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SUMMARY 

The Twenty-third Meeting of the Technical Advisory Group (TAG) on Immunization and 
Vaccine-Preventable Diseases in the Western Pacific Region was held from 16 to 20 June 2014 
in Manila, Philippines. The meeting was attended by seven TAG members, three temporary 
advisors, 23 participants from 15 countries and areas, 36 representatives from partner 
organizations and WHO staff from headquarters, the Regional and country offices.  

The TAG reinforced regional goals to remain polio-free, to eliminate measles and 
maternal and neonatal tetanus (MNT), and to achieve accelerated control of hepatitis B. The 
TAG noted progress in the elimination of measles and the remaining challenges of endemic 
transmission and endemic or imported outbreaks in several countries. For hepatitis B, the TAG 
recognizes that additional efforts are needed to achieve the 1% goal in all countries and areas, 
and to sustain the progress made. All but three countries in the Region have been validated to 
have eliminated MNT. 

The TAG reaffirms its 2013 recommendation that the Western Pacific Region should 
establish a regional goal for rubella elimination. The TAG reiterates its advice that each Member 
State develops a national plan for evidence-based introduction of new vaccines for JE accelerated 
control. The TAG welcomes the final draft of the Regional Framework for Implementation of the 
Global Vaccine Action Plan in the Western Pacific 2013–2020, appreciates the broad 
consultation made in this process and supports the WHO Regional Office for the Western Pacific 
to seek endorsement for this framework from the Regional Committee. 
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1. INTRODUCTION 

The 23rd Meeting of the Technical Advisory Group (TAG) on Immunization and Vaccine-
Preventable Diseases in the Western Pacific Region was held in Manila, Philippines from  
16 to 20 June 2014. 

1.1 Objectives 

1) to review progress, discuss critical issues and propose key actions to achieve regional 
immunization goals, confirm new goals to be proposed to the sixty-fifth session of the 
Regional Committee for the Western Pacific in October 2014, and propose key actions to 
initiate progress towards these goals; 

2) to review progress in implementation of priority actions towards achievement of the 
strategic objectives of the Global Vaccine Action Plan (GVAP) in the Western Pacific 
Region, identify critical issues in implementation and propose key actions to address 
these issues; and 

3) to provide partners with updates on progress, challenges, priority activities, funding 
requirements and gaps in implementing GVAP in the Western Pacific Region and 
achieving regional immunization goals. 

 

1.2 Organization 

The meeting was attended by seven TAG members, three temporary advisors, 23 
participants from 15 countries and areas, 36 representatives from partner organizations and WHO 
staff from headquarters, the regional and country offices. The timetable of the meeting is 
provided in Annex 1. The list of participants is included in Annex 2. 

1.3 Opening remarks 

Dr Li Ailan, Officer-in-Charge, WHO Regional Office for the Western Pacific, welcomed 
TAG members and participants and commended Member States for their hard work towards 
achieving targets and strengthening immunization systems.  In May 2012, the World Health 
Assembly endorsed the GVAP 2011–2020. Dr Li asked for guidance on how this Region should 
implement this global initiative. Dr Li also asked for the TAG’s consideration of two documents, 
the draft Polio Endgame in the Western Pacific and the draft Hepatitis B Control Through 
Immunization: A Reference Guide.   

2. PROCEEDINGS 

2.1 Global update on Global Vaccine Action Plan  

Dr Thomas Cherian presented the proposed framework for monitoring implementation of 
the GVAP. Each goal and strategic objective of the GVAP has one or more indicators. Reports 
on progress against each indicator are compiled by the GVAP secretariat and reviewed by a 
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Strategic Advisory Group of Experts (SAGE) Working Group; SAGE then formulates 
recommendations for corrective actions. The executive summary of the SAGE assessment report 
is submitted to the World Health Assembly through the Executive Board. 

SAGE's 2012 assessment noted that the goal for achieving interruption of wild poliovirus 
transmission was at serious risk. Four of the six regions are not on track for measles elimination 
and several countries are not on track for achieving the global interim pre-elimination goals for 
2015. While the 2012 milestone for maternal and neonatal tetanus elimination (MNTE) was met, 
SAGE noted this goal was long delayed and that all efforts are needed to achieve the 2015 
elimination goal. 

SAGE noted that several countries had low and stagnant immunization coverage. In some 
countries, inequities in coverage between the richest and poorest quintiles and high dropout rates 
were observed. SAGE acknowledged the difficulties in monitoring district level coverage since 
the number and boundaries of districts may change over time and the size of the target population 
was not precisely known. SAGE concluded that the data on immunization expenditures were not 
of sufficient quality to interpret. While an increasing number of countries have established 
National Immunization Technical Advisory Groups (NITAGs), it was noted that capacity 
strengthening for data synthesis and the use of evidence for framing policies was required. 

Good progress has been made with the introduction of new vaccines, though countries in 
Asia have lagged behind. In the countries where these vaccines were introduced impressive 
reductions in morbidity and mortality have been documented. Access to vaccines at affordable 
prices is recognized as an important issue. A decline in prices for new vaccines has been noted 
and a new mechanism for low- and middle-income countries to procure these vaccines through 
the United Nations Children's Fund (UNICEF) has been established. However, the prices for 
middle-income countries through UNICEF procurement may still be prohibitive for some 
countries. 

SAGE concluded that while progress has been made, there was a risk that the eradication 
and elimination goals as well as the routine immunization coverage targets will not be met. It 
was felt that stronger country ownership was required to achieve progress against each of the 
GVAP goals. SAGE recommended corrective actions in four priority areas: (1) improvement of 
data quality; (2) progress towards meeting eradication and elimination goals; (3) enhancing 
coverage with routine immunization; and (4) enhancing country ownership. 

The report when presented to WHO Governing Bodies in 2013 was well received by all 
Member States and the independent review by SAGE was appreciated. Member States requested 
the WHO secretariat to provide guidance and technical support to enhance data quality. Member 
States also highlighted the issue of high vaccine prices. WHO and Gavi, the Vaccine Alliance 
(Gavi) were requested to explore mechanisms to facilitate access to affordable vaccines for non-
Gavi eligible middle-income countries. 

2.2 Expanded Programme on Immunization (EPI) in the Western Pacific Regional 
Overview 

Dr Sergey Diorditsa presented an overview of the Region's progress towards achieving 
regional EPI objectives.  One accomplishment was the development of the Regional Framework 
for Implementation of the GVAP in the Western Pacific. The framework was to be presented for 
endorsement by the sixty-fifth session of the Regional Committee for the Western Pacific in 
October 2014.  
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While the Region has progressed towards measles elimination and rubella control, 
achieving historic low levels of reported measles cases in 2012, there was a relative resurgence 
of measles virus transmission in 2013 and 2014, especially in China, Papua New Guinea, the 
Philippines and Viet Nam.  TAG's guidance is needed regarding country plans for interrupting 
ongoing measles transmission. 

Progress in hepatitis B control has been impressive. In 2013, the Regional Committee for 
the Western Pacific endorsed the goal of reducing hepatitis B chronic infection prevalence 
among 5-year-old children to less than 1% by 2017.  The 2014 Regional Immunization Week 
activities also focused on hepatitis B birth dose vaccination. 

While the Western Pacific Region continues to maintain its polio-free status, introducing 
inactivated polio vaccine (IPV) in line with the Polio Eradication and Endgame Strategic Plan 
2013–2018 has been a challenge. The Regional Office for the Western Pacific is developing a 
Polio Endgame in the Western Pacific Region 2013–2018 to guide countries in developing 
national polio endgame plans. 

MNT is considered eliminated in 34 of 37 countries and areas in the Region.  The 
remaining three countries, Cambodia, Papua New Guinea and the Philippines, are in the process 
of completing the required activities to be validated for elimination.  

In the Region, 12 countries are endemic for JE. Four of these countries provide 
vaccination in all risk areas and five countries vaccinate in some risk areas.  Accelerated control 
of JE will require introduction of JE vaccine in additional risk areas and improved surveillance. 

The rational introduction of new vaccines and keeping immunization safe with vaccines of 
assured quality remain areas of emphasis. He described the activities undertaken to improve 
immunization safety and regulation.  Low and middle-income countries are increasingly working 
to collect the required evidence to make informed decisions regarding vaccines.  

The reported routine vaccination coverage for the Region, has been above 95% for most 
vaccines over the last five years.  He stated that additional efforts are needed to reach vulnerable 
and hard-to-reach populations and to increase financial sustainability of vaccination programmes.  
He also reviewed the extensive EPI laboratory network in the Region including 43 polio 
laboratories, 386 measles laboratories and 20 JE laboratories.   

2.3 Measles Elimination 

2.3.1 Global overview 

Dr Peter Strebel presented the global situation of measles elimination. Global coverage 
with the first dose of measles vaccine is reaching four of every five children. From 2000 to 2012 
measles incidence and mortality reduced by more than three-quarters. More than 13 million 
measles-related deaths are estimated to have been averted through vaccination. In November 
2013, SAGE commended the significant progress made. In particular, the Region of the 
Americas has achieved and maintained elimination of both measles and rubella and the Western 
Pacific Region is approaching interruption of endemic measles transmission. The South-East 
Asia Region has established a goal for elimination of measles by 2020 which means all six WHO 
regions now have elimination goals. However, despite this progress, trends suggest the 2015 
global targets and regional elimination targets in the European (2015), Eastern Mediterranean 
(2015) and African Region (2020) will not be achieved on time. Measles is very infectious and 
the level of immunity in the population required to stop endemic transmission is 93–95%. Hence, 
to achieve measles elimination, vaccination coverage needs to be >95% for two doses of measles 
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vaccine through routine immunization and/or supplementary immunization activities (SIAs). To 
prevent measles outbreaks this high-level of coverage needs to be achieved uniformly across all 
districts. For countries with <90% coverage nationally SAGE urged increased visibility of 
measles and rubella elimination activities and investment to strengthen health systems and 
address immunity gaps in underserved communities. 

2.3.2 Regional overview 

Immunization 

Dr Yoshihiro Takashima summarized implementation of immunization strategies for 
measles elimination in the Western Pacific Region, reviewed the impact on measles incidence, 
and suggested additional immunization strategies to accelerate towards elimination. 

The immunization strategies for measles elimination have been to achieve >95% coverage 
with two doses of measles-containing vaccine through either routine or supplemental 
immunization. From 2010 to 2012, of 16 non-Pacific island countries and areas (non-PICs), eight 
countries (with total population of 1.7 billion, or 93.2% of the regional population) carried out 
nationwide SIAs. Of eight SIAs, the measles-containing vaccine (MCV) coverage in Cambodia, 
China, the Lao People's Democratic Republic and Viet Nam exceeded 95%. In 2012 and 2013, of 
16 non-PICs, eight countries and areas (population of 1.6 billion, or 89.6% of the regional 
population) sustained 95% coverage with first dose of routine measles-containing vaccine 
(MCV1). In 2012 and 2013, of 16 non-PICs, seven countries and area (population of 1.46 billion, 
or 79.4% of the regional population) sustained 95% coverage with the second dose of measles-
containing vaccine (MCV2). 

The regional measles incidence decreased from 27 per 1 million people in 2010 to 5.9 per 
1 million people in 2012. However, the incidence quickly increased from 5.9 in 2012 to 17.2 in 
2013, and then to 58.3 in 2014. From 2012 to 2014, 11 of 16 non-PICs reported increased 
measles incidence from endemic or imported measles. 

Suggested immunization strategies for countries experiencing a measles resurgence 
include: (i) ensure SIAs in 2014–2015 to be very high quality based on a detailed analysis of and 
lessons learnt from previous SIAs; (ii) conduct a post-SIA coverage survey and risk assessment 
at subnational level followed by targeted mopping-up vaccination activities; (iii) regularly review 
and identify immunity gaps by geographic area (e.g. district) and by birth cohort; and (iv) 
promptly take such corrective actions for immunity gaps identified as proactive vaccination 
activities (i.e. smaller-scale or province-wide, but more frequent, follow-up SIAs) targeting birth 
cohorts born after the last SIA in specific regions or provinces (e.g. accumulating susceptible 
populations and with risk of outbreak or resurgence).  Suggested additional immunization 
strategies included for endemic countries includes: (i) not only update national, but also develop 
provincial immunization strategies; and (ii) implement province-specific immunization strategies 
fully to interrupt endemic measles transmission as quickly as possible. 

Epidemiologic surveillance (including investigation) 

Dr William Schluter presented the epidemiologic surveillance of measles including case 
investigations.  At present, 36 of 37 countries and areas conduct measles case-based surveillance 
and submit data to the WHO Regional Office for the Western Pacific every month.  Of these, 35 
submit case-based data, and one country submits aggregate data.  In general, there is good 
agreement on case classification and case definitions.  Most countries are using a suspected 
measles defined as fever and rash with cough or coryza, or conjunctivitis.  One country is using 
acute febrile rash illness, and one using suspected measles or suspected rubella.  Surveillance 
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indicators have shown steady improvement from 2010 to 2014, except for sensitivity of 
discarded non-measles cases at subnational (provincial) level.  Twelve have reported epi-linked 
cases.  Three countries and areas report outbreak-related cases (vs sporadic cases) and four 
countries report chains of transmission where cases in a chain of transmission can be linked.  
Thirteen of 17 countries/areas/epidemiologic blocks have reported one or more cases as imported 
or with travel history.  Australia, Hong Kong SAR (China), the Republic of Korea and Singapore 
provided the source of imported cases showing that 83% of imported cases were intra-regional 
importations from other countries and areas in the Western Pacific Region and 16% from 
countries in the South-East Asia Region and 1% from the European Region.  The fewest 
confirmed measles cases (8767) were reported in 2012, with incidence rate of 4.8 per 1 million 
population.  Since then, 11 countries and areas have reported in 2013 and 2014 most measles 
cases and overall annualized incidence has increased to 58.3 per 1 million population, which is 
the highest incidence rate reported since 2008.  The age distribution shows cases primarily 
among children under-5 and among adults. 

Virologic surveillance – genotyping and molecular surveillance for measles and rubella 

Dr Youngmee Jee presented on virologic surveillance – genotyping and molecular 
surveillance for measles and rubella. Virologic surveillance is an essential criterion for verifying 
measles elimination to document the interruption of transmission of measles virus. Public Health 
England developed the MeaNS database to track measles sequence diversity and monitor 
elimination of virus strains. As of 15 June 2014, 17 545 viral sequences were entered in MeaNS 
by WHO network laboratories. Among the six WHO regions, Western Pacific Region network 
laboratories contributed 24% of global measles virus sequences. While major circulating measles 
genotypes in the Western Pacific Region were H1, D9 and D8 in 2012, H1 and B3 strains were 
predominantly detected in 2013–2014 with widespread circulation of B3 genotypes in this 
Region. Endemic circulation pattern (H1) still occurred in China but other genotype strains were 
increasingly detected. There was replacement of genotypes or mixed genotype pattern in 
previously endemic countries. In 2013–2014, China, Papua New Guinea, the Philippines and 
Viet Nam experienced measles outbreaks.  Following possible importation of D9 viruses from 
Indonesia in 2013, B3 strains were detected during Papua New Guinea outbreak in 2013–2014 
and B3 was detected from the measles outbreak in the Federated States of Micronesia. 

While great improvement has been achieved for measles virus genotype detection in the 
Western Pacific Region, the Philippines and Viet Nam have limited genotype data from 
laboratory confirmed cases. Network laboratories should continue their efforts to obtain genotype 
information from at least 80% of chains of transmission. If no virus isolation samples are 
available, measles immunoglobulin M (IgM) positive or equivocal serum samples collected 
within seven days (preferably three days) can be sent to Hong Kong SAR (China) Regional 
Reference Laboratory (RRL) for polymerase chain reaction (PCR) and genotyping. 

Verification 

Professor David Durrheim presented an overview of regional progress towards verification 
of measles elimination.  In 2010 the TAG requested the Regional Director to establish a regional 
and national verification process, and in 2013 the TAG requested the Regional Verification 
Commission (RVC) to monitor national progress towards measles elimination and to make 
recommendations to improve performance.  The National Verification Committees (NVC) 
should prepare or review annual reports documenting progress towards or achievement of 
measles elimination and submit the reports to the RVC.   

In 2014, four countries and areas were verified as having achieved measles elimination:  
Australia, Macao SAR (China), Mongolia and the Republic of Korea.  Ten other NVCs 
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submitted reports documenting their progress towards measles elimination.  At least four 
countries and areas (Brunei Darussalam, Hong Kong SAR (China), Japan and Singapore) appear 
to be very close and may have achieved elimination, but more detailed epidemiological 
information is needed.  Two countries (Cambodia and New Zealand) noted a specific date by 
which endemic or re-established measles virus transmission was interrupted, but less than 36 
months had passed since that date.  Four countries/areas/epidemiological blocks  
(the Lao People's Democratic Republic, Pacific island countries and areas, Papua New Guinea 
and Viet Nam) report periods with low or no documented transmission of measles virus followed 
by outbreaks.  Finally, three countries (China, Malaysia and the Philippines) have ongoing 
endemic transmission of measles virus.   

The RVC acknowledged the quality of the reports submitted by the NVCs and requested 
that future reports include the NVC plan of activities, a measles risk assessment, and measles 
outbreak response plan as well as more detailed information on rubella mirroring the five lines of 
evidence towards confirming measles elimination. 

2.3.3 Countries verified for elimination – issues and plan for response 

Australia 

Ms Julianne Quaine presented the evolution of the vaccination programme against measles 
in Australia, its impact on measles occurrence, lessons learnt from measles elimination activities, 
and challenges in sustaining elimination. 

Measles vaccine was introduced into the immunization programme in Australia in 1970 as 
a single dose of measles vaccine for children aged 12 to 23 months. Measles, mumps and rubella 
(MMR) started to be used from 1989 for children aged 12 months and the second dose of MMR 
(MMR-2) started in 1993 for children aged 12–14 years.  In 1998, following large measles 
outbreaks, Australia conducted a measles control campaign with MMR vaccination of children 
aged 5–12 years.  Following the SIA, MMR-2 was moved to be administered at 4 years of age in 
the national schedule. From 1 July 2013, MMR-2 has been given to children aged 18 months 
combined with varicella vaccine. In 2013, the coverage of MMR-1 measured at 2 years of age 
was 94% and MMR-2 measured at 4 years of age was 92%. Measles incidence in Australia 
declined below 4.5 per million population between 2000 and 2013. In 2013, there were 158 
measles cases reported (7 per million population). Of these, 64% were imported or import related 
and 82% were either not vaccinated or of unknown vaccination status. 

Lessons learnt in achieving the elimination of measles include (i) the importance of an 
organized and funded national immunization programme, (ii) benefit of capacity to identify areas 
of low coverage and with population immunity gaps, and (iii) the importance of good 
surveillance and public health response to cases. Challenges in sustaining measles elimination 
include: (1) large numbers of international travellers to countries where measles circulation 
continues; (2) vaccine hesitancy among some groups; and (3) maintenance of efforts for data 
quality, case identification and follow-up. 

Republic of Korea 

Dr Ok Park presented the Republic of Korea's plans and issues following measles 
elimination verification in March 2014. Importation of measles cases and subsequent local 
transmission still occurred in 2014 and an unusually high number of measles cases were 
reported. The epidemiological characteristics of the measles resurgence in the Republic of Korea 
includes a high proportion of import-related measles cases, high proportion of cases among 
vaccinated people, and school or hospital-related outbreaks.   
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In response targeted control measures have been implemented. First, to minimize 
importation of measles cases, Korea Centers for Disease Control and Prevention (KCDC) 
conducted activities to encourage MMR vaccination before international travel, vaccination of 
immigrant women, to submit 2-dose vaccination records for international students, and to set up 
a strategy to trace contacts from aircrafts and ships. Second, to prevent local transmission, 
information related to measles and its recent epidemiology was distributed to increase awareness 
among physicians and the public. Vigorous contact tracing was conducted in collaboration with 
other ministries. Third, timely 2-dose measles vaccination to 12-15-month-old children and 4-6-
year-old children was re-emphasized to minimize the susceptible population using the National 
Immunization Registry system.  

Based on the high coverage achieved by the National Immunization Programme and high-
quality case-based surveillance system, the resurgence of measles is expected to be controlled 
soon. However, measles importation is a constant challenge to herd immunity and public health 
control measures and strategies. With this early-2014 resurgence of measles, KCDC is re-
enforcing a strategic plan for measles outbreaks and has learnt a valuable lesson for preventing 
similar situations in future. 

Mongolia 

Dr Narangerel Dorj presented Mongolia's plans and issues following measles elimination 
verification in March 2014. Mongolia introduced the 1-dose mono-MCV vaccination schedule in 
1973. This was replaced by the 2-dose schedule in 1989. From 1996, the National Immunization 
Programme has reached MCV vaccination coverage of more than 95%. Apart from routine 
vaccination, several strategies have contributed substantially to measles elimination including 
catch-up vaccination campaigns conducted twice per year, periodic SIAs with MCV, and 
implementation of the reaching every district (RED) strategy to keep population immunity levels 
high.  In addition, the policy environment is supportive of the NIP.  

Until 1970, measles was the leading cause of communicable disease morbidity.  The 
highest measles incidence was recorded in 1958 at 22.46 per 100 000 population. Due to the 
universal childhood MCV immunization, measles morbidity and mortality dramatically 
decreased, but the inter-epidemic interval has increased from yearly to every 4 to 5 years.  

Mongolia reported 82 measles cases from five provinces and the capital city during 2006–
2014, of which, 71 cases were confirmed by laboratory investigation and the remaining 11 cases 
were confirmed clinically. The most dominant genotype of measles virus was H1.  There have 
been no measles deaths since 2002 and no measles cases reported since June 2010. The main 
challenge to sustain measles elimination is the potential of measles importation and subsequent 
transmission due to accumulation of susceptible individuals.  

Steps to sustain measles elimination include revision of the national measles elimination 
strategy and its implementation to establish school entry requirements as well as a national 
immunization registry database. 

2.3.4 Countries with resurgence after low incidence – issues and plan for response 

Viet Nam 

Professor Nguyen Tran Hien presented the issues and the plan for Viet Nam following the 
resurgence of measles after low incidence. In Viet Nam, MCV1 was introduced into EPI in 1984. 
Because of high coverage with MCV1 since 1990, measles incidence has been declining.  
However, epidemics still occurred approximately every five years. In response, SIAs were 
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conducted and MCV2 was introduced and provided routinely for 6-year-old children from 2006 
to 2009. In 2011 this changed, and MCV2 was provided to 18-month-old children. 

There was an outbreak from July 2013, starting near the China border in northern 
Viet Nam. Outbreak response was conducted in selected districts, however measles spread 
nationwide from late 2013. As of June 2014, there have been nearly 6500 laboratory confirmed 
measles cases.  The peak was in early April 2014. About 80% of the cases were under-5 and 50% 
were under-1. Among children <1-year, 146 died from measles-related complications. Further 
investigations are planned. 

Virus genotyping shows genotype H1 in the north and in one province in the south, D8 in 
the central and south, and B3 in the central region. Genotyping of cases is ongoing. In response, 
from March to May 2014 a nationwide outbreak response campaign was conducted targeting 
9-month to 2-year-old children.  Coverage is estimated at 96.7%. In addition, a campaign for  
2–9-year-old children is ongoing in 11 provinces. The response has resulted in decreased 
numbers of confirmed measles cases. A nationwide MR-SIA will be implemented from 
September 2014, and will target almost 24 million children aged 1 to 14 years. 

The Lao People's Democratic Republic 

Dr Anonh Xeuatvongsa presented the Lao People's Democratic Republic progress towards 
measles elimination and plan for the response to resurgence. National reported measles routine 
vaccination coverage increased from 40% in 2000 to 82% in 2013.  However, by end 2013, 63 of 
145 districts (43%) have <80% MCV1 coverage.  

Nationwide measles SIAs were conducted in 2007 and 2011 in which 2 175 000 children 
aged 9 months to 15 years (96%) and 2 694 000 children aged 9 months to 19 years were 
vaccinated (97%) against measles, respectively. 

There were two measles outbreaks reported in 2012 and 2013: Phongsaly Province, 
November–December 2012; and Luang Nam Tha Province, January–February 2013. Both 
outbreaks included children who should have been vaccinated in the measles SIAs in 2007 and 
2011. Children born after the 2011 SIA should have been protected by routine immunization.  

Among confirmed measles cases reported from 2011 to 2013, >60% of cases were not 
vaccinated. Strategies to achieve the goal of measles elimination will include: 

 Nationwide MR follow-up SIAs targeting children from 9 months to <5 years of age, 
which is scheduled for November 2014; 

 Strengthen routine vaccination in general and MR specifically to reach MR >95% 
coverage nationally and subnationally; 

 Introduce MR second dose into the national routine immunization schedule by 2016; 
Continue strengthening the acute febrile rash (AFR) and measles/rubella surveillance 
system for timely detection of suspected cases and specific corrective actions. 
 

Papua New Guinea 

Mr Gerard Sui provided an update on the measles outbreak in Papua New Guinea. The 
coverage with the dose of MCV administered at 9 months in the routine immunization 
programme has been less than 70% with some improvement in coverage during the last three 
years. However, more than 50% of the districts reported less than 50% coverage in 2013.  
Papua New Guinea conducted measles SIAs in 2008, 2010 and 2012.  The 2012 measles SIAs 
achieved national coverage of 88% with seven provinces having coverage of 95% or more.  
Mr Sui provided an analysis of the ongoing measles outbreak which started in October 2013 in 
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West Sepik province. Initial cases reported travel history to West Papua of Indonesia.  D9 strain 
was detected on genotyping. This provides additional evidence that the West Sepik cases were 
imported. A total of 1251 confirmed measles cases in 25 districts have been reported with 63% 
of the cases under 5 years of age. Around 18% of the cases were among children less than 6 
months of age who are not yet age-eligible for vaccination. Approximately 35% of the cases did 
not receive any measles doses in routine immunization. The National Measles Outbreak Task 
Force was reactivated in October 2013 and a province-wide outbreak response immunization 
activity targeting 6-month to 15-year-old children was initiated with 4 to 7 days of notification of 
the first confirmed cases. The Government procured 1.93 million doses of measles vaccine and 
provided US $1.5 million to support operational costs. A nationwide MR SIA is planned to begin 
in the second quarter of 2015. 

Singapore 

Mr Yuske Kita provided an overview of the national measles control programme, and the 
epidemiology of measles cases in 2014.  In 1976, Singapore implemented a measles control 
programme with the introduction of measles containing vaccine into the routine immunization 
schedule.  In 1980, measles was made a notifiable disease.  Measles second dose was introduced 
in 1998 and a catch-up campaign was conducted in 1997.  The immunization schedule was 
adopted in 2011 with two doses of MMR at 12 and 15–18 months of age.  From 2011 to 2013, 
annual vaccination coverage was estimated at 95% for MCV1. 

In the first 22 weeks of 2014, 109 measles cases were confirmed compared to 9 cases for 
the same period in 2013.  The highest incidence was among unvaccinated infants and children 
under 5.  In all, 33 (30%) confirmed measles cases were imported from other countries in the 
Western Pacific (Australia, China, the Philippines) or the South-East Asia (India, Indonesia) 
Regions.  In response, the Singapore Ministry of Health issued a health advisory to encourage 
timely administration of MMR according to the national schedule, catch up doses for children 
without documentation of two doses, and vaccination advice for unvaccinated travellers. 

2.3.5 Countries with endemic transmission – issues and plan for response 

China 

Dr Xu Wenbo presented on endemic measles transmission in China. China has 
experienced a resurgence of measles in 2013 and 2014. From January to May 2014, China 
reported 33 831 confirmed measles cases with 16 deaths, which represents an increase of 97% 
compared with the same time period in 2013. Measles cases in 2014 were primarily among 
adults, and preschool and unvaccinated children.  Few cases were among school-age children.  
Most of the cases among young children were among infants too young to be vaccinated. From 
surveys, key risk factors for measles infection/susceptibility in China included nosocomial 
transmission, migration, and unvaccinated children and adults aged 18–49 years of age. 

The H1 measles genotype is the only genotype indigenous to China. In recent years, 
however, imported measles virus has been detected, indicating that the measles surveillance 
system is sensitive enough to detect imported cases amidst the background of indigenous 
genotype circulation.   

A project to strengthen measles surveillance in the western provinces has been 
implemented and includes strengthened epidemiology and laboratory surveillance capacity and 
quality, enhanced capacity for preparedness, rapid detection and response to measles outbreaks, 
and improved performance on surveillance indicators. 
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Challenges for measles elimination in China include a weak routine immunization 
programme in high-risk areas, hard-to-reach populations, and insufficient resources for the EPI 
programme. China will keep working towards measles elimination and finding solutions to 
challenges, including strengthening routine immunization for both measles and rubella. 

Malaysia 

Dr Rohani Bte Jahis provided an overview of the national measles control programme and 
the epidemiology of the measles outbreak from 2011 to 2014 in Malaysia.  In 1982, Malaysia 
implemented a measles control programme with the introduction of single antigen measles 
vaccine at 9 months of age in the routine immunization schedule.  The immunization schedule 
was changed in 2002 with MMR provided at 12 months of age. In 2004, measles second dose 
was introduced for 7-year-old children and a nationwide campaign targeting school aged children 
(birth cohorts 1988–1996) was conducted.  In 2013, national vaccination coverage was estimated 
at 96.6% for MCV1, with provincial coverage ranging from 78.4% to 106.5%. 

In 2011 and 2012, Malaysia experienced a resurgence of measles cases compared to 
relatively lower measles incidence from 2000 to 2010.  However, fewer measles cases were 
confirmed in 2013 and the first five months of 2014 (1876 cases in 2012; 195 cases in 2013; and 
82 cases in the first five months of 2014).  In 2014, 60% of confirmed measles cases were 
imported, and 87% of cases were among children <7 years of age (24% were <12 months of age 
and not age eligible to receive the routine first dose according to the national immunization 
schedule).  Challenges were highlighted in achieving measles elimination as well as planned 
strategies that include implementation of high-risk district approach SIA. 

Philippines 

Dr Maria Joyce Ducusin presented the response plan on endemic measles transmission in 
the Philippines. The Philippines has significantly reduced measles incidence from more than 100 
cases per 1 million people 20 years ago to an estimated incidence of 15.9 in 2012. Despite 
continued efforts, measles outbreaks occurred in many parts of the country in 2013 and early 
2014, indicating ongoing widespread measles virus transmission. Detailed analysis reveals great 
variance in subnational coverage of MCV1, a slow uptake of MCV2 (introduced in 2011) and a 
large birth cohort of 2.7 million. The series of major disasters from December 2012 to late 2013 
(including Typhoon Yolanda) affecting over 50% of the regions lead to damage in general 
infrastructure, health facilities, staff capacities and service implementation. The resulting 
widespread domestic population movements and internally displaced people further aggravated 
the situation. 

Outbreak response immunization (ORI) activities in the most-affected regions (National 
Capital Region, 3 and 4a) in January and February 2014 reached 78% of the targeted children 
(2.2 million 6–36 months of age). Almost 1 million children had received measles vaccine before 
the ORI. In other regions selective immunization reached almost 2 million children 6–59 months 
old. 

The recent ORI had significant impact on cases and transmission and will be followed by a 
national MR and oral polio vaccine (OPV) mass immunization (MI) in September 2014 for 
children 9–59 months of age. Linking the campaign to routine immunization will be achieved 
through identification of high-risk puroks before and during the MI. Besides achieving very high 
coverage and ensuring that no children in high-risk communities will be missed, coverage gaps 
identified during RCA will be used for corrective actions in routine immunization, beginning 
after the MI. 
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2.4 Polio Eradication and Endgame 

2.4.1 Global update on Polio Endgame Strategy 

Dr Graham Tallis presented the global update on Polio Eradication and Endgame 
Strategic Plan 2013–2018. Nigeria is on track to eradicate polio.  Challenges remain in other 
endemic countries, particularly in Pakistan where some areas have experienced a ban on polio 
vaccination since 2012, and vaccination workers face security challenges. Circulating vaccine-
derived polioviruses (VDPV) also continue to occur. As the programme moves towards 
eradication, there is a need to prevent outbreaks in high risk countries, known as "red list" 
countries, where immunity and surveillance gaps exist. 

The international spread of polio was recently declared a public health emergency of 
international concern. Temporary recommendations have been made requiring or encouraging 
departing travellers from 10 polio affected countries to be vaccinated. 

Objective 2 of the Endgame Strategy is to strengthen routine immunization immediately; 
to introduce at least one dose of IPV by end 2015; and switch from trivalent oral polio vaccine 
(tOPV) to bivalent oral polio vaccine by mid-2016  

IPV use reduces the risks of second dose of oral polio vaccine (OPV2) withdrawal and 
helps stop outbreaks if type 2 poliovirus is reintroduced and will boost immunity against polio 
types 1 and 3. SAGE recommends: 

 give an IPV dose at or after 14 weeks of age third dose of diphtheria, tetanus and 
pertussis (DTP3) and with OPV 

 by the end of 2014, all countries should have a plan for IPV introduction by end of 
2015  

Most countries, including in the Western Pacific Region, plan to introduce IPV in 2015. 

2.4.2 Polio eradication and polio endgame strategy in the Western Pacific Region 

Regional update on Polio Endgame 

Ms Liliane Boualam presented an update on the regional polio endgame activities. Many 
countries and areas in the Region face challenges in maintaining sensitive acute flaccid paralysis 
(AFP) surveillance systems. The systems do not meet the two core global standards (≥1 non-
polio AFP rate and ≥80% stool adequacy). According to annualized data for 2014, only two 
countries/areas in the Region have achieved both standards in the first half of 2014. In many 
countries (Cambodia, the Lao People's Democratic Republic, Mongolia, the Philippines and 
Viet Nam), the annual non-polio AFP rate has consistently declined from 2012 to 2014. Data 
collected from investigations of non-polio AFP cases shows a high percentage of zero-dose in 
children in some countries/areas where the reported third dose of oral polio vaccine (OPV3) 
coverage is >85%. This discrepancy highlights a potential data quality issue that should be 
addressed.  

The ongoing challenges with surveillance were highlighted during the 19th Meeting of the 
Regional Certification Commission (RCC) for Polio Eradication in the Western Pacific. The 
RCC concluded that the Western Pacific Region retains its polio-free status. However, they 
highlighted that increased efforts are needed to address remaining immunity and surveillance 
gaps in the Region. The RCC emphasized that actions to address these gaps should be integrated 
into the national and regional polio endgame plans. At the 2014 meeting, the RCC will prioritize 
reviewing polio response preparedness plans, tracking improvements of surveillance at the 
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subnational level, initiating implementation of phase II of laboratory containment, and ensuring 
NCC members are playing an active role in the endgame strategy. 

Laboratory update 

Dr Youngmee Jee updated on polio network laboratories and related containment activities. All 
43 polio laboratories (including 31 provincial laboratories in China) in the Western Pacific 
Region maintained full accreditation status as of June 2014 and provided timely laboratory data 
to the programme to maintain the Region's polio-free status. There was a major expansion of 
intratypic differentiation (ITD) laboratories with ability to perform ITD following four real-time 
PCR for ITD training workshops from August 2008 to 2014. A total of 33 polio laboratories 
including 22 China provincial laboratories function as ITD laboratories. In 2014, nine polio 
laboratories including eight provincial China laboratories and Mongolia are implementing ITD. 
A refresher workshop for all polio network laboratories was held in May 2014 in Hong Kong 
SAR (China) measles RRL. 

As a polio-free region, most laboratories in the Western Pacific Region also perform 
enterovirus surveillance including hand, foot and mouth disease. Four countries are conducting 
environmental surveillance. 

China provincial laboratories use an 18-day target for virus isolation. As such, the regional 
indicator of timeliness of testing/reporting virus isolation results within 14 days remains low: 
65% in 2013 and 64% in 2014. Timeliness of virus isolation in China provincial laboratories 
could be improved to 14 days to meet the global target. Timeliness in identifying and reporting 
polio isolates including VDPVs from non-AFP cases and environmental surveillance samples 
could be improved. 

The phase 1 survey of laboratories in the Region holding wild poliovirus (WPV) materials 
was completed from 1999 to 2008. During phase 1 implementation, there was a decline in the 
number of facilities with WPV materials from 147 in 1999 to 45 in 2008. Recent finding of wild 
poliovirus containing vials in New Zealand clearly highlighted the challenge related to polio 
laboratory containment, especially for samples archived for long-term storage.  

Recommendations include: 1) implementing the global target of 14 days for virus isolation 
in China provincial laboratories and conducting refresher hands-on training in China; 2) Timely 
detection and sharing with WHO identified poliovirus including VDPVs from non-AFP sources 
such as environmental surveillance; and 3) For poliovirus laboratory containment, updating the 
national inventory during the next RCC in 2014 and report by 2015 and considering reduction of 
the number of laboratories with WPV. 

Proposed Polio Endgame in the Western Pacific Region 2013–2018 

Ms Liliane Boualam gave an overview of the proposed Polio Endgame in the Western 
Pacific Region 2013–2018 as requested in the 22nd TAG. The plan aims to tailor the objectives 
of the global Polio Eradication and Endgame Strategic Plan 2013–2018 into objectives relevant 
to the Western Pacific Region context. The plan has four objectives: (1) maintain polio-free 
status; (2) introduce IPV, switch from bOPV to tOPV, and eventually withdraw all OPV; (3) 
contain all polioviruses; and (4) develop the polio legacy. The regional plan contains technical 
guidance for countries on the development of national polio endgame plans. One major challenge 
will be to introduce IPV into the national immunization programmes in the 17 countries in the 
Region using only OPV by the end of 2015.  
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Implementing all objectives of the Polio Endgame within a short timeframe will require 
strong communications. A regional polio endgame communications plan is being developed by 
the Regional Office for the Western Pacific. In addition, advocacy events were conducted in 
countries to increase national awareness of the implications of the polio endgame.  As requested 
by the previous TAG, many countries and areas have initiated the development of a national 
polio endgame plan. However, still some have not initiated the development of a national plan 
and are not on-track to complete the plan by the target date of end of 2014. 

Country experience – Papua New Guinea  

Mr Gerard Sui described the recent industrial activities, influx of detainees, low routine 
immunization coverage of OPV3 and gaps in AFP surveillance that make Papua New Guinea 
vulnerable to polio virus importation. National OPV3 coverage remains at approximately 70% 
with wide inter-provincial and inter-district variations. To improve population immunity, 
additional OPV SIAs were implemented. A “short message service (SMS) Alert” system is being 
used to improve AFP reporting. By the second quarter of 2012, reporting was at its lowest 
number while the reported cases were decreasing since 2009 and the non-polio AFP rate never 
reached the required WHO standards. The SMS Alert system was established by: (1) establishing 
a contact number; and (2) sending out SMS twice monthly to all paediatricians and provincial 
disease control officers. An evaluation of the SMS system by WHO Regional Office, 
Representative Office and Headquarters in November 2013 showed promising results and 
recommended to continue the system with emphasis on training and sensitization of health-care 
workers on AFP surveillance. The subnational polio risk assessment would be conducted to 
identify areas of poor performance and to plan for OPV SIAs and to strengthen AFP surveillance. 

2.5 Rubella and Congenital Rubella Syndrome (CRS) elimination 

2.5.1 Global overview 

Dr Peter Strebel presented an overview of the global progress toward rubella and CRS 
elimination. The GVAP includes the goal for five WHO regions to achieve elimination of rubella 
by 2020. To date, two regions have established such a goal—the Region of the Americas by 2010 
and the European Region by 2015. The countries of the Americas interrupted endemic 
transmission of rubella in 2009. While the European Region has reduced rubella cases by over 
95% since 2000, however, there have been recent large outbreaks in Poland and Romania. 
Lessons learnt from the successful elimination of rubella and CRS in the Americas include: the 
need for strong political commitment and regional solidarity; use of combined vaccines (MR or 
MMR); rubella elimination activities helped to raise population immunity against measles 
thereby reinforcing  measles elimination; catch-up and speed-up campaigns were very effective 
in rapidly reducing measles and rubella cases; and improved routine coverage and regular 
follow-up campaigns are needed to sustain the gains. Rubella may be easier to eliminate than 
measles because the basic reproductive rate for rubella is lower than for measles (herd immunity 
threshold 83–86% vs 92–94%) and seroconversion following rubella vaccination at 9 months is 
higher than with measles vaccination (95% vs. 85–90%, respectively).  In November 2013, 
SAGE encouraged countries to use the opportunity offered by measles elimination activities to 
accelerate prevention of rubella and CRS. In addition, countries should give the first dose of 
rubella vaccine with the first dose of measles vaccine (at 9 months or 12 months) and use the 
same vaccine (MR or MMR) for both routine doses to simplify vaccine procurement and 
logistics. Because of the known risk of nosocomial transmission, SAGE recommended that all 
health workers should be immune to measles and rubella. The verification of vaccination and/or 
immunity should be integrated into standard infection control guidelines or other health worker 
standards of care. 
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2.5.2 Regional overview 

Immunization 

Dr Yoshihiro Takashima presented: (1) rubella and CRS disease burden in the Western 
Pacific Region; (2) immunization programmes conducted in the Western Pacific Region to 
control rubella and CRS; and (3) discussed necessity and feasibility of rubella elimination and 
CRS prevention. 

Since 2006, more than 40 000 rubella cases have been reported every year in the Western 
Pacific Region through the WHO-UNICEF Joint Reporting Form (JRF). In 2010 and 2011, 
Viet Nam reported the second highest number of rubella cases in the Region, 2300 and 7259, 
respectively. In 2012 and 2013, Japan reported the second highest number of rubella cases in the 
Region, 2353 and 14359, respectively. Viet Nam and Japan reported the most CRS cases in 
2011–2012 and in 2013, respectively. The number of CRS cases reported from the Western 
Pacific Region was 137 in 2012 (92 from Viet Nam and 32 from Cambodia) and 44 in 2013 (31 
from Japan). At least 50% of countries and areas in the Western Pacific Region reported to JRF 
that they did not have CRS surveillance. Therefore, CRS disease burden in the Region not fully 
known. Because CRS surveillance is not in place in many countries and is functional only in 
sentinel sites in others, modelling has been used to estimate the global and regional burden of 
CRS. The mean number (and range) of CRS cases in the Western Pacific Region in 1996 and 
2010 were estimated at 11 707 (6617–15 676) and 9127 (4831-11 066), respectively. 

The timing and mechanism of introduction of rubella containing vaccines (RCV) into the 
national immunization programmes varies by country. For example, Hong Kong SAR (China), 
Macao SAR (China), New Zealand, the Republic of Korea, Singapore and most PICs introduced 
RCV into the national immunization programme more than 20 years ago targeting both females 
and males. Australia, Brunei Darussalam, Japan, Malaysia and two PICs introduced RCV into 
the national immunization programme more than 20 years ago and targeted mainly females. 
Cambodia, China, the Lao People's Democratic Republic, Mongolia, the Philippines and three 
PICs introduced RCV into their national immunization programmes between 2008 and 2013. 
Papua New Guinea, Vanuatu and Viet Nam have not yet introduced RCV into their national 
immunization programme as of 2014. 

Rubella elimination and CRS prevention should be considered and implemented since 
(i) rubella is highly endemic and has repeatedly resurged in many countries in the Western 
Pacific Region, (ii) CRS has been under recognized but is a serious public health problem in the 
Region, (iii) rubella elimination and CRS prevention activities using MR (e.g. adult 
immunization against rubella with MR) will support achievement and maintenance of measles 
elimination (i.e. prevention of adult measles), (iv) rubella elimination and CRS prevention will 
support implementation of GVAP, (v) the measles elimination programmes in the Western 
Pacific Region has been creating a firm platform to initiate rubella elimination and CRS 
prevention (e.g. high coverage RCV-SIA and RCV-1).  Several countries with large population 
in the Western Pacific Region e.g. Cambodia, the Lao People's Democratic Republic,  
Papua New Guinea, the Philippines and Viet Nam, conducted or will conduct MR-SIAs in  
2013–2015. Several countries have considered or set a target year for rubella elimination. Since 
the time of RCV introduction, size of birth cohort, and sexes targeted for RCV vaccination vary, 
rubella epidemiology, and population immunity profile also vary by country.  Countries and 
areas should prepare national plans and strategies with careful consideration of country-specific 
conditions. 
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Laboratory network progress: molecular capacity and QA accreditation 

Dr Youngmee Jee presented on the laboratory network progress in relation to molecular 
capacity and QA accreditation. Among 691 WHO global measles and rubella network 
laboratories serving 191 countries, the Western Pacific Region has 386 network laboratories. 
WHO accredits 52 laboratories including provincial laboratories in China. The  
Brunei Darussalam virology laboratory joined the network recently and will be the first 
laboratory reviewed in 2014. All laboratories are proficient in IgM serology and many 
laboratories can perform molecular assays including conventional PCR, real-time PCR and 
sequencing. The Western Pacific Region network laboratories processed the most samples in 
2014 (excluding China data). The Global Measles/Rubella Laboratory Network introduced the 
molecular external quality assessment (EQA) and is revising the WHO accreditation checklist to 
include monitoring and reporting of the workload and performance of subnational laboratories. 
The network laboratories maintained their accreditation status and have played a critical role in 
the verification process of measles elimination by providing genotyping data. Network 
laboratories participated in annual WHO proficiency testing and confirmatory testing to ensure 
the quality of test results. During 2006–2013, the concordance rates for confirmatory testing have 
improved and all laboratories achieved high concordance rates. A series of regional hands-on 
workshops for real time PCR and genotyping and refresher cell culture training were organized 
for network laboratories from 2009 to 2014 and molecular proficiency testing (PT) samples were 
distributed to participating laboratories after the molecular training as a follow up to the 
workshops. Distribution of molecular PT for all laboratories with molecular capacity is planned 
in 2015. The 5th Laboratory Network Meeting is scheduled in December 2014 and a hands-on 
training is scheduled in January 2015. Due to high workload of the accreditation process, 
document review based on the annual checklist submitted by network laboratories will be used 
more often for accreditation. 

2.5.3 Country experiences 

Cambodia – Introduction of measles-rubella vaccine into Routine Infant Immunization 
Programme 

Dr Chheng Morn presented the introduction of measles-rubella vaccine into the routine 
infant immunization programme. Based on results of a CRS study, results of rubella surveillance 
cases, discussion with high-level Ministry of Health officials and partners, and the decision of 
technical working group for health (TWGH) meeting, the Ministry of Health introduced MR 
vaccine into routine immunization programme in 2013 following the MR SIA.  Changes in the 
national immunization schedule for measles and rubella included: 

 Before 2012: single antigen measles vaccine was given at 9 months 
 2012: first measles dose at 9 months (M9) plus 2nd measles dose at 18 months 

(M18) 
 2013: MR SIA 9 months to 14 years 
 From 2014: MR at 9 months (MR9) plus second dose of measles at 18 months 

(M18) 
 
In 2013 a successful MR SIA reduced rubella transmission to very low levels. CRS 

sentinel surveillance continues to perform well with the help of expert paediatricians. Cambodia 
has a web-based surveillance database for measles and rubella which connects laboratory and 
disease surveillance with unique identification numbers. During the SIA in October 2013, the 
NIP was able to identify high-risk communities through checking immunization cards.  High-risk 
communities are being targeted for interventions to increase vaccination coverage. 
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Japan – Rubella-Containing Vaccine (RCV)-SIA for adult population and Rubella and CRS 
Elimination Target 

Dr Mugen Ujiie presented the vaccination programme against rubella, rubella 
epidemiology including a recent large outbreak of rubella and CRS in 2013 and a national plan of 
action for rubella elimination in Japan. 

Rubella vaccine was introduced into the immunization programme in Japan in 1977 for 
female junior high school students. MMR was provided to young children in the routine 
immunization programme between April 1989 and April 1993. Since April 1995, MMR has been 
given to both male and female children aged 12–90 months. The second dose of MMR was 
introduced in April 2006. From 2008 to 2012, SIAs with MR have been carried out for children 
aged 13 and 18 years to increase population immunity among birth cohorts born between 1990 
and 1999. 

In 2012–2013, there was a large rubella outbreak with more than 16 000 confirmed cases 
(10 985 male and 3372 female cases in 2013) and 44 CRS cases. The most affected population 
were males of the group aged 30–50 years. Only females in these birth cohorts had been 
provided with the opportunity for rubella vaccination.  The second most affected group was 
males of the group aged 25–30 which had been given the opportunity for first dose of rubella-
containing vaccine (RCV1) only. The outbreak affecting these age groups of males also affected 
the same age groups of females. 

In response to the outbreak, Japan launched in April 2014 a national plan for elimination 
of rubella by 2020. The key strategies  are: (i) to identify susceptible groups with 
serosurveillance for targeted communication, (ii) to utilize screening tests for antibodies to 
identify susceptible individuals for selective vaccination, and (iii) to encourage a strong 
engagement of all stakeholders including employers' associations to support the national plan. 
Major immunization strategies in the plan include (i) achieve >95% RCV-1 (MR) at age  
12–23 months and >95% RCV-2 (MR) at 5 to 7 years of age before entry into primary school, 
(ii) provide free screening for antibody against rubella for females who want to get pregnant as 
well as their partners, and (iii) encourage employees without proof of vaccination with RCV or 
rubella infection to have vaccination with RCV or antibody test against rubella. 

China: Integration of rubella to measles case-based surveillance 

Dr Xu Wenbo presented on the integration of rubella into the existing measles case-based 
surveillance system in China. In China, rubella vaccine was introduced in the EPI programme in 
2008 using combination vaccines, administered at 8 months of age for the first dose as MR, and 
at age 18–24 months for the second dose using MMR. Rubella has been reported nationwide in 
China since 2004. Prior to 2004, only sentinel surveillance sites reported rubella. In 2008, the 
highest incidence of rubella occurred—120 354 cases were reported with an incidence of  
9.1/100 000. The epidemiology of rubella in recent years in China has shown sustained since that 
time continuing through 2014. From January to May 2014, China reported 7830 confirmed cases. 
The rubella epidemiological profile varies by province.  In some developed provinces (with 
higher immunization coverage against rubella among infants and children), most cases were 
among women of reproductive age.  

For accelerating the rubella control programme, China has taken actions with the support of 
WHO. A pilot project of integrating rubella surveillance with measles surveillance in Hubei 
Province resulted in a marked improvement in the case investigation rate and adequate sample 
collection rate, both for rubella and measles.  A pilot project of CRS surveillance in two 
provinces showed challenges of establishing a CRS surveillance system in China. Rubella 
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virological surveillance is in place. In recent years, 1E and 2B were the only genotypes detected. 
China plans to continue rubella control programmes. A proposed pre-pregnancy screening 
programme will benefit both of rubella control and measles elimination in China. 

2.5.4  Country experiences towards rubella and CRS elimination – setting a target year 

Australia 

Ms Julianne Quaine presented the vaccination programme against rubella, rubella 
surveillance serosurveys of rubella immunity, and the Immunization Australia Programme. 
Rubella vaccine was introduced into the immunization programme in Australia in 1971 with 
funding for a single dose of measles vaccine for girls aged 12–14 years and women  
pre-pregnancy.  

Rubella and CRS are nationally notifiable with agreed case definitions for confirmed and 
probable cases. The Australian Paediatric Surveillance Unit undertakes active surveillance of 
90% of paediatricians for CRS. The National Hospital Morbidity Database and death data 
provide information on possible cases of CRS. Rubella notification rates have been below 10 per 
million populations for the past decade. CRS is rare with three cases reported between 2008 and 
2013.  These cases were in infants of women who acquired disease outside Australia. Three 
national serosurveys between 1999 and 2007 indicate population seropositivity against rubella 
infection is in the order of 88% among persons less than 49 years of age. 

In 1997, the Immunization Australia Programme was established with the aim of 
improving immunization rates of children in accordance with the National Immunization 
Schedule. The programme has a number of features including providing incentives for parents 
and providers depending on the immunization status of children at ages 1, 2 and 4 years. An 
immunization registry allows frequent reporting of rates, verifying an individual child's 
immunization status and therefore assessment of eligibility of parents for incentive payments as 
well as allowing population level assessments of state and territory (district) performance. In 
2012–2013, immunization coverage for children aged 1, 2 and 4 years for the national 
immunization schedule vaccines reached over 90% for all three cohorts for the first time. 

Republic of Korea 

Dr Ok Park presented on experiences towards rubella and CRS elimination. In the 
Republic of Korea, rubella is well controlled with continued high vaccine coverage and a 
nationwide surveillance system. The vaccine for rubella was first introduced as a monovalent 
vaccine in 1978 and was included in the National Immunization Program in 1983. First grade 
high school female students received rubella monovalent vaccination during 1994–2000. Due to 
a nationwide measles resurgence in 2000/2001, an MR campaign targeted adolescents aged 8–16 
years in 2001 with the RCV coverage reported as >97%.  

Rubella and CRS cases have been reported based on the Infectious Diseases Prevention 
and Control law in 2000. The number of reported rubella cases was 128 in 2001 and after the 5.7 
million-dose MR campaign in 2001, rubella cases decreased to below 50 per year. In 2013, there 
were 18 confirmed for rubella cases. From zero to two CRS cases have been reported annually 
since 2008. In addition, the seroprevalence survey among Korean women aged 20 to 50 
demonstrated >95% immunity against rubella.  

Rubella is expected to be almost eliminated based on very low rubella incidence rate and 
rare CRS cases with high two-dose MMR vaccination coverage, and high seropositive rate for 
rubella. In 2014, KCDC is planning to set up an enhanced laboratory surveillance system based 
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on the experience of measles elimination. The status of rubella and CRS elimination is expected 
to be verified in 2018 after achieving three years implementation of a new active laboratory 
surveillance system. 

New Zealand  

Ms Rayoni Keith presented the vaccination programme against rubella, and epidemiology 
of rubella and CRS in New Zealand. In 1970, the New Zealand Ministry of Health’s 
immunization programme recommended that children at aged 4 years should be immunized 
against rubella using Cendehill, a live attenuated vaccine. The goal was to prevent transmission 
of wild virus among children 5–9 years of age, which was the age group most affected by 
rubella. In 1990, MMR vaccine was introduced at 15 months for all children although the 
vaccine continued to be offered to 11 year old girls. In 1992, a second dose of the MMR vaccine 
was introduced to 4 year olds. The immunization strategy aimed to prevent rubella epidemics, 
reduce the incidence of rubella and to continue to protect women before they reached 
reproductive age. Today vaccine coverage for MMR-1 is 93% and MMR-2 is 86%. 

Routine rubella surveillance started in 1998 and is undertaken by the New Zealand 
Paediatric Surveillance Unit. The last rubella outbreak occurred in 1996 when 306 cases (mainly 
among young adult males) were reported. Rubella became a notifiable disease in 1996. Minor 
outbreaks continued to occur with 75 cases reported from 2005 to 2012. Between 2000 and 2010, 
no deaths due to rubella were recorded. Through August 2013, two cases were reported. From 
1982 to 1995, 16 cases of CRS were reported or 2/100 000 live births. 

Hong Kong SAR (China) 

Dr Vivian Chan provided an overview of the national rubella control programme, and the 
epidemiology of rubella and CRS disease.  In 1978, Hong Kong SAR (China) implemented a 
rubella control programme with the introduction of RCV for girls in primary grade six and from 
1979, for all women of reproductive age.  RCV given as MMR was first included in the routine 
immunization programme for 1-year-old children in 1990.  Two doses of MMR were included in 
the national schedule at 1 year of age and at primary grade one since 1997.  Regular 
immunization coverage surveys consistently show coverage estimates at >98% for one dose of 
MMR among children 2–5 years, and with two doses of MMR at 6 years, and 12 years.  In 1994 
rubella surveillance was started when rubella was made a notifiable disease.  CRS was included 
as a notifiable disease since 2008. 

From 2003 to 2013, rubella incidence has ranged from 0.2 to 1.2 per 100 000 people.  
Since 2008, 48% of rubella cases have been laboratory confirmed. Although a small number 
were epi-linked, nearly half are clinically diagnosed.  Among confirmed and clinically 
compatible cases, 86% were classified as locally acquired infections. Outbreak-associated cases 
are uncommon with 0–3 clusters reported annually and 2–12 persons affected in each cluster.  
Four cases of CRS have been confirmed since 2008 three of which were imported.   
Hong Kong SAR (China) may have already achieved elimination of endemic rubella. 

Mongolia 

Dr Dorj Narangerel presented Mongolia's experience with rubella vaccination and active 
surveillance for rubella. Mongolia has been using a two-dose RCV vaccination schedule 
administer as MMR since 2009. Routine immunization coverage is > 95%, rubella elimination 
strategies have been implemented such as conducting vaccination campaigns twice per year, and 
RED strategy implementation in selected areas.  
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Rubella has been reported officially since 1992 and the highest incidence rate was 
recorded in 2007 reaching to 24, 4 per 10 000 population.  Rash and fever outbreaks occurred in 
2000, 2001, 2002, 2006, and 2007. The outbreaks in 2006 and 2007 were laboratory confirmed 
as rubella. In response, small-scale RCV vaccination campaigns were organized in selected areas 
and RCV was introduced into routine vaccination in 2009 by replacing mono-MCV with MMR. 
However, a rubella outbreak occurred in early 2012 affecting primarily children aged 5–15 years 
and a nationwide SIA with MR was organized at the end of 2012 with vaccination coverage 
reported at 92% among children aged 3–14 years old.  

Rash and fever syndrome is reported on a weekly basis and investigated by laboratory 
testing in the framework of early warning and response system surveillance. CRS surveillance is 
not yet started but could be integrated into the recently established neonatal screening.  

Mongolia is planning to assess the rubella and CRS situation to strengthen surveillance for 
rubella/CRS. In conclusion, Mongolia is setting a national goal to eliminate rubella/CRS by 2020 
based on achievement of measles elimination in 2014, hepatitis B control in 2012 and 
maintaining polio-free status since 2000. 

Viet Nam 

Professor Nguyen Tran Hien presented Viet Nam's experience towards rubella and CRS 
elimination. Rubella has been an endemic disease in Viet Nam with epidemics occurring every 
4–5 years. During the epidemic in 2011, CRS sentinel surveillance in three paediatric hospitals 
was initiated to better understand the burden of rubella and CRS. 

Using a modified CRS surveillance guideline, 208 confirmed/241 suspected CRS cases 
were reported in 2011, 93/194 in 2012, and 3/596 in 2013. A sudden increase in reporting of 
suspected CRS in 2013 will be further investigated. Sixty-eight percent of the 304 reported CRS 
cases had maternal fever and rash history during pregnancy; mainly in the first trimester. The 
peak of CRS incidence was 6–8 months after the rubella epidemic. To improve the quality of 
CRS surveillance, discussions are ongoing to finalize the case definition, clinical management, 
and follow up CRS/CRI patients. 

CRS surveillance has demonstrated rubella disease burden and prompted decision-making 
to introduce RCV into the routine EPI programme. MR vaccine will be introduced in 2016 after 
nationwide MR campaign in 2014–2015. 

Pacific island countries and areas 

Dr Jayaprakash Valiakolleri presented rubella and CRS elimination in the 21 Pacific island 
countries and areas (PICs) with a total population of slightly over three million. Nine countries 
(American Samoa, French Polynesia, Guam, Marshall Islands, Federated States of Micronesia, 
Commonwealth of Northern Marianas, New Caledonia, Palau and Wallis and Futuna) have long-
standing RCV programmes (≥20 years) protecting both females and males. Fiji has an RCV 
programme protecting females since 1975 and introduced MR for both females and males in 
2006. In Niue, Cook Islands, Tokelau and Samoa RCV has been used for more than 10 years. 
Tuvalu introduced RCV in 2005, Kiribati and Nauru in 2006 and Solomon Islands in 2013. 
Vanuatu is the only Pacific island that has not yet introduced rubella vaccine. Between eleven to 
thirteen countries have reported coverage of >90% over the last three years. The data on 
outbreaks of rubella in PICs is limited.  Tonga and Samoa experienced outbreaks in 2002 and 
2003 with more than 1000 reported cases. Fiji had rubella outbreaks in 1996, 2003, 2007 and 
2011. A retrospective review of records was done for congenital birth defects following the 
outbreak in 2011 and a total of 36 suspected CRS cases were identified. Solomon Islands had an 
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outbreak in 2012 and more than 500 cases were detected clinically. In 2013, 10 CRS cases were 
reported in Solomon Islands with one laboratory confirmed case.  A laboratory network for 
rubella was established by WHO in 2010 in Fiji and WHO accreditation of laboratories in  
French Polynesia and Guam is in progress.  Establishment or strengthening of rubella and CRS 
surveillance in countries and integration with measles surveillance is being planned/initiated in 
some countries. 

2.6 Hepatitis B Accelerated Control 

2.6.1 Regional update 

Mr Eric Wiesen explained that the mandate and political will to address hepatitis B has 
been clearly expressed by the Regional Committee for the Western Pacific and the World Health 
Assembly.  In 2013, the Regional Committee adopted the goal of reducing hepatitis B chronic 
infection prevalence among 5-year-old children to less than 1% by 2017.  Eleven countries have 
been verified as achieving this goal and three are ready for verification.  Vaccination coverage is 
increasing in the Region. However, some countries still report less than 80% coverage, especially 
for the birth dose.  Almost half (43%) of countries reported having a policy of vaccinating health 
workers against hepatitis B.    

New regional advocacy materials were developed and hepatitis B was set as the theme for 
the 2013 Regional Immunization Week.  Adverse events following immunization (AEFI) in  
China and Viet Nam resulted in reductions in vaccination coverage, highlighting the need for 
rapid responses to AEFIs.  A controlled temperature chain (CTC) project in the Lao People's 
Democratic Republic demonstrated the potential for CTC to improve vaccination coverage.  
Efforts are underway to address comprehensive viral hepatitis control and to ensure that the 
vaccination programme remains aligned with the larger hepatitis programme. Great progress has 
been made in reducing hepatitis B infection and in verifying achievements. Additional work is 
needed to increase vaccination coverage, protect health workers and monitor performance. 

2.6.2 Expert Resource Panel's recommendations 

Mr Eric Wiesen updated that the Western Pacific Region Hepatitis B Expert Resource 
Panel (ERP) met in December 2013 to develop technical guidance towards achieving the 
regional hepatitis B control goal (especially in technical areas raised by the EPI TAG), review 
the verification process and make adjustments as needed, and provide input on the development 
of the new regional strategic plan.   

The ERP made recommendations on the use of hepatitis B immunoglobulin, the use of 
hepatitis B vaccine in the CTC), the timing of the birth dose, coverage needed to reach the 1% 
goal, contraindications to hepatitis B vaccination, the use of hepatitis B rapid tests, the 
verification process, upcoming verifications, creation of a hepatitis B laboratory network, 
strategies to reach the 1% goal, and updates to regional hepatitis B guidelines. 

Regarding the use of hepatitis B vaccine in the CTC, the ERP recommended that the use 
of CTC should be promoted in the Region as it can improve birth dose coverage and data have 
shown that it is safe and effective. The ERP expressed the urgent need for global guidance on 
CTC use, including SAGE guidance on the use of CTC for hepatitis B birth dose vaccination and 
WHO headquarters support for efforts to label monovalent hepatitis B vaccine for CTC use 
including collaboration with manufacturers. 
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2.6.3 New regional plan 

Mr Eric Wiesen shared the draft updated hepatitis B regional plan.  The plan includes five 
strategic areas:  vaccination of infants; vaccination of priority adult population groups; vaccine 
supply and quality; advocacy and social mobilization; and measurement of programme 
performance and impact.  The plan also includes a new chapter on the verification framework, 
additional resources and guidance documents.  The section on modelling in the previous plan 
was removed based on guidance from the ERP.  The plan includes greater focus on data analysis 
to identify and focus efforts on poor performing districts and high prevalence groups.  Data 
strategies include improved collection, and regular analysis of subnational/district-level coverage 
including mapping.  Vaccine safety and guidance in responding to AEFIs is also highlighted. 

2.6.4 Role of Regional Hepatitis B Laboratory Network 

Dr Youngmee Jee presented the potential role of regional hepatitis B laboratory network. 
The Regional Office for the Western Pacific established the laboratory networks to support the 
surveillance of various vaccine-preventable diseases (VPDs) including polio, measles/rubella, JE, 
rotavirus and invasive bacterial diseases. Although Regional Office for the Western Pacific 
designated the Victorian Infectious Diseases Reference Laboratory as a WHO regional reference 
laboratory for hepatitis B in 2010, the hepatitis B laboratory network has not been established in 
the Region. To support hepatitis B serosurveys, various rapid tests and enzyme-linked 
immunosorbent assays (ELISA) assays for HBsAg were evaluated in 2001. During the hepatitis 
B expert resource panel meeting in December 2013, the establishment of a hepatitis B laboratory 
network in the Region was proposed to support hepatitis B serosurveys to verify hepatitis B 
control and to ensure the quality of laboratory testing for hepatitis B and other viral hepatitis. 

The proposed regional hepatitis B Laboratory Network could support: 1) standardization 
of procedures including developing a manual/ reference materials, 2) evaluation of kits/assays for 
serological markers and molecular tests; 3) organizing laboratory training and meetings and 
technical support; and 4) coordination of quality control and quality assurance-related activities. 
Securing funding would be a priority to establish the new Hep B Laboratory Network in the 
Region. 

2.7 Japanese Encephalitis (JE) Accelerated Control 

2.7.1 Overview 

Global and regional overview 

Dr Kimberley Fox presented on progress in control of JE in the Western Pacific Region. 
There are an estimated 40 400 cases of JE in the Region each year, with three-quarters of those 
occurring in children under 15 years old. Cases reported to WHO represent only 5%–10% of the 
estimated total, though the trends in reported cases may reflect trends in disease incidence. JE 
incidence among children is estimated to be higher than 2.5/100 000 in Brunei, Cambodia, 
southern and eastern China, the Lao People's Democratic Republic, Malaysia, Papua New 
Guinea, the Philippines and Viet Nam. WHO standards for JE surveillance recommend several 
different approaches depending on the burden of disease and degree of control. Nearly all JE-
endemic countries in the Region have established JE surveillance; recent case studies in four 
countries identified ways to improve the quality of surveillance. 

Several inactivated and live JE vaccines are now licensed in one or more countries. Two 
vaccines are WHO-prequalified and Gavi has initiated JE vaccine support.  Of the twelve 
Western Pacific Region countries with JE risk areas, four use JE vaccine in the routine schedule 
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in all risk areas, and five use JE vaccine in some risk areas. A JE biregional meeting was held in 
May 2014 with participants from 18 countries. This meeting concluded that most endemic 
countries do have sufficient data to warrant JE vaccine introduction in all risk areas, and that 
partners should support countries to facilitate this introduction. At the same time, the quality of 
surveillance should be increased so that vaccine impact can be documented. 

Update from the SAGE JE working group 

Dr Tomohiko Takasaki summarized the activities of the SAGE working group on JE 
vaccines. The working group is asked to review the evidence, identify the information gaps, and 
formulate proposed recommendations on the use of JE vaccines for SAGE review. Key issues 
being addressed are JE vaccine immunogenicity and effectiveness, vaccine safety, duration of 
protection, vaccine use in immunocompromised persons and pregnant women, co-administration 
with other vaccines, vaccination schedules and strategies, and public health and economic impact 
of vaccination. The categories of vaccine being reviewed are inactivated cell culture-based 
vaccines, live attenuated vaccine, and live chimeric vaccine. The findings of the working group 
will be presented to the SAGE in October 2014, and a revised WHO position paper on JE 
vaccines is expected to be published in early 2015. 

Japanese encephalitis laboratory network update  

The JE laboratory network in the Western Pacific Region was established in 2008 with 
support from PATH, United States Centers for Disease Control and Prevention (US CDC) and 
KCDC. The network consists of seven national laboratories, two regional reference laboratories 
and one global specialized laboratory. All participate in WHO accreditation and quality 
assurance processes including annual proficiency tests and confirmatory testing. In addition, 10 
subnational laboratories were established in China in 2012. Network laboratories use IgM ELISA 
for both serum and CSF samples. In 2014, network laboratories will begin using Inbios JE and 
dengue IgM ELISA assays as the Panbio combination JE and dengue IgM assay is no longer 
produced. As of June 2014, all 10 JE laboratories are accredited and the 10 subnational JE 
laboratories in China will be reviewed by WHO in 2014–2015. The WHO Regional Office has 
organized four network meetings and four hands-on training workshops during 2009–2013. All 
network members except China report laboratory data monthly to WHO using a standardized 
format since 2009. Completeness and timeliness of reporting since 2009 have significantly 
improved and all laboratories have achieved high scores in confirmatory testing since 2012. The 
JE laboratory network still faces challenges such as coordination of JE testing with national 
surveillance and immunization programmes and changing the JE test kit from Panbio to Inbios 
for countries in 2014. There are plans to link the JE subnational laboratories to the network’s 
hands-on training, accreditation and quality assurance. 

2.7.2 Country Experiences  

The Lao People's Democratic Republic  

Dr Anonh Xeuatvongsa presented on the status and plans for JE surveillance and 
vaccination in the Lao People's Democratic Republic. JE surveillance was included in the 
Nationwide Surveillance System of Notifiable Selected Diseases in 2000. Since 2011, acute JE 
syndrome surveillance has been conducted with laboratory confirmation at the National Center 
for Laboratory and Epidemiology and Mahosot Hospital. A serosurvey in Vientiane in 2006 
showed that 9.4% of children under 15 years old and 2.1% of all ages combined had past 
flaviviral (JE or dengue) infection. Another survey in 2005–2008 in Khammouane found that 
20% of children and 30% of all ages combined had past flaviviral infection, while 10% of all 
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ages combined had past JE infection only. Altogether, the data indicate that Japanese encephalitis 
is endemic. 

JE vaccination campaigns for children aged 1 to 15 years were conducted prior to the rainy 
season in six endemic northern provinces in 2013 and in the remaining two northern provinces in 
2014. Reported coverage was more than 90% for the nearly 700 000 children targeted. An 
application was submitted to Gavi to support JE campaigns in the remaining central and southern 
provinces in 2015 for an estimated 1.6 million children aged 1 to 15 years. 

Cambodia  

Dr Chheng Morn presented the status and plans for JE surveillance and vaccination in 
Cambodia. In integrated meningitis-encephalitis surveillance, 838 cases were identified from six 
sentinel sites in 2011, 2012 and 2013. Of these, 157 cases (19%) tested JE positive. JE vaccine 
has been part of the routine immunization programme since 2009 in three provinces with 23 
percent of the population of Cambodia. The target population is children 9–23 months old and 
the vaccine is live attenuated SA 14-14-2 JE vaccine manufactured by the Chengdu Institute of 
Biological Products in China. Cambodia will continue to provide JE vaccine in these three 
provinces and expand to one more province in the third quarter of 2014.  

Cambodia will submit an application to Gavi in September 2014 to support a JE 
vaccination campaign for children 9 months to 15 years of age in the whole country in 2016. JE 
vaccine will be introduced into the routine immunization programme nationwide after the JE 
campaign. Challenges include limited financial resources and maintaining routine immunization 
activities after the campaign. 

Viet Nam  

Professor Nguyen Tran Hien presented on the status and plans for JE surveillance and 
vaccination in Viet Nam. Locally produced mouse brain-derived JE vaccine was introduced into 
the national immunization programme in 1997, starting with selected high-risk districts and 
increasing the target population year by year. The vaccine is provided through an annual 
campaign. The Ministry of Health plans to expand JE vaccination to all districts in 2014 and to 
provide the vaccine through the routine immunization programme starting in 2016. 

There are three surveillance systems with data on JE: meningitis-encephalitis sentinel 
hospital surveillance, population-based JE surveillance in selected provinces, and JE referral 
laboratory testing. Testing is done at the National Institute of Hygiene and Epidemiology (NIHE) 
in Hanoi and Pasteur Institute in Ho Chi Minh City. 

Meningitis-encephalitis sentinel hospital surveillance was established in two paediatric 
hospitals in 2011. Among 1901 suspected cases in 2013, 173 (9.1%) JE-positive cases were 
identified. Population-based JE surveillance was conducted in five provinces in 2013. Among 
357 suspected cases in 2013, 40 (11.2%) tested JE positive compared to only 9 of 199 suspected 
cases (5.4%) in 2012. For laboratory referral testing, samples from suspected JE cases in the rest 
of the provinces were sent to national laboratories without investigation forms. In 2013, 31 of 
344 (9%) cases tested at NIHE and 68 of 538 (12.6%) cases tested at Pasteur Institute were JE-
positive. Through these three systems together, 214 JE cases were detected in 2013. Cases came 
from most provinces in the country, and most were under 15 years old and unvaccinated. 
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PATH JE Vaccine Introduction and Sustainability Project: Technical support to facilitate JE 
vaccine introduction  

Dr Vu Minh Huong presented on the JE programmes at PATH. The JE Project (2003–
2013) achieved milestones in improving data for decision-making including disease surveillance, 
advancing the availability of an affordable and efficacious vaccine (SA14-14-2 live attenuated JE 
vaccine), introducing vaccine in low-resource countries, expanding outreach through advocacy 
and providing technical and manufacturing support to Chengdu Institute of Biological Products 
(CDIBP), the producer of the live attenuated vaccine. Recently, the PATH JE Project celebrated 
a huge public health win when the CDIBP JE vaccine achieved WHO prequalification, setting 
the stage for purchase and use of the vaccine for populations at highest risk of this disease. The 
CDIBP vaccine is the first JE vaccine to be prequalified by WHO for use in children. Soon after 
that, Gavi, the Vaccine Alliance opened a window to support JE vaccine campaigns in eligible 
countries. 

The JE Introduction and Sustainability Project 2013–2016 is focused on reducing 
morbidity and mortality due to JE and ensuring that every child at risk of JE infection is 
protected by a safe, effective, and affordable vaccine. Project objectives include providing 
sustained technical support to CDIBP, conducting clinical trials to further build evidence of the 
vaccine’s effectiveness and inform policy; ensuring adequate JE vaccine supply to meet demand, 
serving as a global technical resource and coordinating body and developing country-specific 
resources to enable adoption or expansion of JE vaccination programmes. 

2.8 Maternal and neonatal tetanus elimination (MNTE) 

2.8.1 Global and regional overview 

Dr William Schluter presented the global and regional overview of progress towards 
MNTE.  In 1999, 57 countries were identified as having not eliminated MNT defined as 
achieving a rate of less than one neonatal tetanus (NT) case per 1000 live births at district level.  
Two additional countries (Sudan and Timor Leste) were later added bringing the total to 59 
countries.  By the end of 2013, only 25 countries remained.  Strategies to achieve MNTE include 
immunizing all pregnant women with tetanus toxoid (TT), immunizing all women of 
reproductive age in high-risk areas, ensuring clean delivery and cord care and strengthening NT 
surveillance.  Monitoring is difficult because NT is believed to be underreported. The global 
estimated number of NT cases has steadily declined as reported coverage with two or more doses 
of TT among pregnant women has steadily increased.  In the Western Pacific Region, six 
countries were originally noted as not having achieved elimination.  Viet Nam was validated as 
having achieved MNTE in 2005, China in 2012, and the Lao People's Democratic Republic in 
2013.  Various strategies were used by these countries to achieve elimination.  Viet Nam used 
large scale TT SIAs, China focused on improving facility based delivery, and the  
Lao People's Democratic Republic used both TT SIAs and the vaccination of all women of 
reproductive age during childhood immunization sessions. The three remaining countries include 
Cambodia, Papua New Guinea and the Philippines.  The regional framework includes that by 
2015, the remaining countries should achieve MNTE by 2015.  In addition, all countries/areas 
should maintain elimination by implementing corrective actions as needed.  Now that most 
countries are on track to achieve elimination, the emphasis will be on the mechanisms needed to 
sustain elimination. 
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2.8.2 Country experiences 

The Lao People's Democratic Republic 

Dr Anonh Xeuatvongsa shared that TT vaccination for women of reproductive age has 
been the most important strategy for achieving MNTE in the Lao People's Democratic Republic.  
Clean delivery practices have been emphasized but remain a more long-term strategy. According 
to the Lao Social Indicator Survey of 2011–2012, 37% of children are born in health facilities 
and 42% are delivered by a skilled birth attendant.  

During 2009 and 2010, three rounds of TT SIAs were conducted in 99 of the 144 districts 
thought to be at highest risk for MNT. In 2011, a corrective round of TT was conducted in 19 of 
these 99 districts. Additionally, two TT rounds were conducted in five other districts. During the 
SIAs, 900 000 women of reproductive age were targeted with estimated coverage of 96% for 
TT1, 81% for TT2, and 73% for TT3. 

In-depth data review and field visits were conducted during a pre-validation assessment of 
MNTE by WHO, UNICEF and the Ministry of Health in February 2013.  The assessment 
focused on nine high-risk districts in five provinces. The assessment concluded that of the 
assessed districts were at moderate risk and seven districts were at low risk for MNT and that the 
country had therefore likely achieved the elimination of MNT. However, this conclusion needed 
to be confirmed quantitatively by conducting a lot quality assurance-cluster survey (LQA-CS) in 
districts at highest risk and with a total birth cohort of approximately 10 000 live births.  Seven 
districts with 9930 eligible live births (born between 1 November 2012 and 31 October 2013) 
were selected for the survey.  

The LQA-CS validation in December 2013 concluded that there were no deaths due to NT 
among the 31 neonatal deaths identified in the seven high-risk districts.  Therefore, MNTE had 
been achieved. Recommendations for sustaining MNTE included the following strategies: 

1) Further increase and sustain high TT protection: 
2) Promote health facility/assisted/clean delivery  
3) Strengthen disease surveillance. 

 
Cambodia  

Dr Chheng Morn presented Cambodia's experience towards MNTE. Though, there are 
some silent districts in NT surveillance, NT cases continue to be reported from high-risk 
communities in Cambodia. Several TT SIAs and improved routine vaccination reduced the 
number of reported NT cases. However, there is still low access to immunization services and 
clean deliveries among high-risk communities. Therefore, the high-risk community (HRC) 
strategy with its focus on outreach to HRC in 2014 is likely to have a positive impact. In May, 
during nationwide routine outreach sessions, over 45 000 women received TT vaccination. Most 
of these TT doses were provided in the four provinces considered at highest risk for NT.  

A team consisting of staff from WHO, UNICEF and NIP/Cambodia conducted a pre-
validation assessment of MNTE in March 2013 with the following recommendations:   

 Banlong, Kratie and Sen Monorum are the poorest performing Operational Districts 
and thus considered as highest-risk areas for MNT.  

 Conduct validation survey after completing the following actions:  
o Increase political commitment for MNT elimination at all levels.  
o Target high-risk community implementation in these ODs. 
o Ensure uninterrupted supply of TT vaccine in these ODs  
o Monitor outreach sessions regularly 
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A validation survey is being considered in June 2015. 

The Philippines 

Dr Joyce Ducusin presented the progress towards MNTE in the Philippines.  Continued 
programme efforts led to only nine provinces being identified as high-risk in a comprehensive 
risk assessment in 2009. TT SIAs were conducted in these provinces in 2011‒2012. 

In September 2013, the first phase MNTE pre-validation concluded that the country has 
likely achieved MNTE except in the Autonomous Region of Muslim Mindanao where on-going 
insecurity has compromised immunization and Maternal and Child Health services and rendered 
it inaccessible for evaluation.  

The second pre-validation phase was conducted by members of Department of Health, 
WHO and UNICEF in May 2014.  Final 2013 NT surveillance data were evaluated, teams 
conducted field assessments in higher provinces (Occidental Mindoro, Palawan, North Cotabato)  
and areas of Region 8 were visited to ensure that the devastation of Typhoon Haiyan Yolanda 
had not compromised the low-risk status for MNT in that region. 

Findings included that all three provinces still have high risk communities with low TT 
coverage, frequent home deliveries with untrained attendants and common use of traditional 
substances on the cord. The NT surveillance review resulted in lower NT rates in Occidental 
Mindoro, higher rates in Palawan, and fundamentally unchanged rates in North Cotabato; none 
of the provinces has a rate ≥ 1/ 1000 live births (LBs) but occurrence of unreported cases is 
assumed. NT appears to cluster in indigenous / Muslim communities. 

Next steps include focus on high quality NT surveillance in all higher-risk provinces and 
timely data review, follow-up and management at national level. Further community assessment 
will be conducted in North Cotabato and Sultan Kudarat, a neighbouring province with a similar 
risk profile. A joint Department of Health, WHO, UNICEF review of all data and findings is 
planned in December 2014 and if no NT rates above or close to 1/1000 LB will be found, the 
LQA is expected in early 2015. 

Papua New Guinea 

Mr Gerard Sui provided an overview of the efforts made to achieve MNTE. He reported 
that until 2011; the tetanus toxoid vaccine was provided to all pregnant women and to school-
aged children at school entry and exit. In 2011; a national plan of action to eliminate MNT was 
drafted that included three rounds of TT SIAs covering women of reproductive age (15–45 years 
of age). The immunization coverage of TT2+ in routine immunization has shown improvement 
over the last four years with decreasing numbers of reported NT cases. The maternal mortality 
ratio of 733 with 60% of deliveries occurring at home poses serious threats to MNTE. He 
thanked UNICEF for providing vaccine and logistics and WHO for technical support extended 
during the TT SIAs. Rumours have circulated in the media and community about the safety of 
TT vaccine (such as that TT has an anti-fertility effect; or will decrease the chance of having a 
son, etc.) During the first round of TT SIAs steps were taken by the National Department of 
Health to dispel rumours. Papua New Guinea plans to conduct district level risk assessment by 
the end of 2014 while continuing the implementation of MNTE plan of action by promoting 
institutional deliveries and strengthening of NT surveillance. The country will plan to conduct a 
pre-validation assessment and validation survey in 2015. 
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2.9 Evidence-based introduction of new vaccines 

2.9.1 Global and regional overview of new vaccine policy, introduction, and evaluation  

Dr Kimberley Fox presented the evidence-based introduction of new vaccines. An 
increasing number of safe and effective vaccines are available for countries to consider for 
introduction. Nearly all countries and areas in the Western Pacific Region have introduced 
Haemophilus influenzae type b vaccine, while low-income and middle-income countries are 
lagging behind high-income countries in introduction of pneumococcal conjugate vaccine (PCV), 
human papillomavirus (HPV) vaccine and rotavirus vaccine. The vaccine introduction  
decision-making process requires that countries evaluate evidence on disease burden, cost, the 
role of other disease prevention and control measures, vaccine characteristics, vaccine supply, 
and immunization programme and health system strength. There are many resources available to 
support and facilitate such evaluation, including disease burden estimates and published studies, 
surveillance data, cost-effectiveness analyses, WHO position papers and technical documents, 
WHO and UNICEF tools, and technical support from WHO and other partners. Country 
experience with the decision-making process has shown the importance of early engagement 
with high level officials in ministries of health and finance, and early planning to identify 
operational or vaccine supply issues that may affect the success of introduction. Decision-making 
tools may be useful but generally require expert assistance. Several low-income and middle-
income countries plan to introduce new vaccines in the next two years, including PCV in five 
countries, HPV vaccine pilot introduction in two countries, and JE vaccine in two countries. 
Several countries are planning vaccine effectiveness or cost-effectiveness studies, vaccine impact 
studies, or post-introduction evaluations. 

2.9.2 Invasive Bacterial Vaccine-Preventable Diseases and rotavirus laboratory network 
update  

Dr Varja Grabovac presented an overview of the Western Pacific Region invasive 
bacterial vaccine-preventable disease (IBVPD) and rotavirus laboratory networks. Global and 
regional rotavirus and IBVPD laboratory networks were established in 2010 to assist countries 
conducting sentinel surveillance to establish functional laboratories with adequate quality 
assurance. IBVPD and rotavirus laboratory networks have four levels ranging from basic to 
advanced laboratory capacity: hospital/sentinel surveillance sites, national laboratories, regional 
reference laboratories and global specialized laboratories.  

To build-capacity, regular on-site assessments and trainings have been organized across 
the Region. For quality assurance monitoring, both IBVPD and rotavirus laboratories are 
participating in annual WHO global EQA provided by global specialized laboratories. A more 
challenging EQA panel for regional reference laboratories was pilot tested in 2014. 

IBVPD and rotavirus laboratory networks are new and improvements are needed to meet 
network performance indicators and to implement quality assurance mechanisms and biosafety 
requirements.  A new data management system will standardize data flow and improve sharing 
of data. Monitoring laboratory performance, use of standardized laboratory data reporting, 
supportive on-site assessment and efficient supplies management are critical to effective 
coordination of network activities. 
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2.9.3 Country experiences 

The Lao People's Democratic Republic – Planning and evaluating a new vaccine programme: 
HPV vaccine communications and post-introduction evaluation  

Dr Path Keungsaneth presented on how evidence is being used to plan and evaluate HPV 
vaccine introduction in the Lao People's Democratic Republic. Since cervical cancer is estimated 
to be the third leading cause of cancer and cancer-related mortality among Lao women, a  
Gavi-supported two-year HPV vaccination demonstration project was started in October 2013 in 
all districts of Vientiane Capital (nine districts) and Vientiane province (13 districts).  
School-based vaccination targeted about 13 000 girls in grade five and health centre-based 
vaccination targeted 10-year-old girls not attending school. Three doses of HPV vaccine were 
administered on a 0, 2, and 6 months schedule. 

Formative research to understand the knowledge, attitudes and practices of HPV vaccine 
stakeholders was conducted to develop an evidence-based communication strategy for the 
demonstration project. Communications materials were designed for target audiences including 
health workers, teachers, mothers and girls. Formal post-introduction evaluation (PIE) for the 
HPV demonstration project took place in April 2014 in eight districts during the administration 
of the third dose of HPV vaccine. Key successes included high demand for and acceptance of 
HPV vaccine, well-organized vaccination sessions with proper injection technique, and high 
coverage for girls in schools. Challenges included insufficient communications and training 
materials, and the need for specific strategies to reach out-of-school girls. 

Proposed steps to improve HPV vaccination during the next round include using PIE 
findings and recommendations to plan and develop comprehensive cervical cancer control. 

The Philippines — Collecting evidence for rotavirus vaccine introduction  

Dr Joyce Ducusin presented the Philippines' experience in collecting evidence for 
rotavirus vaccine introduction. Several data sources show diarrhoeal disease consistently among 
the top five causes of morbidity and mortality, particularly among young children. A study in the 
Philippines found that rotavirus causes 35% of diarrhoeal cases requiring hospitalization. In  
July 2012, the Philippines became the first country in South-East Asia to introduce rotavirus 
vaccine, targeting 700 000 infants from the poorest families. By December 2013, administrative 
coverage among targeted children reached 61% for the first dose and 53% for the second dose. 
The Department of Health also promoted other interventions to curb morbidity due to diarrhoea, 
such as breastfeeding, hygiene, clean water and strengthened Integrated Management of 
Childhood Illness. 

To collect additional evidence for a decision on nationwide rotavirus vaccination, the 
Department of Health established sentinel rotavirus surveillance in seven sites under the 
Vaccine-Preventable Disease Surveillance system. Surveillance data include the proportion of 
confirmed rotavirus infection among children under 5 years old hospitalized for diarrhoea, 
prevailing rotaviral strains and other epidemiological information. Additionally, a case-control 
study aims to determine the effectiveness of rotavirus vaccination, building on sentinel site 
surveillance at D.O. Plaza Memorial Hospital in Agusan del Sur Province. Rotavirus vaccine is 
included on a pilot basis in the routine immunization schedule for age-eligible children in this 
province. Data will be collected on rotavirus infection, disease severity, vaccination status, and 
socioeconomic indicators. The effectiveness study will continue for one to two years. 
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2.10. Immunization targets 

2.10.1 Regional overview  

Dr Jorge Mendoza-Aldana presented an overview of the Western Pacific Region situation 
in relation to immunization targets. One of the Decade of Vaccines goals is to “meet vaccination 
coverage targets in every region, country and community.” Proposed immunization targets in the 
draft Regional Framework for Global Vaccine Action Plan Implementation in the Western 
Pacific are to reach or exceed 95% national-level and 90% subnational-level coverage for all 
vaccines in national immunization programmes. 

Since 2008, the Region has maintained coverage above 95% for three doses of diphtheria, 
tetanus and pertussis (DTP3) and OPV and MCV1. National coverage levels vary but are also 
high in most countries. Subnational coverage for DTP3 and MCV1 however was highly 
heterogeneous in Cambodia, the Lao People’s Democratic Republic, Papua New Guinea and the 
Philippines. The current nationwide measles outbreak in Viet Nam despite >90% reported MCV1 
subnational coverage might indicate a data quality issue or a large accumulation of susceptible 
across years. According to data from the WHO-UNICEF Joint Reporting Form on Immunization, 
since 2008 the number of districts in the Region with DTP3 coverage below 90% has increased. 
MCV1 coverage exceeds 90% in only six of the Region’s 36 countries and areas.  

Significant work is needed to achieve proposed coverage targets. Primary challenges for 
immunization programmes include rapidly increasing programme complexity, pressure for 
speedy decision-making, pressure to achieve demanding targets, and maintaining or enhancing 
public trust and demand for vaccination. These challenges can be addressed through capacity 
development for programme management and technical advisory bodies, and by enhancing 
community demand. 

2.10.2 Measuring programme performance, the need for better data, global overview  

Ms Marta Gacic-Dobo presented a global overview of the need for better data to measure 
programme performance. In addition to the increasing number of vaccines in routine 
immunization programmes and broader target age groups, there is also now a greater focus on 
monitoring and accountability to reach Decade of Vaccines and GVAP goals. Immunization 
programmes also increasingly use the data for strategic, operational and managerial decisions. As 
such, quality data is important. 

WHO encourages countries to regularly review and triangulate immunization data from 
different sources, to perform periodic data quality assessment to assess the accuracy of 
numerators used in administrative monitoring systems and to use training and supervision 
opportunities to include data quality as a core component. At high coverage levels, errors in 
target population result in larger errors in estimated coverage than in at lower coverage levels. 
Therefore national immunization programmes are encouraged to critically review the 
denominators used to calculate coverage and work closely with National Statistical Offices to 
improve the estimation of target population. Use of information, communication and technology 
can greatly contribute to improve data quality and to make data available at all levels where 
needed. Countries are encouraged to report complete and accurate data to WHO and UNICEF 
through the annual data collection mechanism as these data are used to measure global progress 
towards GVAP indicator targets. 
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2.10.3 Country experience 

Impact and lessons learnt from the high-risk communities approach in Cambodia  

Dr Chheng Morn presented on the impact and lessons learnt from the high-risk 
communities approach in Cambodia. Despite high routine immunization coverage (DTP3 
coverage 96% in 2013), about 50 000 infants are not fully immunized each year. Many of these 
infants live in high-risk communities: urban poor, remote rural, and ethnic minority populations. 
Failure to immunize these infants will prevent Cambodia from reaching national and regional 
goals.  

Cambodia has made progress in identifying and reaching high-risk communities. 
Community characteristics were identified in 2010, a microplanning guide distributed in 2011, 
and immunity gaps measured in 2011 and 2013. A high-risk community approach was pilot 
tested in 2012 and the final implementation guide distributed in 2014. There were good results in 
reaching high-risk communities during recent measles-rubella vaccination campaigns, but 
challenges in reaching these communities for routine immunization. In 2014, Gavi health-system 
strengthening funds were made available to support an annual minimum of four rounds of 
outreach to every high-risk community. WHO funds support micro-planning, monitoring, and 
community mobilization in 2014. During the May 2014 high-risk community outreach round, 
almost 15 000 children received pentavalent vaccine, almost 20 000 children received first or 
second doses of measles vaccine, and over 45 000 women received tetanus toxoid.  

Further progress with high-risk community immunization will depend on adequate 
outreach funding. Gavi's health-system strengthening funds are expected to continue to 
contribute to outreach support in 2015 and beyond. 

2.11 Review of selected actions to implementing GVAP strategic objectives in the Western 
Pacific Region 

2.11.1 Engage individuals and communities on the benefits of immunization 

Immunization Week – regional update  

Dr Md. Shafiqul Hossain provided an update on Immunization Week 2014. The Western 
Pacific Region has been celebrating Immunization Week since 2011.  Immunization Week has 
been observed in WHO’s six regions since 2012.  

In 2014, the Western Pacific Region adopted the theme: "Stop hepatitis B and liver cancer. 
Vaccinate at birth." The theme was built on the momentum of hepatitis B control including the 
achievement of the 2012 milestone of less than 2% hepatitis B prevalence among 5-year-old 
children, and the verification of 11 countries as having reached the goal of less than 1% 
prevalence among children.  

During Immunization Week 2014, countries and areas in the Region conducted activities 
including national and local launching ceremonies, educational programmes for health workers 
and parents, awareness campaigns, vaccination sessions or campaigns, training workshops, mass 
media engagement and social media (Facebook).  
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2.12.2 Ensure capacity for vaccine safety activities 

Regional update on vaccine safety  

Dr Md. Shafiqul Hossain provided a regional update on vaccine safety. GVAP strategic 
objective 4.2 is to “ensure capacity for vaccine safety activities, including capacity to collect and 
interpret safety data, with enhanced capacity in countries that introduce newly developed 
vaccines.” Many capacity-building and technical support activities were conducted by the WHO 
Regional Office in 2013 and 2014. Basic training workshops on AEFI surveillance were held in 
Brunei Darussalam, Kiribati and Mongolia and advanced training workshops were held in the 
China (two), Mongolia, the Philippines ( and Viet Nam. Support was provided to develop 
national AEFI surveillance guidelines in the Philippines, Solomon Islands, Cook Islands and 
Kiribati, and the Regional Office has drafted regional vaccine safety communication guidelines 
for immunization programme managers and national regulatory authorities. Under the umbrella 
of the Regional Alliance for National Regulatory Authorities (NRAs) for Vaccine in the Western 
Pacific, a Working Group on Pharmacovigilance, Import, Export and Market Surveillance was 
established and this working group will support AEFI surveillance activities in the Region. 

A regional AEFI causality assessment training was conducted for nine countries in Manila 
in May 2014. National AEFI causality committees have been established or expanded in 
Mongolia and Brunei and a Subregional Causality Assessment Committee is being formed for 
PICs. Nine vaccine safety incidents occurred in seven countries from December 2012 to 
beginning of January 2014 and WHO at all levels worked together with the Ministry of Health 
and NRA in each country to respond to the crisis. 

Country experience on vaccine safety – China  

Dr Feng Yun described the AEFI surveillance system and causality assessment processes 
in China. China established the National AEFI Surveillance System in 2005. Tremendous 
progress has been achieved: over 95% of counties reported a total of 137 414 AEFI in 2013 
compared with 5% of counties reporting 1932 cases in 2005; cases reported and investigated 
within 48 hours increased from 76% in 2005 to 99% in 2013. The improvements can be 
attributed to high-level political commitment for financing and human resources; improved laws 
and regulations clarifying authorities and responsibilities for case reporting, investigation and 
classification; capacity building through supervision, training and multisectoral collaboration; 
and a strong data system.  

Adverse events following hepatitis B vaccination in December 2013 triggered social 
media attention to vaccine safety. National drug and health authorities took immediate actions: 
suspended hepatitis B vaccines manufactured by Bio Kangtai while continuing vaccination with 
vaccines from other suppliers; conducted good manufacturing practice inspection; checked 
vaccine quality in National Control Laboratory; investigated cases and determined final 
classifications; and provided intensive media communication on vaccine safety. All 17 deaths 
were classified as coincidental events; one anaphylaxis case was classified as consistent with a 
causal relationship to immunization. Rates of vaccination hesitancy among parents before, during 
and after the events were 5%, 30% and 10%, respectively. The successful response to these 
events demonstrates the functionality of the China AEFI surveillance system, while the 
experience suggested areas for improvement in causality assessment, safety signal detection, and 
risk communication. 
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Country experience on vaccine safety – Japan  

Dr Mugen Ujiie presented on the adverse events following HPV vaccination in Japan.  
Dr Mugen described the AEFI surveillance system in Japan and provided information on the 
HPV vaccination programme. Both Cervarix and Gardasil vaccines were being used in Japan; 
nearly 9 million doses were distributed and 538 severe AEFI cases were reported from  
December 2009 to September 2013, a rate of 6.0 per 100 000 doses. A thorough investigation of 
adverse events categorized as “pain other than injection site” or “movement disorder” was 
conducted by the government. The investigation included a review of medical records, 
comparison with baseline data on similar symptoms and adverse events following other vaccines, 
review of published literature, establishment of clinical research groups to assess and treat 
patients, medical examination by the committee members and interviews with overseas 
authorities.  

The Expert Committee on Vaccine Safety initially suspended proactive recommendation 
of HPV vaccination until the full review could be completed. The committee reviewed all 
available information and held public hearings. In January 2014, the committee concluded that 
the adverse events were likely to be caused by a psychosomatic reaction. Lessons learnt from 
include the importance of carefully outlining the specific symptoms and sequence of events in 
each case, not confusing adverse events with adverse reactions and the importance of appropriate 
risk communication. 

Country experience on vaccine safety - Viet Nam  

Dr Nguyen Van Cuong shared the experiences of vaccine safety incidents in Viet Nam in 
2013. The AEFI surveillance system has been strengthened by training for immunization 
programme staff and AEFI committee members at all levels in line with the AEFI guidelines. 
The AEFI case investigation form was revised in 2013, and responsibilities are clearly assigned 
for case investigation, reporting, causality assessment, and communication. 

Viet Nam experienced serious AEFI cases after vaccination with hepatitis B birth dose or 
pentavalent vaccine in 2013. As a result, parents’ confidence in immunization decreased and 
health staff hesitated to vaccinate children. The government coordinated with WHO to 
investigate all cases and to have the vaccine tested at the National Institute for Biological 
Standards and Controls (UK).  During the investigation, pentavalent vaccination was suspended 
for 5 months, resulting in a substantial reduction in immunization coverage. Hepatitis B birth 
dose coverage remains low after the incident. Lessons learnt include: 
 additional training was needed for immunization programme staff, members of AEFI 

committees at national and provincial levels, and health workers at district and commune 
levels;  

 adequate reporting and prompt investigation are essential to rule out vaccine quality and 
programmatic errors;  

 a clear communication strategy and proper materials for media, healthcare workers and 
decision-makers is important to avoid negative impact on the immunization program; and 

 a strong system to monitor vaccine quality and AEFI is important to facilitate prompt 
detection and response. 

2.11.3 Strengthen National Regulatory Authorities 

Regional update on vaccine safety 

Dr Jinho Shin overviewed regional priorities and progress in implementing TAG 
recommendations related to the GVAP strategic objective on strengthening of NRA for vaccines. 
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Recent TAG recommendations were integrated into regional priority actions in the draft Regional 
Framework for Implementation of GVAP in the Western Pacific. The number of countries in the 
Region with functional regulatory systems increased to seven when the NRA of China was 
declared functional in March 2011. NRA strengthening has been two-fold: (1) NRA 
strengthening for vaccine-producing countries is aimed at securing a global supply of quality-
assured vaccines; and (2) NRA strengthening for vaccine-procuring countries is aimed at 
ensuring vaccine quality through NRA oversight of vaccines being procured. For NRA activities 
in 2014–2015, priority vaccine-producing countries are China and Viet Nam. NRA re-assessment 
in China was completed in April 2014. The first NRA assessment for Viet Nam is planned for 
early 2015. Priority vaccine-procuring countries for NRA strengthening in 2014–2015 are 
Malaysia, Mongolia, the Philippines, Cambodia, the Lao People's Democratic Republic, and  
Papua New Guinea. Activities include NRA self-assessment and subsequent validation by site 
visit or local workshop. Self-assessment was completed in 10 vaccine-procuring countries in 
2013. Technical support and collaboration are facilitated under the Regional Alliance for NRAs 
for Vaccines. 

Regional Alliance for NRAs for Vaccines in the Western Pacific 

Ms Melody Zamudio updated on the Regional Alliance for NRAs in the Western Pacific. 
The 20th and 21st meetings of the TAG supported the proposal of formulating a regional alliance 
for NRAs for vaccines as a platform to strengthen NRA systems and functions, including 
national control laboratory (NCL) functions, in countries that lack functioning NRAs. As a result, 
the Alliance was launched in March 2013. The structure of the Alliance includes steering 
committee, working groups and the secretariat. Current priorities are: (1) participation in regional 
initiative on validating NRA assessments and implementing institutional development plans; (2) 
providing trainings and laboratory testing for vaccine quality; (3) vaccine registration and 
expedited review in countries that procure vaccine through a United Nations agency (e.g. 
Cambodia, Lao People's Democratic Republic, Papua New Guinea); (4) laboratory collaboration 
through a South-East Asia and Western Pacific bi-regional NCL network (e.g. development of 
regional working reference standards for JE and polio); and (5) regulatory harmonization and 
convergence of legislation, regulations, processes and practices  (e.g. with ASEAN). In 
summary, the Regional Alliance for NRAs for Vaccines in the Western Pacific has been formed 
to meet various needs for establishing and strengthening vaccine regulatory systems and 
functions. The Alliance also provides advice on developing and implementing regional strategies 
for assuring the quality, safety and efficacy of vaccines. 

2.11.4 Commitment to invest in immunization  

Mike McQuestion presented an analysis of country immunization expenditures reported 
through the WHO/UNICEF JRF. Sabin Vaccine Institute uses these JRF expenditure data to 
measure the impacts of its advocacy work on government immunization budgets. Of particular 
importance is the indicator on total government routine immunization expenditures, which is the 
direct measure of country ownership used in the GVAP Monitoring and Evaluation/ 
Accountability Framework. The Sabin analysis showed that mean government expenditures per 
surviving infant in 12 reporting Western Pacific Region countries peaked at US$ 40 in 2010, 
declining to US$ 28 in 2013 (n=10 reporting countries). All six JRF financial indicators were 
found to be underreported. Of 27 Western Pacific Region countries, seven countries reported no 
values for the indicator on total government routine immunization expenditures during 2006–
2013. Misreporting is also common. In 2012, WHO and Sabin Vaccine Institute conducted an 
informal survey of JRF financial reporting practices. Results revealed that countries obtain their 
information from a wide range of sources. Only 68% extracted the information from actual 
ministry of health expenditure records. Over half of the respondents reported difficulties 
accessing expenditure data. Budget transparency and accountability must be improved if 
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countries are to sustainably finance their immunization programs. Partners can help by providing 
regular feedback of financial data to countries and assisting them to develop better resource 
tracking capacity. 

2.12 Interagency Coordinating Committee Meeting 

An Interagency Coordinating Committee meeting was attended by all TAG meeting 
participants and representatives of 22 agencies.  Areas of work requiring partner support and 
collaboration included support needed for routine immunization, polio endgame, measles and 
rubella elimination, hepatitis B control, laboratory activities, new vaccine introduction and 
surveillance, and immunization safety and regulation.   

Seven representatives from donor and partner organizations spoke during the session: 
UNICEF East Asia and Pacific Regional Office, Dr Wang Xiaojun; Japan International 
Cooperation Agency (JICA), Dr Shin'ichi Takenaka; Japan Committee "Vaccines for the World's 
Children" (JVC), Mr Christopher Takanori Ganzu; US CDC, Dr Minal Patel; International 
Vaccine Institute, Dr Binod Kumar Sah; Chinese University of Hong Kong, Professor Anthony 
Nelson; and Sabin Institute, Dr Mike McQuestion. 

The donors and partners described their immunization programmes, presented their 
activities, highlighted their continued commitment to immunization in the Region, and proposed 
new areas of work and collaboration. They praised the results achieved in the Region. The TAG 
chair thanked donors and partners for their support and acknowledged the importance of their 
work in collaboration with ministries of health, WHO and other partners. 

3.  CONCLUSIONS AND RECOMMENDATIONS 

3.1 Measles Elimination 

In light of the global burden of rubella and congenital rubella syndrome (CRS), the 2011 
WHO rubella position paper recommends that countries use measles elimination activities to 
increase coverage with rubella-containing vaccines (RCVs) through the use of combined MR or 
measles-mumps-rubella (MMR) vaccines. Surveillance for rubella can also be integrated with 
measles surveillance through a fever and rash surveillance system supported by the global 
measles and rubella laboratory network. All countries in the Region are encouraged to plan, 
implement and evaluate both control efforts together. This meeting included separate sessions for 
measles elimination and rubella/CRS prevention. Future TAG meetings will consider both 
diseases together in a single session. 

Conclusions 

The TAG notes the progress towards the 2012 regional measles elimination goal.  The 
establishment of national verification committees (NVCs) and submission of annual progress 
reports are significant achievements.  The TAG congratulates the four countries and areas 
(Australia, Macao SAR (China), Mongolia, and the Republic of Korea) that were verified as 
having achieved the interruption of endemic measles virus transmission for a period of at least  
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36 months from the last known endemic case.
1
  These countries will need to be vigilant to sustain 

their achievements including an annual review and report of their status. 

The TAG notes the resurgence of measles virus transmission in the Region from 2013 
primarily in countries that had conducted nationwide measles containing vaccine SIAs in 2010 
and 2011.  Increased burden of measles disease in 2013 and the first half of 2014 has been 
related to imported, import-related and endemic measles virus transmission.   

The TAG notes the change in the age distribution of measles in some countries with cases 
among infants (including measles-related deaths) and adults. This age pattern has been observed 
in other countries and should be expected when vaccination has prevented most measles cases 
among eligible age groups. However, in all countries experiencing outbreaks, the majority of 
measles cases in vaccine-eligible children are not fully vaccinated or have unknown vaccination 
status. This suggests a failure of the programme to vaccinate these children on schedule. There is 
inadequate evidence to support the use of measles vaccine among infants younger than 6 months.  
Therefore, measles vaccine is not recommended among infants younger than six months.  To 
prevent cases among these infants population immunity should be increased (i.e. achieve herd 
immunity). 

Priority activities to prevent future large scale measles outbreaks include: (1) maintain and 
strengthen strategies (achievement of ≥95% coverage with two-doses of measles-rubella vaccine 
in the routine immunization programme, and MR catch-up and follow up SIAs as needed); and 
(2) proactively implement additional strategies including developing and implementing post-SIA 
activities to sustain the gains in population immunity obtained by the SIAs. 

Recommendations 

1) All countries should maintain and strengthen routine immunization to achieve ≥95% 
coverage with two doses of MR-containing vaccine (MRCV) in the routine immunization 

programme in a schedule according to published WHO recommendations.
2,3,4,5  The TAG 

considers the use of single-antigen rubella vaccine as a missed opportunity to prevent 
measles. 

2) Because of the importance of international spread among travellers, countries should take 
steps to encourage people to be fully vaccinated prior to international travel to measles-
endemic or infected countries and areas. 

3) Immunization programme managers should regularly review measles vaccination coverage 
(down to the lowest administrative unit), measles surveillance data (including age by 
vaccination status of cases), and programme capacity (vaccine supply, human resources) to 
identify communities at risk. This risk assessment should be used to mobilize resources to 
reinforce immunization services in high risk areas/marginalized groups. US CDC and WHO 
are developing a measles risk assessment tool that should be available by 2015.  

                                                      
1
 WHO.  Guidelines on Verification of Measles Elimination in the Western Pacific Region. 2013:  

http://www.wpro.who.int/immunization/documents/measles_elimination_verification_guidelines_2013/en/ 
2
 Measles vaccine:  WHO position paper.  WER. No. 35, 2009, 84, 349–360; http://www.who.int/wer. 

3
 Rubella vaccines:  WHO position paper.  WER No. 29, 2011, 86, 301–316; http://www.who.int/wer 

4
 Meeting of the Strategic Advisory Group of Experts on immunization, November 2012 – conclusions and 

recommendations. WER. No. 1, 2013, 88, 11–13. http://www.who.int/wer 
5
 Meeting of the Strategic Advisory Group of Experts on immunization, November 2013 – conclusions and 

recommendations.  WER. No. 1, 2014, 89, 11–14. http://www.who.int/wer 
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4) All countries and areas should have an outbreak response plan and maintain a sensitive 
epidemiological surveillance system supported by accredited laboratories. Laboratories 
support timely detection of importations and outbreaks with prompt implementation of 
outbreak response measures.  All outbreaks should be investigated, appropriate specimens 
collected and submitted to the laboratory, and chains of transmission documented.  The age 
distribution of cases should be carefully examined to appropriately target outbreak response 
measures.  

5) All Western Pacific Region network laboratories should identify and share measles genotype 
information from all chains of transmission in collaboration with the WHO Regional Office.  

6) All countries and areas should continue to review and evaluate their progress towards or 
maintenance of measles elimination. NVCs should submit annual reports to the Regional 
Verification Commission (RVC) that document progress towards, achievement or 
maintenance of measles elimination. 

7) Appropriate infection control measures and health-care facility practices should be 
implemented to prevent transmission of measles and rubella in the health-care settings, 
especially in hospitals.  These plans should include strategies to ensure that all health 
workers are immune to measles and rubella.   

8) Appropriate measles case management protocols including vitamin A administration and 
antibiotics to treat secondary bacterial infections should be implemented to reduce morbidity 

and mortality associated with measles disease.
6,7  

9) For countries experiencing measles outbreaks: 

i. To prevent measles virus transmission among preschool-aged children who are at 
highest risk of dying from measles, the second routine dose should be given in the 
second year of life.  Supplementary vaccine doses should be considered for 
unvaccinated children 6 months and older who are not yet age eligible for the first dose 
of measles-containing vaccine (MCV1) in the national immunization programme and 
who are at high risk of exposure to measles virus such as in outbreak settings or 
expected travel to measles affected areas. Children who receive supplementary measles 
vaccine doses prior to the country's recommended age for MCV1, should continue to 
receive the two doses of MR vaccine according to the national immunization schedule.  
School entry should be used as an opportunity to ensure that all children have two 
documented doses of MR vaccine prior to school entry. 

ii. Analyse why measles outbreaks are occurring by conducting thorough outbreak 
investigations and conducting operational research to identify people and groups at 
increased risk for acquiring measles, characteristics of unvaccinated persons and 
barriers to vaccination. Considerations include language or cultural barriers among 
minority populations, access for immigrant, mobile or other marginalized or socio-
economically disadvantaged population groups and vaccine refusal/hesitation. 

iii. Ensure high quality SIAs are conducted based on detailed analysis of and lessons 
learnt from the past SIAs. For example, developing a mechanism to obtain better and 
reliable vaccination coverage estimates at subnational levels and to monitor 

                                                      
6
 Managing measles: Integrated case management reduces disease severity. BMJ. Vol 314, 1 Feb 

1997:316-7. 
7
 WHO.  Pocketbook of Hospital care for children:  Guidelines for the management of common illnesses 

with limited resources. 2013:174-178. 
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identification and vaccination of unvaccinated children in previous immunization 
sessions. 

iv. Conduct statistically valid post-SIA coverage surveys to document the coverage 
achieved. 

v. Review contents and implementation of the national surveillance guidelines and 
enhance surveillance activities including aggressive case detection or outbreak 
investigation after the SIA. 

vi. Regularly (for example, annually) review and identify immunity gaps by geographic 
area (for example, district) and by birth cohort. 

vii. Proactively take corrective actions to fill immunity gaps, for example, selective 
immunization activities, smaller-scale (region- or province-wide) SIAs or more 
frequent follow-up SIAs targeting birth cohorts born after the last SIA in specific 
regions or provinces. 

10) Countries with endemic measles virus transmission should update their national plans and 
develop or update subnational plans and strategies with special focus on high-risk groups and 
areas and on population immunity gaps.    

11) WHO should work with other international partners in supporting countries to plan and 
conduct these actions. 

 
3.2 Polio Eradication 

Conclusions 

1) The TAG welcomes the conclusion of the 19th Meeting of the Regional Commission for the 
Certification of Poliomyelitis Eradication (RCC) on the Region's polio-free status.  

2) The TAG notes the draft plan, Polio Endgame in the Western Pacific Region, and 
acknowledges the progress at the country and regional levels in implementation of the global 
Polio Eradication and Endgame Strategic Plan 2013–2018. The progress includes 
identification of IPV introduction dates by most countries, registration of IPV in nearly all 
necessary countries, and initiation of funding requirements discussions.  

3) The TAG notes that AFP surveillance indicators in some countries do not meet 
recommended standards in the first half of 2014.  

4) The TAG raises concern that based on current progress, some countries are at risk of missing 
the global deadlines for IPV introduction by the end of 2015.  

Recommendations 

1) The TAG recommends that all countries:  

i. improve AFP surveillance at the subnational level as outlined by the 19th RCC; 

ii. analyse polio vaccination coverage among non-polio AFP cases to identify immunity 
gaps and undertake activities to maximize population immunity, particularly in 
preparation for the withdrawal of type 2-containing OPV; 

iii. ensure that any wild or vaccine-derived poliovirus is detected in a timely manner and 
that a rapid response is initiated following detection; and 

iv. begin planning for the containment of wild and vaccine-related type 2 polioviruses per 
the endgame strategy by reviewing their inventories and destroying unnecessary stool 



39 

 

specimens, thereby reducing the number of facilities with potentially infectious 
poliovirus-containing material. 

2) Countries conducting environmental surveillance (Australia, China, Japan and Malaysia) 
should identify and characterize polioviruses using WHO-recommended methods. Results 
should be shared with the WHO Regional Office for the Western Pacific at least on a 
monthly basis. Any wild or vaccine-derived poliovirus detected should be reported to WHO 
within 24 hours of assessment.  

3) China provincial polio laboratories should work toward achieving the global timeline of  
14 days for virus isolation. 

4) All countries should develop national polio endgame plans. Exclusively OPV-using countries 
should finalize plans according to the timeline recommended by the Polio Oversight Board 
and reaffirmed by SAGE:  

i. by mid-2014 for countries in Tier 1 (China) and Tier 2 (Cambodia, the  
Lao People’s Democratic Republic, Papua New Guinea and the Philippines); and 

ii. by end-2014 for countries in Tier 4 (Cook Islands, Fiji, Kiribati, Mongolia, Nauru, 
Samoa, Solomon Islands, Tokelau, Tonga, Tuvalu, Vanuatu and Viet Nam).  

i. These plans should include IPV introduction and related communications and 
operational requirements. Since the temperature requirements of IPV are different 
from that of OPV, appropriate cold chain modifications should be made. 
Exclusively OPV-using countries that have not yet initiated planning (Cambodia, 
Mongolia, Nauru, Samoa, Solomon Islands, Tonga, Tuvalu and Viet Nam) should 
do so urgently and update the WHO Regional Office quarterly on progress. The 
TAG requests the Regional Office to provide technical support to countries in 
preparing these plans. 

5) All exclusively OPV-using countries and areas that have not yet communicated a formal 
decision and date for IPV introduction to the WHO Regional Office for the Western Pacific. 
Countries are expected to introduce IPV by November 2015 as recommended by the Polio 
Oversight Board to ensure preparedness for the global switch from trivalent OPV to bivalent 
OPV tentatively planned for April 2016.  

6) Countries should assess the financial requirements to implement all components of the polio 
endgame, including surveillance, containment and IPV introduction, at the national level. 
Countries should identify funding sources as soon as possible. Gavi-eligible countries that 
have not yet submitted an application to Gavi for IPV support (Cambodia, Mongolia, 
Solomon Islands and Viet Nam) should apply in September 2014, or identify an alternative 
funding source before then.  

7) The TAG notes that a communications plan for the polio endgame is being developed by 
WHO and encourages countries to use the plan in the development of national 
communications plans for the polio endgame.  

 
3.3 Rubella Elimination 

Conclusions 

The TAG notes that rubella affects a significant number of women of reproductive age in 
the Region.  Some of these infections result in babies being born with CRS.  Data from 
mathematical models suggests that there is a significant burden of CRS, miscarriages and fetal 
deaths due to congenital rubella infection (CRI) in countries not implementing rubella control 
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strategies.  Therefore, the TAG reaffirms its 2013 recommendation that the Western Pacific 
Region should establish a regional goal for rubella elimination.   

Most Member States in the Western Pacific Region are implementing the immunization 
strategies needed to achieve measles elimination and most countries are now using MR vaccines 

to achieve measles elimination.  Recognizing that rubella is less contagious than measles
8
 and 

that full implementation of measles elimination strategies provides an opportunity to achieve 
rubella elimination, the TAG reaffirms that the Region should utilize the measles elimination 

platform and strategies to achieve rubella elimination.
9
 

Recommendations 

1) The TAG requests the Regional Director to seek endorsement of a regional rubella 
elimination goal (target date to be determined) by Member States in the Regional Committee 
Meeting in 2014. 

2) The TAG encourages Member States to use the momentum for achieving measles 
elimination to develop a national policy, plans and strategies to eliminate rubella and prevent 
CRS in the context of their national policy and strategies for measles elimination and to use 
and enhance the synergy between the elimination initiatives.  The TAG recommends that the 
WHO Regional Office for the Western Pacific support Member States in developing national 
policies, plans and strategies to eliminate rubella. 

3) The TAG encourages all Member States to investigate suspected rubella cases in an 
integrated MR case-based surveillance system.  Investigation should include collecting 
appropriate specimens for laboratory confirmation and genotyping.  Member States should 
submit rubella case-based data (including final classification of suspected cases as laboratory 
confirmed, epidemiologically linked, clinically compatible or discarded; and source of 
infection as endemic, imported, import-related, or unknown) on a monthly basis to the WHO 
Regional Office beginning in January 2015.  The TAG requests the Regional Office to 
continue providing technical support to countries and areas to analyse data and describe the 
country-specific epidemiology of rubella including immunity gaps by sex and age. 

4) The TAG encourages all Member States to conduct surveillance for CRS by strengthening 
the routine reporting of clinically confirmed CRS cases using the WHO clinical case 
definitions and/or establishing sentinel site surveillance for CRS.  WHO is developing 
guidelines for CRS surveillance which should be available by the end of 2014. 

5) The TAG endorses the recent SAGE recommendations and encourages countries to give the 
first dose of RCV with the first dose of MCV as MR or MMR, because coverage with the 
first dose of MCV is usually higher than for the second dose and immunogenicity is equally 
high.  Although vaccine manufacturers may restrict indications to children  ≥12 months of 
age, the safety and immunogenicity of rubella and mumps combination vaccines among 
children 6 to 12 months of age are well-established.  Combination MR and MMR vaccines 
can be safely used for MCV1 among children 8 to 12 months of age according to the national 
immunization schedules for MCV1 and for supplementary doses among children 6 months 
and older in outbreak settings.   

6) The TAG considers the use of single antigen measles vaccine as a missed opportunity to 
prevent rubella and CRS. The TAG endorses the recent SAGE recommendations and 
encourages countries using different MCVs (that is, measles (M), MR or MMR) for the first 

                                                      
8
 Basic reproduction rate (R0) (in developed countries) and implied crude herd immunity threshold (H) of 

measles are 12-18 and 92-94, respectively, while R0 and H of rubella are 6-7 and 83-86, respectively 
9
Rubella vaccines:  WHO position paper.  WER No. 29, 2011, 86, 301–316; http://www.who.int/wer  
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and second routine doses to use the same vaccine (either MR or MMR) for both routine 
doses to simplify vaccine procurement, logistics, recording, and reporting, and to increase 
coverage and decrease vaccine wastage. These programmatic advantages likely outweigh the 
marginal increase in vaccine cost. Combination vaccines (MR or MMR) should be used 
when providing supplementary doses. 

7) For countries that have not yet introduced rubella containing vaccine into the national 
immunization schedule (Papua New Guinea, Vanuatu and Viet Nam), to quickly increase 
population immunity, rubella-containing vaccine should be introduced following the 
implementation of wide age-range catch-up campaigns targeting children up to at least  
15 years of age and based on rubella epidemiology.   

8) For countries that have recently introduced rubella-containing vaccine without first 
conducting a wide age-range catch-up campaign (China, the Philippines and Solomon 
Islands), additional strategies should be considered to target both males and females to 
comprehensively fill immunity gaps. Strategies may include offering MR containing vaccine 
in schools, colleges universities, workplaces and to health workers, military and police. 

9) The TAG recommends that the WHO Regional Office continue discussion with countries to 
reach consensus on the appropriate target year for rubella elimination in the Region. 

 
3.4 Hepatitis B Control 

Conclusions 

The TAG is pleased with the progress towards achieving the regional goal of reducing 
hepatitis B chronic infection among 5-year-old children to less than 1% by 2017. The progress is 
due to the commitment and actions of Member States and is a true public health success story. 
The TAG recognizes that additional efforts are needed to achieve the 1% goal in all countries and 
areas, and to sustain the progress made. The TAG recognizes that World Health Assembly 
Resolution 67.6, which promotes comprehensive viral hepatitis prevention and control, provides 
a broader context for the prevention of hepatitis B through vaccination. 

Recommendations 

1) The TAG reaffirms the importance of providing a birth dose of hepatitis B vaccine to all 
newborns within the first 24 hours of life. Newborns that have not received hepatitis B 
vaccine within 24 hours should receive it as soon as possible thereafter. 

2) The TAG recommends convening a consultation on strategies for increasing and sustaining 
hepatitis B vaccine birth dose coverage.  The consultation would focus on developing action 
plans to implement strategies for improving birth dose vaccination coverage. 

3) Because of the high-risk of infection of health workers in the work setting, the TAG 
requests that the Regional Director advocate the endorsement of a goal to introduce health 
worker hepatitis B vaccination policies in all countries and areas. 

4) The TAG endorses the updated Western Pacific Region Strategic Action Plan for Hepatitis 
B Control Through Immunization, 2014–2019. 

5) The TAG requests countries that require programme improvements to achieve the regional 
hepatitis B control goal to develop action plans to meet the regional goal by 2017.   

6) The TAG endorses the 2013 Western Pacific Region Hepatitis B Expert Resource Panel 
recommendations. 
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7) The TAG endorses the development of a regional hepatitis B laboratory network to support 
the achievement of the regional hepatitis B goal. The TAG recognizes that resources will 
need to be secured under the leadership of WHO and Member States. 

 
3.5 Accelerated Control of Japanese Encephalitis 

Conclusions 

JE virus is maintained in the environment in a zoonotic cycle among mosquitoes, birds and 
pigs. Human vaccination is the single most important control measure for JE disease. The TAG 
notes several important advances in JE control in the past year. There are several high quality JE 
vaccines available and two are now WHO-prequalified, facilitating procurement through United 
Nations agencies and with Gavi support. Gavi included JE vaccine among its supported vaccines 
in 2014 and the Lao People’s Democratic Republic was the first country to apply for this support. 
Also, there were modest increases in donor support for JE surveillance and related activities. 
These advances support the establishment of a regional goal for accelerated control of JE as 
recommended by the TAG in 2013 and submitted for consideration and endorsement by the 
Regional Committee in October 2014.  

Expert consultation is needed to determine the appropriate targets and timeframe for the 
goal, and to identify strategies for achieving it. The SAGE review of JE vaccines and revision of 
the WHO position paper on JE vaccines in 2014 will provide supportive guidance on these 
strategies. JE surveillance is not systematic in some areas and is fragmented into multiple 
systems, hindering data analysis and interpretation. These weaknesses in surveillance limit 
efforts to estimate disease burden, define target populations for vaccination, and measure impact 
of vaccination in some countries. Synthesis of JE data from surveillance, outbreak reports, 
research studies and other sources has helped to fill this gap and provide evidence for decision-
making in some countries. 

Recommendations 

1) The TAG requests that the WHO Regional Office for the Western Pacific develop targets, 
timelines and strategies to achieve a JE accelerated control goal through consultation with 
experts and Member States during the coming year. 

2) The TAG reiterates the recommendation of the 22nd TAG that JE surveillance with 
laboratory confirmation should be strengthened in endemic areas of the Western Pacific 
Region, and sentinel surveillance should be strengthened and made more systematic to 
facilitate reporting at the regional level. 

3.6 Maternal and Neonatal Tetanus Elimination  

Conclusions 

 The TAG congratulates the Lao People's Democratic Republic on the 2013 
achievement of validation of MNTE. The TAG also commends progress in Cambodia,  
Papua New Guinea and the Philippines towards the 2015 MNTE goal and is pleased to note that 
all three countries have plans to validate MNTE in 2015. The TAG notes that vaccination is one 
of multiple strategies that can be used to achieve MNTE along with promoting health  
facility-based or clean deliveries, presence of skilled birth attendants, and safe cord care 
practices. 
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Recommendations 

1) The TAG urges the three remaining countries in the Western Pacific Region to implement 
their planned activities, to conduct pre-validation assessments and to complete validation 
surveys by end of 2015 in order to meet the 2015 global MNTE goal.  

2) The TAG further recommends that all countries and areas that have achieved elimination 
annually review the WHO/UNICEF district data spreadsheet to identify low performing 
areas and implement appropriate corrective actions.  

3.7 Evidence-based Introduction of New Vaccines  

Conclusions 

 The TAG notes that low- and middle-income countries in the Western Pacific Region have 
made significant progress in introducing new and underutilized vaccines in the past year, yet still 
lag far behind high-income countries in including new vaccines in their national immunization 
programmes. An increasing number of Member States are gaining experience in collecting and 
evaluating evidence for vaccine introduction decision-making.  Development of national plans 
for evidence-based introduction of new vaccines would facilitate a systematic approach to this 
process.  WHO plays an important role in providing technical support and capacity-building for 
the development and implementation of these plans, including the collection and evaluation of 
evidence.  Surveillance supported by laboratory confirmation is a key source of such evidence 
and the quality of surveillance requires consistent attention. 

Recommendations 

1) Before making a decision on new vaccine introduction, countries should evaluate evidence 
on disease burden including surveillance, cost, the role of other disease prevention and 
control measures, vaccine characteristics, vaccine supply, and immunization programme and 
health system strength, as further detailed in the recently published WHO guidance, 
Principles and Considerations for Adding a Vaccine to a National Immunization 
Programme.   

2) The TAG reiterates its advice that each Member State develops a national plan for evidence-
based introduction of new vaccines in coordination with NITAGs or similar groups. This 
plan could be part of the comprehensive multi-year plan for immunization or other health 
plans. The TAG urges countries in which surveillance includes laboratory confirmation for 
diseases targeted by new vaccines to monitor and improve the quality of surveillance 
implementation.  

3) The TAG requests that WHO provide guidance, technical support and capacity-building for 
development and implementation of national plans for evidence-based introduction of new 
vaccines. 

4) The TAG requests countries introducing new vaccines to use the opportunity to strengthen 
health systems and to scale-up implementation of complementary interventions against the 
targeted diseases, as exemplified by guidance in the Global Action Plan for Pneumonia and 
Diarrhoea and Comprehensive Cervical Cancer Prevention and Control. 
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3.8 Meeting Regional Vaccination Coverage Targets 

Conclusions 

1) The TAG acknowledges country efforts to find innovative approaches to reach underserved 
populations, though the TAG also notes the uneven progress at subnational levels towards 
achieving vaccination coverage targets. 

2) The TAG notes the need to improve the quality of the data countries are collecting and 
reporting, including coverage and financing-related data. 

Recommendations 

1) Countries with either stagnant or declining vaccination coverage or prolonged vaccine-
preventable disease outbreaks should consider conducting comprehensive programme 
reviews to identify crucial underlying factors that prevent achieving acceptable levels of 
population immunity and to define approaches to address them.  This should include efforts 
to increase community demand and improve service delivery. Cambodia and Mongolia are 
two promising examples. 

2) Countries are encouraged to review the quality of immunization data at all administrative 
levels annually and to use the data to improve programme performance and periodically 
perform in-depth data quality assessments, including surveys. 

3) Countries are encouraged to analyse coverage data at all levels regularly and take action in 
low-performing areas. Countries are requested to share subnational coverage data annually 
with the WHO Regional Office for the Western Pacific according to a format to be provided. 

4) The WHO Regional Office is requested to support countries by providing guidance on new 
information and communication technologies to improve the recording and reporting of data. 

3.9 Regional Framework for Implementation of the Global Vaccine Action Plan in the 
Western Pacific 2013–2020 

Conclusions 

1) The TAG welcomes the final draft of the Regional Framework for Implementation of the 
Global Vaccine Action Plan in the Western Pacific 2013–2020, appreciates the broad 
consultation in this process and supports the WHO Regional Office for the Western Pacific 
to seek endorsement for this framework from the Regional Committee.  

2) Ensuring vaccine safety is an essential component of immunization programmes. The TAG 
appreciates that the WHO Regional Office and Member States have taken initiative to 
strengthen the AEFI surveillance system and the responses to vaccine safety incidents in 
some countries. The Region’s AEFI surveillance systems still require strengthening in many 
countries and areas. 

3) The TAG notes that NRA systems and functions for vaccines require strengthening in many 
countries and areas. The TAG appreciates that the WHO Regional Office for the Western 
Pacific and Member States have taken initiative to formulate and operationalize a regional 
alliance to coordinate and support countries in developing or strengthening NRA systems. 
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4) Communication and social mobilization are essential components of an immunization 
programme.  Immunization Week promotes immunization as a crucial public health 
programme to protect individuals and communities from vaccine-preventable diseases.  

5) The TAG notes country concerns about vaccine prices that limit vaccine introduction and 
vaccine stock-outs that affect programme operations.  

Recommendations 

1) The TAG supports the WHO Regional Office for the Western Pacific in seeking Regional 
Committee endorsement of the Regional Framework for Implementation of the Global 
Vaccine Action Plan in the Western Pacific and advocates that countries utilize the 
framework. 

2) The TAG encourages national technical advisory groups on immunization to discuss the 
immunization goals proposed in the regional framework and formulate evidenced-based 
national policies to achieve these goals. 

3) The TAG reiterates the recommendation made during the 20th TAG meeting that all Member 
States should emphasize strengthening the AEFI surveillance system. 

4) The TAG encourages all countries to emphasize the importance of immunization safety 
practices for maintaining high quality immunization services.  

5) The TAG advises all countries to strengthen the AEFI surveillance system, especially when 
vaccines are administered to large populations (such as during SIAs) or with new vaccine 
introduction. 

6) The TAG notes the important role of the Regional Alliance for NRAs for Vaccine in the 
Western Pacific as a platform to establish or strengthen vaccine regulatory system in 
countries and asks the WHO Regional Office to support the Alliance in implementing its 
workplans.  

7) The TAG continues to endorse the implementation of Immunization Week and encourages 
all Member States in the Region to participate in this important event. The TAG requests the 
WHO Regional Office for the Western Pacific to explore establishing a theme for the 2015 
Immunization Week in consultation with countries. In addition, Member States should use 
other opportunities as appropriate to promote the benefits of vaccination. 

8) The TAG urges countries to strengthen their vaccine management systems to avoid vaccine 
stock-outs.  

9) Given the substantial concern among low-income and middle-income countries about pricing 
of newer vaccines, the TAG requests the WHO Regional Office for the Western Pacific to 
explore interest among Member States to establish a regional pooled procurement 
mechanism to facilitate access to new vaccines and increase vaccine security for all vaccines. 
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Wales 2305, Australia, Telephone:  61 2 6926 6395,  
Facsimile:  61 2 4924 6215, E-mail:  david.durrheim@newcastle.edu.au 

 
 
Dr Nobuhiko Okabe, (Vice-Chairman, Regional Certification Commission) 
Director General, Kawasaki City Institute for Public Health, Life Science & 
Environment Research, 2F 3-25-3 Tono-Machi Kawasaki-ku, Kawasaki City 
Kanagawa 210-0834, Japan, Telephone:  +81 4 4 2444985,  
Facsimile:  +81 4 2462602, E-mail: okabe-n@city.kawasaki.jp

 

                                                 
2 Dr Li Quanle will represent Dr Lei Zhenglong who is unable to attend the meeting. 
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3.  PARTICIPANTS 

 

AUSTRALIA Ms Julianne Quaine, Assistant Secretary, Immunisation Branch, 
Department of Health, GPO Box 9848, Canberra ACT 2001,  
Telephone: +61 262897705, Facsimile: +61 262899072 
Email: julianne.quaine@health.gov.au 

BRUNEI DARUSSALAM Dr Chee Tee Yung, Child Health Programme Manager (MCH), Ministry 
of Health, Commonwealth Drive, P.O. Box 201, Bandar Seri Begawan 
Brunei Darussalam BS8670, Telephone:  673 878 6111;  673 2381 640 
Ext. 7712, Facsimile:   673 2381 440, E-mail:  cheetee@yahoo.com 

 Dr Norhayati Haji Ahmad, Medical Officer, Ministry of Health, 
Commonwealth Drive, P.O. Box 201, Bandar Seri Begawan,  
Brunei Darussalam BS8670, E-mail: norhayati.ahmad@moh.gov.bn 

CAMBODIA Dr Chheng Morn, Deputy Manager, National Immunization Program 
National Maternal and Child Health Center, Ministry of Health,  
151-153 Kampuchea krom Street, Phnom Penh,  
Telephone:  855 12 913794, Facsimile:   855 23 426257,  
E-mail:  chheng_morn@yahoo.com 

 Dr Yong Vutthikol, Surveillance Disease, National Immunization 
Program, Ministry of Health, 151-153 Kampuchea krom Street 
Phnom Penh, Telephone:  855 12 897043, Facsimile:   855 23 426257 
E-mail:  yongvutthikol@gmail.com 

CHINA Dr Feng Yun, Program Officer, Department of Disease Control,  
National Health and Family Planning Commission, No. 1 Xizhimenwai 
Nanlu, Xicheng District, Beijing 100044, Telephone:  8610 68792712 
Facsimile:   8610 68792357, E-mail:  fengyun@moh.gov.cn 

 Dr Pang Xinghuo, Deputy Director of the Center, No. 16 HePingLi, 
Middle Street, Dongcheng District, Beijing, Telephone:  8610 64407025 
Facsimile:   8610 64407019, E-mail:  pxh17@sina.com 

 Dr Wang Huaqing, Deputy Director, National Immunization 
Programme, Chinese  Center for Disease Control and Prevention,  
27 Nanwei Road, Xicheng District, Beijing 100050,  
Telephone:  86 10 63171892, Facsimile:   8610 63171892,  
E-mail:  hqwang@vip.sina.com 

 Dr Wenbo Xu, Chief of National Laboratory for Measles, Institute of 
Viral Disease Control and Prevention, Chinese Center for Disease Control 
and Prevention, 155 Changbai Road, Changping District, Beijing 102206, 
Telephone:  8610 58900187, Facsimile:   8610 58900187,  
E-mail:  wenbo_xu1@yahoo.com.cn 
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HONG KONG (CHINA) Dr Vivian Chan, Senior Medical Officer, Surveillance Section, 
Department of Health, 21/F Wu Chung House, 213 Queen's Road East, 
Wan Chai, Hong Kong, Telephone:  852 21 252230,  
Facsimile:   852 27 110927, E-mail:  smo_ss3@dh.gov.hk 

JAPAN Dr Mugen Ujiie, Deputy Director, Ministry of Health, Labour and 
Welfare, 1-2-2 Kasumigaseki Chiyoda-ku, Tokyo,  
Telephone:  813 5253 1111, Facsimile:   813 3581 6251  
E-mail:  ujiie-mugen@mhlw.go.jp 

LAO PEOPLE'S 
DEMOCRATIC 
REPUBLIC 

Dr Phath Keungsaneth, Director-General, Department of Hygiene and 
Health Promotion, Ministry of Health, Simuang Road, Sisattanak District 
Vientiane, Telephone:  856 020 5560 4561, Facsimile:   856 021 214010, 
E-mail:   phath150@yahoo.com  

 Dr Anonh Xeuatvongsa, Manager, National Immunization Program, 
Mother and Child Health Center, Ministry of Health, Simuang Road, 
Vientiane, Telephone:  856 021 312352, Facsimile:   856 021 312120,  
E-mail:  anonhxeuat@gmail.com 

MALAYSIA Dr Rohani Bte Jahis, Head of Vaccine Preventable Disease and  
Food Water Borne Disease, Disease Control Division, Ministry of Health, 
Malaysia, Level 3, Block E10, Complex E, Federal Government, 
Administrative Complex, 62590, Putrajaya, Telephone:  +6013 601 6765;  
+603 8883 4411, Facsimile:   +603 8889 1013,  
E-mail:  rohbj@moh.gov.my 

MONGOLIA 
 

Dr Narangerel Dorj, National EPI Manager, Division of Public Health, 
Ministry of Health, Government Building VIII, Olympic Street-2, 
Sukhbaatar District, Ulaanbaatar 51, Telephone:  976 9916 4451, 
Facsimile:  976 1126 3631, E-mail:  naraa61us@yahoo.com 

NEW ZEALAND Ms Rayoni Keith, Manager – Immunisation, Sector Capability and 
Implementation, Ministry of Health, No. 1 The Terrace, P.O. Box 5013, 
Wellington 6011, Telephone:  644 8163 397, Mobile:  021 814 630,  
E-mail:  rayoni_keith@moh.govt.nz 

PAPUA NEW GUINEA Mr Gerard Sui, Manager, National Expanded Programme on 
Immunization, National Department of Health, P.O. Box 807, Waigani 
NCD, Telephone:   675 3013 717;  3013 718;  7678 0932,  
Facsimile:  675 3239 710, Email:  gerard.sui2011@gmail.com 

PHILIPPINES Dr Maria Joyce Ducusin, Medical Specialist IV, Department of Health, 
San Lazaro Compound, Sta. Cruz, Manila, Telephone:  632 7329 956, 
Facsimile:   632 7329 956, E-mail:  juducusin@yahoo.com 
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 Dr Amado O. Tandoc III, Medical Specialist III, Research Institute for 
Tropical Medicine, 9002 Research Drive, FCC Compound, Alabang,, 
Muntinlupa City 1781, Telephone:  632 8098120,  
Facsimile:   632 8097120, E-mail:  amado.tandocMD@gmail.com 

REPUBLIC OF KOREA Dr Ok Park, Director, Division of Vaccine Preventable Disease Control 
and National Immunization Programme, Korea Centers for Disease 
Control and Prevention, OHTAC, 200 Osongsanengmyeong2-ro,  
Osong-eup, Cheongwon-gun, Chungcheongbuk-do 363-951,  
Telephone:  8243 719 6810, Facsimile:   8243 719 6859  
E-mail:  okpark8932@gmail.com 

SINGAPORE Mr Yuske Kita, Senior Public Health Officer (Policy and Control), 
Ministry of Health Singapore, College of Medicine Building,  
16 College Road, Singapore 169854, Telephone:  65 6325 8600,  
Facsimile:   65 6325 1168, E-mail:   YUSKE_KITA@MOH.GOV.SG 

SOCIALIST REPUBLIC 
OF VIET NAM 

Professor Nguyen Tran Hien, Director, National Institute of Hygiene 
and Epidemiology, No. 1, Yersin Street, Hanoi,  
Telephone:  844 821 3241, Facsimile:   844 821 0853,  
E-mail:  ngtrhien@yahoo.com 

 Dr Nguyen Van Cuong, Deputy Manager, National EPI, National 
Institute of Hygiene and Epidemiology, No. 1, Yersin Street, Hai Ba 
Trung district, Hanoi 10000, Telephone:  844 3972 5745,  
Facsimile:   844 821 3782, E-mail:  cuongepi@yahoo.com;  
vancuong@fpt.vn 

4.  OBSERVERS/REPRESENTATIVES 
 

ASIAN LIVER CENTER 
(ALC) 
 
 

Dr Samuel So, Director, Asian Liver Center, Stanford, California 94305, 
United States of America, Telephone:  1 650 566 8861,  
Facsimile:  1 650 566 8863, E-mail:  samso@stanfor.edu; 
samso1@gmail.com 

CHURCH OF THE 
LATTER DAY SAINTS 

Elder Randy Bingham, Charities Representative, Church of the Latter-
day Saints, Philippine Area Office, Metro Manila, Philippines, 
Telephone:  632 683 7214, Facsimile:   632 683 7268,  
E-mail:  BinghamRE@ldschurch.org 

FOOD AND DRUG 
REGULATION 
RESEARCH, 
PHILIPPINES 

Ms Melody M. Zamudio, Officer-in-Charge, Licensing and Registration 
Division, Center for Drug Regulation and Research, Food and Drug 
Administration, Philippines, Alabang, Muntinlupa,  
Telephone: 632 8571900 local 1282, Facsimile: 632 8070751,  
Email: mmzamudio@fda.gov.phj 
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GAVI ALLIANCE  Dr Raj Kumar, Senior Programme Officer, Programme Delivery Team, 
GAVI Alliance, GAVI Alliance Secretariat, 2 chemin des Mines,  
CH-1202 Geneva, Switzerland, Telephone:  4122 909 6500,  
Facsimile:   4122 909 6555, E-mail:  rajkumar@gavialliance.org 

INTERNATIONAL 
VACCINE INSTITUTE 

Dr Binod Kumar Sah, Cholera Program Leader, Portfolio Management 
Unit, International Vaccine Institute, San 4-8, Nakseongdae-dong, 
Kwanak-gu, Seoul 151 919, Republic of Korea,  
Telephone:  +82-2-881-1448, Facsimile:  +82 2 881 1215,  
E-mail:  binod.sah@ivi.int 

 Dr Batmunkh Nyambat, Research Scientist, International Vaccine 
Institute, SNU Research Park, San 4-8, Nakseongdae-dong,  
Seoul 151-919, Republic of Korea, Facsimile:  822 872 2803,  
E-mail:  bnyam@ivi.int  

JAPAN COMMITTEE 
"VACCINES FOR THE 
WORLD'S CHILDREN" 
(JCV) 

Mr Christopher Takanori Ganzu, International Affairs/Donor Relations
Japan Committee "Vaccines for the World Children", Mita Hill Side 
Building, 8F, 4-1-9, Mita, Minato-ku, Tokyo,  
Telephone:  +81-3-5419-1081, Facsimile:  +81-3-5419-1082,  
E-mail:  ganzi@jcv-jp.org 

JAPAN 
INTERNATIONAL 
COOPERATION 
AGENCY 
(JICA) 

Dr Shin'ichi Takenaka, Adviser on Health Sector, (Department of 
Health, Philippines), Japan International Cooperation Agency,  
Bureau of International Health Cooperation, Department of Health, Bldg. 
3 San Lazaro Copound, Manila, Philippines, Mobile:  63919 468 5008, 
Email:  stakenaka2@gmail.com 

KOREA CENTER FOR 
DISEASE CONTROL 
AND PREVENTION 
(KCDC) 

Ms Hyun Kyung Oh, Research Scientific Officer, Division of Vaccine-
Preventable Disease Control and National Immunization Programme, 
Korea Centers for Disease Control and Prevention, OHTAC, 200, 
Osongsanengmyeong2-ro, Osong-eup, Cheongwon-gun 
Chungcheongbuk-do 363-951, Republic of Korea,  
Telephone:  8243 7196826, Facsimile:   8243 7196859,  
E-mail:  ohhk525@gmail.com 

MINISTRY OF HEALTH 
LAO PEOPLE’S 
DEMOCRATIC 
REPUBLIC 

Dr Chanthavong Savatchirang, Senior Technical Staff, Mother and 
Child Health Center, National Immunization Programme, Ministry of 
Health, Simuang Road, Vientiane, Telephone: +603 8883 4419/ 
+6019 578 7001, Facsimile: +603 88890643,  
E-mail: janwonvientiane@hotmail.com 

MINISTRY OF HEALTH 
MONGOLIA 

Dr Tuya Mungun, Senior Advisor to the Minister, Office of the Minister 
of Health, Ministry of Health of Mongolia, 14210 Government Building 
VII, Olympic Street-2, Sukhbaatar District, Ulaanbaatar, Mongolia, 
Telephone:  976-99019051, Email: tuya_mungun@yahoo.com 

NATIONAL CENTER 
FOR GLOBAL HEALTH 
AND MEDICINE 

Dr Masahiko Haciya, Bureau of International Medical Cooperation, 
National Center for Global Health and Medicine, 121 1, Toyama 
Shinjuku-ku, Tokyo, Japan, Telephone:  81 3 3202 7181,  
Facsimile:  81 3 3202 7860, Email: m-haciya@it.ncgm.go.jp 
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NATIONAL CENTER 
FOR GLOBAL HEALTH 
AND MEDICINE 

Dr Shinsuke Miyano, Bureau of International Medical Cooperation, 
National Center for Global Health and Medicine, 121 1, Toyama 
Shinjuku-ku, Tokyo, Japan, Telephone:  81 3 3202 7181, 
Facsimile:  81 3 3202 7860, Email: s-miyano@it.ncgm.go.jp 

 Dr Shuzo Kanagawa, Disease Control and Prevention Center, National 
Center for Global Health and Medicine, 121 1, Toyama Shinjuku-ku, 
Tokyo, Japan, Telephone:  81 3 3202 7181, Facsimile:  81 3 3202 7860, 
Email: skanagaw@hosp.ncgm.go.jp 

NATIONAL INSTITUTE 
OF HYGIENE AND 
EPIDEMIOLOGY, 
HANOI 

Dr Dang Thi Thanh Huyen, Team Leader of Vaccine-Preventable 
Diseases Surveillance and Statistic Unit, National Expanded Programme 
on Immunization, National Institute of Hygiene and Epidemiology,  
No. 1, Yersin Street, Hanoi, Viet Nam, Telephone: (84) 43 9721334, 
Facsimile: (84) 43 8213782, E-mail: epi.huyen@gmail.com 

 Dr Duong Thi Hong, Deputy Chief, National Expanded Programme on 
Immunization Office, National Institute of Hygiene and Epidemiology, 
Member, National EPI Manageable Board, No. 1, Yersin Street, Hai Ba 
Trung district, Hanoi 10000, Viet Nam, Telephone:  84 9711 588, 
Facsimile:   84 8213 782, E-mail:  hong_epi@yahoo.com 

NATIONAL INSTITUTE 
OF HYGIENE AND 
EPIDEMIOLOGY, 
HANOI 

Dr Nguyen Lien Huong, Leader, Quality and Communication Office, 
National EPI Office, National Institute of Hygiene and Epidemiology  
No. 1, Yersin Street, Hai Ba Trung district, Hanoi 10000, Viet Nam, 
Telephone:  84 8213 764, Facsimile:   84 8213 782 
E-mail:  lienhuong.nepi@gmail.com  

NATIONAL INSTITUTE 
OF INFECTIOUS 
DISEASES  

Dr Tomohiko Takasaki, Chief, Vector-borne Viruses Laboratory, 
National Institute of Infectious Diseases, 1-23-1 Toyama Shinjuku-ku, 
Tokyo 162-8640, Japan, Telephone: +81-50-5534-3387,  
Facsimile: +81-35285-1188, Email: takasaki@nih.go.jp 

PATH Dr Vu Minh Huong, Senior Team Leader, Vaccines and Immunization, 
PATH Viet Nam Program, Unit 01-02, 2nd Floor, Hanoi Towers,  
49 Hai Ba Trung, Hoan Kiem District, Hanoi, Viet Nam,  
Telephone:  844 3936 2215 (Ext. 118), Facsimile:   844 3936 2216, 
E-mail:  hvu@path.org 

RESEARCH INSTITUTE 
FOR TROPICAL 
MEDICINE 

Dr Lea Necitas Apostol, Supervising Science Research Specialist, 
Laboratory Manager, Department of Virology, Research Institute for 
Tropical Medicine, Filinvest Corporation City Compound, Alabang, 
Muntinlupa City 1781, Philippines, Telephone:  632 8072628,  
Facsimile:  632 8097120, E-mail : leinecitas9780@yahoo.com 

RESEARCH INSTITUTE 
FOR TROPICAL 
MEDICINE 

Dr Maria Rosario Z. Capeding, Head, Microbiology Department, 
Consultant, Pediatrics Infectious Diseases, Medical Department, Medical 
Specialist III, Research Institute for Tropical Medicine, Filinvest 
Corporate City Compound, Alabang, Muntinlupa City 1781, Philippines, 
Telephone:  632 772 4916, Facsimile:   632 772 4916,  
E-mail:  lerosecap@yahoo.com.ph 
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ROTARY FOUNDATION Mr Luizo Ticman, Rublou Marketplace, Ortigas-Brookeside, Ortigas 
Avenue extension, Corner Sunset Drive, Cainta, Rizal, Philippines,  
E-mail:  govlouied3800@yahoo.com 

SABIN VACCINE 
INSTITUTE 

Dr Mike McQuestion, Director, Sustainable Immunization Financing, 
Sabin Vaccine Institute, The George Washington University, School of 
Medicine, 2000 Pennsylvania Avenue NW, Suite 7100, Washington, DC 
20006, Telephone: 202 683 1889, Facsimile:  202 842 7689,  
E-mail:  mike.mcquestion@sabin.org 

SEOUL NATIONAL 
UNIVERSITY HOSPITAL 

Dr Choe Young June, Clinical and Research Fellow, Division of 
Pediatric Infectious Diseases, Seoul National University Hospital,  
28 Yeongeon-dong, Jongno-gu, Seoul, Republic of Korea,  
Telephone: 82-10-8999-0122, Facsimile: 82-2-742-8854,  
E-mail: choeyj@yahoo.com 

TASK FORCE FOR 
GLOBAL HEALTH 

Dr Manish Patel, IPV Director, Task Force for Global Health,  
325 Swanton Way, Decatur, GA 30305, United States of America, 
Telephone: 404 6875608, E-mail: mpatel@taskforce.org 

THE CHINESE 
UNIVERSITY OF HONG 
KONG 

Professor Anthony Nelson, Professor of Paediatrics, Shatin, New 
Territories, Hong Kong, SAR China, E-mail:  tony-nelson@cuhk.edu.hk 

UNITED NATIONS 
CHILDREN’S FUND – 
EAPRO 

Dr Wang Xiaojun, Immunization Specialist, United Nations Children's 
Fund, East Asia and Pacific Regional Office, 19 Phra Atit Road,  
Bangkok 10200, Thailand, Telephone:  +66(0)2 356 9468,  
Facsimile:   +66(0)2 280 3563, E-mail:  xiawang@unicef.org 

UNITED NATIONS 
CHILDREN'S FUND – HQ 

Dr David Brown, United Nations Children's Fund, 3 UN Plaza,  
New York 10017, United States of America, Facsimile:   1 212 3037988, 
Mobile:  1 917 250 6468, E-mail:  dbrown@unicef.org 

UNITED NATIONS 
CHILDREN'S FUND – 
PHILIPPINES 

Dr Carla Ante Orozco, Health Officer, United Nations Children's Fund, 
31st Floor, Yuchengco Tower, RCBC Plaza, 6819 Ayala Avenue corner 
Gil Puyat Avenue, Makati City, Telephone:  63 2 9010149,  
Facsimile:   63 2 901 0195, E-mail:  corozco@unicef.org 

UNITED NATIONS 
CHILDREN'S FUND – 
VIET NAM 

Dr Nguyen Huy Du, Maternal and Neonatal Specialist, United Nations 
Children's Fund, 81A Tran Quoc Toan Street, Hanoi, Viet Nam, 
Telephone:  844 394 25706-11 ext. 283, Facsimile:   844 394 25705 
E-mail:  nhdu@unicef.org 

UNITED NATIONS 
FOUNDATION 

Dr Andrea Gay, Executive Director of Children's Health, Children's 
Health Programme, United Nations Foundation, Washington, D.C. 20036, 
United States of America, Telephone:  1 202 887 9040,  
Facsimile:   1 202 887 9021, E-mail:  agay@unfoundation.org 
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UNITED STATES 
AGENCY FOR 
INTERNATIONAL 
DEVELOPMENT 

Dr Yolanda Oliveros, Development Assistance Specialist, U.S. Agency 
for International Development, Annex 2 Building, U.S. Embassy,  
1201 Roxas Boulevard, 1000 Ermita, Manila, Telephone: 632 301 4864, 
Facsimile: 632 301 6214, E-mail: yoliveros@usaid.gov 

 Dr Milton B. Amayun, Senior Public Health Advisor and Acting 
Director, Office of Health, U.S. Agency for International Development,  
1201 Roxas Blvd., 1000 Ermita, Manila, Telephone: 632-301-6000,  
ext. 4112, Facsimile: 632 301 6214, E-mail: mamayun@usaid.gov

UNITED STATES 
CENTERS FOR DISEASE 
CONTROL AND 
PREVENTION (US CDC), 
ATLANTA 

Dr Minal Patel, Medical Epidemiologist, Disease Eradication and 
Elimination Branch, Global Immunization Division, Centers for Disease 
Control and Prevention, Mailstop E05, 1600 Clifton Road MS A04, 
Atlanta, Georgia 30333, Telephone:  1 404 639-8907,  
Facsimile:  1 404 315 2497, Mobile:  (404) 536 6399,  
E-mail: hgo9@cdc.gov 

 Dr Kashmira Date, Medical Epidemiologist, Disease Eradication and 
Elimination Branch, Global Immunization Division, Centers for Disease 
Control and Prevention, 1600 Clifton Road MS A04, Atlanta,  
Georgia 30333, United States of America, E-mail: gln7@cdc.gov 

WHO VIET NAM Dr Makiko Iijima, Consultant, Japanese Encephalitis surveillance in  
Viet Nam, WHO Representative Office in Viet Nam, 63 Tran Hung Dao 
Street, Hoan Kiem District, Hanoi, Telephone:  844 3 943 3734,  
Facsimile:    844 3 943 3740, E-mail:   cobucom2626@gmail.com   

 

5.  SECRETARIAT 

WHO WESTERN 
PACIFIC REGIONAL 
OFFICE (WPRO) 

Dr Mark Jacobs, Director, Combating Communicable Diseases, World 
Health Organization, Regional Office for the Western Pacific, United 
Nations Avenue, 1000 Manila, Telephone:  63 2 528 8001,  
Facsimile:   63 2 521 1036, E-mail:  jacobsm@wpro.who.int 

 Dr Sergey Diorditsa, Team Leader, Expanded Programme on 
Immunization, World Health Organization, Regional Office for the Western 
Pacific, United Nations Avenue, 1000 Manila, Telephone:  63 2 528 9045, 
Facsimile:   63 2 521 1036, E-mail:  diorditsas@wpro.who.int 

 Dr Youngmee Jee, Scientist/Regional Laboratory Coordinator, Expanded 
Programme on Immunization, World Health Organization, Regional Office 
for the Western Pacific, United Nations Avenue, 1000 Manila,  
Telephone:  63 2 528 9744, Facsimile:   63 2 521 1036,  
E-mail:  jeey@wpro.who.int 
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 Dr Jinho Shin, Medical Officer, Expanded Programme on Immunization, 
World Health Organization, Regional Office for the Western Pacific,  
United Nations Avenue, 1000 Manila, Telephone:  63 2 5289740,  
Facsimile:   63 2 521 1036, E-mail:  shinj@wpro.who.int 

 Dr Jorge Mendoza Aldana, Technical Officer, Expanded Programme on 
Immunization, World Health Organization, Regional Office for the Western 
Pacific, United Nations Avenue, 1000 Manila, Telephone:  63 2 528 9751, 
Facsimile:   63 2 521 1036, E-mail:  mendozaaldanaj@wpro.who.int 

 Dr Yoshihiro Takashima, Medical Officer, Expanded Programme on 
Immunization, World Health Organization, Regional Office for the Western 
Pacific, United Nations Avenue, 1000 Manila, Telephone:  63 2 528 9746, 
Facsimile:   63 2 521 1036, E-mail:  takashimay@wpro.who.int 

 Dr Kimberley Fox, Technical Officer, Expanded Programme on 
Immunization, World Health Organization, Regional Office for the Western 
Pacific, United Nations Avenue, 1000 Manila, Telephone:  63 2 528 9033, 
Facsimile:   63 2 521 1036, E-mail:  foxk@wpro.who.int 

Dr William Schluter, Medical Officer, Expanded Programme on 
Immunization, World Health Organization, Regional Office for the Western 
Pacific, United Nations Avenue, 1000 Manila, Philippines,  
Tel no. : (632) 528 9748, Fax no. : (632) 5211036,  
E-mail : schluterw@wpro.who.int 

 Ms Liliane Boualam, Technical Officer, World Health Organization, 
Regional Office for the Western Pacific, United Nations Avenue,  
1000 Manila, Telephone: 63 2 528 9741, Facsimile:  63 2 521 1036,  
E-mail:  boualaml@wpro.who.int 

 Mr Eric Wiesen, Technical Officer, Expanded Programme on 
Immunization, World Health Organization, Regional Office for the Western 
Pacific, United Nations Avenue, 1000 Manila, Telephone:  63 2 528 9034, 
Facsimile:   63 2 521 1036, E-mail:  wiesene@wpro.who.int 

 

 

Ms Varja Grabovac, Technical Officer, Expanded Programme on 
Immunization, World Health Organization, Regional Office for the Western 
Pacific, United Nations Avenue, 1000 Manila, Telephone:  63 2 528 9747, 
Facsimile:   63 2 521 1036, E-mail:  grabovacv@wpro.who.int 

 Dr Ayesha de Lorenzo, Technical Officer, Health Systems Strengthening 
World Health Organization, Regional Office for the Western Pacific, United 
Nations Avenue, 1000 Manila, Telephone: 63 2 528 9845, 
Facsimile:   63 2 521 1036, E-mail: delorenzoa@wpro.who.int 
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 Dr David Featherstone, Short-term Consultant, Expanded Programme on 
Immunization, World Health Organization, Regional Office for the Western 
Pacific, United Nations Avenue, 1000 Manila, Telephone: 63 2 528 9737, 
Facsimile:   63 2 521 1036, E-mail: featherstoned@wpro.who.int 

 Ms Lauren Platt, Short-term Consultant, Expanded Programme on 
Immunization, World Health Organization, Regional Office for the Western 
Pacific, United Nations Avenue, 1000 Manila, Telephone:  63 2 528 9018, 
Facsimile:   63 2 521 1036, E-mail: plattl@wpro.who.int 

 Ms Caroline-Anne Coulombe, Short-term Consultant, Expanded 
Programme on Immunization, World Health Organization, Regional Office 
for the Western Pacific, United Nations Avenue, 1000 Manila,  
Telephone:  63 2 528 9742, Facsimile:   63 2 521 1036,  
E-mail: coulombec@wpro.who.int 

 Ms Cheryl Valerie Legaspi, Short-term Consultant, Expanded Programme 
on Immunization, World Health Organization, Regional Office for the 
Western Pacific, United Nations Avenue, 1000 Manila,  
Telephone:  63 2 528 9704, Facsimile:   63 2 521 1036,  
E-mail: cvblegaspi@fda.gov.ph 

WHO CAMBODIA Dr Md. Shafiqul Hossain, Technical Officer, Expanded Programme on 
Immunization, WHO Representative Office in Cambodia, No. 177-179 
corner Streets Pasteur (51) and 254, P.O. Box 1217, Sangkat Chak Tomouk
Khan Daun Penh, Phnom Penh, Facsimile:   855 23 21 6211, 
E-mail:  hossains@wpro.who.int 

 Dr Chham Samnang, EPI Technical Officer, NPO – Measles and 
Elimination High Risk Communities, WHO Representative Office in 
Cambodia, No. 177-179 corner Streets Pasteur (51) and 254, P.O. Box 
1217, Sangkat Chak Tomouk, Khan Daun Penh, Phnom Penh,  
Telephone:  855 23 21 6211, Facsimile:   855 23 21 6211,  
E-mail:  chhams@wpro.who.int 

WHO CHINA Dr Lawrence Rodewald, Team Leader, Expanded Programme on 
Immunization, WHO Representative Office in China, 401, Dongwai 
Diplomatic Office Building, Chaoyang District, Beijing 100600,  
Telephone:  86 10 6532 7189 to 92, Facsimile:   86 10 6532 2359, 
E-mail:  rodewaldl@wpro.who.int 

 Dr Zuo Shuyan, National Professional Officer, Expanded Programme on 
Immunization, WHO Representative Office in China, 401, Dongwai 
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