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1. INTRODUCTION 

The WHO Regional Office for the Eastern Mediterranean organized an intercountry 
workshop on the monitoring and evaluation of the national immunization programmes 
(Expanded Programme on Immunization [EPI]). The objectives of the workshop were: to 
brief the national EPI managers on the regional reporting system and the recent tools for 
monitoring and evaluation; review surveillance of vaccine-preventable dseases and adverse 
events following immunization (AEFI) in countries of the Region; brief the national EPI 
managers on the recent tools for the estimation of burden and immunization impact 
assessmentlstu&es; and develop national/regional plans for strengthening the monitoring and 
evaluation systems. 

The workshop was attended by EPI managerslfocal points for communicable disease 
surveilfance, monitoring and evaluation of EPI and data managers from all countries of the 
Region. It was also attended by WHO staff from headquarters, Regional Office and country 
offices and by staff from the UNICEF Regional Office for the Middle East and North Africa 
and country offices. 

The workshop was opened by Dr lbrahim Abdel Rahim, WHO Representative, Tunisia, 
who delivered a message from Dr Hussein A. Gezairy, WHO Regional Director for the 
Eastern Mediterranean. In his message, Dr Gezairy noted that the workshop came at a time of 
increasing immunization activities, within and outside the EPI, to meet the global target of 
elimination and eradication of some vaccine-preventable diseases as well as dealing with the 
prevention and control of several others. He stressed that it was necessary to review the 
current situation and update the knowledge and our plans for dealing with this important 
aspect of the immunization programme. Systematic monitoring and evaluation of the 
performance and impact of the national immunization programmes, through sound 
surveillance of vaccine-preventable diseases and a strong system for monitoring routine 
immunization activities, was crucial for achieving the set objectives at national, regional and 
global levels. 

Dr Gezairy expressed his great satisfaction with the presence of strong systems for 
surveillance of vaccine-preventable diseases and with the monitoring and evaluation of EPI in 
several countries of the Region. NevertheIess, in many countries in the Regon, the 
development of such systems had not yet attained a level at which their efficiency and 
effectiveness were maximized. Dr Gezairy stressed the crucial need for more vigilant 
surveillance of the negkcted vaccine-preventable diseases, such as whooping cough and 
diphtheria, to the necessity of establishing a surveillance system for adverse events following 
immunization (AEFI) to ensure rapid response to such events. The continuous production of 
effective new vaccines necessitated studying the burden of the corresponding disease to alIow 
an evidence-based decision on timely introduction of these vaccines. 

Dr Naziha El-Sheikh delivered a message from H.E. Dr Mohammad Ridha Kechrid, 
Minister of Public Health, Tunisia. In the message, the minister highlighted the developments 
achieved by Tunisia, where the percentage of child mortality had dropped from 5 1.7 per 1000 
live births in 1987 to only 22.1 per 1000 live births in 2002, in addition to the reduction in the 
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rates of illness and disability resulting from vaccine-preventable diseases. During the second 
half of the 1990s, the EPI was involved in eliminating most targeted diseases: in 1996 
neonataI tetanus was eliminated, in 1999, polio was eliminated and there had been no 
confirmed cases of measles recorded since July 2002. In the past decade, the number of case.s 
of pertussis had decreased, and no cases of chphtheria had been recorded since 1993. The past 
decade also witnessed the introduction of new vaccines including hepatitis B vaccine in 1995, 
 HI^ in 2002 and rubella in 2005. 

Dr Mona A1 Mosawi (Bahrain) and Dr Nagib Smeo (Libyan Arab Jamahiriya) were 
elected Co-Chairs. Ms Rabab Zaineldin was the Rapporteur. The agenda and Iist of 
participants are included in Annexes 1 and 2, respectively. A list of instructions used for the 
group work is attached as Annex 3. 

2. VACCINE-PRFVENTABLE DISEASE SURVEILLANCE 

2.1 SurveiIIance of vaccine-preventable diseases: global situation and the 
need for data on neglected diseases 
Dr Jos Vandelaer 

The gap between the reported and the estimated burden of vaccine-preventable diseases 
(VPDs) indicates that surveillance systems do not pick up the majority of cases. This is 
particular1 y the case for diphtheria and pertussis. Improvement of surveillance systems can be 
achieved by addressing three main areas: I) designing systems that best meet the needs; 2) 
expanding and coordinating existing systems and reporting mechanisms; and 3) improving 
the quality of surveillance systems. 

The design of a surveillance system depends on disease control objectives and the 
surveillance objectives, the natural history of the dsease under surveillance and the desired 
sensitivity and specificity. For example, for a disease eradication objective (e.g. polio) 
surveillance must be able to detect all chains of transmission and eventually provide evidence 
of the absence of the causal agent. By contrast, for diseases for which there is merely a 
control objective the surveillance system serves to monitor the impact of immunization, 
detect changes in epidemiology and identify high-risk areas. Sensitivity can be increased by 
introducing syndromic surveillance (as is often done for VPDs surveillance), and specificity 
can be improved through introduction of laboratory confirmation. 

Improvement of the VPDs surveillance system can be achieved by analysing how and 
where activities and systems can be combined or integrated. An advantage can be obtained by 
expanding existing surveillance activities into new areas or into disease surveillance that is 
currently underperforming (as has been done by adding measles surveillance to AFP 
surveillance). Networks, including laboratory networks, should be established to improve 
coordination and provide support. 

The quality of the surveillance system depends on the quality of field operations, the 
laboratory and management. Improving field operations entails ensuring that all elements 
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human resources, data, actions, data collection, and supportive functions i .e. training, 
supervision are we11 implemented. Proper laboratory functioning requires the establishment 
of a network with standard procedures, combined with proficiency testing, and assurance that 
training and Iogistics are we11 supported. Finally, crucial to any well-functioning surveillance 
system is the management. The establishment of standards of surveillance, clear 
determination of roles and responsibilities within surveillance teams, ensuring strong 
Iogistical support, on-going performance monitoring, obtaining community involvement and 
availability of methods, tools and training are all central to good management of surveillance 
systems. Finally, regular feedback and a data-for-action-oriented approach remain the basis 
for surveiIlance. As for improving surveillance for diphtheria and pertussis, it is 
recommended' that routine monthly reporting of aggregate data, regular zero reporting from 
all levels, prompt outbreak investigation (with case-based data) established. When incidence 
is reduced (i-e. immunization coverage is high), case-based reporting of all cases should be 
introduced. 

2,2 Vaccine-preventable disease surveillance in the Region: current situation 
Dr Nadia Teleb 

Like any other communicable disease prevention and control programme, surveillance 
of VPDs should be integrated within EPI. EPI managers need VPDs surveillance data to 
monitor the impact of the immunization programme on the incidence of the disease, to 
monitor progress towards achieving the set targets (polio eradication, measles and maternal 
and neonatal and tetanus elimination), to assess the burden of diseases and to provide data 
necessary for evidence-based decision-malung on the introduction of new vaccines and 
assessing the impact of the introduced vaccines. 

A questionnaire was sent to all countries in the Region in order to collect information 
on the current situation of VPDs surveillance. Fifteen countries replied. The countries that did 
not repIy were Djibouti, Jordan, Kuwait, Morocco, Palestine, Saudi Arabia and SomaIia. 

Focal points for VPDs surveillance have been designated in all 15 countries except one. 
Surveillance data on VPDs are collected by one department for 7 countries. Among these 
countries, the EPI team is exclusively responsible for VPDs surveillance in only 3 countries. 
Such surveillance activities are totally outside EPI, being the function of the epidemiology 
department, in 4 countries, and in two of these integrated disease surveillance is 
implemented. Duplication of efforts and the presence of multiple surveillances system are 
found in 8 countries. Among these, VPDs surveillance is implemented by 2 departments in 3 
countries. In the remaining 5 countries, 3 departments are undertaking surveillance activities 
for VPDs. This means that in total, EPI is involved in VPDs surveillance in on1 y 9 countries. 
In all 9 countries, EPI is the main programme responsible for measles and MNT surveillance, 
while this responsi biIity is restricted to only 5 countries for other VPDs surveillance, 

I Adapted from: WHO-recommended stnndnrds for surveilIance of selected vaccine preventable diseases. Geneva, 
WHO, 2001 (Document WHOIV&BI03.01). 
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However, only 2 countries reported that communication and coordination between EPI and 
the department responsible for VPDs surveillance is weak. EPI is involved in investigation 
and response to outbreaks of VPDs in only 4 countries. 

Standard case definitions are available for measles and MNT in all countries, while they 
are missing for other VPDs in 3 countries, as are guidelines for VPDs surveillance. All 
countnes have a database for the reported VPDs; this database is reported to be unsatisfactory 
in 5 countries. VPDs surveillance is system is monitored in only 9 countries, mainly for 
timeliness and completeness. Only 5 countries reported that laboratory capacity was 
adequate. 

The VPDs surveillance system was rated as unsatisfactory by 10 countries. The main 
issues in strengthening VPDs surveillance, as described in the country replies, are: the need 
for strengthening surveillance of VPDs other than acute flaccid paralysis; duplication of 
systems and insufficient authority of EPI; the need for integration and minimization of 
duplicated efforts and multiple programmes; weak data management capacity; low 
involvement of the private sector; the need for decentralization and strengthening of the 
peripheral level; the need for geographic information systems (GIS) technology; and the need 
for greater integration with AFP. Although only 5 countries reported that their laboratory 
capacity was satisfactory, the problem of weak laboratory capacity and the need to strengthen 
such capacity to support surveillance was not mentioned by any of the countries. 

Currently, 13 countnes and UNRWA are reporting VPDs surveillance to the Regional 
Office: Bahrain, Egypt, Iraq, Islamic Republic of Iran, Jordan, Kuwait, Morocco, Oman, 
Qatar, Sudan, Somalia, Syrian Arab Republic and United Arab Emirates. Of these, Bahrain, 
Islamic Republic of Iran, Jordan, Kuwait, Oman, Qatar, Sudan, Somalia, United Arab 
Emirates and UNRWA are reporting regularly; only occasional reports are received from the 
remaining countries. 

The presence of multiple national programmes for VPDs surveillance in many countries 
of the Regon is reflected in the discrepancies among data received at the Regional Office. 
Different reports are received from different programmes with different data (irrespective of 
the regularity of reporting); some of these reports are not sent to the appropriate unit (VPI). 

It is clear that VPDs surveillance is strong in only a few countries, and that the 
weaknesses of the system are well perceived by the EPI managers. EPI involvement in VPDs 
surveillance is relatively higher for diseases targeted for elimination and eradication. The 
problem of duplication of VPDs surveillance programmes, with the resulting fragmentation 
and gaps, is prominent. VPDs surveillance is not well linked to action. Surveillance of VPDs 
other than AFP, measles and MNT is neglected, and mumps and mbelldCRS surveillance are 
not established in most countries. Laboratory capacity for VPDs survei1lance is not highly 
supportive and this weakness is even not perceived as a problem. The monitoring of VPDs 
surveillance systems is inadequate and reporting to the Regional Office is not satisfactory. 
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2.3 Measles surveillance: Current situation and next steps 
Dr Hir~da Ahrned 

Mcasles is the leading cause of morbidty and mortality due to vaccine-preventabIe 
diseases in the Region. The majority of child mortality due to measles occurs in the six 
priority countries (Afghanistan, Djibouti, Palustan, Somalia, Sudan and Yemen); measIes 
mortality rates from Pakistan represent 45% of deaths in the Region. Measles surveillance is 
an essential component for the enhancement of measIes control, and is a key strategy in the 
regiond plan for measles elimination by 2010. Although there has been some improvement in 
the Region and most countries are moving towards case-based surveillance, a Iot more needs 
to be done with regard to strengthening the performance of surveillance indicators, creating 
efficient reporting systems and ensuring better engagement of laboratory case confirmation, 
characterization of circulating viruses and referral of specimens for quality control. 

Following the recommendations of the intercountry meeting in September 2004 
regarding the reporting system, the Regional Office developed surveillance software 
compatible with the agreed-upon data exchange format and is ready to provide technicaI 
assistance to countries willing to adopt the software. Thus, it is expected that monthly data 
flow to the Regional Office by countries will improve. The Regional Office is also committed 
to providing feedback to the countries on measles surveillance data and processes on a 
monthly basis or in a quarterly bulletin. 

Accelerated surveillance strengthening efforts should be implemented by countries in to 
ensure regular reporting data, integration of laboratory and epidemiology and building 
capacity for outbreak investigation and responses at the district Ievel. 

2.4 Hib and HepB vaccines impact assessment 
Dr Ezzeddine Mohsni 

Assessing the impact of recent vaccine introduction should be a key component of 
every new vaccine introduction programme; it aims essentially at demonstrating the impact 
on the disease, linking it with a description of programmatic activities and fee lng  this 
evidence of programme effectiveness back into the system, targeting policy-makers, finance 
decision-makers and donors, EPI personnel, clinicians, and the general public. For that 
reason, the assessment should address both the process (services) and the outcome (impact on 
the burden of disease). 

In terms of process, coverage in addition to system performance should be checked 
against a set of indicators such as: 

Coverage indicators: H1b3; HepB3; HepB birth dose; on-time hepatitis B birth dose; 
etc. 
Drop-out rates: HepB3 versus HepB1; Hib3 versus Hibl; HepB31DPT3; HepB3 versus 
measles; Hib3DPT3; HepB birth dose versus BCG; etc. 
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Process indicators should be assessed at national, provincial and &strict levels, using 
the routine reported activity (administrative method) most of the time with the possibility of 
coverage surveys when needed; monitoring charts and maps should be used to illustrate 
programme performance; and corrective actions should be planned and implemented (action- 
orientated). 

In order to monitor the progress and document the impact of new vaccine introduction, 
process indicators are in general not sufficient for several reasons including: administrative 
coverage can be inaccurate; underestimated denominators programmatic failures not recorded 
(cold-chain, age at administration, strategy, etc.); remaining susceptibles not identified; etc.); 
they have to be linked with detailed and comprehensive disease surveillance data (cases by 
age group, by immunization status, by administrative level, etc.), in addition to a detailed 
description of programmatic activities (national immunization days, etc). In the case of 
hepatitis B for example, it is important to set up an adequate system to assess the evidence on 
the impact of diseases (this can be done through sero-survey of hepatitis B infection and 
immunity (++++); acute disease surveillance I++-); chronic disease surveillance), but this will 
not be enough if all programmatic activities are not taken into consideration related to that 
vaccine, such as the year of introduction, the vaccination schedule, the existence or not of a 
birth dose, the coverage with the birth dose, as well as with HepB3, etc. 

Assessing vaccine impact on diseases (evidence of impact on diseases) aims at 
answering three major questions: 

I .  Is there evidence of impact on: a) the target population; b) non-target populations, i.e. 
herd immunity? 

2. Are new target populations emerging (shift in affected age groups), and if so, what are 
the implications of: a) measles in older age groups; b) rubella in older age groups? 

3. Is there a replacement disease? 

Assessing a recent vaccine introduction is a very important exercise, but before 
reaching this step, it is highly recommended that the vaccine introduction process be 
evaluated at least by the end of the first year, in order detect and address any gaps or issues. 
WHO has developed a tool called post introduction evaluation (PIE), which is very simple, 
and which is intended for use by nationals themselves, with or without partner support. It is 
very quick and inexpensive. The main objectives of PIE are: 

identifying critical contemporary problems with the introduction (target: country and 
partners); 
describing lessons learned for the benefit of other countries that are introducing 
vaccines or plan to do so in the future (target: other countries). 

PIE looks at all the vaccine introduction components, including the introduction 
process, the vaccine delivery service, operations and logistics, training of staff, advocacy and 
communications, monitoring and supervision, position of the newly introduced vaccines 
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within the national health system context,; but it is not intended to assess the impact of 
vaccine introduction on the burden of disease. 

2.5 Regional surveillance networks: Current situation and the way forward 
Dr Nadia Teleb 

Diarrhoea, pneumonia and meningitis are among the leading causes of child mortality 
in the Region. Effective vaccines against the major causative agents, nameIy pneumococcus, 
Haemophilus influenzae type b and rotavirus are either availability or are being prepared. 
However, introduction of new vaccines, especially to countries that need them most, is 
usually delayed with the result that many children in the Region are deprived from such life- 
saving public heaIth interventions. 

Reliable data on the burden of disease and the cost-effectiveness of the introduction of 
vaccines is necessary for evidence-based decision-malung on the introduction of avaiIability 
vaccines, such as Hib and pneumococcal conjugate vaccines, or the vaccines in preparation, 
such as meningococcal serogroup A conjugate vaccine and rotavirus vaccine in addition to 
evaluating the impact of introduced vaccines on disease occurrence. The Regional Office 
encourages activities to determine the burden of Hib, pneumococcal and rotavirus diseases in 
countries of the Region. 

The Regional Office is establishing regional networks for laboratory-based surveillance 
and the assessment of the burden of bacterial meningitis, rotavirus and pneumococcal dsease. 
Such networks aim at generating reliabIe data necessary to demonstrate the burden and trends 
of meningitis caused by different bacterial pathogens, to support evidence-based decision- 
malung on prevention and control strategies especially the introduction of new vaccines and 
to monitor and evaluate the impact of the introduced vaccines. The networks wiII also result 
in building the surveillance infrastructures for long-term use. They will serve to provide a 
common protocol/methods and standards for the participating countries, sharing information, 
experience and resources, assisting in human resource development, facilitating provision of 
necessary supplies, supporting quality assuranceJquality control, mobilizing financial 
resources from different partners and assist in building the infrastructure for long-term use. 

The bacterial meningitis surveillance network, launched in early 2004, now covers 
several countries in the Region. Sentinel surveillance is currently functional in four hospitals 
in Sudan and six hospitals in five governorates in Yemen, four hospitals in four provinces in 
Pakistan and seven hospitals in five governorates in the Syrian Arab Republic. Population- 
based surveillance is ongoing in Shiraz, Islamic Republic and four sentinel sites have been 
added in four provinces. Population-based surveillance of bacterial meningitis is being 
revitalized in Tunisia to provide data necessary to document the impact of the introduced Hib 
vaccine. Sentinel surveillance is still ongoing in seven sites in Egypt. Through the network, 
several countries were assisted in selecting appropriate sentinel sites and training of local 
teams, in addition to provision of supplies and equipment and support for data management. 
Regular reports are being received from other countries that are running national laboratory- 
based surveillance of bacteria1 meningitis, such as Lebanon, Oman and Qatar. 
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Through the network, technical support is being provided to different countries to select 
suitable sentinel sites for laboratory-based surveillance. The countries were assisted in 
conducting national training workshops to train staff in selected sentinel sites on laboratory - 
based surveillance of bacterial meningitis. Laboratory supplies and equipment and 
operational costs are continuously provided to several countries. Regional guidelines were 
developed on laboratory-based surveillance of bacterial meningitis and a computer 
application for bacterial meningitis surveillance was developed. The network is being 
strongly supported by the U.S. Naval Medical Research Unit No. 3 (NAMRU-3), a WHO 
collaborating centre in Cairo, Egypt. Surveillance of invasive pneumococcal disease, namely 
pneumococcal pneumonia and sepsis, in addition of pneurnococcal meningitis, will be built 
on an integrated part of the bacterial meningitis network. 

The establishment of a rotavirus surveillance network has been initiated. Through a 
regional workshop, countries of the Region were briefed on the progress of the production of 
rotavirus vaccines and on suitable approaches for rotavirus gastroenteritis surveiliance. The 
Eastern Mediterranean Rotavirus Working Group (EMRWG) was formed to provide 
necessary technical and financial support to the network. The worlung group includes 
different interested partners, namely, the Rotavirus Vaccine Program (RVP) at PATH, Centers 
for Disease Control and Prevention, Atlanta (CDC), NAMRU-3 and rotavirus vaccine 
producers (GlaxoSmithKline Biologicals and Merck & Co Inc.), in addition to WHO. 
Country proposals for establishing rotavirus surveillance systems were submitted to the 
Regional Office and technical and financial support will be provided by EMRWG Oman has 
successfully started sentinel rotavirus surveillance and the generated data is being shared with 
the Regional Office. 

The next steps aim at securing the participation of all countries in the meningitis 
network, identification of suitable sites for pneumonia surveillance, starting the fieldwork for 
rotavirus surveillance and identifying suitable reference laboratories and experts to support 
these networks. 

2.6 Surveillance of invasive strains of H. influenzae, N. rneningitidis and S. 
pneumoniae: experience of Tunisia 
Dr Amel Kechrid 

The Sick Children's Hospital is the main paediatric hospital in Tunisia. In 2004, more 
than 17 000 children were admitted for a variety of reasons. Each year, the laboratory 
receives cerebral spinal fluid (CSF) samples from an average of 2500 hospitalized children. 
The bacterial etiology was confirmed at 2%-3%. 

Before the introduction of the Hib vaccine for children between 3 months and 3 years 
age, Hib was the main agent isolated (52.5%) with an average of 15 cases per year. Hib 
vaccine was introduced in October 2002, and an important decrease in the number of cases of 
meningitis due to Hib has since been observed. The isolation of Hib in CSF has also become 
less frequent (3 cases in 2003,4 cases in 2004 and one case up to 14 March 2005). At present, 
S. pneumoniae and N. rneningitidis are the leading causes of bacterial meningitis in children. 
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For N. meniagiridis there is the predominance of group B (8190) followed by group C 
(19%). 33% of strains have a reduced susceptibility to penicillin G, and all the strains were 
sensitive to amoxicillin and cefotaxim. Genetic study by multilocus sequence typing (MLST) 
and multilocus DNA fingerprinting (MLDF) show a great genetic diversity. There is no 
epidemic clone (antigenic formula, MLST and MLDF are realized in the French reference 
unit for Neisserira in the Institut Pasteur, Paris). 

S. paaumoniae is the most common cause of invasive bacterial disease and meningitis 
in young children in Tunisia. In addition there has been a rapid emergence of drug-resistant 
pneumococcus, pneumococcus with decreased susceptibility to penicillin (PDSP) was 5 1 % in 
1998 and 59% in 2004, 64% of PDSP were of serotype 14, 19F, and 23F. Among children, 
serotypes 14, 23F, 4 and 19F accounted for more than half of the isolates. The potential 
coverage of the 7-valent conjugate vaccine is 62%, this is a lower value. 

3. GROUP WORK: STRENGTHENING SURVEILLANCE FOR VACCINE- 
PREVENTABLE DISEASES IN THE REGION 

Group work distribution, objectives, expected outcome and discussion points are given 
in Annex 3. 

Group 1: Surveillance of negIected vaccine-preventable diseases: needs and challenges 

Coutltries with high routine vaccine coverage 

Integrated VPD surveillance 
Laboratory base is supported; sample collection technique and Iaboratory diagnosing 
capabilities persist 
hhnirnal or no problems in communication, information and networkrng 
Studying accumulation of susceptibles in high-risk groups is not periodically conducted 
Organization of mass campaigns to diminish susceptibles in the studied age group 

Counfries with medium and low vaccitze coverage 

Sentinel surveillance and routine reporting 
Laboratory-support is limited or non-existent 
Early detection of outbreaks 
Outbreak response 
Problems in communication, information and networking 
- improving immunization coverage 
- improving notification 
- Improving laboratory supported diagnoses 
- Early detection and response 
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Most efforts are overshadowed and exhausted by polio eradication and other vertical 
programmes in dlsease control 
Laboratory service and capacity -building, sustainability 
Availability of field manuals, training, budget and logistic support 
Quality control in sample collection and proficiency testing 
Communication, law and order 
Communication, and commitment among different stockholders (EPI, surveillance, etc) 
at central level 
Strong political commitment, community and private sector involvement 
Improving &$ease notification and vaccine coverage 
Improving communication by sharing information and setting networks 
Starting laboratory service and strengthening where needed 
Integrated disease surveillance (EPUsurveillance, AFPlmeasles) with syndromic 
definition and laboratory support 
Organization of national/sub-national immunization campaigns 
Establishing and strengthening disease surveillance and translating information for 
action 
Ongoing monitoring and evaluation of surveillance indicators (nationallWHO) and 
identifying susceptibles 
Guidelines for quality control through networking national and WHO levels 
Need help from WHO in technical support start with surveillance to sub or national 
level (universal) with country ownership 

Group 2: Surveillance for VPDs outside EPI: need for coordination and collaboration 

A common issue within all countries is that there are several systems simultaneously 
collecting the same data. Different sources of information and collection sources make the 
reliability of the data questionable, and necessitate the development of appropriate 
organograms that better define the responsibilities and roles of the various players. There is a 
crucial need to: 

build on existing strengths 
coordinate mechanisms 
make instruments uniform between all existing players and involve the EPI in 
developing D S  guidelines 
establish an overall coordinating body as this is critical in identifying oversights 
coordinate donor efforts to avoid activities being supported by more than one partner. 

Group 3: Measles, rubella and mumps surveillance: need for improvement 

The countries agreed that mumps/rubella surveil~ance has not benefited from the same 
attention as other VPDs except for a few countries. They also agreed on the importance of 
setting up an adequate and reliable system to document changes of epidemiology resulting 
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from vaccine introduction, and the importance of the laboratories. The h n d  of surveillance 
system will depend on the size of the country, objectives behind the vaccine introduction, 
availability of health facility including laboratories, the strength of the availabJe surveillance 
system for VPDs. 

Constraints in implementing such a system vary from one country to another, but will 
mostly be related to human capacity and the commitment of nationals in setting up the 
laboratory component and communication facilities. 

4. SURVEILLANCE OF ADVERSE EVENTS FOLLOWING IMMUNIZATION IN 
THE REGION 

4.1 Surveillance of adverse events following immunization: background, regional 
activities and technical issues 
Dr P Duclos 

Effective surveillance of adverse events following immunization (AEFI) i s  critical to 
regulate vaccine quality and to identify programmatic errors and urgent probIems that need 
investigation and action. The ability to monitor adverse events is expected from all countries 
includmg countries, procuring vaccines through UNICEF. 

Of particular importance in the establishment andor strengthening of an AEFI 
surve~llance system is the need to establish reportable events and case definitions and to 
appoint focal points at different levels and clarify the roles of the different partners i.e. that of 
the immunization programme and the regulatory authority and to ensure proper 
communication mechanisms between these institutions while ensuring partnerships with, 
hospi talslclinical institutions, academic institutions, pharmaco-vigilance, the private sector 
and industry. The establishment of an expert committee to help with the investigation and 
causality assessment is also needed. One major weakness of many systems is the weakness of 
data analysis and interpretation. 

Indicators of a functioning post-marketing system used in the context of National 
Regularity Authority (NRA) assessments have been recently revised. Current indicators 
include six critical indicators; the existence of guidelines and procedures for monitoring and 
managing adverse events; the clarifications of roles and responsibilities of key players; the 
existence of a system for regular review of vaccine safety and efficacy; demonstrated 
capacity to detect and investigate significant AEFI; a process for action regarding vaccine 
performance and post-market safety monitoring as part of the marketing authorization 
process. The latter two indicators are more specific to the NationaI Regularity Authority. In 
addition, two important indicators include: the implementation of training and the provision 
of information on the monitoring and management of adverse events; the existence of a 
system for providing feedback. 

As of April 2004, it was estimated that only 35% (67 of 192) of a11 WHO Member 
States covering 62% of the gIoba1 popuIation of < 5 year olds had a functioning AEFI system, 
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and only 24% of the non-industrialized countries had a functioning system. In the Region, 
although 62% of Member States reported the existence of an AEFI surveillance system in 
2003, with the exception of a few countries, the level of national reporting is not compatible 
with that of a fully functional system. 

A number of global initiatives have taken place over the past few years that can help 
with the development of AEFI surveillance systems and with addressing vaccine safety 
issues. A WHO website on immunization safety t) 
with a specific section on adverse events monitoring including numerous guidelines and 
resource documents from WHO was developed. The Global Advisory Committee on Vaccine 
Safety was established as an expert scientific and clinical advisory body to WHO to respond 
promptly, independently and with scientific rigour to vaccine safety issues of global 
importance. The committees conclusions, statements and recommendations are regularly 
published in the epidemiological weekly record and are posted on a specific committee's 
website (www-who. int/vaccine safety/en/). Special efforts are made to translate the posted 
materials in all WHO official languages. More recently, a vaccine safety net initiative was 
implemented to develop a network of sites that provide information on vaccine safety and 
comply with good information practices: (www.who.int~imunization safety/ 
safetv qualitylvaccine safety websites/ed). 

The Brighton collaboration is an initiative supported by WHO and aims to develop 
standard case definitions for AEFI to improve analysis and comparability of clinical trials and 
surveillance data (see brightoncol1aboration.org). 

Great effort has been devoted to strengthening NRAs through a process of assessment, 
development of developmental plans and implementation of training through the global 
training network, including a specific training on AEFI monitoring and management. 

Since 1998, the Regional Oflice has supported countries in the establishment of AEFI 
monitoring starting with a series of sub-regional workshops in 1998-1999, the 
implementation of NRA assessments and establishment of developmental plans. A Global 
Training Network regional AEFI training centre was established in Tunisia and altogether a 
total of 29 participants from eight countries in the Region have benefited from the AEFI 
training in Tunisia or in other training centres. The Region has also provided extensive 
technical support to improve AEFI monitoring. In December 2003, an intercountry meeting 
focused on immunization safety including AEFI monitoring. As a follow-up to these activities 
it is important to reflect on progress achieved by countries and barriers and challenges 
identified so that proper further supporting activities can be implemented. 

4.2 Establishing a strong AEFI surveillance system: experience of the Islamic 
Republic of Iran 
Dr Abdoul-Reza Esteghamcati 

The AEFI surveillance system started in 1998 and was strengthened during the measles 
and rubella campaign, 2003. An immunization safety committee was established, and this 
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committee revised the previous guidelines and the reporting form and distributed it around 
the country. There was also communication between this committee and NRA and NCL. 
Some training courses were conducted and reportable AEFI were defined. The route of the 
reporting system was designed. The World Bank introduced a project to improve vaccine 
quality, and training will be conducted for 600 trainees. Those AEFI that are reported will be 
analysed and shared with NRA and NCL. 

4.3 Adverse events following measles vaccination in Sudan: investigation and lessons 
learnt 
Dr Eldayeb Elsayed 

Background 

In Sudan, UNICEF procures a12 the vaccine needs of the EPI. The NRA was established 
in 2001 but is not yet functional. There i s  no system for AEFI surveillance in the country; a 
focal point for immunization safety was nominated in mid-2004. Case definitions, guidelines 
and reporting forms have been developed and distributed and were tested and used during 
measles campaigns. In addition, a working plan was developed for 2005. 

On 12 October 2004, a paediatric hospital in Khartoum detected and reported two 
children suffering from respiratory distress who presented to the hospital and a third child 
who had died before reaching the hospital. This was conveyed to federal level and WHO 
through the Khartoum EPI authority. A team composed of the federal EPI, WHO-STC, and 
the State EPI was identified to investigate the incident. 

The following were the main findings of the investigation into the incident: 

The total number of cases was five children (two girls and three boys) of the same age. 
According to the history taken from the parents of the two children adrmtted to the 
hospital, they had received measles vaccinations in a health centre in the north of 
Khartoum on 12 October at 09:OO. At 12:30, these two children presented to the same 
health centre, both vomiting, and were seen by the physician there. The physician 
found chest wheezes in one case and prescribed antibiotics for both cases at that time, 
and both were sent home. 
At 19:OO on the same day, both were brought to the hospital half an hour apart with 
high-grade fever, vomiting, diarrhoea and breathlessness. Both children suffered 
respiratory distress and later died. 
The other cases, when traced to their communities, were found to have died and were 
buried without being presented at the hospital. 

When visiting the health centre the following observations and remarks were noted by 
the investigation team: 

The person in charge of giving the vaccination had been working in that post for more 
than 20 years. 
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There was a well maintained refrigerator. 
No vaccine register was found at the health centre and the vaccinator claimed that it 
had been lost. 
The precedng two sessions were conducted on 28 September and 5 October. 
No measles vaccine was found at the time of the visit. 
Three used measles viaIs (same patch and expiry date November 2005), and two used 
BCG of the same lot, expiry August 2005 were found in the trash basket and one 
neurobione, one depo-provera, one anafranile, one measles solvent vial and one drug 
vial without label. 
The vial used was the last measles vial in the health centre with a long expiry date 
(November 2005), the same batch number as the used vials. 
The children were the only 5 patients vaccinated that day. 
The vaccination room was used to administer other injections by the same vaccinator. 
The drugs availability on that day were chlorphenamine, hyoscine, streptomycin, 
benzathine penicillin. 

The investigation team also visited the locality cold stores and came out with the 
following: 

The health centre received only two vials of measIes vaccine on 28 September. 
The locality store released all its stock of measles vaccine to health centres in its 
catchment area and remained out of stock from 1 October 2005 until the day of the 
investigation. 
Cold chain equipment was satisfactory and well maintained. 
The vaccine register was incomplete and poorly maintained. 

At the federal cold stores, the following remarks were made: 

There was a good, functioning computerized system for stock-keeping and batch 
tracing. 
The batch under investigation, "EU2632", had an expiry date of November 2005 and 
had been used in 15 states in Sudan since June 2004. 
It was used for routine and supplementary immunization activities. 
No complaints were received from other states. 

Relevant communication was conveyed to the concerned communities and departments 
as follows: 

Courtesy visits were made to the families to offer condolences. 
The homes and families of the two children who had died without being presented to 
the hospitaI were visited and their deaths were confirmed. 
The clinical picture and presentation of the cases were made to the hospital staff to 
orient and educate them about AEFT. 
Other hospitals in Khartoum and elsewhere were contacted in the search for other 
cases. 
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Conclusions 

The cause of the children's death may have been septicaemia due to injection of 
measles vaccine that remained more than 6 hours after reconstitution (contaminated). 
After consultation with the senior paediatrician, the diagnosis was questioned and he 
proposed another team to discuss the cases clinically with the hospital staff. 
His team was formed from three senior paediatricians, an epidemiologist and the EPI. 
This team concluded that a more probable cause of death was of toxic origin (drug 
toxicity) not septicaemia. 

Corrective measures 

The vaccinator was stopped immediately from work. 
A new system was established for vaccine management in the state was revised and 
Orientation sessions on AEFI were conducted in the main paediatric hospitals in the 
state. 
Implementation of the AEFI surveillance in the country is being fostered. 

This incident has drawn the attention of local. authorities in Khartoum and other states 
to the importance of AEFI surveillance and vaccine management. The prompt and timely 
response of the EPI and the involvement of senior paediatricians in the investigation of the 
case resulted in reassurance and renewed trust in the programme and also combated fears and 
concerns which had spread among the community. The incidence also highlighted the need to 
educate young doctors and health staff in the state. 

4.4 Country reports on AEFI surveillance: roundtable 

Afghanistan 

Although there is no established functional system for surveillance of AEH yet, the 
country experiences events such as injection site abscesses (more than 100 cases) 
during MMRC in 2002, one case of anaphylactic shock after measles immunization in 
2001, septic shock syndrome during MMRC in 2003, severe photo dermatitis after TT 
immunization in 2004 etc. 
All reported cases were investigated, and corrective actions taken. The results were 
conveyed to the relevant institutions, communities and families. 
AEFl surveillance is part of the national EPI policy. 
A brief field guide for surveillance of AEFI has been developed. The guideline clarifies 
important aspects of the system including: the role of the national EPI office, NRA, 
national committee of experts, provincial EPI management team, provincial 
investigation teams, district focal points, reporting, investigation, analysis and feedback 
tools and chain, case definition, cases to be reported and frequency of the reports, 
evaluation of the system etc. 
All reporting, investigation forms and line lists are updated. 
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A national action plan for immunization safety has been developed and endorsed by the 
International Computing System. Establishment of AEI3 surveillance is an important 
component of the plan. 
Reporting of AEFI is incorporated in the curriculum of refresher training for 
vaccinators and approximately 400 vaccinators have so far been trained. 
Surveillance of AEFI has also been incorporated in the currjculum of mid-level 
management and supervisors incorporated. 
Provincial EPI managers and team members in five regions out of 7 were received 
orientation in the course of regional review workshops. 
Two Afghan national staff attended Global Training Network training and are leading 
the process in this regard. One of the participants is the focal point for communication 
with the media. 
Establishment of the system is under way and the ICC instructs the national EPI office 
to present the system in an upcoming health management information system task force 
meeting for further discussion and coordination. 

Bahrain 

AEFI surveilIance in Bahrain started in  1998. In 2000 the EPI conducted a workshop 
for doctors and nurses at aII facilities in government or private hospitals, health centres 
and clinics and immedate monthly reporting forms were distributed together with the 
investigation form. 
The EPI is responsible for all vaccines and this makes surveillance of AEFI easy to 
control and monitor, so the EPI is the focal point for AEFI. 
All AEFIs are reported within 24 hours on the immediate reporting form if they are 
severe or moderate, or on the monthly reporting form if not. 
A team of doctors and nurses at each health facility is responsible for reporting to the 
EPI and immedrate investigation. This team is part of a maternal and child unit and 
from the general treatment room according to the list of events and guidelines for 
monitoring given to them. 
After the EPI receives a report of AEFI, a responsible team for AEFIs at the 
immunization unit investigates the case and takes the necessary action to follow the 
case. 
A computerized monthly report is received from all health facilities, either public or 
private, and the data are analysed. 
A feedback system for all health facilities exists. 
In 2004, 17 cases were reported, five of which were considered serious. A11 I7 cases 
were investigated. 
Annual reporting to WHO is undertaken. 
A manual on the surveillance of AEFI in Bahrain was issued in 2002 and distributed to 
all health facilities concerned with vaccines either governmental or private. 
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Djibouti 

A study conducted in 2002 by the Ministry of Health and WHO on injection safety 
identified different problems, including problems with injection technique, problems with 
cold chain (vaccine management) and limited knowledge of health personnel on the topic. 

The Ministry of Health set in place a surveillance system of AEFI in 2004 by training 
four health personnel in the global training network. AEFI is integrated on the list of the 
weekly surveillance reporting form; however, there has not been training of health personnel 
at district levels, and no investigation has been conducted so far. 

Global Training Network of four persons has not yet impacted AEFI surveillance 
except from the fact that some of them are now conducting the surveillance. Training 
guidelines have not been developed, and Global Training Network trained staff have not 
relayed information in the country. There is much left to be done: 

Formalization of the AEFI surveillance programme by Ministerial circular and a 
national committee for surveillance 
Development of training guidelines 
Training of health personnel at all levels 
Ensuring regular feedback with health personnel 
Including national regulatory assessment in the system of AEFI reporting. 

Assessment of AEFI by a consultant from the Regional Office i s  planned by the end of 
2005. National training will also be conducted in French (similar to RED approach). 

The system was established in 1999 by the EPI. It was developed according to WHO 
recommendations: 

guidelines prepared and distributed; 
case definition and forms; 
flow of data (immediate, zero reporting, monthly reporting); 
focal point in the EPI and in the governorates; 
training of team from (1 of EPI and national regulatory authority) (Global Training 
Network). 

The trained staff in EPI became the focal point. Training courses were undertaken at 
national level and also in 11 governorates at district level. Reporting is 100% at governorate 
level, and 90% of reports are submitted on time. The objectives of the programme are to: 
detect any adverse events; deal with rumours; and ensure vaccination safety and avoidance of 
programmatic error. Limitations and challenges include: compensation issues (no payment); 
fear of reporting by doctors; time limitations, as staff are overburdened by other activities; 
and the fact that the national committee is not yet formulated. 
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However, the system is working and all serious or severe cases or events were 
investigated for the vaccine, the patient, the community, the circumstances and the 
programme and any event dealt with in time by the EPI focal point and the EPI manager and 
high authority in Ministry of Health and Population at the central level and focal level 
(governorate and district). Also, the political authorities in the area support the activity of the 
programme to assure the community and family and to cure the patient and correct any 
programmatic error. 

In 2005, 9 cases reported from three governorates. A11 children were less than 1.8 years 
of age; of these, 8 were less than one year old. There was no clustering in time or place; 8 
cases were hospitalized; 8 cases were cured and one died. No relationship with the vaccine or 
any programmatic error was detected. 

Iraq 

mFI surveillance system is a part of  EPI. It was established in 2002, when nomination 
of a central expert committee and focal points at all levels took place, and workshops and 
advocacy meetings were launched at centraI and peripheral levels for EPI staff and clinicians. 
Guidelines, a manual and instructions were distributed to all health facilities. Unfortunately 
the system was interrupted in March 2003, although it was re-established afterwards. The 
notification and reporting system is restricted to WHO guidelines which are of three types: 
immediate, monthly and zero reporting systems by special standardized formula. Iraq has not 
had the opportunity to participate in the Global Training Network. 

Out of 18 governorates, four d d  not report any AEFI, while seven reported zero cases. 
Seven reported 469 cases during 2004, recalculated as 432 after MMR and measles vaccines, 
22 following DPT, five following BCG, five following HBV and five foIIowing ?T vaccine. 
These cases included 425 AEFI after the national catch-up measles campaign (with MMR), 
which was launched in March 2004. 

Impediments to EPI include: 

poor communications 
security problems 
poor coordination and cooperation of the private sectors 
low awareness of the community 
misconception of the health workers that AEFI means bad quality services 
poor reporting activities in some levels 
rapid turnover of staff. 

The following activities are needed to strengthen AEFI: 

building capacity of staff including training through Global Training Network 
increasing awareness among health workers, the community and the media 
invohing the private sector and community leaders 
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improving communjcatjons at all levels. 

Jordan 

In August 2001, the Ministry of Health initiated a surveillance system for AEFI and 
circulated a letter with instructions to all health sectors for reporting. Prior to this, in 2000 the 
EPI developed AEFI guidelines and distributed them to all health sectors. From 200 1-2002, 
around 60 physicians and 42 staff were trained on AEH by the EPI. Forms for reporting and 
investigation of the AEFI were distributed to all health sectors. Zero reporting starts 2003 
(80%) of health directorates report on a weekly basis. Reporting was classified in: 

Immediately reported AEFI; 
- Any death of a child following four weeks after vaccination leads peopfe to 

believe that there is a relation between the death and the vaccine. Children 
admitted to hospital following four weeks after vaccination also leads people to 
believe that there is a relation with the vaccine. 

- More than one case between vaccinated children. 
- Any other AEFI on people concern and people think a relation with vaccine. 
Weekly reported AEFI 
- Suppurative 1 ymphadenitis after BCG. 
- Fever after vaccination (40 "C) 
- Redness and tumefaction on injection site 
- Abscess on injection site 
- Few reports on AEFX were received: two cases in  2002, four in 2003 and five 

cases in 2004 
- All reported AEFI were investigated. From the five reported AEFI in 2004, two 

cases were discarded after investigation, the other three were: allergy (urticaria), 
cellulites and VAPP (vaccine associated paralytic poliomyelitis 

Impediments to the surveillance system include a lack of training courses on AEFI, 
turnover of the staff, private sector do not report. 

To strengthen AEFl surveillance, training workshops and courses on AEFI are needed 
for physicians and focal persons in the hospitals and clinics in public and private sectors, as 
well as training on the Global Training Network (no one in EPI is now trained on Global 
Training Network). 

Kuwait 

The effort to establish an AEFI system started in 1998. However, the AEFI s ystern has 
not been formally established in Kuwait thus far. This is the result of several factors. First, the 
country has a free press and judicial system, which encourages people to raise suit against the 
Ministry of Health if an AEFI occurs, so that families are compensated. The financial aspect 
of the compensation programme is supported by law in the country. In addition, costly health 
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education activities are required for parents and medical staff. The Ministry of Health in 
Kuwait is concerned about the impact of the AEFI system on the current EPI system. 

However, that does not stop the EPI in the country from uniformly investigating cases 
of adverse events that are reported. In cases where the vaccine cannot be ruled out as the 
main cause of AEFI, families will be compensated. 

A pilot study in one region was conducted for the AEFI (mild, moderate and severe). 
The parents became more suspicious when severe AEFI was discussed with them and were 
afraid to continue with vaccination for their chiIdren. 

For the AEFI system to be established, certain issues should be addressed: 

Cost of health education for public and medcal staff; 
Presence of compensation system for AEFI; 
Presence of health insurance against medical errors. 

In addition, technical staff should evaluate the implementation of AEFI and its impact 
on EPI. WHO should advocate and evaluate the situation of implementation of AEFI and 
assist in instigating a plan and advising on how to overcome obstacles against the AEFI 
system. 

A national focal person has been appointed for the EPI. Following the national MR 
catch-up campaign in 2001, a rapid study on adverse events was conducted from a national 
sample. 

AEFI surveillance system began in Lebanon in 2003. Systematic collection on adverse 
events data was implemented. Health centres and dispensaries included in the EPI national 
programme (which covers 50% of the Lebanese children) fill specific monthly reporting 
forms on AEFI and transmit it to the district level and then to the national focal person. 
Training sessions on AEFI are conducted for health centres and dispensaries within the EPI 
training sessions. Completeness of the reporting was around 30% during 2003 and about 40% 
during 2004. No serious AEFI were reported. However, missing cases are possible due to the 
low rate of completeness and the possibility of cases diagnosed in the private sector. 
Measures are undertaken to integrate hospitalization and death following immunization in the 
communicable rllsease reporting form as an immediate notifiable event. 

Libyan Arab Jamahiriya 

AEFI forms an integral part of the general reporting system. Serious events are reported 
and investigated. A national regulatory authority is not established. The national 
immunization committee monitors vaccines. Vaccines are tested regularly by independent 
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agency samples tested from all levels. There is need for global training network training and 
to develop a mechanism to strengthen AEFI surveillance. 

Morocco 

The national centre for anti-poison and pharmaco-vigilance collects data on AEFZ. It is 
a national centre which is independent from the national EPI as well as from the 
epidemiology surveillance unit. 

Currently, AEFI surveillance is a passive system, based on the immediate notification 
as well as case investigation forms. The anti-poison centre issues monthly feedback to all 
involved units, including the national EPI and the communicable disease surveillance 
department. 

A training workshop was conducted in 1999 by the anti-poison centre in collaboration 
with the national EPI. EPI managers responsible for epidemiological surveillance from all 
provinces attended the workshop. The main objective of the workshop was to standardize the 
AEFI reporting system. 

The current main constraints are a lack of sensitization and training of health staff at 
local level, lack of standardization of case definition and guidelines, and weak participation 
of the private sector. 

Needs and perspectives better coordination between the three main departments 
involved in AEFI surveillance (anti-poison centre, national EPI and the communicable 
disease surveillance department); the development of guidelines on AEFI surveillance; 
adequate training of fieId staff; sensitization of the private physicians and support of the 
Regional Office which is crucial for the implementation of the above mentioned perspectives, 

Oman 

AEFI surveillance was formally launched in 1996. The surveillance was integrated into 
the existing disease surveillance system. Focal points were assigned at national as well as 
regional level. A national guideline was established and integrated into the EPI national 
manual and special reporting forms were developed; events should be notified within 24 
hours. Feedback is carried out regularly either through a quarterly newsletter or directly to 
institutions. Surveillance indicators are mentioned at national level by the focal point. Zero 
reporting is also part of the system and is integrated into monthly EPI vaccine coverage 
forms. An average of 50 events are reported annually with no severe AEFI. Overall there is a 
decreasing trend for most serious AEFI reported and the rate is on a par with developed 
countries. 

In summary, AEFI surveillance is functioning well; however, there are some challenges 
that need to be overcome. 
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Pakistan 

Palustan has designated the National Control Authority for Biologicals headed by the 
Federal Director-General of Health. This body has the function of overseeing that vaccines 
produced and imported into the country meet requirements as laid down by WHO. The EPI 
serves as a member of the NCAB steering committee. The EPI has taken the following steps 
to establish AEFI surveillance in the country in 2003. 

1 A national workshop was held to develop consensus with provincial counterparts on 
AEFI surveillance tools in March 2003. 
The AEFZ surveillance form (investigation form, line listing form and monthly 
reporting form) was finalized and distributed to all health facilities. 
24 training workshops for district teams (mid-level managers and vaccinators) were 
conducted in the second quarter of 2003. More than 600 participants were trained. 
WHO guidelines, AEFI forms and handouts were provided. 
AEFE surveillance has been incorporated in the newly-revised vaccinator manual in the 
local language, more than 10 000 copies of which have been distributed to health 
facilities. 
Follow-up meetings have been completed in Sindh province in February 2005 and 
other provincial meetings will be completed throughout the year. 
No training has been imparted through Global Training Network to any EPI staff in the 
country. 

Pakistan experienced an AEFI in 1983 when the EPI was accelerated and sterilized 
syringes were used. Hundreds of abscesses were recorded in several months. The 
Government made an immediate decision and shifted to disposable syringes. 

In addition, three episodes of post-measles vaccination occurred in 1989 in the Toba 
district, in Gyranwala in 1996, and in Sialkot district in 2003. These were thoroughly 
investigated, documented and reported to the government and the Regional Office. Thirteen 
children were affected and six deaths occurred after high-grade fever, diarrhoea and vomiting 
occurred within 2-8 hours of vaccination. In the first event, the vaccinator had used water 
from melted ice for the vaccine carrier, which had staphylococci. In the other two cases 
events, the vaccinator, by mistake, reconstituted vaccine in anti-allergic diluent, which was 
stored in EPI refrigerators. 

The lessons learned from these experiences were that EPI vaccines and their diluents 
should be stored in the EPI refrigerator and the vaccines should be mixed only with the 
supplied diluent. There were two deaths among infants soon after OPV administration, where 
children inhaled vaccine (Tondo AH& and Sargodha). 

Constraints in Pakistan have been identified as follows. 

Experienced vaccinators have become overconfident and careless. 
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Vaccinators may hesitate to report an incident because of fear of disciplinary action, 
although the reporting of any incident needs to be ensured to avoid creating community 
suspicion in the programme. 
The district health administration and hospital administration are reluctant to report. 
They should be assured of a positive response. 
A press conference with the media is always helpful to explain the course of the event 
and to assure them of vaccine and injection safety. 
Affected families need to be consoled, and the possible cause of the incident needs to 
be explained to them. The national authorities should offer compensation and the 
compensation programme should include assistance for medical costs for the victim. 
Community suspicion is strong in the case of an adverse event. 
The community must be approached and their support the for EPI enlisted after the 
occurrence of an adverse event. 

Palestine 

Palestine has very high immunization coverage, at around 95%-99% for all antigens. 
The source of vaccines is through UN agencies, in particular UNICEF. Palestine has a high 
standard of vaccine safety and well-trained personnel who are mainly university graduates in 
nursing. In 1999, the quality assurance department started a programme of quality 
improvement for immunization practice and the reporting of AEFI. 

This programme includes training workshop on safety injection, training workshop on 
clinical procedure of immunization and a training workshop on knowledge about AEFI. 
Special forms are produced as part of the epidemiological report, which is sent weekly to the 
EPT manager and director of preventive surveillance. 

The future needs for strengthening AEFI surveillance in Palestine include participation 
in global training networks and technical support for developing guidelines and training. 

Qatar 

The AEFI surveillance system is a part of EPI in Qatar. No vaccine-related deaths have 
occurred in Qatar at any time. AEFI is one of the reportable events in Qatar, where zero 
reporting exists as part of other priority VPDs. AER was officially launched in 2002 by 
conducting nationwide workshops targeting vaccinator nurses and paediatricians. 

Saudi Arabia 

The immunization programme initiated AEFI surveillance in 1998 through national 
workshops for all regions. A national coordinator was chosen in addition to 20 regional 
coordinators. A notification form, a weekly zero report, an investigation form, and a monthly 
monitoring form, including surveillance indicators timeliness, accuracy and completeness 
were specially designed for the programme. 
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Re.porting in 2000 and 2001 came from different regions, so following evaluation 
further training at the end of 2001 was conducted which resulted in increased awareness of 
hospital care and primary health care centres in different regions. This lead to an increase in 
reported cases to 92 in 2002 compared with less than 30 cases for both 2000 and 2001. The 
notification form, the weekIy zero report and the monthly monitoring form were also 
distributed. There have been no requests for compensation since the beginning of the 
programme until now. 

Tunisia 

The AEFI surveillance system started in 1996 in Tunisia as a passive system for the 
routine vaccination programme and shifted to an active system during vaccination campaigns. 
A national technical committee was formed, incluclmg the EPI manager, a coordinator, a 
representative of the Institut Pasteur of Tunisia which has the monopoly for vaccine 
procurement in Tunisia, a representative from the nationaI regulatory authority, in addition to 
two clinicians. This committee held several meetings to discuss the data collected as well as 
the performance of the AEFI surveillance system. 

An evduation was conducted by a WHO expert who confirmed the level of sensitivity 
of the system, as well as the quality of work undertaken by the national committee. This 
evaluation made several recommendations on the AEFI reporting sheet, and on collaboration 
between the national committee and the national EPI, as well as on the registration of any 
AEFI on the EPI routine re@sters and documents. All of these recommendations were 
implemented. 

Future actions are to: 

officialize the AEFl national technical committee; 
set up a monthly report for every district; 
issue and diffuse a list of AEH that should be notified immediately and those to be 
reported monthly; 
identify and train regional focal points for AEFI surveillance. 
train the practitioners in both private and public sectors and involve them in the AEFI 
surveillance system. This training is planned to continue for 3 years and WHO support 
in this area is requested; 
improve coordination between the national EPI programme and the national committee 
through quarter] y meetings 
agreeontheroleofeachstakeholderinvolvedintheAEFIsurveillance: 
- the national EPI is responsible for notification, preliminary investigation and 

action in case of programmatic errors. 
- The national technicd committee is to centralize notification and run the 

investigation for serious AEFI. 
- L' Institut Pasteur of Tunisia and the national regulatory authority are to regulate 

and control the quality of the vaccine. 
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United Arab Emirates 

The United Arab Emirates does not have an established system for AEFI; however, 
notifications from health care workers concerning some AEFI incidents are received, for 
example, abscesses and lymphadenitis. 

There are no health staff trained in the global training network. The United Arab 
Emirates has requested support from WHO in establishing a national plan and guidelines, and 
hopes to conduct a training workshop for staff in order to establish this system. 

Yemen 

In Yemen, surveillance for AEFl exists but it is not well functioning or organized. The 
programme started 2 years ago and training courses for EPI and surveillance staff at all levels 
are taking place. 

AEFI were a very high concern for EPI and surveillance departments, and accordingly 
a new physician was appointed as a focal point for this programme and to take full 
responsibility. Guidelines for AEFI were developed as part of the national, guidelines for 
disease surveillance. No one from Yemen has attended any courses in this subject. 

Discussion and conclusions from the AEFI surveil lance session 

Since 1998, considerable efforts have been made and substantial progress achieved by 
countries in the Region in the establishment of AEFI monitoring and management systems. 
Three groups of countries can be identified. The first group are countries with a well- 
functioning surveillance system as evidenced by a high level of reporting and regular analysis 
of the reported data. The second group comprises countries that have implemented a system 
but where the system still suffers important limitations. Some of the limitations are due to 
limited awareness and completion of training at local level and limited involvement from the 
private sector. The third group comprises those countries that have not yet implemented a 
formal AEFI monj toring system although some adverse event situations have been reported in 
these countries. The major reasons that have been identified to explain the Iack of a system 
vary but include a lack of expertise to develop the system, a lack of political commitment or 
even resistance to the estabIishment of a system for fear of its implications. 

There was a strong consensus that an AEFI monitoring system was beneficial and was 
needed in all countries, as all countries could benefit from system improvements. It was 
acknowledged that dealing with the media was to be part of correct AEFI monitoring and 
management and an important issue to consider beforehand. AEFI monitoring systems in the 
Region have been established through different mechanismslpathways and are under different 
responsibilities but have been largely integrated through disease surveillance or through 
pharmaco-vigilance programmes. The majority of them are clearly under the responsibility of 
the immunization programme. It is clear that the Global Training Network in AEFI training 
has had a positive impact on the ability of countries to implement an AEFI monitoring system 
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for those countries trained and that most trainees are stiIl in key relevant positions. The 
optimal system in a country has to be decided based on that particular country's situation and 
WHO cannot be prescriptive in this respect. Particular concern was expressed about the 
implementation of compensation for vaccine-related injuries. WHO is encouraging countries 
to consider the need and characteristics of such compensation in the context of the health 
system and health coverage and to decide for themselves on the best approach. 

5. MONITORING AND EVALUATION OF EPI ACTIVITIES AT REGIONAL, 
NATIONAL AND DISTRICT LEVELS 

5.1 Monitoring routine coverage at district level: indicators for monitoring district 
performance 
Mr 0. Ronveaxx 

With renewed efforts to support district capacity-building (RED strategy) and achieve 
national and regional goals for improving district level performance, WHO recommends that 
all areas of the immunization system should be monitored at district level. These include the 
monitoring of the 5 RED components (supervision, planning, monitoring and surveillance, 
outreach, link with community), as well as  safety, human resources and vaccine management. 
It is felt that it is important to move beyond the classical monitoring of basic coverage 
indicators towards a comprehensive approach allowing follow-up to highlight problems in all 
aspects of the immunization system. 

A set of indicators to monitor district immunization has been developed within which 
countries may choose the most relevant to their situation. The implementation of such 
indicators will enable the capacity of districts to be built in order to take their own 
management decisions. 

5.2 The current situation of reporting to the Regional Office 
Mr Raef Bekhit 

Monitoring the EPI at national level 

The objectives of using district Ievel indicators for monitoring the performance of the 
EPI are to promote a streamlined monitoring system, focusing on the district level, to allow 
district and nationd level monitors to take rapid corrective actions through regular collection 
of data and routine reporting, to help build the capacity of districts to take their own 
management decisions, to monitor RED implementation, to move beyond classical 
monitoring of basic coverage indicators towards a comprehensive approach covering all 
aspects of the immunization system and to draw attention to low-performing areas which 
need additional support through the monitoring of all components of the immunization 
system. During previous meetings it was agreed that a group of indicators should be 
monitored at district level to cover: immunization sessions, links with the community, 
monitoring defaulters, safety, vaccine management, supervision, planning, human resources, 
access to health services, utilization of services and utilization of data. The core performance 
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indicators that were agreed upon were: central indicators of performance (coverage), access, 
utilization, safety and vaccine management. 

In previous meetings, it was also agreed that the following core performance indicators 
will be reported monthly to the Regional Office: coverage of DTP1, DTP3, MCVZ, Hib3, 
HepB3 for infants. These indicators should be reported for district level for GAVYVF eligible 
countries and for national level for other countries. Currently, only 35% of the countries are 
regularly reporting to the Regional OEffice. 

Discussion on quality of data of EPlpeP-form~nce 

The problem of specifying the target (denominator) is experienced by several countries. 
The identified factors behind this problem include: using data from old outdated census, 
internal migration, population displacement due to insecurity and internal conflicts, changing 
administrative boundaries due to creation of new provincesldistricts and crossover activities 
between regions. Inaccurate coverage might also result from the involvement of the private 
sector who provide the vaccination service but do not provide data. The problem of the 
continuous turn-over of trained staff is overwhelming in some countries. Hiring qualified 
vaccinators to replace who have those retired is difficult and new inexperienced employees 
need training. Continuous supervision needs investment (transportation, per diem). 

6.  MONITORINGAND EVALUATION OF EPI ACTIVITIES AT REGIONAL, 
NATIONAL AND DISTRICT LEVELS: TOOLS 

6.1 Assessment of district level data tool: routine immunization and risk of neonatal 
tetanus 
Dr Jos Vandelner 

Data that are being collected at district level are often only used to produce provincial 
or national aggregate data. The exercise using the distnct level data tool illustrated how, by 
using a series of indicators, it is possible to identify those districts that have poor routine 
immunization services, and those that are at high risk for neonatal tetanus. By adjusting the 
indicators, the analysis can be adapted to local needs. It was recommended that district-data 
analysis, using a series of indicators, can be used to prioritize districts during the preparation 
of annual workplans. In addition, particularly for MNT priority countries, the analysis can 
serve to monitor MNT elimination status by district. The analysis should be undertaken as a 
team. 

6.2 Data quality self assessment 
Mr 0. Roplveaux 

The data quality self-assessment (DQS) consists of a flexible tool box, designed for 
staff at the national, provincial or district level to evaluate different aspects of the 
immunization monitoring system at district and health unit level. The assessment includes a 
review of data accuracy at different levels and a self-designed questionnaire reviewing 
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monitoring quality issues (e-g. availability of vaccination cards, use of tally sheets, directly 
observed recording and reporting practices). These are then anal ysed (providing quantitative 
outputs), strengths and weaknesses identified, concIusions reached and practical 
recommendations made. These recommendations aim to improve the use of accurate, timely 
and complete data for action at all levels. 

One approach to introduce the DQS concept in one country is through a national 
participatory workshop involving key people from the national and district level. This 
workshop is immediate1 y fo1lowed by an assessment in a number of dstricts and health units, 
which provides a self-Qagnosis on the rnonitofing system of the country. Other approaches 
can be developed and self-assessments can be conducted "A la carte". The self-assessment 
tool should be used with the vision to integrate the tool options that are most relevant for one 
country into routine practice so that constant attention can be given to improve monitoring 
practices and management of immunization activities. 

6.3 Data quality self-assessment country experience: Tunisia 
Dr Mohamed Chahid 

A data quality self assessment was conducted in the Kasserine governorate, from 16 to 
24 December 2004, aimed at determining whether the reporting system of an immunization 
programme is reliable and why an immunization coverage rate of more than 100%, negative 
drop-out and conflicting coverage rates of antigens scheduled at the same time are usually 
reported at all levels of the health system. 

Two districts (south Kasserine-Zauhour and Foussana) were identified by the regional 
staff and six basic health centres in each district were randomly selected. The routine 
immunization data reporting system is integrated in the child health reporting system. All 
documents used to record immunization data were checked in order to verify the accuracy of 
the reported DTP3 in a calendar year. 

Results of the audit pointed out a big problem of accuracy due to recording and 
reporting data default in all visited districts and health facilities. The reg onal verification 
factor has been estimated at 84.4%. It was 92% and 78.3% respectively in south Kasserine 
Zouhour district and Foussana district. The quality index (QI) score, which was calculated 
using a standard quality questionnaire, was respectively 11.4 and 10.6 in south Kasserine- 
Zouhour and Foussana districts. The average of Q1 in basic health centres of south Kasserine- 
Zouhour district was 11.8 by 20 and it was 11.2 by 20 in basic health centres of Foussana 
district. Inaccurate denominators were also reported at a11 levels. 

The routine immunization coverage monitoring, using the number of administered 
doses as a numerator and the target population as a denominator, is suffering from the Iack of 
reporting data accuracy. Problems affecting accuracy of denominators seem less significant. 
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6.4 WHONJNICEF joint reporting form 
Mu 0. Ronveaux 

The WHOKJNICEF joint reporting form (JRF) allows annual collection of data on 
occurrence of vaccine-preventable diseases and vaccination activities fiom a11 countries of 
the world jointly by WHO and UNICEF using the same form at the same time. This approach 
minimizes reporting burden on the countries (single request process) and helps ensure 
consistency of data between WHO and UNICEF, Analysis of the reported' data jointly by 
WHO and UNICEF provides better estimates. Since it started to be used in 1997, the joint 
reporting form is subjected to annual revision before it is sent out to countries. This revision 
is to agree on core variables and indicators to be collected and to ensure clarity, relevance and 
usefulness of the requested data. However, it has noticed that some of the reported 
information is neither accurate nor consistent. This meeting, which precedes the deadline of 
submission for the JRF, is an opportunity for open discussion with the EPI managers on 
importance of the reported information for planning and management at the regional and 
global levels and on the correct method of filling in the form. It is also an opportunity for 
discussing the need for collaboration with other related departments within ministries of 
health which ensure accuracy and completeness of the reported data. 

6.5 Introduction to the regional database and reporting software 

To streanline EFT-related activities at regional and national levels, the Regional Office 
has developed a computer application to support monitoring routine immunization activities 
and surveillance of vaccine-preventable diseases at regional, national and district levels. 
Having a computerized system will allow standardization of data collection tools, improve 
flow of information between levels, improve timeliness, reduce paperwork and ensure 
security of data. The software uses a Windows operating system, a user-friendly application 
that supports multi-level users with electronic data transmission. It allows windows and 
database security. It is easy to maintain and technical support is easily found. It is designed 
using MS Access as the database and interface. Visual Basic 6.0 was used for building the 
query builder and for data transmission. Map Object Lite 2.0 is used to produce the maps 
report. It covers four components: routine vaccination, vaccine preventable diseases 
surveillance, measles surveilImce and bacterial meningitis surveillance. 

The s o h a r e  was presented to the meeting, and participants of the meeting were 
briefed about the characteristics and functionality of the software. Copies were distributed for 
further review and participants were requested to send their comments and the required 
amendments to the software as appropriate for country-specific use. 

6.6 Briefing on making a comprehensive multi-year national strategic plan based on 
the Global Immunization Vision and Strategies 
DP Jm Vandelaer 

Country-level planning for immunization-related activities entails a multi-year planning 
(usually for a period of 4 to 5 years), as well as the annual deveiopment of a workplan. 
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WHO and UNICEF have developed guidelines to assist countries with the planning 
process. The guidelines consist of seven steps to develop a comprehensive multi-year plan 

Step I: Conducting a situational analysis 
Step 2: Determining national priorities that need improvement based on situation 

analysis 
Step 3: Developing national objectives and milestones 
Step 4: Planning strategies for each system component 
Step 5: Using the Global Immunization Vision and Strategies framework as a checkIist 

to review planned activities 
Step 6: Creating a timeline 
Step 7: Costing the multi-year plan 

In addition, when developing the multi-year plan, countries are encouraged to work out 
further details for the first year of implementation, i-e. to include an annual workplan for year 
1. Four steps have been formulated to develop the annual plan for the first year: 

Step 8: Developing the annual plan for the relevant year of the multi-year plan 
Step 9: Integrating and consolidating activities for impIementation 
Step 10: Prioritizing activities using district data analysis 
Step 1 I: Costing and completing the annual plan 

These guidelines bring a novel approach to planning in that they ensure that the 
strategies within the national multi-year plan are sufficiently comprehensive using the Global 
Immunization Vision and Strategies (GIVS~) as a guide. They also help countries to consider 
how to integrate and consolidate activities with other health interventions and within the 
immunization programme to solve shared problems. The planning is done along the lines of 
immunization system components, rather than by disease or initiative. 

It is recommended that the planning exercise at country level involves a team approach, 
aiming at achieving consensus among all partners. An easy-to-use tool will be made 
availability to assist countries with the costing of the multi-year plan and the annual 
workplan. Ideally, the fully costed multi-year plan will not only guide the country with 
planning immunization activities, but can also serve as basis for requests for support to 
donors. 

The Global Immunization Vision and Strategies provides a framework for strategic planning with four strategic areas: 
1 .  Protecting more people in a changing world. 
2. Introducing new vaccines and technologies 
3. Positioning immunization, other linked health interventions and surveilIance in the health systems 

context 
4. Immunizing in a context of global interdependence 

For each key area a number of strategies and key activities are proposed, from which countries can choose to adapt for their 
local situat~on. The focus is on reaching the hard-to-reach, delivering a package of interventions with immunization, data- 
driven problem solving, immunization of older age-groups, and anticipating the arrival and introduction of new vaccines. 
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6.7 Developing national multi-year plan for strengthening surveillance, monitoring 
and evaluation sys tern: Pakistan experience 

A country team attended the ninth regional working group meeting at Cairo in January 
2005 where a multi-year plan was discussed and exercised. A consultant was recruited for 
assistance in regards of multi-year plan finalization in February 2005. The following steps 
have been implemented. 

A national preparatory meeting was held with all EPI and related programme staff at 
the federal level for orientation and decision-making regarding the implementation 
steps. 
A consensus was reached for involving a11 provinces in generation of the plan. 
A situation analysis was executed at provincial level after senQng the first two tables of 
the plan for further discussion at the federal level. 
A two-day workshop was carried out with participation of all provinces delegated from 
all concerned health departments with assistance of WHO and UNICEF. Financial 
health assistance was also provided from the federal level. 
- initial presentation of the situation has been analysed; 
- four groups were formulated to do the exercise, each group comprising a member 

from each province arid a facilitator from the federal level, and WHO and 
UNICEF delegates; 

- group work has been presented and shared with all participants with subsequent 
modification and partial (semi) finalization of the plan during the workshop; 

- integration of the activities was one of the most important new issues in this plan 
which was focused on during the workshop. 

A11 other country plans have been considered after the workshop. 
A series of meetings have been held with all the players to share the feedback of the 
workshop and finalization of the administrative aspect of the plan. 
All other concerned plans taken into account (previous country multi-year plan, PC1 
(previous and current), GAVI progress report, FSP, annual workplan (UNICEF), SPRM, 
coverage data (2002-20041, coverage evaluation surveys, EPI disease surveillance 
reports). 
Finalization of the plan is currently taking place. 

Strengthening vaccine-preventable diseases surveillance 

1. Recognizing the emergence of dphtheria and pertussis as important public health 
problems in other regions, countries should take the necessary steps to strengthen 
surveillance and response to these diseases according to the country situation as 
follows. 
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1. I .  1 Countries with low vaccination coverage should: 
strengthen their surveillance and early warning system for early detection and 
rapid response to outbreaks; 
ensure availabilitylaccess to adequate laboratory capacity for confirming 
pertussis and diphtheria outbreaks; 
improve awareness about dphtheria and pertussis among primary health care 
providers; 
prepare outbreak response plans for these diseases. 

1.1.2 Countries with sustained high vaccination coverage of infants and young children 
should: 

strengthen surveillance and laboratory confirmation of diphtheria and pertussis 
among older age groups; 
study age susceptibility pattern of both diseases to provide information 
necessary to decide on the necessity of a booster dose of diphtheria and 
pertussis vaccination among the older age groups. 

2. Countries with multiple surveillance systems for vaccine-preventable diseases should 
set up a strong mechanism for coordination and collaboration between the different 
concerned departments, including a mechanism for integration of the different reporting 
systems. 

3. Countries that have introduced the rubella vaccine should integrate rubella and measles 
surveillance and establish CRS surveillance, and enhance this activity during and in the 
post-rubella outbreak setting. 

4. A11 countries should report to the Regional Office surveillance data on vaccine- 
preventable diseases including measles, pertussis, diphtheria, neonatal tetanus and 
bacterial rneningtis, on a monthly basis according to the agreed-upon standardized data 
exchange sheet. Countries that conduct case-based surveillance for measles and rubella 
should send monthly a line list of cases with the agreed upon core data elements. Data 
should be received at the Regional Office not later than 6 weeks from the reporting 
month. 

5 .  The Regional Office should provide monthly feedback on the reported data. 

6 .  WHO should provide the technical support necessary to build national capacity for 
surveillance of vaccine-preventable diseases. 

Establishing regional networks for assessment of burden of diseases 

7. All countries should join the regronal bacterial meningitis surveillance network. 

8. Countries that are currently conducting laboratory-based surveillance of bacterial 
meningitis should report to the Regional Office a monthly line list of case reports using 
the agreed-upon data exchange format. 
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9. WHO should provide technical support to all countries willing to establish laboratory- 
based surveillance of bacterial meningitis, rotavims and pneumococcai disease. 

Strengthening AEFI surveillance systems 

10. All Member States should strengthen their AEFI surveillance system. 

10.1 Countries should monitor and evaluate periodicaIly the performance of AEFI 
surveillance systems and integrate indicators of AEFI monitoring in the context of 
routine monitoring and supportive supervision at district level. 

10.2Countries should ensure sensitization of health staff in the public and private sectors 
at the local level jn all regions including provision for in-service training, especially 
for countries with rapid turnover of staff. 

1 1. Countries that have not developed a functional system (Kuwait, Sudan, Yemen) should 
take necessary steps to develop a functional AEFI surveillance system and report 
regularly to the Regional Office on the progress. 

12. Countries should ensure proper collaboration/communication between immunization 
programmes and National Regulatory Authorities (NRA) with respect to AEFI 
surveillance. 

13. Countries should conduct thorough investigation of clusterslserious adverse events. 
Countries should solicit WHO support for AEFI investigation when needed. 

14. All countries should ensure implementation of the recommendations concerning AEFI 
that were raised during the intercountry meeting on immunization safety, December 
2003. 

15. WHO should support countries through: 
Advocating the need to implement AEFI surveillance at political level for those 
countries without a system. 
Supporting capacity-building through offering basic Global Training Network AEFI 
training to those countries that did not yet benefit from the training, with priority for 
those countries without a formal system and willing to establish it and offering more 
advanced AEH monitoring training to those countries with a more advanced system. 
Continuing to provide technical expertise to help implement and strengthen AEFl 
surveillance system 
Support investigation of AEFI when needed. 

Strengthening monitoring routine vaccination activities 

16. All countries should assess reliability of their EPI routine reporting system, using 
existing data such as administrative method data, surveys data, vaccine-preventable 
diseases incidence, quantities of vaccines and injection equipment supplied, etc. 
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17. Countries should consider the use of assessmentlnlonitoring tools such as DQS to 
evaluate their monitoring system. 

18. Countries should monitor the core indicators, proposed in the programme managers' 
meeting in 2004, at the district level. 

19. All countries should report to the Regional Office data concerning vaccination 
coverage of DTPI, DTP3, MCV, HepB3 and Hib3 at the national level, using the 
agreed-upon standardized data exchange sheet. Vaccine fund eligible countries should 
report the same data at the district level. Data should be received at the Regional Office 
within a maximum of 6 weeks from the reporting month. 

20. Countries should review the proposed software, presented in the  meeting, according to 
the country's need and provide the Regional Office with the feedback on the proposed 
changes within one month to enable the Regional Office modify the software and plan 
for the necessary country support. 

2 1. The Regional Office should finalize the surveillance and monitoring database for VPDs 
and provide technical support to Member States who wish to use it. 

22. The WHO/UNICEF joint reporting form should be filled in by the responsible officer 
in the Ministry of Health, and the same copy should be shared with the country and 
regional offices of WHO and UNICEF. 

Developing a national multi-year plan 

23. All countries that are going to develop the multi-year plan should consider developing 
it based on GXVS and the WHO /UNICEF guideline for developing the multi-year plan. 
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Annex 1 

PROGRAMME 

Tuesday, 15 March 2005 

Dr I. Abdel Rahirn, 
WR Tunisia 

08:30-09:00 Registration 
09:OO-1O:OO Opening session 

Opening remarks 
Message from H.E. the Minister of Public Health, 
Tunisia 
Introduction of participants 
Adoption of the agenda 
Election of officers 

Vaccine-preventable diseases (VPDs) surveillance 
1O:OO-la20 Surveillance of VPDs: Global situation and need for DrJ.  Vandelael; 

data on the neglected diseases WHO/HQ 
10:20-10:40 VPDs surveillance in the Region: Current situation Dr N. Teleb, 

WH O/EMR 0 
10:40-11:OO Measles surveillance: Current situation and next steps Dr fl. Ahmed, 

WHO/EMRO 
1l:OO-11: 15 Discussion 

11:15-11:30 Hib and HepB vaccines impact assessment Dr E. Mohsni, 
WHOEMRO 

11 :30- 12:OO Regional surveillance networks: Current situation and Dr N. Tdeb, 
way forward WHO/EMRO 
Bacterial meningtis surveillance network 
Surveillance of severe pneumococc a1 disease 
Rotavirus surveillance 

12:OO-13:OO Discussion: Streamlining the networks 
Strengthening VPDs surveillance in the Region: Needs and challenges 
13:OO-14:30 Group 1: surveillance of neglected VPDs: Needs and Group Work 

challenges 
Group 2: VPDs surveillance outside the EPT 
programme: Coordination and collaboration 
Group 3: Measles, rubella and mumps surveillance: 
Need for improvement 

14:30-15: 15 Presentations of the group work 
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Wednesday, 16 March 2005 

Surveillance of adverse eventsfoliowing immunization (A EFI) in the Region 
08:30-09:OO AEFI surveiIIance in the Region: background, regional Dr I? Ducios, 

activities and technical issues in establishing AEFI W O / H Q  
surveiIIance 

09:OO-09: 15 Establishing a strong AEFI surveillance system: 
Experience of the Xslmic Republic of Iran 

09: 15-09:30 Adverse events following measles vaccination in Sudan: 
Investigation and lessons learnt 

0930-12:OO Country reports on AEFI survei1lance: Round table (5  Countryparticipants 
minutes for each country): 
Achievements so far 
Impact of those trained through the global training 
networks (0 
Impediments 
Strengthening AEFI: What is needed 

12100-13:30 Discussion: Establishing AEFI Surveillance System 
Monitoring and evaIuation of EPI activities at reg-onal, national and district levels 
13130-1 3:50 Monitoring routine coverage at district level: District Mr 0. Ronveaerx, 

leve1 indicators WHO/HQ 
13:50-14110 Reporting to the Regional Office: Current situation Dr R. Bekhit, 

W O / E M R  0 
14:lO-15:OO Panel discussion: 

Availability data at national level 
Improving data quality 
Streamlining reporting to the Regional Ofice 

Thursday, 17 March 2005 

Monitoring and evaluation of EPI activities at regional, national and district levels: monitoring and 
evaluation tools 
08:30-09:OO Assessment of district level data tool: routine Dr J. Vandeluel; 

immunization and risk of neonatal tetanus W O / H Q  
Group I 
Q9:OO-10:OO Data quality survey: Mr 0. Ronveaux, 

Purpose WHO/.Q 
Adaptation for local use 
DQS spreadsheet 

Experience in other countries 
1O:OO-1 I :30 Joint reporting form: introduction Mr 0. Ronveaux, 

Discussion on importance and problems encountered WHO/HQ 
11:30-11:50 Introduction to the regional database and Mr H. Abdel Rahman, 

reporting software WO/EMRO 
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Group 2 
09:OO-0920 

Briefing on use of the Regional Ofice's reporting 
computer application and other monitoring tools 

Introduction to the regional database and reporting 
software 
Briefing on use of the Regional Ofice's reporting 
computer application and other monitoring tools 
Data quality survey: purpose, adaptation for local use, 
DQS spreadsheet 
Experience in other countries 
Joint reporting form: introduction 
Discussion on importance and problems encountered 
Briefing on making a comprehensive multi-year national 
strategic plan based on the Global Immunization Vision 
and Strategies (GIVS) 
Developing national multi-year plan for strengthening 
surveillance, monitoring and evaluation system 

Friday, 18 March 2005 
09:OO-1O:OO Finalizing the national multi- year plan 
1O:OO-11:30 Presentation of the national plans (three countries) 
11:30-12:30 Final discussion and recommendations 
12:30-13:OO Closing 

Mr H. Abdel Rahman, 
WHO/EMRO 

Mr H. Abdel Rahman, 
WHO/EMRO 
Mr H. Abdel Rahman, 
MO/EMRO 
Mr 0. Ronveaux, 
WHO/HQ 

Mr 0. Ronveaux, 
WHO/HQ 
Dr J. lkndelaer, 
WHO/HQ 

Group Work (3 
Groups) 
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Annex 2 

LIST OF PARTICIPANTS 

AFGHANISTAN 
Dr Said Ashrafuddn Aini 
National EPI Manager 
Ministry of Public Health 
Kabul 

BAHRAIN 
Dr Muna Sayed Jawad A1 Mosawi 
Chief, Diseases Control Section 
Directorate of Public Health 
National EPI Manager 
Ministry of Health 
Manama 

DJIBOUTI 
Mrs Aicha Adbara Ibrahim 
EPI Focal Point 
Ministry of Health 
Djibouti 

Mr Abdallah Ahmed Hade 
National Focal Point for IMCI 
Ministry of Health 
Djibouti 

EGYPT 
Dr lbrahim Kamal Barakat 
National EP1 Executive Manager 
Healthy Mother Healthy Child 
Mrnistry of Health and Population 
Cairo 

Dr Ibrahim Fahmi Moussa 
Surveillance Officer, EPI 
Ministry of Health and Population 
Cairo 
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ISLAMIC REPUBLIC OF IRAN 
Dr Abdoul-Reza Esteghamati 
National EPI Programme Manager 
Communicable Disease Control 
Ministry of Health and Medical Education 
Teheran 

h/lr Farzad Kaveh 
Expert of Disease Control 
Communicable Disease Control 
Ministry of Health and Medical Education 
Teheran 

IRAQ 
Dr Emad Ahmed AbduI Karim 
National EPI Manager 
Public Health and Primary Health Directorate 
Ministry of Health 
Baghdad 

Dr Nawar Majeed Aziz 
Responsible for Evaluation of the Expanded Programme on Immunization 
Public HeaIth Directorate 
Ministry of Health 
Baghdad 

JORDAN 
Dr Mohammad Rati b Surour 
Acting EPI Manager 
Ministry of Health 
Amman 

KUWAIT 
Dr Mussab Ibraheem Al Saleh 
National EPI Manager and Head Communicable Disease 
Ministry of Public Health 
Kuwait 
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LIBYAN ARAB JAMAHIRIYA 
Dr Mohammed Najeeb Smeo 
National EPI and Surveillance Coordmator 
National Centre for Infectious Diseases Prevention and Control 
Tripoli 

MOROCCO 
Dr Mohammed Youbi 
Medical Officer 
Epidemiological Surveillance Directorate of Epidemiology and Diseases Control 
Ministry of Health 
Rabat 

Mr Yaagoub Koudri 
Assistant, EPI Manager 
National Programme on Immunization 
Directorate of Population 
Ministry of Health 
Rabat 

OMAN 
Dr Salah Thabit Al-Awaidy 
Director, Department of Communicable Disease Surveillance and Control 
National EPI Manager 
Mnistry of Health 
Muscat 

PAKISTAN 
Dr Rehan Abdel Hafiz 
National EPJ Manager 
National Institute of Health 
Federal Ministry of Health 
Islamabad 

Dr Hadi Bux Jatoi 
Director General, Health Services-Hyderabad 
Ministry of Health 
Sindh Province 
Karachi 
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PALESTINE 
Dr AbdaI Jabbar Yahia A1 Teebi 
Director General, Primary Health Care and Public Health 
Ministry of Health 
Palestinian National Aut horj ty 
Gaza 

QATAR 
Dr Sayed FazaI Shah 
Head of Communicable Disease Control and Prevention and National EPI Manager 
Ministry of Public Health 
Doha 

SAUDI ARABIA 
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Annex 3 

LNSTRUCTIONS FOR THE GROUP WORK ON STRENGTHENING 
SURVEILLANCE OF VPDS IN THE REGION: NEEDS AND CHALLENGES 

Group 1. SurveiIlance of neglected VPDs, needs and challenges 

Surveillance of diphtheria and pertussis is weak in most countries. There is an urgent 
need to strengthen surveillance of these diseases in all countries in order to: 

identify such diseases in countries with high vaccination coverage in the higher 
age group to study burden of these diseases in relation to age and need for further 
vaccination; 
detect early and respond rapidly to outbreaks in countries with Iow vaccination 
coverage and to use data for improving immunization coverage in the affected 
areas. 

Expected output 

Consensus and a set of recommendations on how to strengthen surveiIIance of 
diphtheria, pertussis and other neglected vaccine-preventable diseases. 

Discussion points 

Current surveillance activities 
Review objectives 
- Is there agreement on the need to strengthen surveillance of these diseases? 
- Who is responsible for current surveillance system, if any? 
- Who will be responsible for surveillance? 
- Coordination with EPI. 
Discuss different approaches to such surveiIIance 
- Review advantages and constraints. 
- What approach(es) would be best for each country? 
- Buildng on measleslAFP surveillance. 
- Laboratory capacity. 
- What constraints do you expect to encounter? 
- How would you address these constraints? 
- What assistance would be needed? 

Countries: Afghanistan, Bahrain, Djibouti, Iraq, Kuwait, Oman, Qatar, Somalia 
Facilitator: Drs Philippe Duclos, A, Bchir, M. Shith 
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Group 2. VPDs surveillance outside the EPX: need for collaboration and coordination 

Surveillance of vaccine-preventable diseases is being managed by multiple 
programmes: EPI, epidemiology and hsease surveillance programme, HMIS. In some 
countries, even within the EPI, there is more than one source of data e.g. routine surveillance 
and AFP-linked surveillance, multiple programmes, different sets of data, overlap and gaps, 
over burden on the data source, all will definitely affect data quality. 

There is a need to coordinate, colIaborate, share information and, best of all, integrate. 

Expected output 

Consensus and a set of recommendations on how to streamline VPDs surveillance and 
ensure having quality data and timely using the data for action. 

Points of discussion 

Current situation. 
- Departmentlprogramme responsible for VPDs sunrei llance. 
- Availability of resources 
- Methods and frequency of information sharing. 
- Responsibility for action. 
- Coordrnation and collaboration in action taking. 
Perceived problem. 
Is there agreement on the need to improve the situation? 
- Review advantages and constraints. 
- What approach(es) would be best for each country? 
Opportunity for integration. 
What constraints do you expect to encounter? 

a How would you address these constraints? 
What assistance would be needed? 

Countries: Egypt, Lebanon, Morocco, Pakistan, Sudan, Syrian Arab Republic, Yemen 
Facilitators: Drs N. Teleb, 0. Ronveaux 

Group 3. Measles, rubella and mumps surveillance: needs for improvement 

Some countries have introduced MR/MMR vaccine in routine and supplementary 
immunization without clear objectives or a planlstrategy. Such a situation might result in 
changing disease epidemiology and shifting the age of occurrence of the disease. A strong 
surveillance system is needed to monitor the impact of the introduction of these vaccines and 
taking necessary corrective measures. 
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Discussion points 

Current surveillance activities. 
Review objectives. 
- Is there agreement on the need to strengthen surveillance of these 

diseases? 
- Who is responsible for current surveillance system, if any? 
- Who wiI1 be responsible for surveillance? 
Discuss different approaches to such surveillance. 
- Review advantages and constraints 
- What approach(es) would be best for each country? 
- Building on measles/AFP surveillance 
- Laboratory capacity 
- What constraints do you expect to encounter? 
- How would you address these constraints? 
- What assistance would be needed? 

Countries: Jordan, Libyan Arab Jamahiriya, Islamic Republic of Iran, Palestine, Saudi Arabia, 
United Arab Emirates, Yemen 
Facilitators: Drs E. Mohsni, J. Vandelaer, H. Ahmed, J. Bahl 




