining that for Vanuatu, Cook Island, Nauru, Tuvalu to 
introduce Hill, with pentavalent vaccine costs <US$80,000 annually and the total 
including shipping would be around US$ 100,000. Donors are needed to co-share with 
country contribution for these costs. 

Discussion: more funds are also needed for preparation and communication campaigns. 
Country consultations are needed regarding funding for a time-limited project period, 
possibly shared amoungst donors with 5 years minimum support needed. Vanuatu has a 
high burden of pediatric disease. 100% vaccine coverage rate is not needed to make an 
impact with Pneumococcal vaccine and savings from treatment avoided are not trivial. 
The Vanuatu government is very enthusiastic about introduction but lack resources. 
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Action pOint: WHO and UNICEF to work on more details of country support required 
for presentation to donors 

2.2. Other new vaccines 
An outstanding recommendation from the 2007 PIPS meeting was the request for 
guidelines to assist countries in making the decision to introduce new vaccines. After 
discussion amoungst the group consensus was reached that sufficient guidelines already 
exist. 

Discussion: Introduction of Hib has been patchy and slow, and this approach can be 
improved upon for other new vaccines. Countries have to prepare and consider whether 
they should introduce new vaccines based on burden of disease studies similar to those 
undertaken in Fiji. Clearly Fiji needs HPV vaccines despite the high cost and alternative 
fmancing needs to be explored, as funds required exceed the current health budget of Fiji. 
Introduction of pneumococcal vaccine and HPV are a high priority in the Pacific and 
highly cost-effective, whilst rotavirus appears less so. Evidence from larger countries can 
be used to extrapolate to smaller ones. 

Action Point: Much data and information is needed before countries can be assisted in 
making the decisions using the guidelines. UNICEF and WHO can assist with disease 
burden studies and present information to donors including AusAID and NZAID. 
Decisions need to be made regarding the time span of the funding support and confirm 
the figures outlined in the VII review. It is unlikely that less than 5 years support will be 
required 

3. Vaccine independent initiative (supply, security, funds) 
A power point presentation by Dr. Eliab Some was made. 2006 VII independent 
assessment report considered that whilst the VII was working well impending changes 
meant that there were three possible options as a way forward: 
(a) direct procurement From UNICEF by countries 
(b) no change 
(c) expansion of the fund to raise the ceiling and also consider entering into new 
activities, e.g. Training 
In 2008 the annual vaccine order was late in arriving for a number of reasons including 
that the total of the revolving fund is now insufficient to accommodate delayed payment 
from countries and that country fmancial procedures and financial cycles differ from 
UNICEF. Additional constraints that need to be addressed are that country vaccine 
forecasting needs to be improved in completeness and accuracy, taking into account 
wastage rate, buffer stock and that vaccine management needs to be improved to ensure 
the cold chain is functioning well and wastage rate is minimized. 

Draft resolutions were presented to consider: increased funding for the revolving fund; 
new funding to assist countries to introduce new expensive vaccines; improve 
forecastllig; an evaluation of the effectiveness of vaccine management and distribution 
systems including in-country distribution with the aim of identifying means of 
streamlining the process and increasing vaccine security; that cold chain capacity should 
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be mapped; endorse and comment on idea of a midterm evaluation of VII by August 
2008 as proposed by Copenhagen. 

Discussion on these points emphasised that introduction ofHiB needs to be prioritized. 
More preparation is needed for other vaccines such as those for pneumococcus, rotavirus 
and HPV, which require burden of disease studies and cold chain capacity assessment. 
The total immediate funding need for VII is US$SOO,OOO thousand. We need to be 
generous with these countries as their economies are continuing to deteriorate and 
financial self- sufficiency is unlikely to be imminent. A suggestion was made that 
countries might lobby GA VI as a group for more funding or that an approach could be 
made to the individual in Australia who has the patent for HPV. 

Action Point: Further discussion will be held amoungst PIPS partners to identify a 
variety of approaches for this funding issue. UNICEF will undertake an assessment of the 
VII as suggested above. 

4. Regional EPI Training 
It was presented by Kobayashi-san (JICA) that US$lOO,OOO has been spent every year by 
JICA since the project started and support will continue with a 20% reduction in 2008 
and similar in 2009, with no guarantee of funding thereafter. A mechanism therefore 
needs to be identified by PIPS partners for continuing the training and there also needs to 
be an assessment of country- specific needs and adjustment accordingly. 

Discussion: countries may find it difficult to cost-share. Assessments and discussions 
need to be held country by country, perhaps using a consultant, or groups such as SPC or 
FSM. 

Action Point: need further discussion internally to explore options gathered from 
country evaluations and then present for discussion in PIPS monthly meetings. 

s. Future of PIPS Workshop 
Discussion was held as to whether it is necessary and feasible to increase country 
participants considering type and quality of participation, effectiveness of representation, 
and information participants carry back to their countries, Funding is an issue and the 
point of the meeting is important- is it to share technical issues or for political lobbying or 
advocacy? It was felt that national program managers are most appropriate for this 
meeting, or those involved in hands-on work as discussions are largely programmatic and 
involve technical directions. 

Action Point: There may be a need to review PIPS in light of new challenges and 
demands in a changing environment; if higher level participation is needed leaders can 
come together for the first day and rest of the week would have technical discussions. 
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Discussion was also held on the relationship between PIPS workshop and regional EPr 
training - some questions raised in this meeting can be taught in regional EPI training 
and the workshop can be shorter and more focused. 

6. Any other business 
Next PIPS Workshop venue proposed is Japan, in Nagasaki. 

Action Point: Exploration of costs is needed. 

The meeting ended at 09:09 pm. 


