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SUMMARY 

The 16th Meeting of the Technical Advisory Group (TAG) in the ~este~ Pacific 
Region was held from 20 to 22 June 2006 in Manila, Philippines. The deslgnatl~n of~e. 
TAG was changed from "Expanded Programme on Immunization (EPI) and Poltomyelttls 
Eradication" to "Immunization and Vaccine Preventable Diseases" to reflect the broadened 
scope and mandate of the TAG in addressing issues related to all vaccine p.reventable diseases 
in line with the Global Immunization Vision and Strategy (GIVS). A specIal group work 
session was organized for the first time, with the Member States categorized into three groups 
based on country's level of development and performance of national immunization systems. 
The meeting of the Regional Interagency Coordinating Committee (ICC) was organized along 
with the TAG meeting as in previous years. 

The key objectives of the meeting were to review the technical and programmatic 
strategies adopted by Member States and to review the progress made towards measles 
elimination and hepatitis B control, and maintenance of poliomyelitis-free status. In addition, 
the TAG was expected to make technical and programmatic recommendations for 
introduction of new vaccines in national immunization systems. 

The TAG concluded that GIVS, maintaining poliomyelitis-free status, measles 
elimination and hepatitis B control goals and strategies should be used as guiding frameworks 
to strengthen national immunization programmes. Fully costed national multiyear plans 
should be used to operationalize GIVS. Other recommendations to strengthen routine 
immunization included: strengthening integrated vaccine preventable disease surveillance 
networks, establishment of school entry immunization checks, and development of better 
management systems focusing on microplanning, supportive supervision and the on-the-job 
training. 

The operational definition of measles elimination in the WHO Field Guidelines for 
Measles Elimination was considered appropriate. The key recommendation for measles 
elimination included development of national plans of action, introduction of routine second 
dose, conduct of supplementary immunization activities where needed, and strengthening of 
case-based measles surveillance along with a regional laboratory network. The TAG also 
recommended an expansion of use of alternative sample collection methods such as dried 
blood spots. 

The TAG endorsed the operational guidelines for birth dose of hepatitis B vaccine and 
recommended to develop guidelines for an impact assessment of the hepatitis B control 
programme. An expert group meeting may be convened to finalize the impact assessment 
guidelines. In addition, the TAG urged the Western Pacific Region to develop health care 
workers' vaccination policies. 

The TAG concluded that routine immunization programmes in some countries must be 
strengthened to prevent the emergence of circulating vaccine-derived poliovirus and 
poliomyelitis epidemics following importation of wild poliovirus. In addition, the TAG urged 
four countries in the Region to complete phase-l laboratory containment and advised all 
countries to regularly update national inventories. To expand the use of new vaccines in the 
Region, the TAG recommended that systematic efforts should be made to generate data on 
disease burden and epidemiology along with mobilization of appropriate financial and 
technical support from national and international partners and stakeholders. 
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1. INTRODUCTION 

The 16th Meeting of the Technical Advisory Group (TAG) on Immunization and Vaccine 
Preventable Diseases in the Western Pacific Region was held from 20 to 22 June 2006 in Manila, 
Philippines. The designation of the TAG was changed from "Technical Advisory Group on 
Expanded Programme on Immunization (EPI) and Poliomyelitis Eradication" to reflect the 
group's broadened scope and mandate in addressing issues related to all vaccine preventable 
diseases in line with the Global Immunization Vision and Strategy (GIVS). 

1.1 Objectives 

(1) To review the technical and programmatic strategies adopted by Member States and 
progress made towards the goal of regional measles elimination and hepatitis B control by 
2012. 

(2) To review the situation of, and make recommendations for, the maintenance of 
poliomyelitis-free status, also taking into account the recommendations ofthe last Regional 
Certification Commission (RCC) meeting. 

(3) To share the latest information on new and underutilized vaccines with country 
participants and to make technical and programmatic recommendations to prepare national 
immunization systems to deliver the new vaccines. 

(4) To review the Regional practices and progress made in strengthening the routine 
immunization systems for effective control of currently covered vaccine preventable 
diseases and to identify and recommend best practices for adoption and scaling up in 
individual countries. 

1.2 Organization 

A total of91 participants and observers and four TAG members attended the meeting. 
Sixteen Member States were officially represented. The timetable of the meeting and list of 
participants are provided in Annexes 1 and 2, respectively. 

1.3 Opening ceremony 

On behalf of Dr Shigeru Omi, WHO Regional Director for the Western Pacific, 
Dato' Dr Tee Ah Sian, Director of the Division for Combating Communicable Diseases, 
welcomed the participants, noting" the leadership and direction the TAG has provided to countries 
of the Western Pacific Region and its role in providing a forward-looking vision. She further 
explained that the success of EPI throughout the Region may have led to complacency and 
decreased support in some countries, and that access to and utilization of immunization services 
must be strengthened and the scope of services expanded to prevent more diseases. She 
concluded the address by encouraging all countries and areas of the Region to provide their 
unwavering dedication to achieve the twin goals of measles elimination and hepatitis B control 
by 2012. 

The following TAG members were selected to serve as officers for the meeting: 
Dr Robert Hall, Chairperson; Dr Tatsuo Miyamura, Vice-Chairperson; and Dr Steve Cochi, 
Rapporteur. 
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2. REPORT FROM PRESENTATION SESSIONS 

2.1 Overview of immunization programmes at global and Regional level 

2.1.1 EPI in the global context 

Globally, coverage with three doses of diphtheria-tetanus-pertussis vaccine (DTP3) has 
increased from 20% in 1980, to almost 78% in 2004. Only 10 countries have reported DTP3 
coverage below 50%. Global measles mortality has been reduced by 48%. Of 192 WHO 
Member States, 153 had introduced routine infant hepatitis B vaccination by the end of 2004, and 
92 countries had introduced Haemophilus injluenzae type b (Hib) vaccine. More than 2 million 
deaths were prevented through childhood immunization in 2003. Infant hepatitis B vaccination 
in 2003 will prevent an estimated 600 000 deaths due to chronic liver disease and liver cancer. 

Vaccine preventable diseases were estimated to be responsible for at least 2.5 million out 
of total I 0.5 million under-five deaths in 2002. Of these , 1.4 million deaths could have been 
prevented by reaching 20% of non-immunized children with vaccines currently recommended by 
WHO and included in national schedules (e.g. measles, Hib, DTP, tetanus toxoid [TTl vaccines). 
An additional 1.1 million children under five are estimated to have died worldwide in 2003 from 
rotavirus and pneumococcal disease, against which effective vaccines have become available but 
are not yet used in developing countries. 

GIVS emphasizes the strategic areas of reaching more children with lifesaving vaccines, 
adding new vaccines, integrating immunization activities with delivery of other health services, 
and ensuring adequate vaccine supply and funding. GIVS also sets goals for the global and 
national EPI programmes, namely, achieving 90% national vaccination coverage among children 
by age one, with at least 80% coverage in each district by 20 I 0; reducing measles mortality by 
90%, compared to the 2000 levels, by 20 I 0; and reducing the incidence of vaccine preventable 
diseases by two thirds, compared to 2000 levels, by 2015. 

Several factors have been identified as key to raising immunization coverage levels and 
providing new vaccines in the future. These inclUde long-term sustainable funding for 
immunization, strengthened immunization infrastructure and health systems in high burden 
countries, investment in the development of new vaccines and technologies, effective 
surveillance of vaccine preventable diseases, vaccine quality assurance including functional 
national regulatory authorities and injection safety, sufficient supply of vaccines in the context of 
increasing demand for immunization, and preparation for emerging pandemics such as influenza. 

Cost-effectiveness of vaccination has been lauded as one of its strongest aspects for 
several years. However, other wider benefits of immunization on overall economic growth 
should also be strongly emphasized. The impact of vaccinations should look not only at direct 
medical cost savings and averted illness but also at the effect on children's further development, 
education attainment, labour productivity, income and even fertility. Immunization provides a 
large return on a small investment - higher than most other health interventions, and at least as 
high as many non-health development interventions. 
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2.1.2 EPI in the Western Pacific Region: current status and future prospects 

In September 2005, the WHO Regional Committee for the Western Pacific endorsed the 
twin goals of measles elimination and hepatitis B control (seroprevalence of hepatitis B surface 
antigen [HbsAg] to less than 2% in children five years old) by 2012, urging Member States to 
maintain the poliomyelitis-free status at the same time. The Western Pacific Region is the fourth 
WHO Region to set up a measles elimination goal and the first WHO Region to establish a 
hepatitis b control goal and target. Such commitments require collaboration and coordination 
among various partners. Besides continuously renewing long-lasting partnerships with the United 
Nations Children's Fund (UNICEF), EPI is fostering links with programmes for maternal, child 
and adolescent health, malaria control, health systems strengthening, and control of 
environmental health hazards. GIVS, which was jointly developed by WHO and UNICEF and 
endorsed by immunization partners, aims to guide country programmes and to coordinate efforts 
of the international immunization partnerships. 

In general, the Region has made some progress towards achieving the goals mentioned 
above. Despite the 2005 poliomyelitis outbreak in Indonesia and several other importations of 
wild poliovirus into poliomyelitis-free countries in other regions, the Western Pacific Region 
managed to maintain its poliomyelitis-free status. 

Routine EPI performance remains strong in the Region, with coverage for DTP3 and the 
first dose of measles-containing vaccine (MCV1) remaining well over 90% since 2000 (Figure 1). 

Figure I. Reported immunization coverage of selected vaccines, Western Pacific Region, 
2001-2005 

DTP3 OPV3 MCVl HepB3 
11:§~20-0-l----=-r2I-2-00-2-~-2-0-03--D-2-004--.-2-0---'05-'-=iiJ 

Source: WHO/UNICEF Joint Reporting Forms 

However, basic immunization services still do not reach everywhere. The main reasons 
for the lack of or inadequate access to immunization services are economical, cultural and 
infrastructural. In many countries, an overall high national coverage masks significant 
differences at district level, with some achieving DTP3 coverage lower than 50%. In the 
Western Pacific Region, an estimated 3.1 million children are still not fully immunized each 
year, requiring expansion and improved implementation of strategies to better identify those 
currently not reached and to ensure access in a sustainable fashion. It is furthermore assumed 
that approximately 19% of current under-five deaths could be prevented by improving the 
coverage of vaccines already included in national programme and by introducing new ones. This 
would save almost 200 000 children every year. 
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In addition, the overall high Regional coverage hides significant intercountry differences. 
While eight of 14 countries submitting WHOIUNICEF Joint Reporting Forms on Immunization 
(JRFs) in 2006 reported national coverage rates of more than 90% for all antigens included in 
their routine EPI programmes, five of the six remaining countries have not reached 90% 
coverage for any antigen (Figure 2). 

Figure 2. Number of antigens with more than 90% coverage, by country, Western 
Pacific Region, 2005 
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Twenty-four countries and areas reported more than 80% coverage with three doses of 
hepatitis B vaccine; four countries reported less than 50% coverage. The major challenge is 
delivering the first dose of hepatitis B vaccine within 24 hours of births to prevent perinatal 
transmission, especially in countries with substantial proportion of home births. 

Reported coverage ofMCVl was 96% at the Regional level, but several countries still 
report MCV I coverage levels that are lower - some significantly - than 95%. At least eight 
countries in the Region have likely interrupted measles transmission but still may experience 
outbreaks due to importations. The Pacific island countries and areas (PICs) that presumably 
interrupted endemic transmission of the virus were very recently faced with the treat posed by 
the measles outbreak in Fiji in March 2006. This recent outbreak clearly indicates the ongoing 
risk of importation to areas with low population immunity. All countries have, or plan to have, a 
scheduled second dose ofMCV either in the routine immunization schedule or delivered through 
periodically scheduled supplementary immunization activities (SlAs). 

Particularly focusing on the first and last recommended vaccination during the infancy 
period of a child (hepatitis B vaccine birth dose and measles vaccine) will offer new 
opportunities to complete the whole schedule. Efforts are being made at Regional and national 
levels to prepare countries to make informed decisions on the introduction and expansion of new 
and underutilized vaccines against Hib, Streptococcus pneumoniae, rotavirus, rubella, and 
Japanese encephalitis (JE). In the broader context of generally strengthening routine 
immunization services, additional vaccine preventable diseases will be averted and further 
contributions made to reducing childhood mortality as well as maternal mortality, the latter 
mainly through prevention of tetanus. Both will support achieving the important respective 
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Millennium Development Goals (MDG). Looking at these opportunities, it is clear that the 
Region's overall goal of reaching all children by 2012 is not only about measles elimination or 
hepatitis B control but also about reaching all children as early as possible and beyond infancy. 

2.2 Measles elimination 

2.2.1 Regional measles elimination: current status and the way forward 

The Regional Committee endorsed the 15th TAG's recommendation to set the goal of 
regional measles elimination by 2012, making the Western Pacific Region the fourth region to 
set a measles elimination goal. The European and Eastern Mediterranean Regions set the goal of 
regional measles elimination by 2010. Activities proposed for measles elimination include 
sustaining high routine coverage with two doses ofMCV (MCV2), SIAs to interrupt measles 
virus transmission in countries with relatively lower MCVI and MCV2 coverage, and high
quality, case-based measles surveillance. 

2.2.1.1 Routine immunization for measles 

While four countries reported more than 95% coverage for MCVl and two countries 
reported only 50% coverage at national level, the vast majority of districts in the Region reported 
over 90% MCVl coverage in 2005 (JRF, 2006). 

In 2005, 27 out of 37 countries had a scheduled routine MCV2 programme. Cambodia, 
Japan, Kiribati, the Lao People's Democratic Republic, the Philippines, Solomon Islands, 
Vanuatu and Viet Nam do not provide a routine second dose, though Cambodia, Japan, 
Solomon Islands and Viet Nam intend to add a scheduled routine second dose to their 
immunization programme in 2007-2008. Cambodia, Kiribati, the Lao People's Democratic 
Republic, the Philippines, Solomon Islands, Vanuatu and Viet Nam have all implemented or are 
planning to implement SIAs for measles either in preparation to introduce MCV2 or in an attempt 
to fill gaps in population immunities. 

Out of 27 countries reporting coverage with MCV2, four reported greater than 95% 
coverage nationally; one reported less than 50% coverage. Most countries had no data in the 
2005 JRF for MCV2 coverage - due either to not reporting or to not having a scheduled second 
dose. Countries with only one dose ofMCV in their routine schedule are recommended to 
deliver the second dose via national SIAs - which nearly all of these countries do - to ensure 
reaching the level of95% population immunity. 

2.2.1.2 Supplementary immunization activities 

The main strategy being followed in the Western Pacific Region for measles elimination 
focuses on the delivery of strong routine vaccination services that reach each and every child. 
When and where necessary, SIAs are conducted. Such SIAs though are purely "supplemental" in 
nature and do not substitute for the development of good routine measles vaccination delivery 
systems. Measles SIAs were conducted between 2000 and 2004 in Cambodia, China, the 
Lao People's Democratic Republic, Papua New Guinea, the Philippines and Viet Nam, with 
reported coverage varying from 76% to 99%. Four countries in the Region intend to conduct 
SIAs in 2007-2008. Viet Nam is targeting high-risk populations in two difficult-to-access areas, 
Cambodia and Papua New Guinea have follow-up campaigns planned, and the 
Lao People'S Democratic Republic is planning its first campaign since 200 I. 

2.2.1.3 Case-based measles surveillance 

At least one primary care site per municipality should carry out community-based 
reporting. Suspected measles cases should be reported within 48 hours of identification. 
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An investigation and collection of blood specimen should follow within 48 hours of the report. 
Weekly reporting by lower to higher levels, even if zero cases, allows rapid response in case of 
an outbreak; monthly reporting from national level to WHO allows more rapid programmatic 
consultation and assistance, as well as feedback to all countries in Region. 

The suggested surveillance performance indicators for case-based surveillance are 
explained in the Field Guidelinesfor Measles Elimination for the WHO Western Pacific Region. 
The minimum data requirements at national level and below include: case location, age, date of 
rash onset, vaccination history, final laboratory result and final case classification, among other 
core variables, which have been shared with countries and appear in the Field Guidelines for 
Measles Elimination. Virus genotyping will assist in identifying imported cases when 
approaching elimination, and at earlier stages serve to establish data on the endemic genotype. 

In 2005, 85% of countries reported having case-based surveillance (JRF, 2005), though 
WHO received actual case-based data from fewer countries. 

2.2.2 Measles elimination: country experiences 

2.2.2.1 Viet Nam: planning for measles elimination in context of multiyear plan 

Viet Nam has set a national goal of measles elimination by 2010, ahead of the Regional 
goalof2012. Viet Nam intends to achieve.this goal by introducing a routine second dose of 
MCV in 2006-2007, with special immunization activities in high-risk areas. 

Enhanced laboratory and case-based measles surveillance resulted in a dramatic increase 
in the number of reported suspect cases (4773 in 2005 [29.5 per I 000000 population] compared 
to 323 in 200 I). Notwithstanding the increase in suspected cases, the number of samples testing 
positive for measles decreased from 2000 in 2002 to 539 in 2005. While 75% of samples tested 
positive for measles in 2001, only 3% of suspected samples were positive for measles in 2005. 
A high proportion of samples tested positive for rubella. In 2006 (up to May), suspected measles 
cases were reported from 39 of the 64 provinces, but laboratory-confirmed cases were reported 
only from four provinces. 

However, seven outbreaks leading to 1844 cases were reported from three mountainous 
and difficult-to-reach provinces in 2006, underscoring the importance of additional efforts in 
these areas as proposed in Viet Nam's mUltiyear plan (2006-2010). 

The fact that the age profile of reported cases varied by province has implications for 
strategies to be adopted for achieving the measles elimination goal. In Thai Nguyen, 96% of 
cases were over 15 years of age. It was felt that this and other health indicators point to low
quality immunization services. In Dien Bien and Lai Chau, the vast majority of cases in these 
mountainous and remote districts were under 15 years of age, the traditional pool of susceptible 
population. Current SIA planning for 2007 addresses these and other susceptible populations, 
targeting 3.5 million in high-risk areas. 

To summarize, Viet Nam's strategies to achieve measles elimination by 2010 include: 
ensuring more than 90% MCVI coverage in every district; introducing MCV2 for six-year-old 
children entering school; conducting a MCV2 campaign for children under 18 years in remote, 
mountainous and difficult-to-reach areas in the first quarter of 2007 and the following years (for 
high-risk areas); and finally, enhancing the measles laboratory and case-based surveillance. Pilot 
introduction ofMCV2 was started in 2006, with a planned application to the Global Alliance and 
Vaccine Initiative (GA VI) in October 2006 for nationwide introduction of MCV2 in 2007. 
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2.2.2.2 China: impact of the Guizhou Project 

Guizhou, one of the poorest provinces in China, was developed as a model for 
strenghtening routine immunization services and accelerating the control of target diseases 
including measles. Guizhou had the highest measles incidence and mortality in China. All 
6795 hospitals at county and higher level report measles cases, with 60 000 to 100 000 suspect 
cases reported each year and 50% to 60% of suspect cases having measles IgM positive 
laboratory results. A four-year project was launched in 2003 with the assitance of the 
United States Centers for Disease Control and Prevention (CDC), the Japan International 
Cooperation Agency (JICA),WHO,UNICEF, China's Ministry of Health and China CDC with 
the main objective of eliminating measles. 

Active case-based surveillance for measles has been integrated nationwide with acute 
flaccid paralysis (AFP) surveillance since 1999. The 2004 measles catch-up campaign 
effectively reduced measles incidence by more than 95% and eliminated measles deaths in 
Guizhou. Great progress was made in strengthening implementation of school entry 
immunization requirements, which has required close collaboration between the health and 
education sectors, with effective coordination by the government. The project was able to 
sustain a reduction in measles incidence to less than five cases per 100 000, while maintaining 
the measles and AFP surveillance performance at WHO standards. 

With no measles deaths in 2005, Guizhou reported the lowest mortality and incidence rates 
nationwide. New strategies for successfully conducting measles catch-up campaigns and 
implementing school entry requirements for all EPI vaccines developed in Guizhou may now be 
considered as a model for use in other parts of China as well as in other countries. 

At the national level, the largest increase in measles cases is being observed in children 
under one year and in adults. Reaching migrant popUlations, which is ever growing (-10% or 
120 million) with immunization services, is very challenging. In some cities, 40%-60% of 
measles cases are among migrant populations, which comprise over 40% of the total population 
in some inner city urban areas. In several locations such as Shanghai and Zhejiang measles cases 
in the migrant populations far outnumber those in residents. 

The National Action Plan for Measles Elimination in China, 2006-2012, will soon be 
finalized. Strong international partnerships and resources are needed to help China achieve the 
goals by 2012. The plan in China is: to carry out catch-up SIAs and strengthen routine coverage 
in the western provinces; to move the age of the second measles dose from seven years to 
18-24 months; and to increase MCV2 coverage to more than 95% coverage, through either 
routine or supplementary immunizations. Additional strategies will include enforcement of 
school entry immunization requirements, special outreach activities to reach migrants and high
risk adults, and strengthening measles surveillance, including the laboratory network. Efforts 
will also be made to improve rapid response mechanisms to control measles outbreaks. 

2.2.2.3 The Republic of Korea: evaluation of measles elimination 

An outbreak of more than 55 000 cases of measles took place in the Republic of Korea 
between 2000 and 2001. In response, the country established strategies to eliminate measles 
rather than just relying on good control. These strategies included large-scale measles 
immunization catch-up campaigns targeting 5.8 million schoolchildren from age eight to 
16 years in 2001 (97% coverage was achieved); achievement and maintenance of high routine 
immunization coverage with MCV2; and enforcement of mandatory certification of vaccination 
at school entry. Approximately 99% of children eligible for school entry have been certified as 
vaccinated with measles-mumps-rubella (MMR) vaccine annually since 2002. The efforts on 
the immunization front were matched with strong and effective laboratory and case-based 
surveillance systems with aggressive response to outbreaks. 



- 8 -

The age distribution of measles cases in 2000 showed a typical bimodal distribution. The 
first peak occurred among children less than two years of age, and the second peak involved a 
wide range of school-age groups. During the period 2002-2006, the second peak disappeared 
but peaks in the first year of life and at five years of age have remained. 

From 2002 to 2004, II to 13 confirmed measles cases have been reported annually. In 
2005, only two confirmed cases were reported and both of these cases were due to importations. 
In 2005, the Republic of Korea conducted a study on the reliability of reported measles 
certification data. In this study, the coverage on medical records or child health records was 
97.5%-98.8%. The first dose coverage is estimated to be above 95%, but the second dose is 
given to six-years-olds before entering school. The Republic of Korea is considering 
administering the second dose at an earlier age to improve the timely immunization of preschool 
children. 

From April 2006, with the close cooperation of private laboratory centres, collection rates 
and data reporting have intensified. A total 66 suspected cases were reported between January 
and May 2006. Twenty-one cases were confirmed, including five cases imported from China, 
Indonesia and Thailand. The Republic of Korea thus experienced the first outbreak in 2006 after 
the catch-up campaign. 

The Republic of Korea recognizes the WHO indicators for measles elimination: low 
incidence, excellent surveillance, and maintenance of95% immunity. Coverage with two doses 
of MMR is reported to be more than 99%. The incidence in the Republic of Korea is 0.9 cases 
per I 000 000 for laboratory-confirmed cases, excluding imported cases. The incidence of 
suspected cases was low, only 0.32 per 100000, and only one region exceeded this. Selected 
samples are tested by obtaining specimen for virus isolation and genotyping. 

Laboratory surveillance is carried out not only at the provincial level, but also by private 
laboratory centres, which complicates reporting of suspect cases. Since April 2006, private 
laboratory centres have been asked to immediately report IgM positive sera to the Korea CDC. 
The recommended reporting time was reduced to one to four days. As a result, it is now possible 
to investigate IgM positive cases in the early stage and in a more intensified manner. 

The D5 genotype isolated in outbreaks in 1993 and 2005 is observed to be circulating in 
Japan. On the other hand, the HI genotype isolated in an outbreak in 2000-2001 is circulating in 
China. Because of the difficulty to distinguish imported from indigenous cases by genotype, the 
Republic of Korea needs rapid and aggressive case investigation to determine the chains of 
transmission. The Republic of Korea intends to cooperate with other countries to achieve 
measles elimination in the Western Pacific Region. 

2.2.2.4 Measles outbreak in Fiji 

In March 2006, Fiji reported its first measles outbreak in the last seven years. As with all 
outbreaks, this one likely reflects poor routine immunization coverage and build-up of 
susceptibles. Coverage increased slowly from 20% in 1979 to 80% by 1997, but measles 
outbreaks were still common in Fiji during this period. 

To address this problem, Fiji conducted two measles SIAs. In 1998, an SIA targeted 
infants and children nine months to 14 years, with 85% reported coverage; in 2001, another SIA 
targeted children from nine months to five years, with 86% reported coverage. In 2003, Fiji 
introduced a second routine dose of measles vaccine - as measles-rubella (MR) vaccine - for 
children age 12 and six (school entry). By 2004, the routine MeVI reported coverage was still 
around 80%, and confirmed in a recent coverage survey. 
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Measles outbreaks were common in the Pacific (including Fiji) before 1998, but following 
synchronized measles SIAs among the PIes in 199711998, endemic measles virus circulation 
appears to have been interrupted, and only a few outbreaks have occurred - the largest being the 
Marshall Islands' outbreak in 2003 with over 800 cases. 

From 2002 to 2004, Fiji reported sporadic suspected measles cases but none was 
laboratory confirmed. For the recent measles outbreak in Fiji, the rash onset date ofthe first 
reported case was 8 February 2006, but the child did not present to a health centre until 
12 February 2006. Measles was not considered because so much time had passed since the last 
case in Fiji. However, a clinician at a provincial hospital suspected measles and informed the 
Ministry of Health on the 17 February. The Ministry promptly notified WHO. 

Following the laboratory confinnation of the measles virus in Fiji, the Ministry of Health 
requested WHO to assess the risk of an outbreak. 

The assessment done by WHO confirmed the existence of a measles outbreak and also 
provided evidence of limited spread on the west side of the main island. Population immunity 
estimates, based on reported measles routine vaccination and SIA coverage, suggested that up to 
23 000 children were not immune to measles and a large outbreak was likely. The 23 000 children 
were born from 2001 to early 200S, i.e. they were one to five years of age, with the most likely 
reason for lack of immunity being failure to receive their first dose. 

Measles in Fiji placed other PIes at risk because of its function as a transportation hub, 
and also because of the low immunity in countries such as Kiribati, Samoa, Solomon Islands and 
Vanuatu. 

Overall, at total of 132 reported measles cases (less than six months of age [3.8%], six to 
II months [25%], one to four years [28.8%], five to 14 years [IS.2%], 15 years or older [27.3%]) 
met the clinical case definition, including 24 that were laboratory confinned. Measles incidence 
was highest among children six to 11 months old (3.78 cases per 1000 population), followed by 
children less than six months old (0.57 per 1000 population). The immunization status was 
unknown for most cases. Approximately 24% of cases required hospitalization, mainly for 
pneumonia. No death was reported. 

The first action taken by the Ministry of Health to address the outbreak was ensuring 
proper case management. Triaging and treatment guidelines were rapidly developed and sent to 
all health sites and workers to ensure that health facilities were not focal points for virus 
transmission. Also, vitamin A, which was not available in country at the start of the outbreak, 
was rapidly procured and distributed to all sites. 

Surveillance was rapidly scaled up. Daily reporting of cases of "acute fever and rash" was 
carried out by 21 sentinel hospitals under a system originally developed for AFP surveillance in 
the Pacific. Also, given the risk of virus exportation to other PIes, the remaining 19 PIes were 
requested to report to WHO weekly on acute fever and rash under the same sentinel surveillance 
system. 

Finally, given the large number of children estimated to be not immune to measles, the 
Ministry of Health decided to undertake measles outbreak response immunization. About 
91 000 infants and children aged six months to five years were targeted over a one-month period 
from 3 April to 3 May, or starting about one month after the laboratory confirmation of the initial 
cases. A target of 9S% or above was set for all districts, and districts not reaching this level were 
to continue the outbreak response immunization after the national completion date, or until high 
coverage was validated by rapid coverage assessments 

The outbreak response immunization appears to have been both successful and effective, 
with nearly 90 000 MR doses given. The final national reported coverage was 98%, with 18 out 
of20 districts reporting 9S% and higher coverage. Given that an estimated 23000 children were 
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not immune to measles, and that only 132 measles cases were reported, the outbreak response 
immunization appears to have been effective in reducing the total number of measles cases in 
this outbreak. 

Several lessons were learnt from this outbreak and the response to it. First, the apparent 
build-up of susceptible children from 2001 onwards was due to less than optimal routine 
coverage. Second, pockets of susceptible adolescents and adults apparently did not become 
immune from either past SlAs or natural infection. 

Finally, with interruption of measles virus for such a long period, the importation of 
measles virus was all that was needed for an outbreak to occur. This is consistent with other 
outbreaks in the Pacific, such as the 2003 outbreak in the Marshall Islands, which also included 
the HI genotype. It is critical that SlAs achieve over 95% coverage. Many measles cases in the 
Western Division in Fiji occurred in older age cohorts among adolescents and adults that should 
have been targeted by past SIAs, but appear to have been missed. Also, because adolescents and 
adults are more mobile within a population, these cases might have played an important role in 
spreading measles in the community. 

2.2.3 Regional measles laboratory network: progress and prospects 

Setting a Regional measles elimination goal requires laboratory-confirmed, case-base 
surveillance of all reported acute fever and rash cases. The positive predictive value (PPV) of 
measles diagnosis varies substantially in different stages of measles elimination. As the Region 
approaches the measles elimination phase, clinical or laboratory diagnosis of the cases with 
extremely high specificity becomes indispensable. For instance, in a setting during non-epidemic 
periods, one estimate shows that clinical diagnosis may have a PPV of 5% only. This means as 
many as 95 out of 100 clinically confinned measles cases might be incorrectly diagnosed. Even 
a moderate reduction (e.g. 99% to 95%) in specificity of the testing would decrease the PPV by 
two thirds in a setting in which the prevalence of measles is 1 %. 

To ensure proper implementation of measles laboratory testing throughout the Region, a 
regional laboratory network for measles has been established. The network is comprised of one 
global specialized laboratory (GSL), two regional reference laboratories (RRL) and 18 national 
measles laboratories (t-.'ML), each of which has specified roles. In China, 31 provincial 
laboratories and more than 300 prefecture-level laboratories are functioning as subnational 
laboratories. 

WHO has a formal system of accreditation for the designated measles laboratories within 
the network, similar to the poliomyelitis laboratory network, to ensure the quality of services 
provided by the network laboratories. This serves as a guarantee that the network laboratories 
are in compliance with the high standards set by WHO. Assessment of the laboratories covers 
performance and various conditions in the preceding 12 months. Accreditation, which has to be 
renewed every year, is conferred to laboratories that successfully satisfY the following six 
criteria: 

• timeliness in reporting: more than 80% of samples reported within seven days (or 
earlier) of receipt; 

• annual number of serological tests: at least 50 serum specimens tested annually 
spread across the year; 

• accuracy of measles IgM detection; 

• 90% agreement in confirmatory test results ofRRL; 

• quality control (QC) procedures in place (e.g. serological controls, calibration, 
temperature recording); and 

• a score of at least 90% on a WHO approved proficiency test (PT). 
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An annual on-site review, for which at least an 80% score has to be achieved is waived 
for laboratories with consistently high performance indicators. ' 

The Region has been keen to implement this scheme, and much progress has been made so 
far. The WHO Regional Office for the Western Pacific is in the process of conferring full 
accreditation status to three laboratories, namely the Republic of Korea, Hong Kong (China) and 
New Zealand, for the first time as NMLs. Two RRLs in Australia and China have been 
accredited for years. 

There are some readily available sampling methodologies suitable for the detection of 
measles 19M. While conventional serum samples are considered the "gold standard" and are 
preferred, dried blood spots (DBS) is thOUght to be a promising replacement because of its 
convenience in sample collection and transportation. DBS is suitable especially in areas where 
transportation of the samples is a limiting factor oflaboratory confirmation of measles. Knowing 
the increasing demand for DBS in the field, the Regional Office designed and placed an order for 
a DBS sampling kit consisting of a dedicated filter paper card, a disposable micro-lancet suitable 
for finger pricking and a desiccant, all of which come in a sealed plastic bag for easy delivery . 
and safe storage at health care providers in the forefront. 

Training has been tailored to the needs of the network laboratories in the Region. For 
instance, a week-long on-site training was conducted in Cambodia in August 2005 and a hands
on workshop for provincial measles laboratories was held in October 2005. More recently, 
another hands-on training course focusing on conventional enzyme-linked immunosorbent assays 
(ELISA), cell culture and measles virus isolation was held in Hong Kong (China) in March 2006. 

2.3 Hepatitis B control 

2.3.1 Current status 

Twenty-four countries and areas reported more than 80% coverage with three doses of 
hepatitis B vaccine (HepB3). Only Cambodia, the Lao People's Democratic Republic, 
Papua New Guinea and the Philippines, which account for about 6% of the Regional population, 
reported less than 50% HepB3 coverage in 2004. Nonetheless, an estimated five million children 
are either unimmunized or not fully immunized. 

Using simplistic modelling to predict seroprevalence in five-year-olds born in 2004, after 
after passing through to peak age of horizontal trasmission( \-5 years of age), many countries will 
reach the goal of less than 2% HbsAG positive rates in 2009 if their reported immunization 
coverage data are correct (Figure 3). However, this assumption needs to be validated by 
serosurveys. The conservative calculation does not take into account the reduced risk of 
horizontal transmission over time due to overall economic development, improvements in health 
delivery systems (especially injection safety), reduced perinatal transmission, and herd 
immunity. 

In the Western Pacific Region, mother-to-child transmission at birth plays a very 
important role in hepatitis B epidemiology. Delivery of the first dose of the vaccine within 
24 hours of birth is as critical for reducing the spread of the disease as maintaining overall high 
coverage with three doses of hepatitis B vaccine. While increasing HepB3 depends on the 
overall strengthening of routine systems, provision of the first dose within 24 hours of birth to 
prevent mother-to-child transmission provides a special challenge, especially in countries where 
a substantial proportion of births occur at home, unsupervised by any trained health worker. 
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Figure 3. Anticipated HbsAG positive rates (%) among five years old population in 2009 
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2.3.2 Introduction of operational guidelines to prevent mother-to-child transmission 
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Preventing mother-to-child transmission is an important element of overall hepatitis B 
control. On average, with the exception of a few countries, 8% to 10% of the pregnant mothers 
in the Region are likely to be chronic carriers of hepatitis B. Of these, 25% to 40% are estimated 
to be positive for hepatitis B 'e' antigen (HbeAg), which increases the risk of mother-to-child 
transmission to almost 90%, compared to a 10% risk if the mother is positive for hepatitis B 
surface antigen (HbsAg) only. The risk of becoming a chronic carrier is almost 90% if infected 
at birth. Based on mathematical modelling and survey data collected in several countries, it is 
estimated that in the absence of measures to prevent mother-to-child transmission, 3% to 5% of 
all infants may become chronic carriers of hepatitis B. This chronic infection rate is much higher 
than the Regional goal of2% by 2012. 

Universal infant immunization with the first dose at birth (preferably within 24 hours of 
birth) not only protects the infant from perinatal transmission, but also provides early protection 
from potential subsequent infection. An alternative to universal birth dose (e.g. birth dose for 
infants of carrier mothers) is only feasible if there are well developed systems of antenatal care 
screening with high rates of antenatal care attendance. However, antenatal care utilization 
remains very low and poorly resourced in many developing countries. In some countries, 
especially where mothers are screened for hepatitis B during pregnancy, hepatitis B 
immunoglobulin is also used in addition to hepatitis B vaccine. However, the evidence of the 
impact of hepatitis B immunoglobulin on reducing the transmission over and above that provided 
by hepatitis B vaccine is equivocal, with some studies showing additional protection and others 
showing no additional protection. The provision of hepatitis B immunoglobulin may not be 
feasible in resource-constrained settings that do not have antenatal screening for hepatitis B. 
Thus, in the absence of antenatal screening, the cost-effectiveness of universal provision of 
hepatitis B immunoglobulin needs to be studied carefully. 

One of two key challenges to the delivery of hepatitis B vaccine at birth is ensuring access 
to a trained service provider at the time of birth, as almost 30% of births in the Western Pacific 
Region (almost 50% to 70% in Cambodia and the Lao People's Democratic Republic) take place 
at home and are supervised by birth attendants who may not be competent to give injections. 
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The second key challenge is ensuring the availability of vaccine at the place and time of 
birth. In many lower-level health facilities, immunization services are delivered in 
weekly/monthlylbimonthly sessions, and vaccine is stored in cold boxes or vaccine carriers for 
only one or two days. Vaccine is unavailable for most ofthe other days and cannot be provided 
even to the births taking place in the health facility. In addition, in many large facilities with 
continuous cold chain, vaccine is not stored in the labour or postnatal ward, thereby missing the 
opportunity to provide the vaccine as early as possible after birth. 

However, there are several opportunities to improve the coverage of timely birth dose of 
hepatitis B. First, increasing access to trained maternity care - an indicator to measure progress 
in reducing maternal mortality (MDG5) - is a priority at both national and international levels. 
Second, the recommendation to administer vaccine or injection immediately after birth is not 
new. It has always been recommended to give the Bacille Calmette-Guerin (BCG) vaccine at 
birth. Vitamin K injection is given in many countries immediately after birth to prevent vitamin 
K deficiency bleeding. Finally, the relative heat stability of hepatitis B vaccine, which implies 
that it can be stored out of the cold chain for a period of time, provides another opportunity to 
expand the birth dose coverage, especially where continuous cold chain cromot be maintained. 

The progrrunmatic strategies to provide timely birth dose will vary depending on the place 
of maternity care; provider of maternity care; and the organization, relationships and 
coordination between EPI and maternal service staff. Customized strategies needs to be 
developed for different group of births to ensure that all births are reached, irrespective of the 
place of maternity care and provider of maternity services. 

Operational plans for delivery of birth dose should proceed from "easy" to "difficult" i.e. 
first ensuring provision of the birth dose in hospitals and health facilities, where there is a 
provider and vaccine storage facilities already available. Even in health facilities provision of 
birth dose may require proactive efforts. In many countries in the Western Pacific Region, birth 
dose is not delivered on time in hospitals and health facilities because: (1) facilities are 
traditionally excluded from providing immunization services, or (2) health workers are not aware 
of the importance of providing timely birth dose, thereby delaying it unnecessarily to the time of 
discharge or withholding it on false contraindications. 

Special training of paediatric or maternity staff - integrated with other training on 
newborn or maternity care initiatives or interventions - will be required to sensitize them to the 
issue of mother-to-child transmission and the need to give the vaccine immediately after the 
birth. The current parent-held records of child immunization also need to be modified to provide 
space for recording the birth dose of hepatitis B vaccine. 

The EPI managers must regularly monitor the birth dose coverage by each health facility 
and for home-based births with development of appropriate recording and reporting systems. 
The recording system must ensure that providers distinguish between a dose given on time and a 
dose given after 24 hours of birth with specification of reasons thereof. Many countries have 
developed different systems, though many have yet to develop any. Efforts will also be required 
to inform, educate and communicate with health care providers in both public and private sector 
as well as with parents to emphasize the importance of birth dose of hepatitis B. 

Only monovalent hepatitis B vaccine can be used for the purpose of birth dose. 
Considering the demonstrated heat stability of hepatitis B vaccine, the vaccine can be used "out 
of cold chain" for up to one month if certain conditions are met. Out of cold chain use is 
recommended only where the continuous cold chain cannot be maintained and only if vaccine is 
supplied with vaccine vial monitors (VVM). In addition, out of cold chain use is recommended 
only for the purpose of birth dose, with subsequent doses delivered within the usual cold chain. 
Sufficient efforts should be made to sensitize and instruct the health workers on this issue. One 
useful practical approach may be to distinguish the vial size or vaccine presentation, which is 
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automatically achieved in countries using combination vaccines. In other countries, one- to two
dose vial presentations may be used for birth dose and a different vial presentation such as 
1 O-dose vial may be used for subsequent doses. 

Out of cold chain use is recommended only at the point of use, i.e. at the lowest health 
facility level or at the midwife level; it is not recommended at national or provincial level stores. 
Since most of the current studies assessed the vaccine potency for one to two months, vaccines 
should be used out of cold chain for only up to one month. However, a group of immunization 
experts argue that vaccines can be used out of cold chain as long as the attached VVM is not past 
the discard point. 

To summarize, preventing mother-to-child transmission will be an important focus area in 
overall hepatitis B control and proactive efforts will be needed to develop systems to deliver the 
vaccine at birth. The operational guidelines developed by the WHO Regional Office provide a 
menu of programmatic options that may be adopted to expand the coverage with timely birth 
dose. 

2.3.3 Country experiences in hepatitis B control 

2.3.3.1 China 

Hepatitis B is an important public health problem in China. It suffers from approximately 
lO% chronic infection rates and accounts for one third of global deaths related to hepatitis B. 
Hepatitis B vaccine was first introduced in 1992 with user-payment, and coverage remained low 
especially in poor and remote areas until few years ago when it was fully integrated with EPI in 
2002. An immunization regulation passed in March 2005 made all EPI vaccines free for all 
children. As a result, coverage with three doses hepatitis B vaccine (HepB3) increased steadily 
from about 70% in 1997 to over 95% in 2004, and coverage with timely birth dose increased 
from about 30% to almost 75% during the same years. China also developed its hepatitis B 
control plan spanning 2006 to 2010, which sets a goal of less than 1 % carrier rate among children 
less than five years of age and less than 7% for whole population by 20 I O. The plan envisages 
achievement of more than 90% coverage with HepB3, and more than 90%, 80% and 75% 
coverage with timely birth dose in eastern, middle, and western provinces, respectively. 

As per the results of national EPI coverage survey in 2004, both the HepB3coverage and 
timely birth dose is much lower in home births (50% and 20%, respectively) than for hospital
based births (90% and 20%, respectively). In addition, substantial regional variations were also 
observed with coverage much lower in western region. 

Universal infant immunization with first dose within 24 hours of birth remains the key 
strategy for hepatitis B control in China. In addition, the national hepatitis B control plan 
outlines a strategy for a catch-up immunization campaign for children born after 2002; provision 
of all EPI injection by auto-disable (AD) syringes; regulation on hospital infection control 
practices; and immunization for high-risk adult popUlations. 

Specific approaches to increase timely birth dose include: promoting hospital births; 
carrying out information, education and communication (lEC) activities; and providing subsidies 
to village doctors. Specific customized measures including training and IEC activities have been 
undertaken to increase the timely birth dose coverage for hospital births as well as for home 
births. The social mobilization efforts focus on incre1!Sing awareness about the importance of 
birth dose among service providers and parents through different mass media and other means, 
and through holding national immunization days. Special attention is being paid to monitoring 
and supervision, with HepB3fDTP3 and on-time HepBlfDTPI being the key indicators 
monitored. Data were also presented from Qinghai timely birth dose demonstration project. 
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Some of the main challenges for hepatitis B control programmes in China include: 
assuring high coverage in the poverty counties, reaching hard-to-reach population groups, and 
assuring timely birth dose for horne births. Future plans include conducting a hepatitis B 
serosurvey, improving timeliness of first dose of vaccine including implementation of pilot 
demonstration projects, and carrying out national training programmes. 

2.3.3.2 Viet Nam 

Though hepatitis B control is perceived to be an important public health programme in 
VietNam, hepatitis B vaccination covered only 5% to 19% of eligible population between 1997 
and 2001. Viet Nam expanded hepatitis B vaccination to 66% of the population in 2002, and to 
100% of the eligible population in 2003, with support from GAVI. The hepatitis B vaccination 
schedule underwent continuous changes with regard to timing of first dose of hepatitis B vaccine 
- from within the first month after birth (1997-2001) to within 72 hours of birth (2002-2004) to 
within 24 hours of birth (2005 onwards). The current birth dose strategy states that all infants 
born at health facilities should be given the first dose within 24 hours of birth, and that infants 
born outside of health facilities should be given the first dose as soon as possible. Procurement 
of single-dose vaccine vials with GA VI support has greatly facilitated the hepatitis B vaccine 
birth dose programme. 

HepB3 coverage has been maintained above 90% since its expansion nationwide in 2003. 
The timely birth dose coverage with hepatitis B vaccine increased steadily from 55% in 2003 to 
62% in 2005. 

Due to the vertical organization of maternal health and EPI services, it took a special 
administrative order from the Ministry of Health to force maternal health service staff to provide 
hepatitis B vaccine within 24 hours of birth. The Ministry of Health has also advocated for local 
manufacturers to produce hepatitis B vaccine in single-dose vials with VVM after GA VI support 
ends in 2007. The current domestic production is in the form of two-dose vials without VVM, 
which may act as a constraint in expanding the birth dose coverage after GA VI support. A 
policy was developed to store the vaccine within a refrigerator near or within the labour room in 
health facilities. In addition, a policy is being developed for use of vaccine out of the cold chain. 
Efforts are also being made to increase awareness about the mode of transmission of hepatitis B, 
and to train and re-train health providers through effective communication and supportive 
superVIsion. 

2.3.3.3 The Philippines 

Despite the introduction of hepatitis B vaccine into the EPI in 1992, the Philippines' 
public sector has failed to procure 100% of its vaccine needs. Procurement has ranged from 10% 
to 70% since then. The shortfall is mainly due to a failure to commit budget resources to procure 
the vaccine. The current vaccination schedule requires the first dose of hepatitis B vaccine to be 
given at six weeks of age, leaving newborns exposed to mother-to-child transmission. 

Major achievements were made in 2005-2006. An administrative order stipulating the 
first dose of hepatitis B vaccine to be given within 24 hours was issued. PhilHealth, a major 
health insurance provider, will include the hepatitis B birth dose in the newborn package by 
2007. All the vaccines needed for 2005-2006 were procured. In addition, many initiatives were 
taken to strengthen EPI in the country in the last few years. 

Although there is a high level of demand from mothers for the vaccine at birth, the major 
challenge is the high proportion of births at horne by unskilled attendants (40%). Another major 
challenge is the unpredictable funding for vaccines from 2007 onwards. 
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Future plans include conducting regional consultative workshops to disseminate policies 
and plans for the birth dose and a pilot project for birth dose administration among home 
deliveries. 

2.4 Poliomyelitis eradication 

2.4.1 Update on global poliomyelitis eradication status 

While only four countries remain poliomyelitis-endemic (Afghanistan, India, Nigeria and 
Pakistan), nine countries reported 54 poliomyelitis cases in 2006 due to importations. They were 
Bangladesh (four cases), Democratic Republic of Congo (three cases), Ethiopia (three cases), 
Indonesia (two cases), Namibia (10 cases), Nepal (1 case), Niger (4 case), Somalia (26 cases) and 
Yemen (1 case). Progress in both endemic and re-infected countries was greatly aided by the 
development, licensing and widespread use of monovalent type 1 and type 3 oral polio vaccines 
(OPV). However, more than one fifth of children in Nigeria are still not receiving OPV during 
immunization activities in eight key northern states, leading to increasingly uncontrolled 
transmission of poliovirus in these areas. 

A detailed analysis of the poliomyelitis outbreaks following importations of 2003-2005 
has clearly demonstrated the feasibility of stopping re-established transmission within 
six to 12 months, given an appropriate and timely response. Encouragingly, the guidelines on 
outbreak response issued by the Advisory Committee for Polio Eradication (ACPE) were 
endorsed by the World Health Assembly (WHA) in May 2005 and are being followed by all 
Member States. Furthermore, analysis in each of the four endemic areas continues to 
demonstrate that ongoing transmission is primarily due to the failure to immunize a sufficient 
number of children. Although the reason for this failure differs by country, all four are adapting 
their strategies and activities accordingly. 

The major challenge in Afghanistan is maintaining access during the acute upsurge in 
conflict in the Southern Region. In Pakistan, the programme is adapting its strategies to the 
challenge of systematically reaching cross-border, mobile populations and insecurity-affected 
areas. In India, the full attention of the programme is now focused on the one district in western 
Uttar Pradesh, Moradabad, in which 50% of recent cases are now concentrated. In Nigeria, a 
'new' approach combining fixed sites and mobile teams has proven very popular with northern 
communities and local leaders alike, although there remain major operational deficiencies in 
implementation. 

Recognizing the above, WHO, UNICEF and the poliomyelitis eradication partnership is 
further refming its programme of work to facilitate the interruption of wild poliovirus in each of 
these areas. The mUlti-pronged approach has a special emphasis on heightened political 
advocacy, community engagement and technical assistance. 

As demonstrated by several episodes of circulating vaccine-derived poliovirus (cVDPV) in 
recent years, the continued use of live attenuated polioviruses contained in OPV after 
interruption of global transmission would ultimately be incompatible with eradication. Safely 
stopping the use of OPV will require: 

• confirmation of interruption of wild polioviruses (i.e. global certification of 
eradication); 

• appropriate containment of all polioviruses in laboratories and vaccine-production 
facilities; 

• continued poliovirus surveillance and notification capacity that meet international 
standards globally; 
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• a WHOIUNICEF managed stockpile of monovalent oral poliovirus vaccine (mOPV) 
with internationally agreed mechanisms for use; and 

• processes for synchronously stopping OPV use globally. 

In this context, WHO recently published a supplement to the position paper on the 
introduction of inactivated poliovirus vaccine (IPV) into countries using OPV. The supplement 
focuses on preparations for policy decisions on vaccination for the OPV cessation era, which is 
expected to begin approximately three years after confirmation of interruption of poliovirus 
transmission globally and appropriate containment of wild poliovirus materials. This supplement, 
together with the next edition of the WHO global action plan for laboratory containment of 
polioviruses (GAP III), which is expected to be available for public comment in the last quarter 
of 2006, provides guidance to countries on whether to retain poliovirus for scientific purposes or 
vaccine production after OPV cessation, and the implications of such a decision in terms of bio
containment and IPV immunization requirements. 

2.4.2 Regional update on maintaining poliomyelitis-free status 

Global certification of the eradication of wild poliovirus is currently anticipated by 2010. 
This time-frame makes it imperative for countries in the Western Pacific Region to sustain both 
high-quality surveillance and appropriate levels of population immunity to prevent the spread of 
wild poliovirus importations and to avoid the emergence and pos'sible circulation of c VDPV. 

Reported routine immunization coverage against poliomyelitis has been maintained at 
levels similar to previous years. However, serious immunity gaps continue to exist in some 
areas, particularly in the Lao People's Democratic Republic, Papua New Guinea, some 
Pacific island countries, and high-risk communities and populations in China and the Philippines. 

In view of recent wild poliovirus importations into poliomyelitis-free areas, and the 
poliomyelitis outbreak in Indonesia in 2005, several activities were undertaken to enhance wild 
poliovirus preparedness, including updating of national preparedness plans, strengthening AFP 
surveillance in key countries and conducting OPV STAs in high-risk areas in Cambodia, China, 
Mongolia, the Philippines and Viet Nam. 

Tn 2006 (as of 19 June), a total of2253 AFP cases with onset have been reported, resulting 
in an annualized non-polio AFP rate of 1.16 per 100000 popUlation under age 15. The adequate 
stool specimen collection rate is 89%. Poliovirus isolation and typing results are available within 
14 days of receipt for 82% of specimens. Availability of intra typic differentiation (lTD) results 
within 60 days of paralysis onset improved 82%, mainly due to efforts made in China. The non
polio enterovirus (NPEV) isolation rate is 8%. Standard lTD was so far applied to 77 poliovirus 
isolates from AFP cases and 29 poliovirus isolates from non-AFP sources. Five isolates from 
AFP cases and one isolate from non-AFP sources had discordant lTD results and were sequenced. 

A VDPV type 3 with 2.4% divergence in the VPl was isolated from an AFP case in 
Phnom Penh in line with the recent cVDPV episode. This child had paralysis onset on 
15 January 2006. Only half of the mutations were shared with the index case, highly suggesting 
that at least two distinct lineages co-existed. The child was not fully immunized and a quick 
coverage survey conducted in the area revealed very low OPV3 coverage with high drop-out 
rates. 

Tn January, the Global Specialized Polio Laboratory at the National Institute for Infectious 
Diseases (NUD) in Tokyo, Japan, notified a VDPV type 3 associated AFP case; the isolate had a 
2% divergence in VPI and NPEV recombination in the 3D region. This index case, who was 
from a district in Kandal Province across the river from Phnom Penh, had onset of paralysis on 
26 November 2005. 
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Immediate investigation had identified an unreported AFP case, clustering in time and 
space, which had onset on 30 November 2005. Serum and follow-up stool samples from the 
VDPV case as well as stool specimens from healthy contacts indicated normal values for IgG, 
IgM and IgA in the index case and all stool samples tested negative for poliovirus. 

To enhance surveillance, all provinces were instructed to conduct retrospective hospital 
record searches for at least the last three months for possibly missed AFP cases. Active searches 
for unreported cases were carried out in 20 villages surrounding the index case. Door-to-door 
quick coverage surveys were conducted and OPV3 coverage, based on vaccinations cards, 
ranged from 25% to 80% among the children reviewed. Coverage with OPV3 was 48% in the 
village of the index case. 

To better prepare for the eventual importation of wild poliovirus, Cambodia conducted 
one round of preventive SlAs last October in high-risk communities (targeting 158000 children 
under five years and reporting 87% coverage). The district in which the VDPC index case lived 
was not included because it was also not included in the OPV SIA in 2003 or the measles (plus 
OPV) SIA in 2004. 

In response to the cVDPV poliomyelitis outbreak, three rounds of extended SIAs with 
OPV were conducted in a phased manner during the first weeks of March, April and May 2006. 
The SIAs targeted 1 million children under five years. Reported coverage is high and no further 
VDPV cases have been found to date. 

In May, a type I VDPV (98.57% convergence in VPI) was isolated from an II-year-old, 
unimmunized AFP case from Guanxi Province, China. The child had paralysis onset on 
10 March 2006. Further investigation results are expected. 

On 19 May 2006, the national polio laboratory in Singapore reported isolation of a type I 
wild poliovirus from a stool sample of a two-year-old female child with AFP. The child had 
apparently developed paralysis in her home in Dutse, Jigawa state, northern Nigeria on 
21 April 2006, before travelling to Singapore with her family to seek medical care. 

The Government of Singapore rapidly took all necessary steps to minimize and avert a 
threat to national public health. The existing sensitive AFP surveillance system allowed for the 
rapid detection, investigation and response to this case, and ensured that any additional cases 
would have been rapidly identified. Singapore's routine immunization coverage is reported to be 
95%. There was no need to conduct SIAs in response to this case because of the high, 
maintained population immunity levels, together with a very good sanitation infrastructure in 
Singapore. 

Supported by WHO, the Ministry of Health of Singapore responded to the poliomyelitis 
case immediately by launching a thorough epidemiological investigation and enhancing 
surveillance for AFP, including the distribution of a public health alert to all paediatricians, 
neurologists and internal medicine specialists in both the private and public sector. Children, who 
came into direct contact with the index case, including two who had returned home to Indonesia 
and one to the Russian Federation, were traced and stool specimens collected. No additional 
virus-positive cases were found in Singapore, and no poliovirus was isolated in the tested 
contacts. The investigation, which involved rapid, efficient international coordination between 
ministries of health, polio laboratories and WHO in three countries, is now considered closed. 

To protect the current poliomyelitis-free status in the Region, all Western Pacific countries 
must maintain an accurate inventory of biomedical laboratories storing wild poliovirus infectious 
materials and ensure that the required biosafety conditions are met. 
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All countries except China and Japan have prepared laboratory containment quality 
assessment reports, which were subjected to external review by several senior containment 
experts. After the consolidation of their conclusions on the thoroughness and reliability of the 
national surveys and inventories, findings were presented and recommendations made at the 
11th RCC meeting in December 2005. The RCC concluded that 32 countries had successfully 
completed phase I laboratory containment (nationaVsubregional survey and inventory) and that 
two more countries would do so in the near future. 

Six countries in the Western Pacific Region are currently holding wild poliovirus 
infectious and/or potentially infectious materials: Australia, China, Japan, New Zealand, the 
Philippines and the Republic of Korea.. The Philippines has plans to destroy materials latest by 
mid-2007. 

2.5 Maternal and neonatal tetanus elimination: Regional status and needs 

The presence of neonatal and maternal tetanus is a strong indicator of inequity in basic 
health services delivery. It represents a triple failure of antenatal care, immunization and clean 
delivery systems, indicating minimal access to basic health services to most vulnerable 
populations. Out of the six countries in Region, where MNT was still a public health problem, 
five countries in the Region (Cambodia, China, the Lao People's Democratic Republic, Papua 
New Guinea and the Philippines) are yet to reach the elimination goal of less than one neonatal 
tetanus (NT) case per 1000 live births. Viet Nam validated the elimination of maternal and 
neonatal tetanus in December 2005. 

2.5.1 Validation and maintenance of maternal and neonatal tetanus elimination in Viet Nam 

Improving coverage and "reaching the unreached" are central objectives for all 
immunization programmes. Sustaining high-quality routine immunization is also particularly 
important to sustain the gains from specific disease elimination achievements. 

In this context, Viet Nam presented its progress with maternal and neonatal tetanus 
elimination (MNTE). In December 2005, a survey supported by WHO and UNICEF, which used 
lot quality assurance (LQA) and cluster sampling methods, was carried out in three districts at 
the highest risk of neonatal tetanus incidence in Viet Nam: Bao Yen and Bao Thang Districts in 
Lao Cai Province, and Phuoc Long District in Binh Phuoc Province. The findings indicated that 
as of December 2005 neonatal tetanus had been eliminated as a public health problem in 
Viet Nam. The national immunization programme (NIP) has subsequently developed a detailed 
plan to maintain this achievement. 

Main strategies of the plan include: maintenance of high DTP3 coverage for infants and 
high coverage with two doses of tetanus toxoid (TT2) for pregnant women; development of new 
guidelines and criteria for selection of high-risk communes; high IT coverage for women of 
childbearing age in high-risk communes that report NT cases; introduction in a phased manner of 
Td booster for schoolchildren (subject to Ministry of Health approval); strengthening of 
surveillance; and continuing social mobilization and education on MNTE. 

WHO has recently updated the position paper on tetanus vaccines after endorsement of the 
Strategic Advisory Group of Experts (SAGE). The SAGE recommended to WHO that the goal 
of tetanus vaccination should be expanded from MNTE to protection of all persons throughout 
life. 

A five-dose minimum childhood immunization schedule should be promoted. The 
primary series of three doses would be given in infancy, with a booster dose ideally at age four to 
seven years and another in adolescence (i.e. between the ages of 12 and 15 years). The exact 
timing of the booster doses should be flexible, taking into account the health service contacts in 
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different countries, the possible integration with other vaccines and other interventions such as 
bednet distribution, vitamin A therapy and deworming. In some countries, boosters could be 
given through school-based approaches, but efforts to reach school non-attendees will be 
important. In addition to the childhood vaccination programme, an extra dose to adults would 
provide additional assurance of protection. A sixth dose is therefore recommended for adults, 
e.g. for first-time pregnant women or military recruits. 

In accordance with the recommendations in the WHO position paper on diphtheria (2005), 
the Td vaccine is preferable to a single TT vaccine. In the future, inclusion of other antigens 
(e.g. pertussis, Hib in boosters) should be reviewed. Surveillance of tetanus cases (all ages) and 
of coverage of tetanus-containing vaccines in different age groups should be strengthened. 
Systems will be needed to document the number of doses received by an individual, so that the 
number of doses required for women of childbearing age can be tailored to the number of doses 
received in the past. 

2.6 Introducing new and underutilized vaccines - strategies, status and need 

Introducing new vaccines and expanding the use of ones that are underutilized would 
strengthen immunization services in the Region as well bring more health gains for both children 
and adults. A Regional strategy for the expansion of new and underutilized vaccines in the 
Western Pacific Region should take into account the diversity in the economic development and 
child survival indicators across countries in the Region, and should respond to the different needs 
of countries in different phase of development. 

A plethora of new vaccines has become available recently, some of which target major 
killers of children or major diseases resulting in disability and adult morbidity and mortality. 
However, major obstacles are blocking the expansion of new and underutilized vaccines, 
including: relatively high cost of new vaccines; fears that consideration of new vaccines may 
block efforts to strengthen routine immunization programme with current vaccines; concerns that 
efforts to introduce new vaccines may interfere with the current agenda of global poliomyelitis 
eradication and measles elimination; and misperceptions that new vaccines benefit only the 
manufacturers. Some of these fears come from lack of adequate or correct information about 
new vaccines. 

Countries must carry out careful evaluation of new vaccines before they are introduced. 
An estimated five to 10 years of preparatory work, depending upon the vaccine, may be needed. 

Almost 31 % of the 1.1 million under-five deaths in the Western Pacific Region are caused 
by diarrhoea and acute respiratory infections (ARl). The expansion of un de rut iii zed vaccines 
such as Hib or the introduction of new vaccines against pneumococcus or rotavirus would result 
in a reduction in morbidity and mortality due to diarrhoea and ARl. However, it is not fair to see 
the impact of immunization programmes only in terms of the prevention of under-five deaths. 
Current vaccines and new vaccines that have become recently available also have major impacts 
on adult mortality and prevention of disability. Cancer and chronic illnesses such as liver 
cirrhosis are major killers of adults. They tend to strike the economically productive age group, 
thereby draining households of their resources. Since adults are caregivers for children, this 
indirectly may have an impact of childhood morbidity and mortality, though not quantified 
currently. 

In addition, cervical cancer caused by human papilloma virus (HPV) strikes relatively 
young women and is estimated to cause 450 000 cases and 200 000 deaths worldwide. A vaccine 
against major serotypes of HPV has recently become available and will help to prevent 
substantial morbidity and mortality among young women. 
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Expansion ofunderutilized vaccines such as vaccines for Hib, JE and rubella and 
introduction of new vaccines in future such as for pneumococcus may help to prevent substantial 
permanent disability among children. 

The challenges facing the introduction of new vaccines in the Western Pacific Region include: 
monopoly in vaccine production leading to vaccine short supply; low overall per capita public health 
spending; high cost of vaccination per child - sometimes five to 100 times the cost of current 
vaccines; and lack of clear disease burden. Most of the new vaccines target disease syndromes rather 
than specific diseases. The annual per capita public spending on health varies from more than 
US$ 2200 to less than US$ S. In eight countries, the total per capita public spending varies from just 
over US$ 20 in China to less than US$ 5 in the Lao People's Democratic Republic. Not surprisingly, 
the poorest countries in the Region with the lowest public spending are also the countries with the 
highest burden of vaccine preventable diseases, tuberculosis (TB), malaria, HIV/AIDS and maternal 
mortality. Immunization programmes in poor countries must compete with other health programmes 
for scarce resources, making it more difficult to introduce new vaccines in these countries. 

Notwithstanding these obstacles, major efforts have been made at the global level to 
accelerate the introduction of new vaccines especially in the poorest countries of the world. 
GIVS (2006-2015), which was jointly developed by UNICEF and WHO, maps out the vision of 
global EPI systems beyond the routine by bringing the benefits of new vaccines to eligible 
populations at the earliest. Signing the GIVS at the WHA in May 2005 has clearly shown 
commitment by all at all levels to target the unreached and the unimmunized and to bring the 
benefits of new vaccines where these are needed the most. 

In the case of hepatitis B vaccine introduction, IS to 20 years passed before its benefits 
reached the poorest children (despite demonstrated disease burden). Major effort on the part of 
the international community, in the form ofGAVI, was needed to accelerate the introduction of 
vaccine where it was needed the most. Even in the Western Pacific Region, more than 70% of 
births were protected from future scourge of hepatitis B related cirrhosis and cancer only in 2002, 
when hepatitis B vaccine was introduced and expanded in 2000 with GA VI support in 
Cambodia, China, the Lao People's Democratic Republic and Viet Nam. 

The challenge is to create an environment by efforts at different levels to reduce the gap 
between the time of vaccine availability and its actual introduction during which morbidity, 
mortality and disability from a vaccine preventable disease continue to occur despite availability 
of a preventive opportunity. 

The uptake of new vaccines in the Western Pacific Region has been slow and inequitous. 
For example, while the Philippines accounts for almost 10% of births in the Region, it is still failing 
to provide predictable and regular funding for hepatitis B vaccination. Similarly, though JE vaccine 
has been used effectively in developed countries such as Japan and the Republic of Korea, poorer 
countries such as China and Viet Nam are still struggling to use the vaccine effectively to control 
the disease. The use of other vaccines remains negligible in the Region. 

At intemationallevel, only GA VI is actively financing new vaccines, mainly for hepatitis 
Band Hib. However, GAVI-eligible countries only account for 10% of the Regional population. 
Hence, other bilateral/multilateral partners have a very important catalytic role to play in the 
expansion of new vaccines. Innovative mechanisms will be needed to mobilize funds and to 
bring down the prices. Some recent initiatives include: proposed advanced market commitments 
by G-7, public and private sector collaboration, the Chengdu agreement negotiated by Program 
for Appropriate Technology in Health (PATH), and support for developing country 
manufacturers by technology transfer as exemplified by the case of meningococcal vaccine. 

Hence, the current action plan for new vaccine in the Region should include: increasing 
awareness about new vaccines and the diseases prevented by them; developing systems to 
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generate credible disease burden evidence, as most of the diseases prevented are currently not 
included in surveillance systems; developing systems to deliver vaccine beyond infancy; 
strengthening the existing systems; and sending signals to the manufactures about countries' 
interest and acceptable prices. 

To summarize, increasing coverage with current vaccines and introduction of new 
vaccines are not mutually exclusive. Introduction and expansion on new vaccines in most of the 
countries in the Region will require special initiative and mobilization of funds especially at 
international and regional level. Countries and regions need to be proactive in exploring the 
options for new vaccines including manufacturing, research and development and exploiting the 
global initiatives to accelerate the introduction where justified. 

2.6.1 Overview of Japanese encephalitis control through immunization 

JE is the leading cause of viral neurological disease and disability in Asia. The severity of 
sequelae, together with the volume of cases, makes JE the most important cause of viral 
encephalitis in the world. Among survivors, approximately half to three quarters will have long
term disabilities, including intellectual, behavioural, or neurological disabilities, like paralysis or 
inability to talk. The greater the number of people who survive JE, the greater number of 
patients left with disabilities. 

Countries affected by JE in the Western Pacific Region are Cambodia, China, Japan, the 
Lao People's Democratic Republic, Malaysia, Papua New Guinea, the Philippines, the 
Republic of Korea, Viet Nam, and islands in the Torres Strait of Australia. A specific 
presentation by PATH summarized JE control through immunization. 

Diagnosis of JE is extremely challenging, particularly in low-resource settings. Because 
the clinical presentation of JE cannot accurately be differentiated from other causes of 
encephalitis, laboratory tests need to be done to confirm the diagnosis. Without testing of 
patients, cases of JE are often not detected and the extent of JE disease not realized. 

The standard for diagnosing JE in practice is ELISA testing of cerebrospinal fluid and 
blood. It is only now that commercial kits to test for JE are becoming available. Prior to that, 
testing was only available through key sites or individual groups that prepared diagnostic tests 
and shared them with other sites. 

While vector and animal host control are important, human vaccination has been the only 
reliable tool to control JE. Thailand, for example, attempted for many years to control mosquitos 
and to respond to outbreaks, but it was not until JE vaccine was introduced into the country that 
the incidence of JE fell dramatically. Experience from Japan also shows the dramatic effect 
vaccination can have. 

Until recently, the most widely used and available JE vaccine has been a mouse brain
derived, inactivated vaccine. It has been produced by several countries, including Japan, the 
Republic of Korea and Viet Nam, and has been used in many more. However, the vaccine is 
expensive, supply has been limited, the dosing schedule is complicated and since the early 1990s, 
there have been concerns about side-effects. 

Another option for JE vaccination is the live, attenuated SA 14-14-2 vaccine. This 
vaccine was developed in China and has been used there since 1988. Outside China, it has been 
licensed and used in the Republic Korea and Nepal and licensed in Sri Lanka. The vaccine is 
very effective and inexpensive. More than 200 million doses have been given without any 
recorded severe side-effects. It also appears feasible that a single dose of vaccine will provide 
life-long protection. The next step in making this vaccine more widely available will be 
prequalification of the vaccine by WHO. 
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Several other IE vaccines are in development, but it will be a while before they are widely 
available, particularly for children. These vaccines include a live, attenuated "chimeric" vaccine 
that uses a yellow fever vaccine virus strain as its backbone (ChimeriVax-JE, manufactured by 
Acambis). It is currently undergoing clinical trials in adults to test its safety and 
immunogenicity . 

Clinical trials also are underway for a IE vaccine candidate manufactured by Intercell. 
Following a successful Phase II study in the United States of America, Intercell initiated Phase 
III trials in September 2005 to test the vaccine's safety and immunogenicity in nearly 5000 adult 
subjects throughout the United States, Europe and other countries. This vaccine is inactivated 
but does not require mouse brains for production. 

2.7 Strengthening routine immunization services: examples from countries 

2.7.1 Reaching the unreached urban poor population in the Philippines 

To identify and target children who remain unvaccinated in routine immunization 
programmes, countries have increasingly introduced and strengthened district-level monitoring 
and surveillance activities. District-level surveillance has revealed crucial differences in 
coverage and disease incidence, which are often concealed by provincial or national averages, 
and has allowed countries to take corrective action. Many of the children who are not reached by 
vaccination either live in remote, hard-to-access areas or belong to hard-to-reach groups, like 
seasonal migrants. Reaching and vaccinating these children involves the use of outreach and 
mobile teams in a well-balanced approach with fixed-sites service delivery. Low coverage in 
many densely populated urban or peri-urban slums and low-income areas, due to lack of health 
services, presents another challenge. 

The Philippines presented how to translate a framework to reach urban poor and other 
unreached communities into widespread practice. The work emanated from the 2004 national 
measles immunization campaign, Ligtas Tigdas, where rapid coverage assessments were 
conducted nationwide to help staff to target unreached communities, mainly in highly urbanized 
areas. The primary focus on urban poor resulted in a 96% decrease in measles cases and deaths. 

During routine dialogues between health staff and community members in Metro Manila, 
health worker actions and statements often discouraged children and mothers from getting 
immunized. Examples included charging for syringes and telling mothers to come back at 
specified times or else their children could not be immunized. Health workers' willingness to 
listen to community's perspectives led to change in practices. 

In another setting, health centre staff agreed to community requests to provide all primary 
care services through routine outreach. Outreach had initially failed because the community was 
not involved in planning. Once this issue had been addressed, community representatives 
organized mothers and children to be available for vaccinations. The success in service delivery 
led health centre staff to expand outreach services to four additional communities. 

The main success resulted because the National Immunization Programme worked through 
the public health system, identified stakeholders' underlying principles, perspectives and 
positions on reaching the unreached and reached agreement about general principles before 
engaging in planning and implementation. Health staff capacity was strengthened through the 
"Reach Every Barangay" (REB) strategy, which is patterned after the "Reach Every District" 
(RED) strategy. 

As health staff engaged communities in identifying key issues, communities progressively 
took charge of their situation. Community trust was gained through open, unbiased dialog that 
helped communities to identify and address their high priorities. Working through the system to 
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empower communities and health centres led to integration of primary care services. 
Empowering communities drove policy review and changes, and improved health worker 
training and practices. Greater determinants of health were concretely addressed and peer 
counselling was transformed from a scientific to a public health approach, providing a tool for 
communities to systematically implement integrated public health services. 

2.7.2 Pilot for expansion affixed-site immunization services in Cambodia 

In Cambodia, more than 90% of immunization services have depended heavily on 
outreach activities since 1986. Major reasons included difficult road access, limited number and 
capacity of health centres, poor knowledge of mothers on the importance of immunization, and 
outreach being a major incentive and income source for health staff. However, in the last three 
years, road access has significantly improved and almost 900 heath centres nationwide have been 
made functional with the posting of three to five regular staff members. Health centres provide 
integrated services for TB, malaria and HN control, nutrition, integrated management of 
childhood illnesses (lMCI) and mother and child health (MCH). Additionally, mothers have 
become more aware about need for immunization with high retention of immunization cards 
(67%). Therefore, in 2004, the Government of Cambodia discontinued incentives for outreach 
activities. 

A pilot study was conducted at 95 health centres (11 % of the total) from July 2004 to 
March 2006 to demonstrate that fixed-site immunization services can be improved in a 
sustainable, cost-effective way without a decline in coverage. In addition, the project aimed to 
increase the use of other health services, reduce the workload of health workers for outreach 
activities and reduce vaccine wastage (30% oftotal vaccine wasted in outreach). The pilot also 
aimed at promoting better communication to mothers through village chiefs, volunteers and 
traditional birth attendants (TBAs) to enable them to choose the most convenient time to visit the 
health centre for vaccination. It also aimed at promoting health education and information. 

Results from the pilot study suggested that a fixed-site strategy balanced with outreach, 
did not lead to a decline in EPI coverage at health centres, but it proved to be cost-effective for 
them. Monthly meetings with key community members at health centres improved 
communication and information. The wastage rate ofDTP-HepB, OPV and TT was significantly 
reduced. This did not apply for BCG and MCV because many health centres faced problems to 
establish the proper date during the week. Utilization of other services such as antenatal care 
(ANC) increased significantly at health centres. Income levels grew as more user fees were 
collected and the consultation and service frequency increased. 

There is however a need for sustainable financing to support comprehensive services at 
health centres, especially through adequate budgeting by the Government of Cambodia. 
Collaboration with other programmes (TB, HIV and malaria control, IMCI, nutrition services, 
MCH), nongovernmental organizations and partners requires further strengthening. Managerial 
capacity of health centre chiefs and staff needs to be increased to provide better quality services. 

2.7.3 Monitoring of sub national immunization data 

A presentation by UNICEF on the use of data at national and subnationallevels reviewed 
approaches in several countries and identified as specific challenges how to put a viable data 
management approach into place at all levels, agree on mechanisms to ensure data use at all 
levels, ensure capacity-building in conducting regular data use meetings and discussions 
including follow up and use the success of data driven management successful in poliomyelitis 
eradication for routine immunization and other child survival activities. 

Data driven management using national and subnational data is critical to accelerate 
progress. Use of data helps to prioritize efforts, corrective measures and use of resources. Still, 
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much useful data are compiled regularly but only to service UNICEF, WHO, GAVI reporting 
requirements and meetings with limited local use of data. Most health staff seem to consider 
data collection and reporting a cumbersome useless work and prefer to give priority to service 
delivery with benefits of data analysis to improve management being poorly appreciated. Such 
issues need to be urgently addressed leading to information based planning and decision making 
for immunization and other health programmes. 

Routine immunization programmes are and will always be part of wider health systems. 
Since overall 'system-wide barriers' such as human resource capacity, logistics and overall 
financial resources seriously affect immunization services, these barriers will need to be 
addressed in joint action with all other parts ofthe health sector. However, efforts to strengthen 
immunization services can help to reduce overall barriers to the equitable delivery of health 
services, for example by capitalizing on the well-established access of immunization services to 
children and women. Linking immunization contacts with routine health checks, or with the 
delivery of other essential health interventions such as vitamin A, de worming treatments and 
insecticide-treated bednets to prevent malaria, has considerable impact on child health and 
reducing child mortality. 

Immunization services can also assist through establishing "best practices" that offer 
opportunities to strengthen overall health services. For example, poliomyelitis eradication has 
led the way in strengthening national disease surveillance systems, establishing a global 
laboratory network that is already used for other vaccine preventable disease control activities, 
and strengthening cold chain systems. 

2.7.4 Integrating immunization services in health systems context 

2.7.4.1 Immunization as an essential part of child survival (introduction of joint 
WHOIUNICEF child survival strategy) 

Potential synergies with other initiatives focusing on child health have to be further 
explored. In this context the joint WHO/UNICEF Regional Child Survival Strategy, endorsed by 
the Regional Committee at its fifty-sixth session, was presented by the WHO Programme for 
Child and Adolescent Health Development. The purpose ofthis Strategy is to mobilize the 
resources of the two organizations most involved in child health to stimulate an accelerated drive 
to save children's lives, strengthening the commitment of all Member States to the development 
goals of the United Nations Millennium Declaration, most specifically MDG4 - reduce child 
mortality. The Strategy offers a unified direction and a description of the actions necessary to 
successfully implement life-saving interventions. As such, it can be used to guide countries in 
the Region in their efforts to improve child survival. It can also serve as an advocacy document 
for focused and convergent programmes and donor coordination. Progress in child health can 
only be realized if inequities in the health and well-being of children in the Region are addressed. 
This strategy focuses on children from birth to five years of age and advocates approaches that 
give every child the same chance for survival. The recommended essential care package includes 
immunization of children and mothers. 

2.7.4.2 Managing immunization injection waste as part of health waste management 

The goal of immunization is to protect the individual and the community from vaccine
preventable diseases. The programmatic importance of vaccine and immunization safety issues, 
including the need for monitoring and rapid investigation of adverse events following 
immunization (AEFI), has been increasingly highlighted by WHO. The safe administration of 
vaccines is an essential component of immunization safety. Based on the recognition oflarge
scale improper use of both re-sterilizable and single-use injection equipment, WHO and UNICEF 
have promoted universal use of AD syringe-needle units that have now been widely introduced 
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into immunization programmes in the Region. UNICEF now "bundles" vaccine shipments with 
AD syringes and disposal boxes to ensure that safe injection practices are maintained. 

In this context, another emphasis has been on proper disposal of injection equipment, such 
as through the use of sharps boxes, disposal pits, and incinerators to prevent infection of health 
workers through accidental needle stick injuries and to reduce risk to communities. A 
presentation jointly done with the WHO Programme for Healthy Settings and Environment 
focused on health care waste and its proper management. Health care waste is includes sharps, 
non-sharps, blood, body parts, chemicals, pharmaceuticals, medical devices and radioactive 
materials. Poor management of waste exposes health care workers, waste handlers and the 
community to infections, toxic effects and injuries. 

WHO activities include developing technical guidance materials for assessing the 
quantities and types of waste produced in different facilities, creating national action plans, 
developing national health care waste management guidelines and building capacity at national 
level to enhance the way health care waste is dealt with in low-income countries. 

Current projects include the Global Environment Facility (GEF) project in the Philippines 
and Viet Nam for non-incineration technology; GAVI projects in Cambodia, the 
Lao People's Democratic Republic, Mongolia and Solomon Islands to develop national action 
plans on health care waste management; and participation in the implementation of the Regional 
Strategy for Solid Waste Management in the Pacific for which WHO is responsible for health 
care waste. 

3 GROUP WORK 

Countries were divided into three groups. Group 1 (least developed countries) included 
Cambodia, the Lao People's Democratic Republic, Mongolia and Papua New Guinea. Group 2 
(intermediate countries) included China, Malaysia, the Philippines and Viet Nam. Group 3 
(developed countries) included Australia, Brunei Darussalam, Hong Kong (China), Macao (China), 
New Zealand, the Republic of Korea and Singapore. Each group was asked to spend a total of three 
hours discussing the following three topics: 

(I) country experiences on strengthening immunization service delivery through 
vaccine preventable disease (VPD) eradication, elimination and control activities; 

(2) strengthening and sustaining routine immunization programmes through 
development of costed multiyear plans; and 

(3) country perspectives on new or underutilized vaccine introduction. 

Summaries of the group discussions are attached as Annex 3. 
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4. INTERAGENCY COORDINATING COMMITTEE 

The participants in ICC meeting are listed in Annex 4. 

4.1 Presentations 

4.1.1 CDC Global Immunization Division 

CDC indicated that support for global poliomyelitis eradication and measles elimination 
goals will be ~ontinued at the same level as the previous year. Funding through cooperative 
agreements wIth WHO and UNICEF in the financial year (FY) 2005 exceeded US$ 66 million. 
Technical assistance was provided to the Region both directly through staff at CDC Atlanta and 
through visiting STOP teams. The Immunization Division also liaises with other CDC divisions 
(e.g. hepatitis). 

4.1.2 Japan International Cooperation Agency 

Support from JICA to countries for EPI in the Western Pacific Region totalled 
US$ 3.1 million in 2005 (Japanese FY). Although JICA will continue to support immunization 
programmes in the Region, it is uncertain whether support for vaccine procurement will continue at 
present levels. For over 10 years, JICA has provided Cambodia, the Lao People Democratic Republic 
and Mongolia with vaccines for their routine EPI programmes. It was expected that these countries 
would within this period of time become self-sufficient with vaccine procurement. It is not clear at 
this time whether this support will continue for these countries. 

4.1.3 Rotary International District 2650 

Rotary International District 2650 has actively supported EPI programmes in the Region 
since 1995. During the period 1995-2006, Rotary 2650 provided US$ 2 million in support for 
poliomyelitis eradication efforts in the Western Pacific Region. It intends to continue support at 
the same level, not only for poliomyelitis eradication activities but also for general EPI 
programmes. 

4.1.4 Rotary International 

Rotary International has supported immunization projects worldwide since the 19705. 
From 1988 to1993, Rotary International raised US$ 247 million for global poliomyelitis 
eradication. It continues to provide significant support for poliomyelitis eradication efforts as 
well as for other disease control programme goals. Rotary committees exist in all countries of 
the Western Pacific Region and they continue to support all poliomyelitis programme activities. 

4.1.5 United Nations Children's Fund 

Immunization is considered very important for the new Child Survival Strategy and 
achieving MDG4. Immunization priorities are GIVS implementation and reaching the 
unreached, new vaccine introduction where solid evidence supports the decision, immunizations 
in emergencies beyond measles vaccine and vitamin A, and combined interventions. Substantial 
IFFrm funding is anticipated for 2007, also for the Western Pacific Region. 

4.1.6 American Red Cross Society 

American Red Cross (ARC) has been an active member of the Measles Partnership since 
2001. Recently, ARC contributed US$ 104 million for measles control in Africa through the 
United Nations Foundation. The International Red Cross Movement includes 183 national 
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societies with 90 million volunteers. Thirty-three national societies supported measles 
vaccination campaigns in Africa. However, both these organization are yet to contribute to 

measles related activities in Asia. 

4.1.7 United Nations Foundation 

The United Nations Foundation has been an active member of the Measles Partnership 
since its inception. It continues to coordinate and administer partn~r~h.ip funding. A .new 
cooperative project with Vodaphone Foundation has recently been InitIated. The project 
provides support for integrated disease surveillance in Africa and will be extended to the Western 
Pacific Region in the near future. 

4.1.8 WHO Regional Office for the Western Pacific 

The representative of the WHO Regional Office for the Western Pacific provided an overview 
of a new organization - International Finance Facility for Immunization (IFFlm). IFFIm has recently 
initiated operations and has pledged US$ 400 million for future immunization programming. The 
organization is "frontloading" finances, meaning that bonds will be "floated", thus permitting IFFIm 
to release significant funding almost on an immediate basis. Governments that are responsible for the 
creation and/or operation oflFFIm will assume responsibility for the payment of the bonds. The 
Regional Office, in conjunction with UNICEF, is currently preparing a proposal requesting in excess 
ofUS$ 5 million dollars from IFFIm (via United Nations Foundation) in support of measles SIAs in 
Cambodia, the Lao People's Democratic Republic, Papua New Guinea and Viet Nam. 

There are significant unmet measles funding requirements for year 2007. The Philippines 
requires US$ 8.8 million in support of an SIA, surveillance, and strengthening of routine EPI. China 
requires US$ 5.8 million in support ofSIA operation costs in two provinces. Funding for vaccine 
procurement for 2007 routine immunization in Cambodia, the Lao People's Democratic Republic 
and Mongolia is not assured at this time. It is critical that there be no "break" in the delivery of 
routine EPI services in these countries. 

The Regional Immunization Partnership which includes partnership for measles, initiated 
last year, will continue to be strengthened significantly in the next year as additional efforts will 
be made to work with both partners and Member States in determining requirements (for all EPI 
programming) and mobilizing necessary funds. 

5. CONCLUSIONS AND RECOMMENDATIONS 

5.1 Strengthening immunization services 

The Region uses GIVS, maintaining poliomyelitis-free status, measles elimination and 
hepatitis B control goals and strategies as guiding frameworks in assisting national governments 
to strengthen national immunization programmes while achieving andlor sustaining disease 
eradication, elimination and control goals. As such, EPI should be strategically positioned within 
the ov~rall health system to maximize potential synergies. Comprehensive EPI multiyear plans 
that WIll be updated regularly will be a mechanism to articulate national goals and strategies. 
The GIVS framework is an excellent tool for countries to use in determining what issues need to 
be addressed in their costed multiyear plans of action. Requirements for national EPI 
programmes primarily consist of: 

• predictable and sustainable financing; 
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• regular and predictable supply of safe and quality vaccines and injection equipment at 
the point of use, and cold chain equipment and management that helps ensure quality and 
timely supply; 

• a network of competent and trained health workers to administer vaccine, communicate 
with clients, and monitor performance; 

• an integrated network of epidemiologic and laboratory surveillance of vaccine 
preventable diseases to measure progress towards eradication and elimination goals and 
monitor programme impact in reducing disease burden, including development of 
surveillance networks for diseases caused by new and underutilized vaccines; and 

• systems to track and vaccinate eligible children and women that are not fully immunized. 

There is no "one size fits all" strategy to strengthen routine immunization services. 
Customized strategies should be developed in the context of national systems, economies, 
traditions and cultures. However, some elements that have proven to be effective in many 
countries with different health systems across different cultures include: (l) microplanning at the 
local level; (2) a combination of fixed-site and outreach-based service delivery; (3) supportive 
supervision that includes systematic on-the-job training; (4) simple monitoring tools and data 
systems that are used to identify and vaccinate every eligible child and woman, ensuring 
immunization safety and quality; and (5) community involvement in EPI service delivery. These 
five elements are often referred to by different names such as coverage improvement plans or the 
"Reaching Every District" (RED) strategy. 

Sustainable vaccine supply is critical for immunization of eligible children and women. 
The TAG is concerned about the current lack of financing for needed vaccines in several 
countries in the Western Pacific Region in 2007 and thereafter. Also, national stockouts of 
vaccine have occurred in several countries in the Western Pacific Region and have sometimes 
been associated with countries shifting away from procurement through UNICEF to self
procurement. 

Recommendations 

(l) WHO, UNICEF and other partners (i.e. the Regional Immunization Partnership) should 
work with countries to strengthen immunization services within the frameworks of GIVS, 
maintaining poliomyelitis-free status, measles elimination and hepatitis B control. 

(2) The TAG encourages the WHO Secretariat to assist national EPI managers to 
operationalize the conceptual framework of GIVS in their national multiyear plans and to 
complete this programme of work by the end of2006. 

(3) WHO and partners should support the further development and expansion of the 
Regional Immunization Partnership to facilitate resource mobilization for measles elimination, 
hepatitis B control and other EPI priorities. 

(4) The WHO Secretariat should assist countries to develop optimal immunization schedules 
and use standard, evidence-based approaches to decide on the introduction and procurement of 
new and underutilized vaccines into the national routine EPI schedule. 

(5) Political commitment, as well as financial support for immunization, is critical to the 
success of sustaining poliomyelitis eradication and achieving measles elimination, hepatitis B 
control and other VPD goals, and should be mobilized at national and subnationallevels. 

(6) The TAG strongly encourages all countries to develop, update and implement vaccine 
financing sustainability plans in consultation and collaboration with development partners -
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where appropriate - to ensure that vaccine supply is never interrupted, recognizing the primary 
responsibility for financing vaccines rests with the country. The TAG requests development 
partners to provide necessary support to countries whose financial status limits self-sustainable 
financing. 

(7) As a cornerstone to maintaining poliomyelitis-free status, measles elimination and 
hepatitis B control, routine immunization coverage should be strengthened using proven methods 
that ensure enhanced access and efficient delivery ofEPI services to clients. These include: 
local-level microplanning; supportive supervision and on-the-job training at every level; 
monitoring and local data use for action, especially in identifying and vaccinating unreached 
children; using a combination of health centres and outreach strategies to increase access for all 
socially and geographically inaccessible children; and community involvement in EPI service 
delivery. 

(8) Countries should continuously monitor and periodically evaluate their routine 
immunization services through standard performance indicators using regular desk review and 
take corrective actions when needed. 

(9) Recognizing that a critical core function of national and regional EPI programmes is to 
have systems for VPD surveillance and programme monitoring to measure programme impact, 
the TAG calls on the Secretariat to work with countries to develop an integrated regionalized 
VPD surveillance system, including laboratory networks for relevant viral and bacterial diseases. 

(10) Immunization coverage and surveillance data (including laboratory results), where 
applicable, should be analysed and communicated in reference to single-year age groups (e.g. by 
12 months; 12-23 months; 24-36 months) rather than by larger age groups (e.g. coverage among 
children under five years) to allow more useful interpretation of EPI performance and guide 
policy decisions. For the same reason, immunization coverage and surveillance data (including 
laboratory results), where applicable, should be analysed and communicated by district (Le. 
3rd administrative unit). Various sources of population data should be considered to determine 
and agree upon the most accurate denominators so that reported immunization coverage data 
meaningfully reflect the actual situation. 

(11) The TAG recommends establishment of school entry immunization checks of 
vaccination status and follow-up vaccination of unvaccinated or under-vaccinated children. This 
should be implemented in collaboration with educational authorities. Some countries may 
benefit from enforcement of school immunization requirements. Recording and reporting 
systems may need to be developed to monitor school entry impact on vaccination coverage. 

(12) Countries yet to eliminate maternal and neonatal tetanus should request assistance from 
WHO and UNICEF to review progress made and recommend activities needed to meet the 
target. The TAG recognizes and congratulates Viet Nam on its achievement ofMNTE.· 

5.2 Strategies to achieve twin regional goals of measles elimination 
and hepatitis B control by 2012 

The WHO Regional Committee for the Western Pacific, during its fifty-sixth session in 
September 2005, resolved to eliminate measles and control hepatitis B by 2012, as per the 
recommendation of the 15th TAG meeting. The interim goal for hepatitis B control is to reduce 
HBsAg prevalence to less than 2% among five-year-old children in every country by 2012; the 
target date for the final goal- to reduce HBsAg prevalence to less than 1% - still needs to be 
established. 
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In its unanimously endorsed resolution, the Regional Committee urged Member States: 

(l) to strengthen or develop national plans for measles elimination and hepatitis B 
control, as part of comprehensive overall plans for immunization services, to enable 
achievement of the twin regional goals; 

(2) to regularly monitor the implementation of activities under measles elimination and 
hepatitis B control plans; and 

(3) to maintain poliomyelitis-free status by sustaining high quality AFP surveillance 
and high immunization coverage of poliovirus vaccine. 

Setting the hepatitis B Regional goal with the target date for Regional measles elimination 
reinforced the focus on delivery of routine immunization services along with links with other 
health services such as maternal care. Additional funding opportunities from GA VI for 
introduction of MCV2 and SIAs will greatly facilitate the implementation of specific activities 
towards the measles elimination goal. For hepatitis B control, fmancing for hepatitis B vaccines 
has been secured either from internal resources or from external resources in all but one country. 

5.2.1 Measles elimination 

The operational definition of measles elimination in the Field Guidelinesfor Measles 
Elimination remains appropriate. 

Only a strong routine immunization system that provides sustained high coverage with 
MCV2 can achieve and sustain the 95% popUlation immunity necessary to interrupt measles 
virus transmission and sustain measles elimination. In addition, well-planned and carefully 
targeted campaigns may be used to: 

• quickly close gaps in population immunity (e.g. school-age children) by targeting 
susceptible cohorts and/or target other groups at high risk for measles virus transmission 
(e.g. health care workers); and 

• achieve rapid interruption of transmission in endemic areas. 

IgM detection in serum samples remains the gold standard for laboratory confirmation of 
measles. ELISA employing DBS samples is well validated in confirming measles infection in 
settings with moderate to high measles incidence. However, its specificity in settings with low 
prevalence is uncertain. Results from ongoing studies addressing this issue will be useful to 
determine its usefulness in countries that are approaching elimination. 

Recommendations 

(I) Plans of action for measles elimination should be developed or updated and incorporated 
into EPI multiyear plans. Measles elimination plans of action should include a current 
epidemiologic and programmatic situation analysis followed by clear plans to increase routine 
MeVl and MCV2 coverage, conduct SlAs as needed, and achieve appropriate measles 
surveillance that satisfies recommended performance indicators as described in the Field 
Guidelines for Measles Elimination. 

(2) A routine second dose ofMCV should be introduced in all countries with a routine 
service delivery system that consistently achieves MCV 1 coverage of 80% or greater. Countries 
approaching 80% MCVI coverage should plan and prepare for introduction ofMCV2 while 
working to increase routine MCVI coverage. 
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(3) Until the routine programme is capable of achieving high routine coverage with MCV2 
(i.e. more than 90%) periodic follow-up SlAs will be necessary to maintain high population 
immunity. These SlAs should be linked with other health interventions and used as a platform 
for strengthening health systems. 

(4) To monitor progress towards the Regional measles elimination goal, countries should 
strengthen measles surveillance and reporting with the aim of establishing case-based systems. 
Such systems ideally should submit data on each case as recommended by the WHO Regional 
Office and described in the Field Guidelines for Measles Elimination. Data should be submitted 
from subnational to national level on a weekly basis for analysis at and feedback to every level. 

(5) Currently, case-based data necessary to monitor surveillance performance indicators 
should be submitted monthly to the WHO Regional Office as soon as countries are capable. 
Countries that still have high incidence should report aggregate rather than case-based data to the 
Regional Office. The TAG recommends that in the future the Region consider weekly reporting 
from country to the Regional Office. 

(6) The TAG recommends that the Regional Office closely follow the progress of the 
Regional Measles Laboratory Network to discuss any outstanding issues, clarify terms of 
reference, and facilitate cooperation and coordination between laboratories and among 
laboratories, epidemiologists and EPI programme managers. 

(7) As recommended by the Global Measles Laboratory Network Meeting (July 2004), 
alternative sampling collection methods (e.g. dried blood spots) may be useful for the 
confirmation of outbreaks in remote settings with limited expertise or supplies for blood 
specimen collection and difficulties with specimen transportation. 

(8) Although much progress has been made through implementation of currently 
recommended measles immunization strategies, these strategies may need to be adapted as 
countries approach elimination. The WHO Secretariat should work with Headquarters and the 
SAGE subgroup on measles to develop recommendations for adapting measles immunization 
strategies, e.g. the optimal age for administration of the first and second doses and the interval 
between SlAs. 

5.2.2 Hepatitis B control 

Universal childhood immunization with three doses of hepatitis B vaccine, with the first 
dose delivered within 24 hours of birth, is the most effective method for control of hepatitis B in 
the Region as a whole. 

Sustained high coverage (>90%) with three doses of hepatitis B vaccine delivered through 
the routine services and reaching at least 80% of births with the first dose within 24 hours of 
birth is likely to reduce HBsAg prevalence to <1 % in vaccinated cohorts as a result of individual 
protection combined with the impact of herd immunity. However, several countries still face 
challenges to achieving these levels of coverage, especially for a timely birth dose. 

Surveillance and monitoring are central to developing and refining effective vaccination 
programmes; for hepatitis B infant immunization, monitoring of vaccination impact requires 
additional methods, such as serological surveys, beyond those required for other VPDs. 
Serological surveys of children require careful design, accurate laboratory testing, and specific 
resources for fieldwork and laboratory testing. Development of acute hepatitis B surveillance 
complements these methods and can also be used, where resources permit, to monitor risk and 
risk factors for hepatitis B and guide prevention efforts in older age groups. 
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Recommendations 

(I) Endorsement of operational guidelines for birth dose of hepatitis B vaccine: The TAG 
endorses the operational guidelines developed by the WHO Regional Office for the timely 
delivery of a birth dose. The guidelines propose customized strategies for births taking place in 
different contexts - hospitals, health centres and at home - as well as for the use of vaccine out 
of the cold chain. Countries should use these guidelines to further improve coverage with a 
timely birth dose of hepatitis B vaccine to prevent mother-to-child transmission of hepatitis B. 

(2) Development of guidelines for impact assessment for hepatitis B control programmes. 
The 15th TAG recommended assessing the impact of vaccination programmes by appropriately 
designed and conducted serosurveys that measure chronic infection rates (HBsAg) and other 
serologic markers (if possible) in countries where sustained high coverage with three doses of 
hepatitis B vaccine and timely birth dose has been maintained for at least five years (e.g. in 
Brunei Darussalam, Hong Kong [China], the Republic of Korea, Macao [China] and Malaysia). 
Where possible, the surveys should be undertaken as part of other national surveys. 

(3) The TAG recommends that the WHO Regional Office form a technical working group 
that will develop and disseminate field guidelines for impact-assessment of hepatitis B control 
programmes through universal infant immunization. These guidelines should include: 
(a) monitoring the progress in hepatitis B control by tracking the vaccination coverage (including 
timely birth dose); (b) conducting HbsAg serosurveys in children age five years and younger to 
measure chronic infection rate to facilitate certification process of the countries in achieving the 
Regional goal; (c) other methods to monitor the impact of vaccination and risk of disease in all 
age groups; and (d) establish certification process to confirm achievement of regional goal in 
individual member states. 

(4) Development of health care worker vaccination policies. Recognizing the substantial risk 
of hepatitis B infection to health care workers (through exposure to blood, sharps, and body 
secretions), countries in the Region are urged to develop and implement hepatitis B vaccination 
policies for health care workers exposed to human blood, sharps, and body secretions in the 
workplace. Workers should be vaccinated before they are exposed in the workplace (e.g. as 
students). Mandatory vaccination may be considered to assure protection. The policies should 
be adapted based on local context and legal situation in the country. However, hepatitis B 
infection status (e.g. carrier) should not be used to discriminate against either current or future 
health workers. 

(5) The WHO Regional Office should identify countries that may have difficulty reaching 
the Regional goal of hepatitis B control by 2012 and develop approaches to accelerate prevention 
efforts. 

(6) The TAG commends the Philippines' Department of Health for identifying internal 
resources to increase hepatitis B vaccine procurement in 2006-2007. The TAG strongly 
encourages the Philippine Government to maintain hepatitis B vaccine procurement at 100% of 
needs from 2008 onwards. In light of the country's clear commitment to implement a birth dose 
of hepatitis B vaccine and to fully fund hepatitis B vaccine procurement, the TAG requests 
external partners to consider supporting the 25% shortfall of hepatitis B vaccine in 2007. 

5.3 Maintaining poliomyelitis-free status 

Recent waves of importations of wild poliovirus originating in either northern Nigeria or 
northern India into approximately 25 countries, and the reintroduction of poliovirus circulation 
into poliomyelitis-free areas in close proximity to the Western Pacific Region (i.e. Indonesia), 
have lent a new urgency to poliomyelitis eradication efforts. While poliovirus circulation 
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resulting from these importations has been successfully interrupted in most affected countries, 
this has been done at great additional economic and opportunity costs for the involved countries. 

Under the continued importation risk for Western Pacific Region Member States, the TAG 
noted the relevance of recent recommendations of the ACPE (October 2005) and subsequent 
WHA59.1 resolution. 

The TAG concurs with the conclusions of the recent II th RCC meeting, that being, 
although the Region has remained poliomyelitis-free during 2005, despite the much increased 
risk of a wild virus importation, Western Pacific Region Member States should continue to give 
priority to poliomyelitis eradication activities to protect their own poliomyelitis-free status and 
that ofthe Region. 

In particular the TAG shares the concerns of the RCC on the continued struggle of the 
poliomyelitis-control programmes in the Lao People's Democratic Republic and 
Papua New Guinea to increase population immunity and sustain high-quality surveillance. 

The TAG also noted the RCC's finding that phase I wild poliovirus laboratory containment 
has been completed in all but four countries (i.e. China, Japan, the Republic of Korea, and the 
Philippines). All countries are expected to finish the last activities required by no later than 
mid-2007. 

The TAG noted that in its recent resolution on Regional measles elimination and hepatitis 
B control target dates (WPRJRC56.R8), the Regional Committee also urged Member States to 
maintain poliomyelitis-free status by sustaining high-quality AFP surveillance and high 
immunization coverage with poliovirus vaccine. Statements such as this are important because 
they recognize the overarching goal of preventing all such childhood diseases by comprehensive 
and coordinated approaches, and also imply the desirability of coordinated approaches when 
feasible. 

The recently published supplement to the WHO position paper on IPV following OPV 
cessation provides further clarification on the potential policy options for countries following 
OPV cessation. The TAG noted that further work needs to be done to provide countries with all 
necessary information to inform policy decisions. 

Recommendations 

(I) While the TAG noted that many countries updated their wild poliovirus importation and 
c VDPV preparedness plans, taking 2005 ACPE recommendations into consideration, national 
programmes should still review the May 2006 WHA resolution and determine if they can satisfy 
its requirements. 

(2) Routine immunization coverage in some Western Pacific Region countries and/or areas 
is insufficient and must be improved to prevent transmission of wild poliovirus in the event of an 
importation and the emergence of cVDPV. It is imperative for all countries of the Region to 
continue high-quality AFP surveillance, maintain high immunization coverage against 
poliomyelitis and address low-performing areas within the country. Regular monitoring of 
district coverage and subnational surveillance data should be conducted so that appropriate 
actions can be undertaken to improve performance. 

(3) The TAG urges China, Japan, the Republic of Korea, and the Philippines to complete 
phase 1 laboratory containment. All other countries in the Region should regularly update 
national inventories and plan or commence phase 2 laboratory containment to minimize the risk 
of wild poliovirus re-introduction into communities. These issues are an important component of 
maintaining poliomyelitis-free status. 
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(4) To enable countri~s t~ plan adequately forthe post-certification, post-OPV period, WHO 
shoul~ fu~her de~elop gUldelmes ~or formulation of immunization policy following routine OPV 
cessatIOn, III partIcular by completmg research on alternative uses of IPV to better define any 
potential role of this vaccine. ' 

~5) ~he WHO Secretari~t should maintain up-to-date estimates of resource requirements for 
mformatIon and advocacy wIth the global poliomyelitis eradication programme and external 
partners to promptly mobilize adequate financial support in the event of a poliomyelitis outbreak. 

5.4 Expanding the use of new and underutilized vaccines 

The introduction of new vaccines into the routine immunization programme has 
substantial potential health impact. Mortality and morbidity due to the current vaccine 
preventable diseases stand at historically low levels; additional gains in child survival by 
enhancing coverage with current vaccines in countries with high immunization coverage are 

1 
small. Out of an estimated 1.1 million under-five deaths in the Western Pacific Region each 
year, 18% and 13% are caused by diarrhoea and ARl, respectively. The introduction of new 
vaccines that have become available recently could have a major impact on under-five mortality 
caused by diarrhoea (due to rotavirus) and pneumonia (due to Rib and pneumococcal 
pneumonia). It is estimated that about 15% to 17% of current under-five deaths could be 
prevented with new and underutilized vaccines against rotavirus, Hib and pneumococcus. 

Past experience with the introduction of vaccines for hepatitis B, JE and Hib has shown 
that the uptake of new vaccines in the Region has been slow and fragmented and has often 
required an initial push. The major constraints appear to be unclear disease burden, relatively 
high vaccine cost, shortage of vaccine supply, and lack of awareness and appreciation of new 
vaccines among policy-makers. Proactive efforts will be needed at all levels to change the past 
trends and to ensure accelerated introduction of new vaccines as and when these become 
available if justified on the grounds of disease burden and cost-effectiveness. 

Recommendations 

(1) Generation of data on disease burden and epidemiology: The TAG recommends 
establishing or strengthening surveillance systems to generate credible data to determine disease 
burden in anticipation of availability of new vaccines. 

(2) Inclusion in multiyear plans: The TAG strongly recommends that countries consider 
inclusion of new vaccines in their EPI multiyear plans for diseases that are of public health 
importance. 

(3) Guidelines for vaccine introduction: To assist countries in setting priorities on the new 
and underutilized vaccines to introduce, the TAG recommends that the WHO Secretariat develop 
a matrix outlining key considerations for each new and underutilized vaccine (including 
estimated disease burden [deaths, disabilities, hospitalizations], cost-effectiveness of vaccines 
vis-ii-vis other disease control interventions, anticipated availability of vaccine, likely target 
groups and operational strategies). 

(4) Mobilization of technical and financial support: The TAG recommends that the WHO 
Secretariat, in collaboration with global and national counterparts, actively mobilize technical 
and financial support from domestic, bilateral and other donors for introduction of new vaccines. 
Countries not eligible for GA VI support and the vaccines not currently covered by GA VI should 

1 Coverage with current vaccines needs to be sustained to maintain past gains; otherwise 
one might see a reversal in the gains in child survival. 
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be prioritized in these efforts. These efforts should not inadvert.ently compete w.ith exi.sting 
financing of routine EPl vaccines and should lead to strengthemng ofEPI capacity. Different 
innovative models for financing of new vaccines should be tried. 

5.5 Interagency Coordinating Committee 

A partnership that can leverage resources, enable diverse partners to contribute effectively 
and build on the strengths of individual partners is essential for the Region to succeed in . 
maintaining poliomyelitis-free status, measles elimination, hepatitis B control and strengthenmg 
immunization services. 

Recommendations 

(I) The ICC recommends that WHO in the Western Pacific, UNICEF and other partners 
should strengthen their immunization partnership at the Regionalleve!. In addition, the 
partnership should lead to strengthening of working relationships among partners and between 
partners and governments. The partnership should promote coordination and mobilize resources 
for a range of EPI activities, including those associated with measles elimination, hepatitis B 
control, maintenance of poliomyelitis-free status, introduction of new vaccines, and 
strengthening of routine immunization in Western Pacific Region. 

(2) The WHO Regional Office should take the lead in following up with partners. It should 
propose guiding principles for the partnership including mechanisms for partnership 
coordination, such as communications and frequency of meetings. 

(3) WHO in the Western Pacific and its partners should continue to map out budgetary 
requirements and resource commitments by national governments, clarifying the funding gaps to 
achieving measles elimination and hepatitis B control targets and maintaining poliomyelitis-free 
status through strengthening routine EPI, and improving surveillance. 

(4) 
level. 

Country-level ICCs should be re-energized and linked to the partnership at the Regional 

(5) The ICC urgently recommends that WHO at the national and regional level, UNICEF, 
other partners, and the governments of Cambodia, the Lao People's Democratic Republic and 
Mongolia explore different funding mechanisms that will immediately address the current 
vacc!ne supply crises in these particular countries and ensure long-term sustainable financing for 
vaccmes. 



SIXTEENTH MEETING OF THE TECHNICAL ADVISORY GROUP 
ON IMMUNIZATION AND VACCINE PREVENTABLE DISEASES IN THE WESTERN PACIFIC REGION 
Manila, Philippines 
20-22 June 2005 

TENTATIVE TIMETABLE 
" .'::' l\,! Time ':;!:-i:;-'-" C(*~'~~·'fJ;~':'~.f.[,·~,,,~~,;~7';\-,TtiesdaY;';20~;Jui1e . ;<.::?~i·- '. ~ :.- ~. -: .'-, ., "'c;:rime~,: . .'.~ • "0" : .• j., < ',Wednesdav,'21'Juilo' .•.. ' c.··· 

08:00-08:30 REGISTRATION 4 Hepatitis B control 
08:00-08:30 a, Regional overview - introduction of operational 

08:30-09:30 1 Opening ceremony guidelines focused on mother-child transmission, 
- Opening remarks validating impact of hepatitis B virus (HBV) 
- Self-introduction immunization programme and road map to the regional 
- Election of officers goal 
- Administrative announcements 

b, Country experiences Group photograph -
08:30-08:50 i Operational feature of China HBV 

immunization programme 
08:50-09:10 ij Improving birth dose of HBV in Viet Nam 

iii Challenges of sustainable hepatitiS B 
09:10-09:30 immunization in the Philippines 
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2 Overview of programmes 10:00-10:30 Discussion: Country specific feedback and formulation of 

a, Expanded Programme on Immunization action points 
10:00-10:30 

(EPI) in the Westem Pac~ic. current status and 5 Maintaining poliomyelitis-free status 
future prospects 

a. Updale on global poliomyelitis eradication. current 10:30-11:00 b, EPI in global context 10:30-10:50 
slatus of wild poliovirus transmission, development 
towards oral poliovirus cessation, poliovirus laboratory 

3 Measles elimination - aChieve twin goals containment) 
Regional measles elimination: current b Regional overview (surveillance and immunization 11:00-11:30 a, 

10:50-11:10 status, the way forward quality, response capacity, laboratory containment, 
b, Country experiences. working towards Regional Certification Commission recommendations) 
measles elimination 11:10-11:30 c Response to outbreak due to vaccine-derived 

11:30-12:00 
i Development of measles plan of action polioviruses in Cambodia 
as part of Viet Nam's comprehensive multi-

11 :30-12:00 Discussion: Country specific feedback and formulation of 
year plan (cMYP) action points 
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13:00-13:30 ii Impact of Guizhou measles elimination 13:00-15:00 6 Regional Interagency Coordinating Committee 
project (tCC) meeting 

13:30-14:00 iii Evaluation of measles elimination in 
13:00-15:00 Group work the Republic of Korea 7 

14:00-14:30 iv Response to measles outbreak due to a, Country experience on strengthening of 
importation in Fiji immunization service delivery through vaccine 

14:30-15:00 c, Regional measles laboratory network: preventable disease control, elimination and eradication 
progress and prospects b, Strengthening and sustaining of routine 

immunization programmes through development of 
cMYP 
c, Country perspectives on new or under-utilized 
vaccine introduction 
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8 Strengthening immunization services 
a. Validation and maintenance of maternal 
neonatal tetanus elimination in Viel Nam 

':'." 

b. Reaching unreached urban poor populations in 
the Philippines 

c. Pilot for expansion of fixeu site immunization 
services in Cambodia 

d. Immunization as an essential pdrt of child 
survival (introduction of joint WHO/UNICEF child 
survival strategy) 

e. Managing immunization injection waste as part 
of health waste manaoement 
,,')"i ;':'I~}"~:!'<>"-::':Co~. bmak .' --c .. '.'. 
f Technical update of new vaccine development 
and potential impact On Millenium Development 
Goals (Hib, pneumococcal and rotavirus, etc.) 

9- Overview of Japanese encc:phalitis control 
through immunization 

h, Monitoring subnational im'I1Un!Zation data 

Discussion. Country specific feedback and 
formulation of action points 

I:';;?'::'~>:'< ' .)"u!lc~ tJ~k., , ~ .... ", S,,> 
Discussion: Country specific feedback and 
formulation of action points 

9. Feedback from Interagency Coordinating 
Committee meeting 
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10 Conclusions and recommendations 
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~-

.. __ .-

> 
Z 
Z 
t"1 
X .... 



- 39-

ANNEX 2 

LIST OF ATTENDEES (TAG MEMBERS, PARTICIPANTS, OBSERVERS AND 
SECRET ARIA T) 

1. TAG MEMBERS (TEMPORARY ADVISERS) 

Dr Robert Hall, Director, Public Health and Chief Health Officer, Department of Human Services, 
Victoria, Level 18, 120 Spencer Street, Melbourne, Victoria 3000, Australia 
Telephone: (61-3) 9096-5204, Facsimile: (61-3) 9096-9176, E-mail: robert.g.hall.@dhs.vic.gov.au 

Dr Stephen Cochi, Senior Advisor, Global Immunization Division, National Immunization Program, 
Centers for Disease Control and Prevention, 1600 Clifton Road, NE - Mailstop E-05, Atlanta, Georgia 
30333, United States of America, Telephone: (1-404) 639-8723, 
Facsimile: (1-404) 639-8573, E-mail: scochi@cdc.gov or sic I (ci)cdc.gov 

Dr Tatsuo Miyamura, Director, National Institute ofInfectious Diseases, Toyama 1-23-1, Shinjuku-ku, 
Tokvo 162-8640, Japan, Telephone: (81-3) 5285-1111, Facsimile: (81-3) 5285-1356, E-mail: 
tmiyam(Zi)nih.go.jp 

Dr Yu Jingjin, Deputy Director-General, Department of Diseases Control 
Ministry of Health, No.1 Xi Zhi Men Wai Nan Lu, Xicheng District, Beijing 100044, China 
Telephone: (86-10) 6879-2331, Facsimile: (86-10) 6879-2514, E-mail: yujj@moh.gov.cn or 
yujj@mohmail.cn 

2. PARTICIPANTS 

BRUNEI DARUSSALAM Dr Hajah Zaliha Haji Mesli, Senior Medical Officer and Head, School 
Health Division, Department of Health Services, Ministry of Health, 
Jalan Menteri Besar BB 3910, Negara Brunei Darussalam 
Telephone: +673-2230032, Facsimile: +673-2230029 
E-mail: ehsan2201(a)vahoo.com 

CAMBODIA Professor Sann Chan Soeung, Manager, National Immunization 
Program, Ministry of Health, 125-129 Street 134, Veal Vong, 

CHINA 

7 Makara, Phnom Penh 
Telephone: (855) 12933344, Facsimile: (855) 23 426167 
E-mail: sanns@nip.everyday.com.kh 

Dr Svay Sarath, Deputy Programme Manager, National Immunization 
Program, Ministry of Health, 125-129 Street 134, Veal Vong, 7 Makara, 
Phnom Penh 
Telephone: (855) 12 870992, Facsimile: (855) 23426167 
E-mail: svays@nip.everyday.com.kh 

Dr Cui Gang, Director, Expanded Programme on Immunization 
Ministry of Health, China, No. I, Xi Zhi Men Wai Nanlu, 
Xicheng District, Beij ing 100044 
Telephone: +8610-68792355 
E-mail: eppiddC(wmoh.gov.cn 
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Dr Liang Xiaofeng, Director, National Immunization Program 
China Center for Disease Control and Prevention, Ministry of Health, 
No. 27 Nanwei Road, Xuanwu District, Beijing 100050 
Telephone: +861063176737, Facsimile: +861063176737, 
E-mail: liangxf@hotmail.com 

Dr Li Yixing, Director, Division 3, National Immunization Program 
Ministry of Health, No. 27 Nanwei Road, Xuanwu District, 
Beijing 100050 
Telephone: +8610 8315 9521, Facsimile: +8610 8315 9521, 
E-mail: yixing-li@hotmail.com 

Dr Cui Fuqiang, Deputy Director, Division 2, National Immunization 
Programme, Ministry of Health, No. 27 Nanwei Road, Xuanwu District, 
Beijing 100050 
Telephone: +8610 8313 3797, Facsimile: +8613 718891696, 
E-mail: cuifuq@126.com 

Professor Leung Nai-kong, Chairman, Scientific Committee on 
Vaccine Preventable Diseases, Centre for Health Protection, Department 
of Health, Room 801, Hong Kong Academy of Medicine, Jockey Club 
Building, 99 Wong Chuk Hang Road, Aberdeen, Hong Kong 
Telephone: (852) 2871 8842, Facsimile: (852) 2104 9551 
E-mail: leungnk@netvigator.com 

Dr Lam Chong, Coordinator, Control of Communicable Diseases 
CDC-NDIV Health Bureau, Department of Health, No. 335-341, 
Alameda District, Carlos d'Assumpcao, Macao 
Telephone: +853 533 525, Facsimile: +853 533 524, 
E-mail: ndiv@ssm.gov.mo 

Dr Nobuhiko Okabe, Director, Infectious Disease Surveillance Center, 
National Institute ofInfectious Diseases, Toyama 1-23-1, Shinjuku
ku,Tokyo 162-8640 
Telephone: +81-3-5285-1111, Facsimile: +81-3-5285-1129, 
E-mail: okabenob@nih.go.jp 

Dr Phengta Vongphrachanh, Deputy Director, National Center for 
Laboratory and Epidemiology, Ministry of Health, Km 3, Thadeua 
Road, Vientiane 
Telephone: +856 21-312351, Facsimile: +856-21-350209, 
E-mail: Phengta@hotmail.com 

Associate Professor Dr Somthana Douangmala. Deputy Director, 
National Center for Laboratory and Epidemiology, Ministry of Health, 
Km 3, Thadeua Road, Vientiane 
Telephone: +856 21 350027, Facsimile: +85621312120, 
E-mail: somthdm@laotel.com 

Dr Anonh Xeuatvongsa, Program Manager, Expanded Programme on 
Immunization, Ministry of Health, Km 3, Thadeua Rd, Vientiane 
Telephone: +85620989 825, Facsimile: +856 21 312 120, 
E-mail: anonhxeuat@yahoo.com 



MALAYSIA 

MONGOLIA 

NEW ZEALAND 

PAPUA NEW GUINEA 

PHILIPPINES 

REPUBLIC OF KOREA 

- 41 -

Annex 2 

Dr R Devan K Ramu, Principal Senior Assistant Director of Health 
Ministry of Health, Level 13, Block E7, Parcel E, Federal Government 
Administrative Centre, 62590 Putrajaya 
Telephone: +60388834412, Facsimile: +60388891013, 
E-mail: devenkurup@yahoo.com 

Dr Khun Tsegmed, Officer-in-Charge, Communicable Diseases, 
Ministry of Health, Olympic Street-2, Government Building-VIII, 
Ulaanbaatar, Telephone: +97611 263941, 
E-mail: tsolmonhun@yahoo.com;hun@moh.mn 

Dr Samdan Altanchimeg, Manager, Expanded Programme on 
Immunization, National Center for Communicable Diseases 
Ministry of Health, Na Muyi Jui Street, 14th Khoroo Batazurkh District, 
Ulaanbaatar 
Telephone: +97611 451798, Facsimile: +976 II 454921, 
E-mail: altanchimeg72(al.yahoo.com 

Ms Diana Josephine Murfitt, Senior Analyst, National Immunization 
Programme, Communicable Disease and Environmental Health Policy, 
Public Health Directorate, Ministry of Health, PO Box 5013, Wellington 
Telephone: +044954420, Facsimile: +04-495 4479, 
E-mail: Dianamurfitt@moh.govt.nz 

Dr William Lagani, Senior Specialist Medical Officer, Child and 
Community Health, Health Improvement Branch, Department of Health, 
PO Box 807, Waigani, National Capital District 
Telephone: +675 3013973, Facsimile: +675 323 0177, 
E-mail: williamlagani(a)health.gov.pg 

Mr Steven Toikilik, Manager, National Expanded Programme on 
Immunization, Department of Health, PO Box 807, Waigani, National 
Capital District 
Telephone: +6753013752, Facsimile: +675 323 0177, 
E-mail: stoikilik@hssp.com.pg 

Dr Maria Joyce Ducusin, Medical Specialist IV, National Center for 
Disease Prevention and Control, Department of Health, San Lazaro 
Compound, Tayuman, Sta Curz, Manila 
Telephone: (632) 711-6130, Facsimile: (632) 732 9956, 
E-mail: jducusin@yahoo.com 

Dr Marlow Ninal, Chief, Public Health Surveillance and Informatics 
Division, Department of Health, San Lazaro Compound, Tayuman, 
Sta Cruz, Manila 
Telephone: (632) 741 7048, Facsimile: (632) 741 7048, 
E-mail: marlowninal(a)yahoo.com 

Dr Geun-Ryang Bae, Senior Scientific Officer, Division of Vaccine 
Preventable Disease Control, and National Immunization Program, 
Korea Center for Disease Control and Prevention, 194 Tongilo, 
Eunpyung-gu, Seoul 122701 
Telephone: +82 2 3801436, Facsimile: +82 2 352 8235, 
E-mail: bgr824@cdc.go.kr;bgr824@chol.com 
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Dr Gary Ong Pang Yeow, Associate Consultant and Assistant Director 
(Communicable Disease Policy), Communicable Diseases Division, 
Ministry of Health, College of Medicine Building, 16 College Road, 
Singapore 169854 
Telephone: (65) 63257354, Facsimile: (65) 6325 1168, 
E-mail: garyONG@moh.gov.sg 

Professor Pham Ngoc Dinh, Deputy Director, National Institute of 
Hygiene and Epidemiology, Ministry of Health, I Yersin Street, 
Ha Noi 10 000, Telephone: +844 971 7783, 
Facsimile: +844 821 0853.E-mail: dinhnihe@hn.vnn.vn 

Professor Do Si Hien, Manager, National Expanded Programme on 
Immunization, National Institute of Hygiene and Epidemiology, 
Ministry of Health, No.1 Yersin Street, Ha Noi 10 000 
_Telephone: +844 8214680, Facsimile: +844 8213782, 
E-mail: dshien@fpt.vn 

3. OBSERVERS 

Ms Athalia Christie, CDC Senior Technical Officer, 
American Red Cross - International Services, 2025 E Street NW, 
3rd Floor, Washington, DC 20006, United States of America (USA) 
Telephone: (202) 303 5243, Facsimile: (202) 302 2670, 
E-mail: ChristieAt@usa.redcross.org 

Dr Amra Uzicanin, Medical Epidemiologist, National Immunization 
Program, Centers for Disease Control and Prevention, 1600 Clifton 
Road E-O, Atlanta, GA 30333, USA 
Telephone: + I 4046398252, Facsimile: + I 4046398573, 
E-mail: aauS@cdc.gov 

Dr David Sniadack, Medical Officer, Polio Eradication Branch, Global 
Immunization Division, National Immunization Program, Mailstop E
OS, 1600 Clifton Road, NE, Atlanta, GA 30333, USA 
Telephone: +14046398575, Facsimile: +14046398573, 
E-mail: Dsniadacklalcdc.gov 

Ma Rita Bustamante, Programme Officer, Operations Section, 
Delegation of the European Commission to the Philippines, 
30/F Tower II, RCBC Plaza, Makati, Metro Manila 
Telephone: (632) 859 5100, Facsimile: (632) 859 5109, 
E-mail: Rita.BUSTAMANTE@cec.eu.int 

Dr Anshu Banerjee, Senior Programme Officer, Country Support 
Team, GA VI Alliance Secretariat, c/o UNICEF, Palais des Nations, 
CH-1211 Geneva 10, Switzerland, 
Telephone: +41229096546, Facsimile: +41 229096550, 
E-mail: abanerjee0lgavialliance.org 
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Dr Toru Chosa, Medical Officer, Bureau ofInternational Cooperation, 
International Medical Center of Japan (!MCJ), Toyama 1-21-1, 
Shinjuku, Tokyo 162-8655 
Telephone: 813 3202 7181, Facsimile: 813 3205 7860, 
E-mail: tchosa@it.irncLgo.jp 

Dr Masabiko Hacbiya, Medical Officer, Bureau ofInternational 
Cooperation, IMCJ, Toyama 1-21-1, Shinjuku, Tokyo 162-8655 
Telephone: 813 3202 7181, Facsimile: 813 3205 7860, 
E-mail: m-hatiya@it . .imcj.go.jp 

Dr Makoto Kobayashi, Medical Officer, Bureau ofInternational 
Cooperation, IMCJ, Toyama 1-21-1, Shinjuku, Tokyo 162-8655 
Telephone: 813 3202 7181, Facsimile: 813 3205 7860, 
E-mail: koba98@mwb.biglobe.ne.jp 

Ms Harumi Kitabayashi, Deputy Resident Representative, 
Japan International Cooperation Agency (JICA), Philippines Office, PO 
Box 1026, Makati Central Post Office, Makati City, Philippines 
Telephone: (632) 8997119, Facsimile: (632) 8996850, 
E-mail: jicapp@jica.go.jp 

Dr Shoko Sato, Program Coordinator, JICA Cambodia Office, P.O. Box 
613, Phnom Penh, Cambodia 
Telephone: (855-23) 211673/674, Facsimile: (855-23) 211 675, 
E-mail: jicacm@jica.go.jp 

Mr Norito Araki, Second Secretary (Health Attache), Embassy of 
Japan, 2627 Roxas Boulevard, Pasay City 1300, Metro Manila, 
Philippines, Telephone: (632) 5515710 (ext 2105), 
Facsimile: (632) 551 5780/83, E-mail: keizai4@japanembassy.ph 

Mr Ohkubo Noboru, 2005-2006 Governor, Rotary International 
District 2650 (Rl-2650), /0 Kyoto Century Hotel, 3F 680, 
Higashishiokoji-cho, Shimogyo-ku, Kyoto 600-8216, 
Facsimile: 075 371 2651, 

Dr Kazuharu Mawaribuchi, Chairman, World Community Service 
Committee, Rl-2650, World Community Service Committee, Rl-2650, 
12-5 Shirogane-cho Tsuruga City, Fukui 914-0054, Japan 
Telephone: +81 7702342323, Facsimile: +81 7702000010 

Mr Eiji Sonoda, World Community Service Committee, 
Rl-2650, 12-5 Shirogane-cho Tsuruga City, Fukui 914-0054, Japan,_ 
Telephone: +81 7702342323, Facsimile: +81 7702000010 

Mr Yoshihiro Hirata, Member, World Community Service Committee, 
Rl-2650, 12-5 Shirogane-cho Tsuruga City, Fukui 914-0054, Telephone: 
+81 7702342323, Facsimile: +81 7702000010 
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Dr Chea Kim Ly, Deputy Manager, National Immunization 
Programme, Ministry of Health, Street l34, Veal Vong, Khan 7 Makara, 
Phnom Penh 
Telephone: (855) 11727276, Facsimile: (855) 23426167, 
E-mail: cheak@nip.everyday.com.kh 

Mr Ly Nareth, Deputy Manager, National Immunization Program, 
Ministry of Health, Street 134, Veal Vong, Khan 7 Makara" 
Phnom Penh, Telephone: (855) 12620481, 
Facsimile: (855) 23426167, E-mail: Iyn@nip.everyday.com.kh 

Dr Christina Maw, Senior Medical and Health Officer, Programme 
Management and Professional Development Branch, Centre for Health 
Protection, Department of Health, Hospital Authority Building,147B 
Argyle Street, Kowloon, Hong Kong, 
Telephone: (852) 2768 4505, Facsimile: (852) 2761 3272, 
E-mail: Christinamaw@dh.gov.hk 

Dr Dorj Narangerel, Manager, Expanded Programme on 
Immunization, Ministry of Health, Olympic Street-2, 
Government Building -VIII, Ulaanbaatar 
Telephone: (976-11) 26-36-31, Facsimile: (976-11) 26-36-31, 
E-mail.naraa61us@yahoo.com 

Dr Juanita Basilio, Medical Officer VII, Family Health Office, 
National Center for Disease Prevention and Control, Department of 
Health, Building 13, DOH Compound, Sta Cruz, Manila 
Telephone: (632) 743 8301 (ext 170011701), 
Facsimile: (632) 711 7846, E-mail: nitzbasilio@.hotmail.com 

Engineer Luzviminda Garcia, Supervising Health Programme Officer, 
Family Health Office, National Center for Disease Prevention and 
Control, Department of Health, Building 13, DOH Compound, Sta Cruz, 
Manila 
Telephone: (632) 743 8301 (ext 1728/1725), 
Facsimile: (632) 711 7846, E-mail: baloycgarcia@yahoo.com 

Dr Nayda Bautista, Medical Specialist II, Center for Health 
Development for Region Vll, Jones Avenue, Cebu City 
Telephone: (63-32) 2533214, Facsimile: (63-32) 2540109, 
E-mail: nayda.bautistamd@yahoo.com 

Dr Raffy Deray, Medical Specialist II, Center for Health Development 
for Region II, Tugueagarao City, Cagayan 
Telephone: (63-78) 844 2748, Facsimile: (63-78) 844 4368, 
E-mail: raffysj84@yahoo.com 

Dr Jennifer Victorino, Medical Specialist III, Center for Health 
Development for Region IV A, Quirino Memorial Medical Center 
Compound, Project 4, Quezon City 
Telephone (632) 9134654, Facsimile: (632) 913 4654, 
E-mail: monicajennifer@.yahoo.com 
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Dr Reinhard Dalumpines, Medical Specialist III, Center for Health 
Development for NCR, Welfareville Compound, Acacia Lane, 
Mandaluyong City 
Telephone: (632) 535 4593, Facsimile: (632) 5354593, 
E-mail: reinhard425@yahoo.com 

Mr Sung-ju Kim, Public Health Researcher, Division of Vaccine 
Preventable Diseases Control, National Immunization Program, Korea 
Centre for Disease Control and Prevention, 5 Nokbun-Dong, 
Eunpyung-gu, Seoul, 122-701, Facsimile: (822) 3528235 

Dr Nguyen Van Cuong, National EPI Secretary, National Institute of 
Hygiene and Epidemiology, Ministry of Health, 1 Yersin Street, Ha Noi 
Telephone: +844972 1334, Facsimile: +844 821 3782, 
E-mail: Vancllong@.fpt.vn 

Dr Le Hoang San, Vice Director, Pasteur Institute, 7 Pasteur Street, 
District 3, Ho Chi Minh City 
Telephone: +848 820 5930, Facsimile: +848 8202814, 
E-mail: hoangsan@pasteur-hcm.org.vn.san@.hcm.vllll.vn 

Professor Dang Tuan Dat, Regional High Land EPI Manager and 
Director, Hygiene and Epidemiology Highland Region, 59 Hai Ba Trung 
Street, Dak Lak Province, Buon Me Thuot City 
Telephone: +8450 859 183, Facsimile: +84 58 824423, 
E-mail: ihetntWdng.vnn.vn;datkadI2002@yahoo.com 

Dr Dinh Sy Hien, Vice Director, Pasteur Institute - Nha Trang, 
8 Tran Phu Street, Khan Hoa Province, Nha Trang City 
Telephone: +84 58 823 934, Facsimile: +84 58 824 058, 
E-mail: hienpllt@dng.vnn.vn 

Dr Tran Van Hung, Administration of Preventive Medicine, Ministry 
of Health, 138A Giang Vo Street, Ha Noi 
Telephone: +84 4 8464 416, Facsimile: +8447366241 

Dr Susan Hills, Program Officer, Japanese Encephalitis Project, 
Program for Appropriate Technology in Health (PATH), 
1455 NW Leary Way, Seattle, WA 98107, USA 
Telephone: +12062853500, Facsimile: +12062856619, 
E-mail: shills@path.org 

Dr Chham Sam nang, Deputy Manager, Immunization Program, PATH, 
Children's Vaccine Program (CVP), PO Box No. 1684, Phnom Penh, 
Cambodia; Telephone: +855 12412000, Facsimile: +855 23222330, 
E-mail: csamnan@path.org 

Dr Vu Minh Huong, Program Director, PATHlCVP, 
United 01-02, Floor 2nd Ha Noi Towers, Hai Ba Trung, 
Hoan Kiem District, Ha Noi, Viet Nam 
Telephone: +8449362215, Facsimile: +844 936 2216, 
E-mail: hvu@parth.org 
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Dr Kenneth F. Collins. Past Director, Rotary International 
I New Court Green, Mt Claremonth, W A, Australia 6010 
Telephone: 61-8-938-50471, Facsimile: 61-8-938-50472, 
E-mail: collinsk@bigpond.net.au 

Dr Francois Gasse. Senior Health Officer, UNICEF - New York 
Headquarters,3 United Nations Plaza (H-8A), New York, 
New York 10017, USA 
Telephone: 1 21232673 35, Facsimile: 1 2128246460, 
E-mail: fgasse@unicef.org 

Dr Edward Hoekstra, Senior Health Officer, Global Measles 
Programme, UNICEF - New York Headquarters, 3 United Nations 
Plaza (H-8A), New York, New York 10017, USA 
Telephone: 1 2123267335, Facsimile: 12128246460 
E-mail: ehoekstra@unicef.org 

Mr Basil Rodriques, Regional Immunization Officer, UNICEF East 
Asia and Pacific Regional Office, P.O. Box 2-154, Bangkok 10200, 
Thailand; Telephone: (66-2) 356-9427, Facsimile: (66-2) 280-3563/4 
E-mail: brodriques@unicef.org 

Dr Tuya Mungun, Project Officer, Health and Nutrition, UNICEF 
Mongolia Country Office, UN Building 2, UN Street 12, Sukbaatar 
District, Ulaanbaatar 210646, Mongolia 
Telephone: +976-11-312127, Facsimile: +976-11-327313, 
E-mail: tmungun@unicef.org 

Dr Ingrid Hilman, Project Officer, Expanded Programme on 
Immunization, UNICEF Laos Country Office, Km-3, Thadeau Road, 
P.O. Box 1080, Vientiane, Lao People's Democratic Republic 
Telephone: (856-21) 315200/04 (ext 108), 
Facsimile: (856-21) 314-852, E-mail: ihilman@unicef.org 

Dr Rasoka Thor, Project Officer, Child Survival, UNICEF Phnom 
Penh Office, # II Street 75, Phnom Penh, Cambodia 
Telephone: 855 23 426 214/5, 427 957 (ext 126), 
Facsimile: 855 23 426284, E-mail: rthor@unicef.org 

Dr Xu Zhu, Project Officer, Health and Nutrition, UNICEF Beijing 
Office, 12, Sanlitun Lu, Beijing 100600, China 
Telephone: (8610) 6532 3313 (ext 1605), 
Facsimile: (8610) 6532 3107, E-mail: xzhu@unicef.org 

Dr Andrea Gay, United Nations Foundation, Children's Health 
Program, Suite 400, 1225 Connecticut Avenue, NW, 
Washington, DC 20036, USA; Telephone: (1-202)887-9040, 
Facsimile: (1-202)887-9021, E-mail: agay@unfoundaton.org 



WHO WESTERN 
PACIFIC 
REGIONAL OFFICE 

- 47-

Annex 2 

4. SECRETARIAT 

Dato' Dr Tee Ah Sian, Director, Combating Communicable Diseases 
World Health Organization, Regional Office for the Western Pacific ' 
United Nations Avenue, 1000 Manila, Philippines ' 
Telephone: +632 528-8001, Facsimile: +632 521-1036, 
E-mail: Teeahsian@wpro.who.int 

Dr Yang Baoping, Regional Adviser, Expanded Programme on 
Immunization, World Health Organization, Regional Office for the 
Western Pacific. United Nations Avenue, 1000 Manil!!, Philippines 
Telephone: +632 528-8001, Facsimile: +632 521-1036, 
E-mail: yangb(a)wpro.who.int 

Dr Yoshikuni Sato, Medical Officer, Expanded Programme on 
Immunization, World Health Organization, Regional Office for the 
Western Pacific United Nations Avenue, 1000 Manila, Philippines 
Telephone: +632-528-9742, Facsimile: +632-521-1036, 
E-mail: satoy@wpro.who.int 

Dr Sigrun Roesel, Medical Officer, Expanded Programme on 
Immunization, World Health Organization, Regional Office for the 
Western Pacific, United Nations Avenue, 1000 Manil!!, Philippines 
Telephone: +632-528-9741, Facsimile: +632-521-1036, 
E-mail: roesels@wpro.who.int 

Mr Wayne Antkowiak, Technical Officer, Expanded Programme on 
Immunization, World Health Organization, Regional Office for the 
Western Pacific, United Nations Avenue, 1000 Manila, Philippines 
Telephone: +632-528-9751, Facsimile: +632-521-1036, 
E-mail: antkowiak@wpro.who.int 

Dr Kazunobu Kojima, Scientist (Laboratory Virologist), Expanded 
Programme on Immunization, World Health Organization, Regional 
Office for the Western Pacific, United Nations Avenue, 1000 Manila, 
Philippines; Telephone: +632-528-9750, Facsimile: +632-521-1036, 
E-mail: kojimak@wpro.who.int 

Dr Ernest Smith, Medical Officer, Expanded Programme on 
Immunization, World Health Organization, Regional Office for the 
Western Pacific, United Nations A venue, 1000 Manila, Philippines 
Telephone: +632-528-9746, Facsimile: +632-521-1036, 
E-mail: smithe@wpro.who.int 

Ms Margaret Hercules, Technical Officer, Expanded Programme on 
Immunization, World Health Organization, Regional Office for the 
Western Pacific, United Nations Avenue, 1000 Manila, Philippines 
Telephone: +632-528-9740, Facsimile: +632-521-1036, 
E-mail: herculesmlW,wpro. who. int 



Annex 2 

WHO WESTERN 
PACIFIC 
REGIONAL OFFICE 
(continued) 

WHO/CAMBODIA 

WHO/CHINA 

WHO/LAO PEOPLE'S 
DEMOCRATIC 
REPUBLIC 

WHO/MONGOLIA 

- 48-

Dr Manju Rani, Short-term Professional, Expanded Programme on 
Immunization, World Health Organization, Regional Office for the 
Western Pacific, United Nations Avenue, 1000 Manila, Philippines 
Telephone: +632-528-8001, Facsimile: +632-521-1036, 
E-mail: ranim@wpro.who.int 

Dr Kobei Toda, Medical Officer, Expanded Programme on 
Immunization, WHO Representative's Office, No. 177-179 corner 
Streets Pasteur (51) and 254, P.O. Box 1217, Sangkat Chak Tomouk, 
Khan Daun Penh, Phnom Penh, Telephone: +855-23 216610, 
Facsimile: +855-23216211, E-mail: todak@cam.wpro.who.int 

Dr Lisa Lee, Medical Officer, Expanded Programme on Immunization, 
WHO Representative's Office - China, 401, Dongwai, Diplomatic 
Office Building, Chaoyang District, Beijing 100600 
Telephone: +8610 6532 7189 to 92, Facsimile: +8610 6532-2359, 
E-mail: leel@chn.wpro.who.int 

Dr Yoshihiro Takashima, Medical Officer, Expanded Programme on 
Immunization, WHO Representative's Office - China, 401, Dongwai 
Diplomatic Office Building, Chaoyang District, Beijing 100600 
Telephone: +861065327189 to 92, Facsimile: +8610 6532-2359, 
E-mail: takashimay@chn.wpro.who.int 

Dr Stephen Hadler, Medical Officer, Expanded Programme on 
Immunization, WHO Representative's Office - China, 401, Dongwai 
Diplomatic Office Building, Chaoyang District, Beijing 100600 
Telephone: +8610 6532 7189 to 92, Facsimile: +8610 6532-2359, 
E-mail: hadlers@chn.wpro.who.int 

Dr Zuo Sbuyan, Programme Assistant, Expanded Programme on 
Immunization, WHO Representative's Office - China, 40 I, Dongwai, 
Diplomatic Office Building, Chaoyang District, Beijing 100600 
Telephone: +8610 6532 7189 to 92, Facsimile: +8610 6532-2359, 
E-mail: zuos(a)chn.wpro. who.int 

Dr Craig Wilson, Medical Officer, Expanded Programme on 
Immunization, WHO Representative's Office - Lao People's Democratic 
RepUblic, Ban Phonxay, That Luang Road, Vientiane 
Telephone: (856) 21413-431, Facsimile: (856) 21413-432, 
E-mail: wilsonc@lao.wpro.who.int 

Dr Jamsran Mendsaikban, Immunization Officer, Expanded 
Programme on Immunization, WHO Representative's Office - Mongolia 
c/o Ministry of Public Health, Ulaanbaatar-13 
Telephone: +976-11-32 7870, Facsimile: +976-11-32 4683 
E-mail: mendsaikhan@mog.wpro.who.int 



WHOIPAPUANEW 
GUINEA 

WHOIPHILIPPINES 

WHO/SOUTH 
PACIFIC 

WHO VIETNAM 

WHO 
HEADQUARTERS 
GENEVA 

- 49-

Annex 2 

Dr Joerg Rengel, Short-term Professional, Expanded Programme on 
Immunization, WHO Representative's Office - Papua New Guinea 
4th Floor, AOPI Centre, Waigani Drive, Port Moresby 
Telephone: (675) 325-7827, Facsimile: (675) 325-0568 
E-mail: rengeli@png.wpro.who.int 

Dr Howard Sobel, Medical Officer, Expanded Programme on 
Immunization, WHO Representative's Office - Philippines 
c/o Department of Health, San Lazaro Compound, Rizal Avenue, 
Sta. Cruz, Manila 
Telephone: +632-338-7479, Facsimile: +632-731-3914, 
E-mail: sobelh(G)phl. wpro. who.int 

Mr Richard Duncan, Short-term Professional, Expanded Programme 
on Immunization, WHO Representative's Office - South Pacific 
Level 4, Provident Plaza One, Downtown Boulevard, 33 Ellery Street 
Suva, Fiji 
Telephone: +6793-304600, Facsimile: +6793-304631 
E-mail: duncanr@fij.wpro.who.int 

Dr Katsuyuki Tsukamoto, Medical Officer, Expanded Programme on 
Immunization, WHO Representative's Office, 63 Tran Hung Dao Street 
Hoan Kiem District, Ha Noi, Viet Nam, 
Telephone: +844 943-3734 (Ext 83833), Facsimile: +844 943-3740, 
E-mail: tsukamotok@vtn.wpro.who.int 

Mr Christopher Maher, Scientist, Representative of the Director
General, Polio Eradication Initiative, World Health Organization 
20 Avenue Appia, CH-1211 Geneva 27, Switzerland 
Telephone: +41227912111, Facsimile: +412279131 J 1, 
E-mail: maherc@who.int 

Dr Peter Strebel, Medical Officer,Expanded Programme on 
Immunization, Immunization, Vaccines and Biologicals, World Health 
Organization, 20 Avenue Appia, CH-1211, Geneva 27, Switzerland 
Telephone: +41 22791 1338, Facsimile: +41 22791 4193, 
E-mail: StrebelPialwho.int 

Dr Thomas Cherian, Coordinator, ad interim, Expanded Programme 
on Immunization, Immunization, Vaccines and Biologicals, World 
Health Organization, CH-1211 Geneva 27, Switzerland, 
Telephone: +4122791 4460, Facsimile: +41 22 791 4860, 
E-mail: cheriant@who.int 



- 51 -

ANNEX 3 

COUNTRY FEEDBACK FROM GROUP WORK 

The Technical. Advisory Group (TAG) appreciated the opportunity for input and feedback 
from me~ber countries .throu~ the extensive discussions held during the group work. Countries 
shar~d views and eXP<7nences In regard to strengthening immunization service delivery through 
vaccine pr~ventable.dlsease (VPD) eradication, elimination, and control; design of multiyear 
plans; an? introductIOn of new ~nd underutilized vaccines into EPI. The group work provided an 
opportumty for member countries to share experiences and ideas with each other on these 
subjects .. Countries. were divi~ed into three groups: Group 1 included Cambodia, the Lao People's 
De~oc~atlc Repu~hc, Mongoha and Papua New Guinea; Group 2 included China, Malaysia, the 
Phllippmes.and Viet Nam; Group 3 included Australia, Brunei Darussalam, Hong Kong (China), 
Macao (Chma), New Zealand, the Republic of Korea, and Singapore. 

Group 1: Cambodia, the Lao People's Democratic Republic, Mongolia and Papua New Guinea 

The goals of maintaining poliomyelitis-free status and achieving measles elimination, 
hepatitis B control and maternal and neonatal tetanus elimination (MNTE) remain priorities but as 
part of general quality immunization services delivery. While measles and neonatal tetanus (NT) 
case reduction may be achieved quickly through supplementary immunization activities (SIAs), a 
strong routine immunization service is the key for maintenance of achievements. Risks of SIAs 
include replacing routine services temporarily and dependency on external donor support, which 
makes the strategy fragile. 

Hepatitis B vaccination, including timely birth dose, is considered as a key approach to 
strengthening routine immunization services. Its implementation still requires strong information 
strategies to demonstrate the need and benefits. The focus should be on the health care provider, 
particularly for the birth dose, to promote delivery at the hospital and in other settings. It should 
be realized that support for routine immunization services is also often still very dependent on 
external donor support (funds for vaccine procurement and immunization systems strengthening -
ISS). Consequently, there is a need to increase the responsibility and support by governments, 
particularly if target diseases are increasingly controlled. Guidance is particularly needed on how 
to promote a successful programme in terms of achievement for lives saved today. Establishing 
comprehensive multiyear plans with all relevant agencies can be a strong tool for coordinated 
setting of objectives and goals, to lobby for political commitment and to ascertain budget 
allocations by the national government. 

Such multiyear plans should include collaboration with the (evolving) private sector. 
Coordination is needed to better estimate real coverage; to improve reporting mechanisms; and to 
ensure adequate vaccine supply, quality cold chain management, immunization safety, and 
adherence to recommended immunization schedules. Involvement of medical societies and other 
stakeholders in immunization is also important for surveillance, advocacy, social mobilization and 
specific vaccination strategies (e.g. HepB birth dose). 

Microplanning concepts have often been learnt in SIA preparation; it is now implemented 
for routine immunization services at district level with health centre involvement. There 
are several examples of expanding to post-activity assessment, again focusing on district 
and health centre responsibility. The planning process in Cambodia, for example, is supported 
through mapping of not only cases and coverage but also available support structures, 
e.g. nongovernmental organization, to maximize assistance. 

A relevant strategy to increase vaccination coverage and reduce wastage (through open vial 
policy) is the revitalization of fixed sites. This strategy requires clearly defined catchment areas, 
the creation or re-creation of a demand for vaccination, a reversal of experiences from previous 
campaigns ("They'll come to the house anyway."), and a guarantee of services availability 
and accountability. 
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Very relevant among the chronic problems affecting EPI is poor quality ofrepo~ing 
processes, data collection and analysis. There is a lack of reg':llar perfo~~nce eva.luatlOn, and 
a widespread tendency to collect data without using informatIOn for decI.slOn-makmg. One 
approach to address the resulting coverage reliability di~emma is to. momtor the numb~r of 
children vaccinated in addition to coverage and emphasize the particular role of surveillance when 
data quality (coverage achievements, etc.) is considered poor. 

The integration ofEPI and other health services delivery is acceptable as a relevant 
concept but it is a major challenge to make it a reality for implementation. In the 
Lao People's Democratic Republic, for example, different timing to deliver different 
intervention with parallel delivery systems force clients to come too many times when these 
services could be combined (antenatal care, promotion of breast feeding, vitamin A application, 
immunization) and offered at one visit. A major challenge is also to develop and maintain a single 
monitoring and supervision system. "Package delivery" at different contact points makes sense 
but the content has to be tailored to the country's system capacity. With EPI being almost the only 
programme with at least four contacts a year with most of the population, a key issue to be 
addressed is how to protect the performance while being open to integration. 

Group 2: China. Malaysia, the Philippines and Viet Nam 

Group 2 countries identified numerous essential and innovative strategies for improving 
vaccination coverage and quality and were consistent with the GIVS framework. Special 
approaches included school entry checking of vaccination status with the caveat that programmes 
must be prepared to meet the increased vaccine needs during such initiatives. Passing laws to 
ensure that local governing authorities invest an adequate amount of fund to support routine EPI 
operations was another important intervention and countries with decentralized authority. 

Most participants identified numerous benefits oftargeted disease eradication, elimination 
and control activities on routine EPI. These included identifying and following up on children that 
were missed by routine EPI, enhancing immunization safety and appropriate sharps waste 
disposal, increasing political and community awareness and support for EPI, engaging community 
members to participate in EPI, improving health worker schools, ensuring an adequate cold chain 
and establishing or strengthening relationships between different government sectors such as 
health and education. 

The introduction of new and underutilized vaccines, such as hepatitis B vaccine, was a 
mechanism to increase coverage with all antigens because of the great public demand for hepatitis 
B vaccine. However, countries noted their routine immunization services were adversely affected 
as the amount of work required for implementing SlAs interfered with the smooth delivery of 
regular immunization services resulting in drop-out sessions. Nevertheless, participants 
recognized the trade-off between reaching more children through SlAs and the temporary 
interruption of regular EPI services. Other adverse consequences of SIAs mentioned during the 
group discussions included: confusion among mothers in thinking that SIAs replace the need for 
routine vaccines; and the unwillingness offield workers to do routine work when special 
incentives were provided during SlAs. 

Several countries did not yet have comprehensive mUltiyear plans of action for EPI, 
although most had measles elimination plans of action, and were not familiar with the specific 
strategies included in GIVS. One country had already included the GIVS framework in 
developing its multiyear plan. After reviewing the four strategic areas and 24 strategies, all 
countries appreciated the framework and thought it would be very helpful in developing future 
plans along a similar framework. Only one of the four countries felt that integrating plans of 
action with other programmes in the MinistrylDepartment of Health was difficult. 
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All countries had experience in introducing new and underutilized vaccines (NUVs). 
Participants recognized the need to base decisions to introduce NUVs into EPI on evidence for 
disease burden data, cost-effectiveness, operation feasibility (e.g. measles-rubella [MR] versus 
measles-mumps-rubella [MMR]) and the populations at risk for the targeted disease. Political 
pressure resulting from an outbreak was also recognized as an influencing factor. Participants felt 
that an established process for prioritization ofNUV introduction was needed and that expert 
advisory groups were important for objective decision-making given the competition among 
vaccine manufacturers and advocates to influence national decision making. Lessons learnt from 
NUV introduction included the importance of being flexible in adapting the EPI schedule to 
optimize vaccine use and new vaccine formulations, constitution of an expert advisory body to 
assist with decision-making, and formulation of financial sustainability plans and commitments 
that may include numerous financing mechanisms prior to introducing NUVs. 

Group 3: Brunei Darussalam, Hong Kong (China), Macao (China), Japan, New Zealand, the 
Republic of Korea and Singapore 

This group included all developed countries and areas with sustained high levels of 
immunization coverage. 

Routine immunization: 

School entry immunization is mandatory in all countries and areas in the group, except in 
Hong Kong (China), but it is not strictly enforced in any them. Singapore pointed out that the law 
on compulsory immunization and compulsory education is inherently contradictory in nature. On 
the whole the group agreed that compulsory school entry immunization has not been successful in 
these countries and is not enforced. 

The reminder system is an important tool used by most countries and areas to improve 
coverage. The Republic of Korea and New Zealand have electronic reminder systems. Singapore 
also issues a reminder letter for all immigrants upon entry to the country. 

The group emphasized the importance of continuing health education, especially in 
countries and areas with sustained high coverage for many years, to maintain the community faith 
and to counteract the anti-immunization lobby. 

Multiyear planning: Though all countries and areas have some form of long-term strategic 
plan, only New Zealand has a formal, fully costed, mUltiyear plan. However, each country and 
area has some form of national expert committee or scientific committee that annually reviews the 
programmes both in terms of technical and operational terms. 

Financing of vaccines: All the countries and areas provide free vaccination in government
assigned clinics. However, vaccines not included in national immunization schedules but 
recommended for personal protection are provided on cost-basis. Many of these countries were 
concerned about declining availability of traditional vaccines (e.g. whole cell pertussis), as fewer 
developed countries use them, and its potential adverse impact on the total cost of the programme. 

Surveillance for AEFI: Japan is the only country or area in the Region with an active 
surveillance system for adverse events following immunization (AEFI). The system involves 
clients, doctors and vaccine producers. All other countries rely on passive AEFI surveillance 
systems. The Republic of Korea has web-based reporting systems for AEFI, where parents or 
providers can directly report the AEFI. Hong Kong (China) has a hospital-based system, as many 
serious cases of AEFI are likely to report to hospitals rather than back to the vaccinators. 
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Use ofOPVIIPV' New Zealand and the Republic of Korea have already switched from DPY 
to IPY; Hong Kong (China) plans to do so in 2007. Brunei Darussalam and Singapore have no 
plans to switch. Macao (China) evaluated the introduction ofIPY, but did not find it cost
effective. It decided to introduce Hib vaccine instead. 

Measles case-based surveillance: Most countries and areas agreed on the desirability of 
measles case-based surveillance, but expressed reservations on its implementation and utility. The 
major concerns expressed were: who will pay for the test (Singapore), cultural barriers to take 
blood sample when the child is not too sick and when diagnosis is clear (Singapore, Hong Kong 
[China]); requirement of a paediatrician rather than a general practitioner to take the blood sample 
from a young child (Brunei Darussalam). The Singapore participant reported that policy-makers in 
Singapore felt that case-based surveillance may be justified only when the coverage reaches more 
than 95%. In Japan, the case-based surveillance is currently practised only in sentinel hospitals. 

Hepatitis B control: Universal antenatal hepatitis B screening is in place in all the countries 
and areas. However, except in New Zealand and Japan where the birth dose for hepatitis B 
vaccine is given only to babies born to hepatitis B positive mothers, universal birth dose is given 
in other countries irrespective of mother's status. However, hepatitis B immunoglobulin is given 
in addition to vaccine to newborns born to HbsAg positive mothers (though in Singapore this is 
given only if mother is both HbsAG and HbeAg positive). 

Regarding validation of impact of hepatitis B, while annual convenience sampling surveys 
are done in Hong Kong (China), Macao (China) has done population-based survey for school
children. The Republic of Korea has included hepatitis B testing in nationwide health surveys 
done every four years. However, no such validation is done in Brunei Darussalam. 

Strategies for new vaccines: In all the countries and areas, national expert committees 
evaluate each vaccine in terms of cost, disease burden, efficacy and safety. They make 
recommendations on whether the vaccine should be included in the national schedule for universal 
immunization or whether it should be made available on a fee-for-service basis. 
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