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 ABSTRACT  

The purpose of the meeting was to brief national immunization programme 
managers on immunization activities in the WHO European Region and to 
introduce the plan of action for 2002–2003. Participants received information on 
global, regional and selected national immunization programmes; measles 
surveillance and supplementary immunization activities; the introduction of new 
vaccines and the Global Alliance for Vaccines and Immunization (GAVI); and 
activities leading up to the declaration of the Region as poliomyelitis-free.  
 
The participants formulated recommendations to European countries and WHO 
on future strengthening of immunization systems, including the surveillance of 
vaccine-preventable diseases; vaccine management and safety of 
immunization; measles elimination; and the prevention of congenital rubella 
infection. They also asked WHO to continue the development of immunization 
policy; to be an advocate with the governments of participating Member States 
to provide appropriate financial support to immunization programmes as a 
priority within primary health care delivery; to promote and provide technical 
support towards the development and implementation of policies for ensuring 
safety of injections related to immunization, use of quality vaccines and cold 
chain management; and to finalize the Strategic plan for measles and 
congenital rubella infection in the European Region of WHO, 2002–2007, 
including technical supporting documents. 
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Introduction 

The sub-regional meeting of national immunization programme managers for countries of central 
and eastern Europe, Turkey and the newly independent states of the former Soviet Union (NIS) 
was held on 26–28 February 2002 in Vienna, Austria. 
 
The scope and purpose of the meeting were as follows: 

�� to brief national immunization programme managers on the current status of immunization 
activities in the WHO European Region and to introduce the plan of action for 2002–2003; 

�� to review and discuss progress in the Member States of the Region towards strengthening 
immunization systems, with special emphasis on immunization delivery strategies, timely 
vaccination and accurate estimation of vaccination coverage among children; 

�� to review and discuss the current status of and future action on safe immunization 
practices; 

�� to discuss the current status of measles vaccination policies, surveillance and laboratory 
confirmation in participating countries and the draft regional strategic plan for measles and 
congenital rubella infection, leading to regional measles elimination; 

�� to review and discuss the issues involved and experiences gained in introducing new and 
underused vaccines in Member States of the Region, with special focus on hepatitis B and 
the Global Alliance for Vaccines and Immunization (GAVI) initiative; and 

�� to review the current status of progress towards certification of the Region as polio-free, 
including the laboratory containment process. 

 
The meeting was opened by Dr Roberto Bertollini, Director, Division of Technical Support, 
WHO Regional Office for Europe, who greeted all participants on behalf of the WHO Regional 
Director for Europe and briefly reviewed the scope and purpose of the meeting. Dr Roberto 
Bertollini chaired the meeting, Dr Nedret Emiroglu served as Secretary and Drs Andrei Lobanov, 
John Spika and Nikolai Chaika were rapporteurs.  
 
Over 100 people attended the meeting from 30 European countries. Experts and staff members 
from WHO headquarters and the WHO Regional Office for Europe presented material on global 
and regional immunization programmes. 
 
The participants of the meeting received material on global, regional and selected national 
immunization programmes and policies.  Information was also presented and discussed on 
measles surveillance and supplementary immunization activities; the introduction of new 
vaccines and GAVI; and activities leading up to the declaration of the Region as polio free.  
During the last session, the participants formulated recommendations to European countries and 
WHO on future strengthening of immunization systems. 
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1. Strengthening immunization systems 

Progress towards global immunization goals 

During the last two decades, global immunization coverage with diphtheria–tetanus–pertussis 
(DTP) vaccine has progressively increased – from 37% in 1980 to 74% in 1999. However, 
different WHO regions vary in coverage levels. Starting from similar 35–40% rates in 1980, the 
coverage in East Asia and the Pacific increased to 90% in 1999 compared to 48% in sub-Saharan 
Africa. More than 34 million children were estimated to be unimmunized in 1999. According to 
WHO/UNICEF data from 2000, only 33 (18%) of 188 developing countries and economies in 
transition achieved 80% coverage with three doses of DTP (DTP3) in all administrative districts; 
81 countries (43%) did not reach this goal and information was not available for 74 (39%) 
countries. 
 
The WHO/UNICEF measles strategic plan for 2001–2005 targets reducing global measles-
related mortality by half, which will total 400 000 deaths prevented by the year 2005. One third 
of countries had 90% measles vaccine coverage in 2000, and 76% of countries provided a second 
opportunity for measles immunization in 1997–2001. Four strategies to reduce measles mortality 
are identified: 

�� improving the coverage and quality of the routine immunization series; 

�� ensuring a second opportunity for measles immunization (supplemental or routine); 

�� establishing effective surveillance for measles and the monitoring of vaccine coverage; and 

�� improving case management, including vitamin A supplementation.  
 
The burden of rubella is very high; however, childhood immunization programmes for this 
disease can lead to a shift in disease to older age groups, including women of reproductive age, 
posing an increased risk for congenital rubella infection (CRI). The introduction of universal 
rubella immunization among children should have the following prerequisites: 

�� documented rubella epidemiology; 

�� ability to achieve very high coverage with routine programmes; 

�� ability to sustain very high coverage, including resources to maintain the programme; 

�� provision of catch-up immunization of older susceptible persons through routine 
programmes or mass campaigns; and 

�� implementation of effective surveillance for monitoring the programme. 
 
There has been good progress in controlling other vaccine-preventable diseases. Maternal and 
neonatal tetanus have been eliminated in all administrative territories in 157 countries and in 50–
99% of administrative territories in 40 countries; only 17 countries did not achieve elimination in 
50% of districts. Almost 90 countries introduced Haemophilus influenzae type b vaccine by 
2000/2001, and 42 of 89 countries exceeded 50% coverage with three doses of this vaccine. 
Hepatitis B (HepB) vaccine was included in national immunization programmes in 135 countries 
by 2001, with HepB3 coverage about 35% globally. 
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The objectives for global immunization services should be: 

�� to achieve 80% coverage in all districts by 2005; 

�� to sustain and build on infrastructures developed by the polio eradication programme; 

�� to develop national capacity to secure country ownership of immunization programmes; 
and 

�� to optimize the effects of immunization services as a component of health delivery 
systems. 

 
The joint WHO/UNICEF reporting form is be used to monitor immunization coverage and the 
incidence data for vaccine-preventable diseases. It permits a reduction in the reporting burden of 
national EPI programmes and ensures consistency in data received by these two international 
agencies involved in global immunization. 

Regional immunization programme: priorities and approaches for 2002–2003 

By the year 2000, the reported immunization coverage rates in the WHO European Region had 
increased to 83% for BCG vaccine and over 90% for three doses of oral polio virus vaccine 
(OPV3), DTP3 and measles-containing vaccines. The highest immunization coverage rates were 
in the NIS and the lowest in the countries of central and eastern Europe (CCEE). As of 2000, 
universal hepatitis B vaccination programmes were in 33 countries of the Region; 28 had infant 
programmes – the 19 countries for which self-reported immunization coverage levels were 
available had an average coverage of 56%.  
 
The reported incidence of vaccine-preventable diseases in the Region is low, but this could be 
the result of inadequate detection or underreporting. Special attention should be paid to the 
quality of information – completeness, timeliness and accuracy of data. The quality of 
immunization service delivery should be regularly monitored at each level to ensure high levels 
of coverage and the timeliness of vaccination. The discrepancies during 1999–2000 in some 
countries between vaccination coverage obtained by administrative methods and survey data 
(92% versus 65% for children under 1 year of age) indicate the need to focus on age-appropriate 
immunization. 
 
Substantial progress has been achieved in introducing new and under-utilised vaccines. Hepatitis 
B vaccine was included into routine immunization programmes in 40 European countries in 
2002, and Haemophilus influenzae type b (Hib) vaccine was widely used in Western Europe. At 
the same time, the burden of Hib infection needs to be assessed and the implementation of new 
vaccines needs to be improved. 
 
Improving immunization service delivery is an EPI priority. To increase coverage, all eligible 
population groups should be reached on time. To improve access, innovative methods (such as 
outreach services and pulse campaigns) can be used. The utilization of services can be improved 
by reducing dropouts and the use of false contraindications. The quality of immunization also 
requires good population targeting and detailed planning at local levels with situation analysis, 
setting priorities, preparing action plans, monitoring performance, finding effective solutions, 
and capacity building to improve management. The cold chain, logistics and the safety of 
injections for immunization are important components of high-quality immunization service 
delivery. Three elements help to ensure the sustainability of the system – maintaining the 
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progress achieved, improving infrastructure and monitoring the quality and efficiency of the 
system. Multi-year national plans, which clearly analyse the situation, identify problems and set 
priorities, are an effective tool to reach the objectives. 
 
The main objectives for accelerated disease control in the near future are eradicating polio, 
controlling diphtheria, eliminating measles and preventing congenital rubella infection (CRI). 
The reported incidence rates indicate that these objectives are realistic. A new strategic plan for 
measles and congenital rubella infection targets interrupting transmission of indigenous measles 
virus and preventing CRI (less than 1 case of congenital rubella syndrome (CRS) per 100 000 
live births) by 2010.  
 
The future WHO policy is focused on country-level work: identifying needs and priorities, 
supporting activities at the country level, mobilizing technical and financial resources, and 
developing national capacity linked with regional priorities. The WHO Regional Office for 
Europe will coordinate regional exchange of information and experience, advocacy and resource 
mobilization, partner support and the creation of infrastructures for capacity–building. The main 
priorities for 2002–2003 are: 

�� strengthening routine immunization services; 

�� reaching polio certification; 

�� sustaining diphtheria control; 

�� moving towards eliminating measles and preventing CRI; and 

�� monitoring and improving the implementation of new vaccines. 

Vaccine supply and financial sustainability in the European Region  

UNICEF is one of the most important suppliers of vaccines in the world. UNICEF procured 
about 2.8 billion doses for approximately 100 countries in 2001, including 76 of the poorest 
countries and 24 countries with middle per capita income. Globally, more than 40% of children 
were immunized with vaccines received from UNICEF. Diverging markets correlate with 
varying demand among low-, middle- and high-income countries for different types of vaccines 
– monocomponent or combination. The vaccine industry is clearly shifting from public health 
producers to the private sector, resulting in many large companies merging and limiting vaccine 
production.  
 
Demand and supply in the DTP market are very close, but the situation varies for the production 
of other antigens. Accurate long-term forecasting is needed, since the vaccine industry needs 
advance time for changing vaccine production: 10–24 months for production of vaccine, 2–3 
years for increasing capacity and 5 years for building a new vaccine production facility. 
Production forecasting depends on programmatic targets and the quantity of vaccine needed for 
routine and supplementary immunization.  
 
There are four procurement options: direct procurement (the most costly), pooled procurement 
(difficult to manage and uncertain stability), UNICEF procurement services and the Pan-
American Health Organization revolving fund. Changes in the vaccine market require new 
approaches to planning, procurement and supply. Accurate vaccine forecasting is critical to 
enable long-term (at least 3 year) contracts, which will hopefully lead to an increase in supply 
and a reduction in the price of vaccines. UNICEF will focus short-term country support on 
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vaccine forecasting, procurement and management; and work to improve close cooperation with 
donors and governments to implement long-term, stable contracts to secure vaccine availability 
for all countries. 

Managing immunization delivery: strategies and monitoring tools  

Successfully managing immunization programmes means not only high coverage but also timely 
and age-appropriate vaccination to save lives and lower the rate of complications. Decision-
making depends on data monitoring, and various examples from many countries show that 
official figures on vaccine coverage are often far from reality. This was confirmed by comparing 
official figures and survey data – in some countries the gap was 20–30% or more. 
 
According to the operational European immunization schedule, all children should receive 
DTP3, OPV3 and three doses of hepatitis B vaccine by the age of 4–6 months. Every dose of 
vaccine is very important. It reduces the risk of death and the rate of complications that are most 
frequent in early childhood, especially before 1 year of age. This is why coverage should be 
monitored thoroughly at each level as a management tool. Monitoring coverage by 
administrative methods (comparing the doses administered by age and the number of children in 
the appropriate subgroup) can be quite useful, but may not always be accurate. Simple surveys 
that check the immunization status of children on an ad hoc basis may indicate areas with poor 
programme performance. 
 
Data received can be used effectively for decision-making to improve immunization service 
delivery (improving access, using innovative methods, improving utilization of service and 
reducing missed opportunities). Staff motivation and supervision based on guidance rather than 
punishment are of great importance. Routine monitoring, accurate data analysis and appropriate 
interventions are a key to better and more timely immunization delivery.  

Data on the quality of immunization coverage 

Vaccination activity should be assessed with some caution, because vaccination (administration 
of vaccine) is not the same as immunization (development of resistance). There are many reasons 
why vaccination may not work, including untimely injection of vaccine, incorrect route of 
vaccine administration, inappropriate doses and use of non-potent vaccines. When vaccination is 
performed properly, assessment of coverage can be used to measure immunity. 
 
Official information on vaccination coverage can be obtained through administrative methods 
and from special surveys. Coverage should be routinely measured as an integral part of service 
delivery; data routinely reviewed by all administrative levels enable a prompt analysis and 
action. The quality of coverage data obtained using administrative methods is subject to the 
reliability of the numerator and denominator used. Ideally, these results are validated every 2–3 
years by surveys. 
 
The quality of survey results is dependent on the objectives of the survey, the sampling 
methodology used (e.g., random, cluster, lot quality, stratified, convenience, etc.) and the quality 
of implementation (e.g., survey instrument, training and supervision, selection of survey units, 
analysis and interpretation). Surveys designed to generate national data may not be sufficient for 
local needs. Random sampling provides the best overall assessment of coverage, but these 
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surveys can be expensive and more difficult to undertake. A cluster survey approach allows one 
to localize the sampling, but with less precision.  

Country experiences in strengthening immunization systems  

Turkey  
Turkey has a population of 68 million people and an annual birth cohort of about 1.4 million 
infants. National DTP3 and OPV3 vaccination coverage were about 80% in the mid-1990s. To 
achieve the goal of eliminating polio, national immunization days began in 1995; mopping-up 
immunization was implemented in autumn 1998 with house-to-house vaccination, detailed 
micro-planning and strong supervision.  
 
Similar strategies have been introduced for routine immunization services in high-risk areas. The 
targets for accelerated immunization activities have been to provide all missed vaccines for 
children less than 5 years of age; vaccinate pregnant women with tetanus toxoid; and achieve 
90% coverage in routine immunization services.  
 
The main strategy of providing routine immunization services through fixed health facilities was 
modified in high-risk areas by providing regular outreach activities with at least four rounds per 
year and by updating and improving the vaccination records. Non-selective vaccination was 
performed in districts with coverage less than 50% and catch-up vaccination (providing missing 
doses) where the coverage was more than 50%. Excellent advocacy at the provincial and district 
levels was achieved, and detailed micro-planning and intensive training were performed at each 
level. As a result, vaccination services have improved, and the national coverage increased with 
DTP3 (83%) and measles vaccine (84%) in 2001. Improvement was substantial in eastern and 
southeastern Turkey; a 35% increase occurred in 13 low-coverage provinces in 2001 compared 
to 1999. Acceleration of activities with appropriate financial support for supervision and staff 
training will continue.  Plans for eliminating measles and neonatal tetanus are being developed. 
The Ministry of Health will continue to strictly supervise all vaccination services on site.  

Bulgaria 
The public health system in Bulgaria changed greatly in 2000. A new health insurance scheme 
was introduced and general practitioners became responsible for all immunization activities. This 
and the social and demographic changes (i.e., a birth rate of 9 per 1000 population, a mortality 
rate of 14 per 1000 population, an aging population and a high unemployment rate) are 
temporally linked to a decrease in national immunization coverage with traditional EPI vaccines: 
DTP3 – from 95.7% in 1995 to 93.3% in 2000, OPV3 – from 96.8% to 94.4% respectively and 
measles–mumps–rubella vaccine (MMR) – from 94.4% to 88.6% respectively. However, the 
decrease has been more marked in certain areas and populations groups. 
 
Many non-immunized children are concentrated in regions with poor living conditions and 
among minority populations such as Roma, in which an importation of wild poliovirus led to 
three cases among children, none of whom were immunized. The Ministry of Health has 
undertaken various measures for strengthening the immunization system, including: 

�� implementing a social mobilization campaign to inform all population groups about the 
health insurance system; 

�� ensuring children in high-risk groups are immunized by general practitioners; 
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�� organizing immunization services in all 28 hygienic and epidemiological inspectorates; 

�� improving the management of the cold chain; 

�� providing (in 2003) general practitioners with auto-disable syringes and safety boxes; and 

�� coordinating the activity and information exchange between general practitioners and 
hygienic and epidemiological inspectorates.  

Georgia  
Georgia’s public health sector has undergone major changes during the last 5–7 years as a result 
of restructuring and decentralization, which led to a weakening of disease surveillance and less 
timely immunization of children. A multi-indicator cluster survey conducted in 1999 found that 
approximately 60% of children had received DPT3/OPV3 and only 50% had received measles 
vaccine by 1–year of age. 
 
A 3-year Health Information Management and Disease Surveillance project supported by the US 
Agency for International Development is focusing on strengthening two components of the 
health information system – immunization management and surveillance of vaccine-preventable 
diseases. This project is based on the experience of a similar programme successfully realized in 
Ukraine during 1997–2001. The national information system is being developed as a functioning 
system designed in accordance with country priorities, needs and resources. The system is 
simple, flexible, inexpensive and sustainable. All essential data are collected and analysed at 
different levels, with decision-making at the point of service delivery.  
 
During the first year of the project, a multidisciplinary, multilevel working group was established 
in the pilot region to assess the current status of data collection, identify deficiencies in the 
existing system, establish priorities and formulate recommendations for change. An expert group 
and a task force developed methods and materials for training of health care workers in new 
procedures and information-based management. The Health Information Management and 
Disease Surveillance system will be used for surveillance of infectious diseases and for 
monitoring the immunization programme. 

2. Immunization safety 

A global overview focusing on injection safety for immunization  

The safety of one-third of all injections was not guaranteed in 1998. This was the result of 
programmatic mistakes that took place, mishandling of certain reports of adverse events and 
available safe technologies that were not readily accessible. With the growing number of anti-
vaccination groups and the persistent circulation of unsubstantiated claims about immunization, 
concern was increasing about the safety of immunization. 
 
WHO formulated the objective of establishing a comprehensive system to ensure the safety of all 
immunizations provided by national immunization services. The strategy was to develop an 
overall culture of safety, allowing for prevention of adverse events, their early detection and 
quick assessment, and an appropriate response. The areas of work are: research and development 
of safer and simpler delivery technologies, assurance of vaccine safety through quality control 
procedures, tools to ensure vaccine quality and safety up to vaccine administration, access to safe 
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and efficient vaccine administration and disposal technologies, risk identification and proper 
management.  
 
The estimated risk of infection related to all injections (predominately therapeutic) following a 
needle-stick from a contaminated source or infected patient is about 30% for hepatitis B virus, 
3% for hepatitis C virus and 0.3% for human immunodeficiency virus (HIV). In 2000 the 
proportion of new infections attributed globally to unsafe injections was 35% for hepatitis B 
(22.5 million cases) and 2% for HIV (98 000 cases). 
 
To ensure the safety of vaccines and immunization, it is recommended to use only vaccines of 
demonstrated high quality and safety, to intensify collaboration among all key players (in 
particular among physicians and nurses) and to guarantee stable financial resources for 
immunization services. Ensuring safe waste disposal is also very important. The joint 
WHO/UNICEF/UNFPA statement recommends switching to auto-disable syringes by 2003, 
adhering rigorously to sterilization procedures, preventing recapping of syringes and needles, 
discarding all used injection equipment into safety boxes, and ensuring accountability for safe 
waste disposal. Despite higher cost, many countries started to use auto-disable syringes for mass 
campaigns in 2001. During the last 3 years the supply of auto-disable syringes has increased 
tremendously; the number procured through UNICEF increased from 15 million in 1998, to 200 
million in 2001. 
 
Assessments of injection safety permit the identification of local practices and problems; the 
design of effective and efficient interventions; and the provision of baseline information for 
subsequent monitoring; and they encourage dialogue on ways to improve the practice.  
 
WHO supports activities for monitoring and managing adverse events following immunization 
(AEFI) through surveillance systems capable of detecting reactions and complications in a 
timely fashion. Technical documents have been printed in different languages and are available 
at the WHO/V&B web site. Investigations on AEFI and surveillance activities are supported and 
training for AEFI monitoring and management is continuing. The recently established Global 
Advisory Committee on Vaccine Safety provides the programmatic direction and guidelines.  

Regional perspective on immunization safety  

The quality of immunization services and the safety of injections for immunization are a priority 
in the WHO European Region.  A study carried out by the US Centers for Disease Control and 
Prevention in one country of the Region found a strong association between injections and 
hepatitis B infection: the population-attributable risk among hepatitis B patients was 20% in 
children and 50% in adults. In another country, programmatic errors in reconstituting vaccine led 
to three deaths in 1997. Maintaining public confidence in immunization requires optimizing the 
safety of immunization within the Region. 
 
The WHO regional strategy was formulated to strengthen countries’ capacity to ensure the safety 
of immunization through country support to improve all programme components relevant to 
immunization safety. The concept of immunization safety includes quality-assured vaccine from 
production to the point of use (production using good manufacturing practices, procurement of 
high-quality and safe vaccines and cold-chain quality during shipment, storage and distribution); 
safe injection practices (sterile disposal and/or auto-disable syringes and needles); and safe waste 
disposal systems. 
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Accurate forecasting (preventing shortages and avoiding overstocks) as well as reasonable 
purchasing practice (acquiring vaccines with good potency and safety) are priorities for the 
vaccine procurement stage. During the last decade, the provision of vaccines improved greatly, 
but there is still room for improving the accuracy of vaccine forecasting by considering each and 
every step and variable, including interruptions in shipment, the size of the target population, the 
coverage of those targeted and wastage rates during storage and use. The national regulatory 
authorities in many countries closely supervise the quality of vaccines purchased, but the role of 
these authorities can be strengthened significantly through independent reviewers and staff 
training. 
 
Cold chain systems can be improved through routine review and regular training. For countries 
introducing new vaccines into their immunization schedule, accurate assessments of storage 
space are critical. These assessments can also be used to strengthen temperature monitoring 
systems and national inventory management, to identify financial requirements for new cold 
chain equipment and for improving the stock management practices at all levels. 
 
Information from the WHO/UNICEF “Joint Reporting Form” in 2000 identified three countries 
in the Region using auto-disable syringes. Five additional countries had introduced them by June 
2001. Injection safety was assessed recently in Kyrgyzstan, using standard WHO assessment 
tools. Data were received from 80 health care institutions. Strict (100%) use of sterile 
disposables for antigen reconstitution and auto-disable syringes for vaccination were assessed.  
Safety boxes were used in 94% of injections for vaccination; however, needle recapping and 
needle-stick injuries were registered in 26% and 29% of vaccinations, respectively. Used sharps 
were found around 31% of health care facilities, and the sharps were properly incinerated in only 
50% of the facilities assessed. 
 
Member States can undertake additional activities for increasing the safety of injection by 
promoting the introduction, use and monitoring of auto-disable syringes; by assessing regularly 
immunization and injection safety practices; by formulating policies on safety; by revising 
training manuals; and by developing plans of action. Awareness also needs to be increased about 
waste disposal for immunization by assessing risks, by evaluating current waste management 
systems, by determining best options for waste disposal and destruction and by developing future 
policies. 

New approaches to the cold chain and logistics 

The quality of the cold chain has been assessed in a number of countries, and special attention 
has been paid to freeze-sensitive vaccines (hepatitis B and liquid Haemophilus influenzae type b 
being the most sensitive) easily damaged when transported in cold boxes with ice or ice packs or 
as air cargo, or when transported or stored in areas at ambient temperature or in rooms and 
refrigerators, which are too cold. Regular use of freeze indicators can avoid immunization with 
frost-damaged vaccines, and vaccine vial monitors are also a part of effective temperature 
monitoring technologies. Appropriate use of ice packs or warm packs in different climate 
conditions helps to improve vaccine management and reduce vaccine wastage. Choosing smaller 
vial size also reduces wastage but increases the cost per vaccine dose. 
 
Vaccine wastage depends on many factors at different administrative levels, including 
organization of tenders, centralized procurement, donor participation, stock management, 
training of national managers, rational vaccine distribution and transport, cold-chain 
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management, temperature monitoring, communication and supervision, vaccine reconstitution, 
multi-dose vial policy, interpretation of vaccine vial monitors, small vaccination sessions and 
contamination. Correct reserve stock depends on the interval between placing an order and 
receipt and on the vaccine consumption during the same period. According to GAVI 
recommendations, a 25% reserve is a reasonable quantity. Vaccine wastage can be reduced by 
maintaining good interagency communication and coordination, improving procurement 
practices, using vaccines with the earliest expiry date first, ensuring regular staff training and 
optimizing the frequency of immunization sessions.  
 
In December 2001, WHO and UNICEF started to work on a new initiative on cold store 
certification (CSCI). A group of experts recommended the following ten global criteria:  

1. vaccine arrival conditions appropriate;  

2. storage at national store within WHO-recommended temperature ranges;  

3. sufficient cold storage capacity at national level;  

4. standards of equipment and transport are appropriate;  

5. effective stock management;  

6. routine monitoring of all components of transport and storage;  

7. delivery of vaccines to the next level undertaken in a timely, sufficient and correct manner;  

8. no damage to vaccines during distribution;  

9. all immunization facilities follow standard operating procedures; and 

10. sufficient human and financial resources to run the store.  
 
WHO-UNICEF CSCI will have a quality plan document to assist countries in adopting 
appropriate operating procedures for effective vaccine store management. Self-assessment 
guidelines will be developed, so countries can assess their performance. The same assessment 
tool will be used for certification by international teams. 

AEFI surveillance systems and networking 

There have been important differences reported in the frequency and severity of adverse events 
following immunisation (AEFI). These are often the result of a lack of uniform case definitions 
and poorly validated information on exposure to vaccines. Methods for AEFI surveillance have 
also varied. To address these issues, the Brighton Collaboration on AEFI was initiated. 
 
The Brighton Collaboration has had participation from about 250 volunteers from 23 countries. 
It has worked towards the development of comparable immunization safety data by developing 
uniform case definitions for AEFI and by promoting wide implementation of these definitions. 
For surveillance purposes and networking common definitions have been defined for AEFIs: 
local reactions, prolonged crying, elevated temperature, seizures, hypotonic and hyporesponsive 
reactions and intussusception. Core variables should be registered in an immunization register. 
Some information can be obtained with a scanner using bar-code labels on vaccine vials; this 
approach facilitates data entry and reduces transcription errors. Information on vaccines should 
include data on the vaccine type, manufacturer and lot number and information on the 
immunized person: personal identifier, date of birth, gender and date of vaccination. More 
detailed information can be found at the Web site www.brightoncollaboration.org The Web sites 

http://www.brightoncollaboration.org/
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http://www.vaccinesafety.edu/ and www.cdc.gov/nip/vacsafe/ are also good sources of information 
on vaccine safety. 
 
A pilot project on enhanced AEFI surveillance began in Sweden in 1997. It is being coordinated 
by the Swedish Institute for Infectious Disease Control and Child Health Services in Stockholm 
in collaboration with Aventis Pasteur, SBL Vaccine and SmithKline Beecham. Some 
improvements will be made in the near future based on an analysis of user requirements with 
subsequent field testing of the system. Networking in AEFI surveillance will enhance utilization 
of resources by avoiding duplication of effort.  

Management of AEFI: response and dealing with the media 

Serious AEFI are extremely rare events but attract great attention. Many of the data on the 
association of serious AEFI with vaccine can be challenged based on their probable causal 
validity or their importance compared with the number of cases of disease prevented. All 
purported adverse events and reactions should be tested against the criteria of biological 
plausibility and independent evidence, corroborating the association or evidence of an increased 
risk of association with individuals or groups who are immunized compared with non-
immunized individuals or groups.  
 
A series of cases collected through active searching, with little relevance to the background 
incidence of a disease, generates the risk of developing an inappropriate hypothesis. For 
example, during a 1994 measles/rubella vaccination campaign in the United Kingdom, a cluster 
of cases of Guillain-Barré syndrome was reported after immunization. The hypothesis that there 
might be a casual association was tested by assessing the risk of Guillain-Barré syndrome in the 
Region of the Americas in periods after measles vaccination campaigns compared to other 
periods, using acute flaccid paralysis surveillance; no significant risk of Guillain-Barré syndrome 
after measles vaccination was detected.  
  
The Department of Health in the United Kingdom has been using the following principles to 
anticipate and respond to the mass media. 
 
Predictions. Identify topics likely to attract public interest, such as thimerosal toxicity, autism 
and multiple sclerosis. Many of these are of unknown etiology, but feared by the public. 
 
Preparation. Routine information sources may need to be used; however, existing data must be 
thoroughly checked to prepare answers. Collecting new data or organizing new studies within a 
reasonable time period may not be feasible.  
 
Proactive efforts. Health professionals must be given multi-layer information – for themselves, 
for use with parents and for meetings with journalists. Independent experts should be involved 
who can endorse the response. Information materials should target specific audiences and be 
focus-group tested before distribution, enhancing their credibility with parents. 
 
Positive responses. To assist parents in making a choice, one needs to tell the truth using clear, 
non-patronizing messages. The choice should not be threatening: replacing one fear with another 
is not helpful. 
 

http://www.vaccinesafety.edu/
http://www.cdc.gov/nip/vacsafe/
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Professional and political support. A broad coalition of individuals and professional 
organizations, which are credible and trusted, is essential.  Individuals should be sought who can 
act as spokespersons and help in obtaining the strongest political commitment from the 
government. 

Country experiences in immunization safety and surveillance for AEFI 

Ukraine  
Ukraine has about 30,000 health facilities for vaccination. The Ministry of Health, jointly with 
the Children’s Vaccine Program at the Program for Appropriate Technology in Health 
(CVP/PATH), conducted a study of the cold chain in two oblasts in 2002. Questionnaires were 
sent to 205 institutions, including 141 small health centres and ambulatories and 64 children’s 
hospitals and outpatient departments. All refrigerators were monitored with cold-chain monitors 
and freeze-watch indicators.  
 
Preliminary results of the survey identified temperatures over 8°C for long periods of time in 
14% of refrigerators; however, the results varied within each oblast, indicating local rather than 
systemic problems. High temperature was more common in winter and among peripheral 
centres; the risk of cold-chain failure increased over time. 
 
Freezing of vaccine was also a problem with temperatures below 0°C registered in 21% of 
refrigerators. The geographical distribution of this finding was quite even across both oblasts. 
Freezing in the cold chain was not related to the season, the type of facility or the duration of the 
study.  The final report is expected to be available in mid-2002. 
 
The Ministry of Health developed and published general recommendations for health facilities 
on cold-chain monitoring; special recommendations were given to health care institutions where 
problems were identified. 

Estonia 
A system for AEFI surveillance has been established in Estonia for many years. An AEFI case is 
a post-immunization medical event causing concern and believed to be caused by immunization. 
An AEFI cluster is two or more cases with similar symptoms related in time, place and/or 
vaccine administered. All programmatic AEFI are classified into six groups: confirmed (certain 
and causal), probable, possible, unlikely (coincidental), unrelated and unclassified (of unknown 
origin). The most typical reasons for programme-related AEFI identified were: 

�� incorrect vaccine transportation and storage; 

�� incorrect dilution of vaccine for use; 

�� reconstitution of vaccine with a wrong diluent; 

�� reuse of long-stored open vials; 

�� contamination of vaccine or diluent; 

�� improper immunization site or route of vaccine delivery; and 

�� contraindications ignored. 
 
The AEFI surveillance system has two levels – local (family and school physicians, parents and 
patients, medical institutions and the public) and national (EPI manager, the national regulatory 
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authority and the Ministry of Health). Physicians at local levels identify AEFI and report cases 
voluntarily to the national level. The national regulatory authority receives and transmits the 
reports, performs passive surveillance and database management and is responsible for feedback 
to local levels. The EPI manager receives reports from the national regulatory authority, 
supervises immunization safety and acts to correct programmatic errors. 
 
Information and guidelines are clearly needed on the management of AEFI surveillance if the 
responsibility is delegated to the national regulatory authority. WHO should facilitate the 
dissemination of information on the experience of Member States with respect to AEFI and 
vaccine safety issues and should review the list of contraindications to immunization to avoid the 
dissemination of misleading information at the local level. Furthermore, studies on serious AEFI 
should be undertaken to correct programmatic errors in the future. 

3. Eliminating measles and preventing CRI 

Regional vision towards measles elimination and CRI prevention: strategies and 
operational plan  

The Strategic plan for measles and congenital rubella infection in the European Region of WHO, 
2002–2007 is based on the targets for communicable disease control identified in HEALTH21 
(1999) and the WHO strategic plan for global measles control (2001). Progress has been made in 
preventing measles and rubella in the Region. By 2000, all 51 countries used live measles 
vaccine and 49 (96%) countries offered two doses; 37 (73%) countries used MMR vaccine and 
35 countries offered two doses; and 40 (78%) countries used rubella vaccine. Measles vaccine 
coverage varied from 60% to 99%, and the measles incidence varied from 0 to >100 cases per 
100 000 population. During the last decade, about half a million rubella cases have been 
registered annually, and the CRS surveillance has remained weak. 
 
The objectives of the strategic plan are, by 2010: 

�� to interrupt the transmission of indigenous measles virus; and  

�� to prevent congenital rubella infection (less than 1 case of CRS per 100 000 live births). 
 
The strategic plan identifies six key strategies: 

�� achieving and sustaining very high coverage with two doses of measles vaccine through 
high-quality routine immunization services;  

�� providing a second opportunity for measles immunization through supplemental 
immunization activities to populations susceptible to measles, consistent with national 
targets for measles control; 

�� using the opportunity provided by supplemental measles immunization activities to target 
populations susceptible to rubella where appropriate; 

�� ensuring protection to women of childbearing age by providing high coverage with one 
dose of rubella vaccine;  

�� strengthening surveillance systems by vigorous case investigation and laboratory 
confirmation; and  
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�� improving the availability of high-quality, valued information for health professionals and 

the public on the benefits and risks associated with immunization against measles and 
rubella. 

 
The strategic plan identifies three stages of measles control and includes options, allowing 
countries flexibility to integrate rubella vaccine into their measles control programmes. 

Stage I: limited measles control 

Countries with vaccine coverage consistently less than 90% with at least one dose have had an 
accumulation of susceptible cohorts in the population. Measles epidemics continue to occur, with 
inter-epidemic periods of ≤ 5 years, often in younger age groups and with more serious 
outcomes.  

Stage II: measles control 

Countries with verified measles vaccine coverage sustained at a high level (90–95%) with at 
least one dose of measles vaccine continue to have measles epidemics, but with an inter-
epidemic period of > 5 years, often primarily affecting older age groups.  

Stage III: approaching measles elimination 

Countries with measles vaccine coverage sustained at a very high level (> 95% nationally; 
> 90% in all districts) with two opportunities for measles vaccination, and that have addressed 
older susceptible age cohorts. There is evidence that transmission of indigenous measles has 
been interrupted. 

Stage IIIa: No target for preventing congenital rubella infection 

Stage IIIb: a target for preventing congenital rubella infection 

Countries have historical rubella vaccine coverage sustained at high levels or susceptible cohorts 
of women of childbearing age have been protected. There is evidence of prevention of congenital 
rubella infection, with the incidence of CRS < 1 per 100 000 live births. 
 
The strategic plan has been designed to encourage full commitment of all governments, 
appropriate mobilization of resources and realistic multi-year plans at the national level. The 
Region has a very strong technical capacity to address the outstanding issues required to meet 
these targets. With improved laboratory-based surveillance, enhanced sharing of information, 
new partnerships and monitoring of progress, it is planned to reassess the operational target in 
2005. 

Integrated surveillance strategy for measles and rubella in the European Region 

Numerous methods are used to collect information on measles and rubella at the national level 
from local health authorities, including aggregate reporting, case-based reporting with and 
without laboratory confirmation and sentinel physician reporting. Many countries have not 
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undertaken CRS surveillance or have had systems with low sensitivity: 28 countries reported a 
total of 157 CRS cases in 2000 (2.6 cases per 100 000 live births). 
 
Surveillance needs to be strengthened at the regional, subregional and national levels. As the 
level of control increases and countries approach Stage III, sensitive, national case-based 
surveillance systems with laboratory confirmation of all suspected cases need to be implemented. 
Tables 1 and 2 outline the minimum surveillance activities for each stage of control. 
 
The laboratory confirmation of suspected measles cases is crucial when countries are 
approaching Stage III. WHO is supporting the development of a network of regional laboratories 
for evaluation of specimens from persons suspected of having measles or rubella. Regional 
reference laboratories linked to the specialized global network of measles laboratories will 
support the European network of sub-national and national laboratories. 
 
The national and sub-national laboratories will be responsible for confirming suspected measles 
and rubella cases using validated IgM assays and for sending isolates of measles virus for 
genotyping to a regional reference laboratory. Standards for quality assurance are also being 
established and will be monitored through regular accreditation reviews. 

Table 1. Minimum surveillance activities for measles according to stage of control 

 Stage of control 

Surveillance activity 
Stage I Stage II Stage IIIa Stage IIIb 

 

 

 

Measles 

surveillance  

Suspected measles case Rash-fever illness 

  

 Aggregate reporting Case-based reporting 

  

  Laboratory case confirmation 

  

Outbreak 

investigation 

Investigate all outbreaks 

 

Outbreak prediction  Undertake outbreak prediction 
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Table 2. Minimum surveillance activities for rubella and CRS according to stage of control 

 Stage (level) of control 

Surveillance activity 
Stage I Stage II Stage IIIa Stage IIIb 

 

CRS surveillance Conduct sentinel 

surveillance 

Case-based reporting with laboratory confirmation 

 

Monitor rubella susceptibility among women of childbearing age 

 

 

 

Rubella  

surveillance  

Suspected rubella cases Rash-fever illness 

  

 Aggregate reporting Case-based 

reporting 

Country experience with measles surveillance and elimination activities 

Republic of Moldova 
Immunization against measles was started in the Republic of Moldova in 1961 with live vaccine 
(Leningrad-4 strain). In 1963, new vaccine (Leningrad-16 strain) was introduced for children 1 
to 8 years of age. A second dose of measles vaccine was included in the national immunization 
schedule in 1986–1988. A vaccine containing the Schwartz strain has been used since 1994. 
 
Measles immunization coverage has exceeded 90% since 1995. The incidence of measles has 
decreased from 500–1400 cases per 100 000 population between 1950 and 1962 to 5–15 cases 
per 100 000 during 1996–2001. The proportion of cases 0–2 years of age has decreased from 30–
40% during 1979–1983 to 5–10% during 1999–2000. In 2001, 60% of measles cases were 
children 7–14 years of age. 
 
During 1990–1993, 25–35% of measles cases were non-vaccinated children; however, during the 
last 6 years, all cases 3–14 years of age have been vaccinated. Sixty percent of measles cases are 
considered secondary, and severe measles is diagnosed in 4% of patients. 
 
The strategy for eliminating measles in the Republic of Moldova includes four components: 

�� maintaining high routine immunization coverage with the first dose of measles-containing 
vaccine (98% coverage in children 2 years of age in all districts from 2003); 

�� providing a second opportunity for measles vaccination (catch-up campaign with measles–
rubella vaccine for children and the introduction of a booster dose upon entering school); 

�� strengthening measles surveillance (case-based surveillance and laboratory confirmation of 
diagnosis); and 
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�� improving management of complicated cases (vitamin A supplementation and adequate 
treatment of complications).  

 
The Ministry of Health developed a measles elimination plan for 2002–2007. 
 
2002: Introduce MMR as the first dose of measles-containing vaccine; undertake a catch-up 
campaign with measles–rubella vaccine; introduce the second routine dose of measles-containing 
vaccine at school entry; and develop laboratory capacity to detect measles and rubella IgM and 
IgG antibodies. 
 
2003: Develop surveillance for CRS. 
 
2004: Review vaccine distribution and administration; develop a plan to optimize the efficiency 
of vaccine provision; and reduce measles incidence to < 1 case per 100 000 population. 
 
2006: Reduce rubella incidence by 25% compared with 1995–1999. 
 
2007: Eliminate measles. 

Russian Federation 
The Russian Federation has increased measles immunization coverage of children at 24 months 
of age from 68% in 1996, to 93% in 2000. Coverage varied in different regions of the country, 
but these differences were not great. In 2000, the highest coverage was registered in the 
Kaliningrad Oblast and in the East-Siberian Region (97.2% and 96.2% respectively), and the 
lowest coverage was reported in the North Caucasus and Central regions (90.3% and 91.4% 
respectively  
 
Measles incidence rates have decreased from 12.4–13.8 cases per 100 000 population in 1990–
1992, to 3.2–5.1 cases in 1998–2000. The lowest measles incidence ever registered was 1.45 per 
100 000 in 2001. The highest morbidity was noted in East-Siberian Region and Far East (3.9 and 
3.1 per 100 000 respectively) and the lowest in the Northern Region (0.07 cases per 100 000 
people).  
 
Rubella vaccine has not been used for childhood immunization until recently in the Russian 
Federation, although the vaccine has been available commercially. The incidence of rubella 
increased from 98.2 per 100 000 population in 1992, to 399.3 in 1999, to 393.7 in 2001. Rubella 
vaccine is now included in the national immunization schedule.  
 
A draft measles elimination programme was recently developed in the Russian Federation. The 
objective of the programme is to lead to elimination of measles in the Russian Federation by the 
year 2010. The programme includes three phases: 

�� the first phase (2002–2004) – achievement of low measles incidence rates in all 
administrative territories; 

�� the second phase (2005–2007) – building the infrastructure and taking the necessary 
actions for measles elimination; and 

�� the third phase (2008–2010) – certification of measles-free territories. 
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Romania 
Good surveillance of measles is essential for the success of an elimination programme. The 
policy of giving a second dose of measles vaccine was started in 1994, and high vaccination 
coverage levels (up to 93%) were achieved. Nevertheless, more than 20 000 measles cases were 
registered 1997. The Ministry of Health implemented a mass immunization campaign in 1998–
1999, and enhanced measles surveillance was initiated in October 1999. The WHO definitions 
for a measles case were adopted and a serum specimen was required from each case for 
laboratory confirmation. Departments of public health from 42 districts reported weekly to the 
national level all cases of suspected measles, including “zero reporting”. The Cantacuzino 
Institute in Bucharest is responsible for laboratory investigation in each suspected case. If a 
suspected case is negative for measles IgM antibodies, the sample is tested for rubella IgM 
antibodies. 
 
During the 2-year period (October 1999–September 2001), 371 suspected measles cases were 
identified and blood specimens were taken from 358 (96%). Measles was confirmed by the 
results of a clinical investigation in 13 patients and by the laboratory tests in 32 patients (9% of 
the suspected cases); 73% of laboratory-confirmed cases had received less than 2 doses of 
vaccine.  
 
Quality indicators for enhanced measles surveillance in Romania are: 

�� 70% of suspected measles cases are reported to the Ministry of Health within 7 days of 
rash onset (target 80%); 

�� 96% of suspected measles cases have an adequate blood sample taken within 28 days of 
rash onset (target 80%); and 

�� 50% of blood samples are delivered to a laboratory within 14 days of collection (target 
80%). 

 
Efforts to further strengthen surveillance for measles will include more timely reporting of 
results following the receipt of specimens by the laboratory and the investigation of contacts to 
detect their source of infection. 
 
A programme for rubella was introduced in Romania during the mass measles immunization 
campaign, when girls 15–18 years of age received combined measles/rubella vaccine. CRS 
surveillance was implemented in January 2000. Clinicians are required to report suspect cases of 
CRS within 24 hours, following which an investigation is done and serum specimens are 
collected. During the 2-year period 2000-2001, 250 CRS cases were registered; all were 
investigated. CRS was laboratory confirmed (IgM) in 25 patients (10%). The Ministry of Health 
assessed the introduction of the CRS surveillance system as being successful, and it plans to 
introduce a national programme to vaccinate all girls at the age of 14 years against rubella in 
2002. 

Regional strategies for combined measles and rubella immunization 

The strategic plan for eliminating measles and preventing CRI represents an integrated strategy, 
which gives priority to measles elimination activities, strengthening routine immunization 
programmes, strengthening surveillance and providing the opportunity for accelerating CRI 
prevention activities.  
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To eliminate measles, two doses of measles vaccine should be delivered through routine high-
quality immunization services. Strengthening routine immunization services means: 

�� using safe and effective vaccines; 

�� using safe immunization practices; 

�� using an immunization tracking system; 

�� conducting outreach activities for hard-to-reach population subgroups; 

�� reducing missed opportunities and inappropriate contraindications; 

�� ensuring additional training of health care workers; and 

�� promoting information, education and communication. 
 
A second opportunity can be provided to older susceptible cohorts through supplementary 
immunization activities: Before initiating planning for supplementary campaigns, certain critical 
elements should be present: 

�� a strengthened and sustainable routine programme; 

�� political commitment and allocation of appropriate national resources; 

�� adequate funding; 

�� a comprehensive multi-year plan; and 

�� strengthened surveillance and laboratory capacity.  
 
Two immunization strategies can be used to prevent CRI: a selective strategy targeting 
adolescent girls and/or women of childbearing age and a comprehensive strategy with universal 
vaccination of children and supplemental immunization for women of childbearing age. 
 
Within the Strategic Plan, the priorities for immunization activities are: 

�� Stage I 

– Measles: strengthen routine immunization to achieve high coverage (>90%) for at 
least one dose 

– Rubella: if a programme exists, ensure protection of women of childbearing age 

�� Stage II 

– Measles: strengthen routine immunization to achieve very high coverage (>95%) and 
address older susceptible cohorts using supplemental campaigns. 

– Rubella: if a programme exists, ensure protection of women of childbearing age 

�� Stage III 

– Measles: sustain very high coverage (>95%) with two doses, monitoring immunization 
coverage and disease surveillance data to determine the need for supplemental 
campaigns. 

�� Stage IIIb 

– Rubella: monitor susceptibility in women of childbearing age and ensure their 
protection. 
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Country experience in supplementary immunization activities  

Albania 
The Ministry of Health approved a national plan for measles elimination (2000-2007) within the 
context of its National Immunization Plan (2000–2005) and the government’s overall health care 
reform strategy.  Major drivers in the national plan are the decentralization process, which is part 
of health care reform, the availability of financial resources and partnerships between public and 
private sectors.  A national measles campaign was undertaken in 2000, targeting children 1-14 
years of age.  
 
Pre-campaign preparation included: 1) obtaining political commitment and developing 
communication strategies; 2) establishing the schedule of activities; 3) planning, including the 
estimation of target populations and the development of training materials; 4) developing a social 
mobilization strategy with key partners, and 5) fundraising. 
 
During programme implementation, special attention was paid to logistics and cold-chain 
quality, injection safety and AEFI surveillance. All critical equipment and materials were in 
place at the start of the programme. To implement the injection safety component, trainers were 
trained and leaflets and training videos were produced. Intra-campaign monitoring of injection 
safety was organized in 185 selected sites in all administrative districts (see Web site: 
http://www.injectionsafety.org/html/body_april_2001.html). Syncope was the most commonly 
reported AEFI, but two cases of encephalitis were identified. 
 
The campaign achieved a national coverage of 99%, with ranges in districts from 96% to 99.9%. 
Over 867 000 vaccine doses were administered during the campaign. Special surveys were 
carried out to identify vaccination gaps, and mopping-up activities were performed in a few 
selected areas.  
 
MoH started immunization of WCBA with rubella in 2001. As of March 2002, the vaccination 
coverage was 98% among high school girls and 90% among female university students. The 
coverage of hard-to-reach target populations was 78%. The level of coverage in rural areas was 
85% compared with 65% in urban areas. The rubella campaign will continue during 2002 until 
all the target population is reached. 

Kyrgyzstan 
Measles has been officially registered in the country since 1921 and rubella since 1980. After 
measles vaccine was introduced, morbidity decreased by 96%. After the second dose of vaccine 
was introduced in 1987, the measles morbidity rates dropped a further 83%. During the last two 
decades, the number of rubella cases has varied between 36 and 3520; 85% of cases were 
children under 14 years of age.  
 
The programme for measles elimination in Kyrgyzstan for 1999–2010 was approved in 1999 and 
a plan on measles elimination and CRI prevention for 2000–2007 was approved in 2000. The 
goals of the programme were: 1) to decrease the measles morbidity rate to < 1 case per 100 000 
population by 2005 and eliminate measles by 2007; and 2) to decrease the CRS rate to < 0.01 
case per 1000 live births by 2007. 
 
The strategy for eliminating measles and preventing CRI included mass measles and rubella 
immunization of people 7–25 years of age, supplemental immunization of women of 

http://www.injectionsafety.org/html/body_april_2001.html
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childbearing age over 25 years of age; routine immunization of children with MMR vaccine at 
the age of 12 months and with MR vaccine at the age of 6 years (since February 2002); and 
strengthening laboratory supported surveillance of measles, rubella and CRS. 
 
A national measles and rubella campaign for persons 7–25 years of age was conducted in 
Kyrgyzstan in November 12–25, 2001. An operational plan of activities for preparation of the 
campaign was developed and guidelines prepared and published in advance. 
 
Micro-planning began in May 2001, and during the next six months, various activities, including 
social mobilization (development and distribution of leaflets, posters for schoolchildren and 
students and for the general public; calendars with certificates for migrants and refugees; radio 
and video spots; press conferences and mass media publications), coordination of activities (at 
the national and international levels, with other ministries, religious leaders and the National Red 
Crescent Society) and measles and rubella surveillance were carried out. 
 
During the campaign, 1 834 304 people were immunized (the size of the target group was 
1 859 075 people), with 98.7% coverage. In total, 129 cases of AEFI were registered, including: 
syncope (90 cases; 4.8 per 100 000 vaccine doses), fever (9 cases; 0.4 per 100 000 vaccine 
doses), angioedema (1 cases; 0.05 per 100 000 vaccine doses), anaphylactic shock (1 case; 0.05 
per 100 000 vaccine doses) and other AEFI such as rash and arthralgia (28 cases; 1.5 per 100 000 
vaccine doses). 

4. Global Alliance for Vaccines and Immunization (GAVI) and 
introduction of new antigens 

Update on GAVI 

Activities of the Global Alliance for Vaccines and Immunization (GAVI) are coordinated by the 
GAVI Board, which includes representatives of several international organizations – WHO, 
UNICEF, the World Bank, the Bill and Melinda Gates Foundation, the United Nations 
Foundation and others. GAVI supports countries’ efforts in implementing new and underused 
vaccines (hepatitis B, Haemophilus influenzae type b and yellow fever), development of 
immunization services and improvement in injection safety. Any country having less than 
US $1000 in GNP per capita, a multi-year plan for immunization and a detailed injection safety 
plan is eligible for specific GAVI support. Countries with DTP3 coverage < 50% can receive 
support for strengthening immunization services and for injection safety. Countries with DTP3 
coverage from 50% to 80% can receive support for immunization services, new and underused 
vaccines and injection safety. Countries with DTP3 coverage exceeding 80% can receive support 
for new and underused vaccines and for injection safety. Injection safety support provides, over a 
3-year period, auto-disable syringes for routine infant immunization and waste disposal boxes. 
 
The standard GAVI process includes: 1) application, 2) pre-assessment and independent review, 
3) decision by the GAVI Board and the Vaccine Fund Board, 4) transfer of funds and delivery of 
vaccines, 5) audit of immunization data quality, and 6) analysis of annual progress reports. At 
present, the Vaccine Fund has commitments for approximately US $1.1 billion. By 2002, 64 of 
74 eligible countries submitted applications, and 53 received at least one approval; six countries 
had to resubmit their applications and two applications were not approved. Over $800 million 
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will be committed to countries during a 5-year period: $512 million for new and underused 
vaccines, $269 million for immunization services support and $37 million for injection safety.  
 
Although self-sufficiency is GAVI’s ultimate goal, in the near term, sustainable financing is the 
main objective. This means the ability of a country to mobilize and efficiently use domestic and 
supplementary external resources on a reliable basis to achieve target levels of immunization 
performance. Countries need to consider sustainability issues, develop financial sustainability 
plans integrated into their multi-year plans, implement these plans and monitor progress. GAVI 
partners need to advocate for increased investment and explore appropriate alternative financial 
opportunities; support preparation of financial sustainability plans and capacity building for 
financial sustainability; and document the experience within GAVI countries.  

Regional and country experience on the GAVI initiative: new and underused 
vaccines  

In 2002, 40 countries of the Region have universal hepatitis B immunization programmes: of 
which 22 target newborns, 12 target infants and six target children or adolescents. In 13 of these 
countries, older children are included in the programme in addition to infants. The regional 
immunization coverage rate for 2000 based on reporting from 19 countries was estimated as 56% 
among children below one year of age. Coverage rates exceeded 90% in eight countries of the 
Region.  
 
Haemophilus influenzae type b (Hib) vaccine has been used for almost a decade in several 
Western European countries with high coverage: over 90% in Norway, Israel and the United 
Kingdom; and over 80% in Portugal and Spain. However, limited data are available on the 
burden of Hib invasive disease in most countries of CEE and NIS. WHO has been supporting 
prospective studies in Bulgaria, Poland and the Russian Federation. WHO has also developed 
rapid assessment tools for estimating the local burden of Hib disease and provided support for 
conducting a retrospective rapid assessment in Albania in 2001. 
 
Eleven countries in the Region applied to GAVI/ Vaccine Fund for support for hepatitis B 
vaccine programmes; nine were approved as of February 2002 (Albania, Armenia, Azerbaijan, 
Georgia, Kyrgyz Republic, the Republic of Moldova, Tajikistan, Turkmenistan and Uzbekistan). 
  
Countries of the Region should concentrate their efforts in the following areas: 

�� maintaining the progress achieved in improving immunization services; 

�� monitoring vaccination coverage and disease incidence; 

�� strengthening disease surveillance systems; 

�� identifying and addressing principal needs, gaps and problems; 

�� using GAVI’s experience and mechanisms in other countries of the Region; 

�� advocating support for hepatitis B immunization in countries not eligible for GAVI; and 

�� supporting the assessment of Hib disease burden. 
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Epidemiology of hepatitis B in the central Asian republics and introducing and 
implementing vaccination 

The incidence of viral hepatitis has been very high in central Asia, and the overall prevalence of 
hepatitis B surface antigen has exceeded 10%. The annual number of acute viral hepatitis cases 
was about 220 000, and more than 1 million people have chronic liver disease. Sentinel 
surveillance for viral hepatitis was introduced in the 1990s with simultaneous improvement in 
blood safety and staff training on safe injection practices, and universal infant immunization 
against hepatitis B was implemented in 2000–2001. The incidence rates of viral hepatitis in five 
countries have decreased from 600-1400 per 100 000, to 150-250 cases per 100 000 population. 
Programmes for immunization against hepatitis B have been started in Kazakhstan, Kyrgyzstan, 
Tajikistan, Turkmenistan and Uzbekistan. It has been estimated that the number of lives saved by 
the viral hepatitis B prevention programme exceeds 11 000, including 1 900 deaths from acute 
viral hepatitis and 9 200 from chronic liver diseases. 

Country experiences with the GAVI initiative  

Uzbekistan 
The immunization programme in Uzbekistan has had very high vaccine coverage levels with EPI 
traditional vaccines. However, in 2000, the country identified a number of issues related to its 
immunization programme. These included: 1) lack of sufficient funds for vaccines in the national 
budget resulting in heavy dependence on donor support; 2) problems with logistics and 
management of the cold chain system, 3) shortage of disposable syringes and needles; and 4) 
lack of policies for safe injection and waste disposal. 
 
The Ministry of Health, with support from other sectors and partner agencies, undertook efforts 
to address these issues, including development of a national strategic plan of action. A national 
ICC was established with all major partners involved, and a national focal point for GAVI 
activities was appointed  
 
Cold chain equipment was purchased with support from UNICEF and JICA allowing upgrading 
of vaccine storage capacities at the central and sub-national levels. Minor problems with cold 
chain equipment still exist at rural health facilities, although all health facilities were supplied 
with safety boxes. Training on cold chain, safe injection practices and implementation of 
hepatitis B immunization was conducted for health staff. 
 
Uzbekistan received support for its hepatitis B immunization programme from the GAVI/ 
Vaccine Fund and was supplied 1 285 000 doses of vaccine, 1 338 500 AD-syringes and 14 875 
safety boxes in August/ September 2001. Implementation of a nationwide newborn hepatitis B 
immunization started in October 2001. 
 
As a result of the success of this initiative and the leadership roles played by key members of 
various ministries, including the Ministry of Health and the Ministry of Finance, through 
extensive discussions in the national ICC, the Government has agreed to the purchase EPI 
vaccines starting in 2002. 
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5. Poliomyelitis eradication 

Progress towards certification of the European Region as polio-free and the 
laboratory containment process 

Good progress was made towards certification of the WHO European Region as polio-free in 
2001. The quality of acute flaccid paralysis and virological surveillance has been maintained or 
improved, with a non-polio acute flaccid paralysis incidence of 1.15 per 100 000 children overall 
and 1.31 in recently endemic countries; two faecal specimens within 14 days were collected in 
81% of cases overall and 90% of cases in recently endemic countries.  
 
Responses were prompt following the two instances of importation of wild poliovirus from the 
Indian subcontinent into the Region. The response by national authorities in Bulgaria was quick, 
prompt and effective; control efforts in Georgia were coordinated with Armenia and Azerbaijan 
and were progressing well.  
 
The Regional Certification Commission (RCC) has reviewed documentation from all Member 
States of the Region, received updated documents from all countries in January 2002 and was 
pleased with the quality of the national documents prepared, especially those from recently 
endemic countries. Good progress was achieved in the vast majority of countries in the process 
of laboratory containment of wild poliovirus: 49 of 51 countries had nominated national 
coordinators; 49 had prepared national plans; 49 had initiated implementation steps; and 38 had 
carried out national surveys (27 722 laboratories in 42 countries have been identified for these 
surveys). Based on this progress, the RCC agreed the process remained on track to consider 
certifying the European Region polio-free during 2002. 
  
The lessons learned from the importation of wild polioviruses into Bulgaria and Georgia are: 

�� A good and effective surveillance system for prompt response is very important. The 
timeliness of measures to control the importation of poliovirus depends greatly on the 
quality of acute flaccid paralysis surveillance, including active case finding, the use of a 
“hot case” approach and the timeliness of the transport of samples to a national and/or 
regional reference laboratory. 

�� Unvaccinated and under vaccinated children remain in high-risk groups of the Region’s 
population. 

�� Open and direct communication with the Regional Office helped to accelerate the 
implementation of control measures. 

�� It is very important to ensure the timeliness of all control actions to prevent, limit and stop 
the transmission of poliovirus before further transmission can occur.  

 
Several milestones have been set during the current WHO biennium of 2002–2003. In the next 
few months, the virological investigation and coordinated actions for the control of importation 
to Georgia will be completed, and certification documentation from 51 countries will be 
reviewed and discussed at the 14th Meeting of the RCC in March. Supplementary immunization 
activities will continue in selected countries in coordination with the WHO Eastern 
Mediterranean Region. In preparation for the 15th Meeting of the RCC in June, WHO and/or 
RCC members will undertake several country missions. The status of the laboratory containment 
process will be monitored through a progress report on laboratory containment of wild 
polioviruses from each country, which will be the final report for many. In addition, each 
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Member State has been asked to submit a plan of action to sustain polio-free status following 
certification by addressing ongoing immunization efforts, including reaching high-risk groups, 
effective ongoing surveillance for polioviruses and a detailed plan to rapidly detect and respond 
to limit any transmission following importation of wild poliovirus. 
 
The Region can be certified by the RCC as a polio-free territory in 2002, but three preconditions 
should be met: 

�� Solid evidence should be gathered that the instances of wild poliovirus importation have 
been effectively controlled. 

�� Good progress in the process of laboratory containment of wild polioviruses should be 
demonstrated, and national laboratory surveys should be conducted or completed in all 
countries. 

�� All countries should present complete and of high-quality certification documents to the 
RCC, with a commitment to continue quality immunization and surveillance activities. 

Global progress and poliomyelitis immunization strategies after eradication 

Very good progress towards eradicating polio was achieved in 2001: in one year, the number of 
registered cases decreased by 83% (from 2971 in 2000 to 494 in 2001), with a 50% decrease in 
the number of endemic countries (from 20 to 10). Other indicators of progress include no major 
outbreaks during 2001, three years without indigenous polio cases in Europe, two years without 
cases caused by poliovirus type 2, and the absence of polio cases in Bangladesh and the 
Democratic Republic of the Congo. The number of virus-confirmed cases in Afghanistan and 
Pakistan decreased about 50% – from 27 to 11 cases and from 199 to 109 cases, respectively. 
The remaining challenges are indicated by no decline in polio cases in India, ongoing low-level 
transmission in Egypt and importation of wild virus into Bulgaria, Georgia and Zambia.  
  
The global initiative is also registering progress in the laboratory containment of wild 
polioviruses: the “other half” of polio eradication. WHO developed special guidelines for 
implementation of laboratory containment of wild polioviruses and a global action plan for 
implementing the laboratory containment of wild polioviruses. The WHO European and Western 
Pacific regions have achieved the most significant progress in laboratory containment. 
 
Post-eradication policy options are being considered, with the primary aim to end the use of live 
poliovirus vaccine; circulating vaccine-derived poliovirus caused 20 poliomyelitis cases in 
Hispaniola in 2000–2001 and three cases in the Philippines in 2001. Immunization with oral 
polio vaccine can be stopped when: 

�� polio eradication has been certified; 

�� there is simultaneous full progress in laboratory containment; 

�� data are available showing limited circulation of vaccine-derived viruses; and 

�� appropriate vaccine stockpiles are built.  
 
Each country plays a critical role in clarifying the post-eradication approach: maintaining 
certification-standard acute flaccid paralysis surveillance, carefully scrutinizing all polio-
compatible cases, fully implementing the action plan on containment, participating in appropriate 
research as needed and discussing post-eradication policy options. 
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Conclusions and recommendations of the sub-regional meeting of 
national immunization programme managers for Central and Eastern 
Europe, Turkey and NIS (Vienna, Austria, 26–28 February 2002) 

Conclusions: 

One hundred one representatives from 28 countries, WHO and other international, governmental 
and non-governmental organizations1 attended the meeting. 

Good progress was observed during 1999–2001 at the regional and national levels: 

�� High levels of immunization coverage reported for the traditional EPI vaccines were 
generally sustained in the Region. 

�� Progress towards self-sufficiency and financial sustainability of national immunization 
programmes was noted, especially for traditional routine vaccines. 

�� Diphtheria control has been sustained. 

�� The GAVI initiative implementation have been progressing well and the initiative has 
provided opportunities for accelerating the introduction of new vaccines and for 
strengthening immunization services.  

�� The last case of indigenous polio was observed on 26 November 1998, and the Region is in 
the final stage of preparation for the certification, which may be granted in 2002. 

�� The Regional strategic plan for measles elimination has been drafted.  

�� Some participating countries have already initiated operational activities towards measles 
elimination. 

�� Countries have continued to develop strong partnerships within their national programmes, 
with involvement of national ICCs. 

�� Activities to enhance the quality and safety of immunization are being implemented  
(9 countries introduced AD syringes and safety boxes over the last year). 

However: 
The quality of immunization services and immunization coverage data varies greatly within the 
Region, and the long-term sustainability of immunization programs within CCEE, NIS and 
Turkey is in some cases threatened by the lack of strong political commitment and/or economic 
constraints. 
 
The management of national immunization programmes has become more complex for a number 
of reasons, including health care reforms and changes in the availability and supply of vaccines. 
In addition, the potential for generalization of media reports of adverse events following 
immunization in any one country requires coordinated, effective Regional risk communication 
strategies. 
 

                                                 
1 American Red Cross, CDC, CVP/PATH, GAVI Secretariat, March of Dimes, UNICEF, US Agency for 
International Development and World Bank. 
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Measles vaccine coverage varies between 60% and 99% and the burden of CRI remains 
unknown because many countries either do not undertake CRS surveillance or have systems with 
low sensitivity. 
 
Deficiencies exist in immunization safety in a number of participating countries, in particular 
regarding safe injection practices, management of waste disposal, and strong AEFI surveillance 
systems. A cold chain study in one country highlighted some critical challenges countries have to 
face to maintain the safety and potency of vaccines. 

Recommendations: 

I. Strengthening immunization systems and vaccine preventable disease surveillance 
National Programmes are recommended to: 

1. Strengthen routine immunization delivery, including use of safe and effective vaccines, as 
a fundamental part of all other objectives of the national and regional immunization 
programmes. 

2. Maintain continued high polio immunization coverage through routine immunization 
services and sensitive AFP surveillance. 

3. Build upon the existing infrastructure (where appropriate) and past accomplishments in 
routine immunization service delivery to further strengthen immunization programmes, 
particularly using the experiences and successes of the polio eradication programme and 
lessons learned in the GAVI process in systems strengthening and the introduction of new 
vaccines.  

4. Develop and implement policies and multi-year plans that will allow better vaccine 
management, including medium- to long-term forecasting of vaccine and consumables 
needs, the reduction of vaccine wastage and other efficient use of resources (e.g., GAVI 
sustainability plans); and work towards sustainable financing of immunization programmes 
and vaccine procurement. 

5. Consider alternative approaches in addition to the fixed health facility services for 
immunizing unregistered or other difficult-to-reach children, including ongoing outreach or 
mobile strategies and/or regularly timed pulse (multi-antigen) immunization campaigns. 

6. Optimise immunization coverage by reviewing the official list of contraindications to 
immunization to ensure they are consistent with WHO recommendations, determine 
whether false contraindications are being used by local health centres or physicians, and 
where appropriate, implement training activities. 

7. Use data monitoring and analysis as a management tool at each level of the health system 
for identifying priority issues, high-risk areas or groups within the country, assessing 
policies and strategies and, as a basis for interventions, including monitoring all aspects of 
the introduction of new vaccine antigens.  

8. Develop information systems to facilitate tracking of children defaulting or who are behind 
in immunizations (including family practitioners and private sector clinicians, where 
applicable, and parents/ the community), and improve the management of other aspects of 
the routine immunization system. 
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9. Improve the timeliness, completeness and accuracy of routine reporting of sub-national 

vaccination coverage through detailed reviews of data, feedback and supervision and 
training of staff.  

10. Undertake a critical review of what information is used that make up the national coverage 
calculations. On a periodic basis, use surveys, if required to validate the routine reported 
national coverage.  

11. Encourage and support assessments of immunization services at the district level or lower. 
These assessments could include Lot Quality Assurance or small convenience sample 
surveys within the community to help determine whether coverage targets are being met 
among all social groups. Other elements to assess include compliance with the 
recommended immunization schedule, missed-opportunities and reasons for non-use of 
services. 

12. Expand the use of hepatitis B vaccine, including use in adolescents and high-risk groups; 
further implement national plans for universal infant immunization, and utilize disease 
burden studies when assessing possible introduction of new vaccines (e.g., Haemophilus 
influenzae type b, pneumococcal and meningococcal vaccines). 

13. Review existing regulations regarding importation of vaccines and seek to change those 
regulations that unnecessarily impede the timely importation of approved vaccines. 

14. Expand and build upon existing partnerships with international, governmental and non-
governmental organizations (including ICC, the Regional Working Group for GAVI, and 
the private sector where appropriate) to support and further strengthen routine 
immunization systems, accelerated disease control initiatives and the introduction of new 
vaccines.  This would include the identification of issues to take to the GAVI Board on 
behalf of countries not eligible for the Vaccine Fund and the establishment of linkages with 
the media to develop and disseminate health information. 

15. Report requested data on immunization programmes to WHO and UNICEF on a timely 
basis using the WHO/ UNICEF joint form, and update information as needed throughout 
the year. 

WHO is recommended to: 

1. Advocate participating Member State governments to provide appropriate financial support 
to immunization programmes as a priority within primary health care delivery, in the 
context of health care reform and the health consequences of poverty, given that 
immunization is one of the most cost-effective health strategies. 

2. Officially inform participating Member State governments of the measles elimination 
regional plan and strategies. 

3. Facilitate and promote the development of information systems for vaccine programme 
management, including the distribution and use of vaccines, immunization coverage and 
vaccine-preventable disease surveillance. 

4. Publish and distribute the specific recognized contraindications to each of the vaccines in 
use, as well as the expected frequency of recognized adverse vaccine reactions relative to 
the expected frequency of complications of the vaccine-preventable diseases.  

5. Continue to encourage training and support of senior level immunization and national 
regulatory agency managers by the global training network for national regulatory 
authorities.  
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6. Expand and build upon existing partnerships with international, governmental and non-
governmental organizations (including regional and national ICCs, the European Union, 
and the Regional Working Group for GAVI) to support and further strengthen routine 
immunization systems, accelerated disease control initiatives and the introduction of new 
vaccines.  

7. Report on progress on these recommendations at the next Immunization Programme 
Managers’ meeting. 

II.  Vaccine management and safety of immunization 
National Programmes are recommended to: 

1. Review and assess the cold chain system and maintain regular inventories to identify the 
capacity and requirements at national and sub-national levels, and, when possible, as part 
of comprehensive immunization programme reviews.  

2. Adapt the national policy and train staff to expand the implementation of the multi-dose 
vial policy, utilizing the advantages offered by VVMs. 

3. Assess the safety of injections for immunization to identify major problems and prioritise 
corrective actions; encourage the use of AD syringes and safety boxes; and enhance the 
management of waste disposal systems.  

4.  Train staff for maintenance and management of the cold chain (with special emphasis on 
strengthening temperature monitoring systems during transport and storage at each level to 
prevent both freezing and exposure to heat), vaccine supplies and logistics systems, proper 
vaccine handling and safety of injection practices. 

5. Establish and strengthen AEFI surveillance systems capable of monitoring and managing 
adverse events; with appropriate case definitions, sensitive and flexible to detect and 
investigate all adverse reactions at sub-national levels, and clear and specific case 
definitions for standardization of classification at the national level. 

WHO is recommended to: 

1. Promote and provide technical support, along with UNICEF and all other partners, towards 
development and implementation of policies for ensuring safety of injections related to 
immunization, use of quality vaccines and cold chain management; and training of staff on 
relevant subjects; and the financial support by GAVI partners for these activities in the 
Fund eligible countries.  

2. Support country programmes through timely exchange of information and by designating a 
focal point to promptly respond to country inquiries concerning vaccine safety issues. 

III. Measles Elimination and CRI Prevention 
National Programme Managers are recommended to: 

1. Provide a technical level endorsement of the approach and strategies identified in the draft 
Strategic plan for integrated elimination of measles and prevention of congenital rubella 
syndrome in the European Region of WHO, 2002–2007, and they agree to provide any 
additional comments to WHO by 1 April 2002. 

2. Draft a national plan within two years if they do not yet already have one. These plans 
should address all elements of the Strategy, including identification of susceptible cohorts 
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and strengthening surveillance and laboratory capacity; identify resource needs; include an 
evaluation component; be consistent with the country’s CRI prevention objectives; and be 
approved by their ICC.  

3. Fully conduct, document and share their experiences with other countries in the Region, if 
they have already started to implement strategies to achieve the 2010 objectives. 

4. Strengthen their laboratory-based surveillance for measles and CRS, including designation 
of a national laboratory as part of the Regional laboratory network. 

5. Report surveillance data to the Regional office on a monthly basis, and implement the 
necessary changes to their national programmes in 2002 to permit the inclusion of 
information on age and vaccination status in these reports. 

WHO is recommended to: 

1. Finalize the Strategic plan in 2002 after broad-based consultations with all partners within 
the Region and present for approval to the WHO Regional Committee for Europe. 

2. Finalize Regional guidelines and supporting documents for implementation of the Strategic 
plan in 2002. 
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Annex 1 

PROGRAMME OF THE MEETING 

Tuesday, 26 February 
08.30–09.00 Registration 
09.00–09.30 Opening 

  Election of Chairperson and Rapporteurs 
  Adoption of agenda and programme 
  Briefing on background, purpose and expected outcome 

  Miscellaneous messages 

I – Strengthening immunization systems 

09.30–09.50 Global overview of the immunization and disease control 
programmes  P. Duclos, WHO/HQ 

09.50–10.10 Regional immunization programme; priorities and approaches for 
2002–2003 Dr N. Emiroglu, WHO/EURO 

10.10–10.30 Discussion 
10.30–11.00 Coffee break 

 Country experiences 
11.00–11.20 Turkey: Immunization delivery strategies to reach difficult areas 

and groups Dr C. Yalniz 
11.20–11.40 Bulgaria: Immunization services under health care reform 

 Dr A. Kunchev 
11.40–12.00 Georgia: Project on strengthening information systems for 

immunization programmes Dr P. Imnadze 
12.00–12.30 Discussion 
12.30–14.00 Lunch 

14.00–14.20 Vaccine supply and financial sustainability in the Region 
 UNICEF  

14.20–14.40 Managing immunization delivery; strategies and monitoring tools
 Dr S. Wassilak, WHO/EURO 

14.40–15.00 Immunization coverage data quality 
 Dr A. Burton, WHO/HQ 

15.00–15.30 Discussion  
15.30–16.00 Coffee break 
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II – Immunization safety 

16.00–16.15 Immunization safety; global overview with focus on injection 
safety for immunization  Dr P. Duclos, WHO/HQ 

16.15–16.35 Regional perspective on immunization safety 
 D. Maire, WHO/EURO 

16.35–16.55 New approaches to cold chain and logistics  
 Dr U. Kartoglu, WHO/HQ 

16.55–17.10 Country presentation:  
Ukraine: Study on the quality of the cold chain  

17.10–17.30 Discussion 
  
Wednesday, 27 February 

II – Immunization safety (continued) 

09.00–09.20 Adverse events following immunization surveillance system and 
networking Dr Heijbel 

09.20–09.40 Management of adverse events following immunization; response 
and dealing with the media Dr D. Salisbury 

09.40–10.00 Country experiences 
Estonia: National surveillance system for adverse events following 
immunization Dr Kutsar 

10.00–10.30 Discussion 
10.30–11.00 Coffee break 

III – Measles elimination and CRI prevention 

11.00–11.20 Regional vision towards integrated measles elimination, CRI 
prevention: strategies and operational plan  
 Dr J. Spika, WHO/EURO 

 
National plan of action for measles elimination 

11.20–11.40 Kazakhstan 

11.40–12.00 Moldova  Dr I. Bahnarel 
12.00–12.30 Discussion 

12.30–14.00 Lunch 

14.00–14.20 Integrated surveillance for measles, rubella, CRI and sharing of 
regional data and networking Dr R. Pebody, WHO/EURO 
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 Country experiences 

14.20–14.40 Russian Federation: activities for measles surveillance and the 
laboratory network Dr N. Tikhonova 

14.40–15.00 Romania: experience in surveillance of measles and CRS 
 Dr D. Pitigoi 

15.00–15.30 Discussion 

15.30–16.00 Coffee break 
16.00–16.20 Proposed regional strategies for combined measles rubella 

immunization Dr S. Deshevoi, WHO/EURO 
 Country experience on supplementary immunization 

activities 
16.20–16.40 Albania Dr P. Vasili 
16.40–17.00 Kyrgyzstan Dr L. Shteinke 
17.10–17.30 Discussion 
  

Thursday, 28 February 

IV – GAVI and introduction of new antigens 

09.00–09.20 Update on GAVI Dr B. Stenson, GAVI Secretariat 
09.20–09.40 Regional experience on the GAVI initiative, new and underused 

vaccines Dr A. Lobanov, WHO/EURO 
09.40–10.00 Uzbekistan: Challenges of the GAVI initiative; country experience 

and perspective Dr N. Atabekov 
10.00–10.20 Epidemiology of Hepatitis B in CAR and introduction and 

implementation of vaccine Dr M. Favorov, CDC 
10.20-10.50 Discussion 
10.50–11.20 Coffee break 

V – Polio eradication 

11.20–11.40 Preparation for the certification 
 Dr G. Oblapenko, WHO/EURO 

11.40–12.00 Polio end-game WHO/HQ 

12.00–12.15 Discussion 

12.15–14.00 Lunch 

VI – Conclusions and Recommendations 

14.00–15.30 Discussion 
 



EUR/02/5042756 
page 34 
 
 
 

Annex 2 

LIST OF PARTICIPANTS 

Albania 
 
Dr Silva Bino  Tel. No.: +355 43 70 058 
Director  Fax No.: +355 43 70 058 
Institute of Public Health  Email: silvi@sanx.net 
Rruga Alexander Moisiu No. 80 
Tirana 
 
Dr Petrit Vasili Tel. No.: +355 43 646 22 
Deputy Minister of Health Fax No.: +355 43 646 22 
Ministry of Health Email: maritas@albnet.net 
Blv. 'Bajram Curri' 
Tirana – Shqiperi 
 
Armenia 
 
Dr Sirak Sukiasyan Tel. No.: +374 1 62 59 70 
EPI Manager, Deputy Director       Fax No.: +374 1 61 33 69 
Centre of Hygienic and Anti-Epidemic Surveillance 
Republican Centre for Hygienic and  
Epidemic Surveillance 
D Malian Str. 37 
Yerevan 375096 
 
Dr Artavazd Vanyan  Tel. No.: +374 1 52 06 60 
Director  Fax No.: +374 1 61 33 69 
Department of Hygiene and Anti-Epidemic  
Surveillance 
Ministry of Health 
Toumanian Str. 8 
375001 Yerevan 
 
Azerbaijan 
 
Dr Akif Alibayov Tel. No.: +994 12 98 75 29 
Deputy Head Fax No.: +994 12 98 72 60 
Sanitary Surveillance Inspection Department 
Ministry of Health 
Kicik Deniz Kuc 4 
370014 Baku 
 
Dr Victor Gasimov Tel. No.: +994 12 98 75 29 
Deputy of Senior State Sanitary Doctor Fax No.: +994 12 98 72 60 
Ministry of Health 
Kickik Daniz str. 4 
370014 Baku 
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Belarus 
 
Dr Grigori Astashko Tel. No.: +375 17 222 61 48 
HeadFax No.: +375 17 222 46 27 
Department of Hygiene, Epidemiology  
and Prophylaxis 
Ministry of Health 
39, Mjasnikova Street 
220048 Minsk 
 
Dr Ludmila Mosina Tel. No.: +375 17 277 20 71 
Deputy Chief Doctor Fax No.: +375 17 278 42 07 
National Centre for Hygiene and Epidemiology  Email: imosina@gtp.by 
50 ul. Kazintca  
220099 Minsk 
 
Bosnia & Herzegovina 
 
Dr Stevan Jovic Tel. No.: +387 51 216600 
Assistant Minister of Health Fax No.: +387 51 216601 
Ministry of Health Email: kab.moh@bih.net.ba 
Republika Srpska 
Zdrave Korde 4 
78000 Banja Luka 
 
Dr Verica Misanovich Tel. No.: +387 33 664 246 
Pediatrician Fax No.: +387 33 664 245 
Clinical Centre – Sarajevo Pediatric Clinic Email: averica41@hotmail.com 
26 Bolnicka 
71000 Sarajevo 
 
Professor Zlatko Puvacic Tel. No.: +387 33 208 815 
EPI Coordinator for B&H Fax No.: +387 33 45 68 55 
Chief Federal Epidemiologist  Email: puvacici@bih.net.ba 
Federal Public Health Institute  Email: kab.moh@bih.net.ba 
Marsala Tita 9 
71 000 Sarajevo 
 
Dr Mitar Tesanovic Tel. No.: +387 51 216 511 
Epidemiologist Fax No.: +387 51 216 510 
Department of Epidemiology  Email: HIGIJA2@INECCO.NET 
National Public Health Institute 
Zavod za zastituto zdravlja 
Jovana Ducica 1 
78000 Banja Luka 
 
Bulgaria 
 
Dr Angel Kunchev Tel. No.: +359 2 93 01 251 
Head Fax No.: +359 2 9301 183  
Department for Communicable Diseases Control Email: epimngr@aster.net 
Ministry of Health   
5, Sveta Nedelja Square 
Sofia 1000 
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Dr Mira Stefanova Kojuharova Tel. No.: +359 2 46 55 17 
Chief Expert Fax No.: +359 2 46 55 17 
Directorate 'Health Prevention'  Email: j.levi@techno-link.com 
Ministry of Health 
5 Sveta Nedelja Square 
1000 Sofia 
 
Croatia 
 
Dr Bernard Kaic Tel. No.: +385 1 46 83 005 
National EPI Programme Manager  Fax No.: +385 1 48 83 004 
Department of Epidemiology of  Email: Bernard.kaic@hzg.hinet.hr 
Infectious Diseases 
Croatian National Institute of Public Health 
Rockefellerova 7 
10000 Zagreb 
 
Dr Valerija Stamenic  Tel. No.: +385 1 46 07 555 
Senior Adviser  Fax No.: +385 1 46 77 081 
Ministry of Health  Email: valerija.stamenic@mzrh.tel.hr 
Ksaver 200a 
10000 Zagreb 

 

Czech Republic 
 
Dr Gustav Walter Tel. No.: +420 2 249 72 184 
Senior Officer & EPI manager Fax No.: +420 2 249 16 007 
Department of Epidemiology  Email: gustav.walter@mzcr.cz 
Ministry of Health of the Czech Republic 
Palackého nam. 4 
128 01 Prague 2 
 
Estonia 
 
Dr Linda Jõe Tel. No.: +372 6 269 793 
Chief Specialist Fax No.: +372 6 269 795 
Department of Public Health  Email: linda.joe@sm.ee 
Ministry of Social Affairs of Estonia  
Gonsiori tn 29 
Tallinn 15027 
 
Dr Kuulo Kutsar Tel. No.: +372 6 567 702 
Head Fax No.: +372 6 567 702 
Department of Epidemiology  Email: kuulo.kutsar@tervisekaitse.ee 
Health Protection Inspectorate 
Paldiski mnt. 81 
10617 Tallinn 
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Finland 
 
Dr Hanna Nohynek  Tel. No.: +358 9 47 44 82 46 
National Public Health Institute  Fax No.: +358 9 47 44 86 75 
Department of Vaccines  
Mannerheimintie 166 
00300 Helsinki  
 
Georgia 
 
Dr Tamara A. Dolakidze Tel. No.: +995 32 39 75 17 
Head Fax No.: +995 32 94 04 85 
Department of Immunization and Logistics  Email: lb-ncdc@wanex.net 
National Centre for Disease Control 
Ministry of Health 
9 M. Asatiani st. 
380077 Tbilisi 
 
Dr Paata Imnadze Tel. No.: +995 32 398946 
Director NCDC Fax No.: +995 32 940485 
National Center for Disease Control Email: ncdc@ access.sanet.ge 
Asatiani Str. 9 
380077 Tbilisi 
 
Hungary 
 
Dr Agnes Csohan Tel. No.: +36 1 215 17 92 
Head, Department of Epidemiology  Fax No.: +36 1 215 17 92 
National Centre for Epidemiology  Email: csohan.oek@antsz.hu 
2-6 Gyali ut. 
H-1966  Budapest, PO Box: 64 
 
Dr Marta Melles Tel. No.: +36 1 215 82 76 
Director Fax No.: +36 1 215 82 76 
National Centre for Epidemiology Email: melles.oek@antsz.hu 
2-6 Gyali ut.  
PO Box: 64 
1966  Budapest 
 
Dr Adam Vass Tel. No.: +36 1 215 5331 
Head Fax No.: +36 1 215 5311 
Division of Epidemiology  Email: vassadam.oth@antsz.hu 
National Medical & Public Health Office  
2-6 Gyali ut  
PO Box: 839 
1437 Budapest 
 
Kazakhstan 
 
Dr Anuar Talkimbayev Tel. No.: +7 3172 31 78 07 
Chairman, State San-Epid Surveillance 
Ministry of Health 
66 Moscovskaja str. 
Astana 



EUR/02/5042756 
page 38 
 
 
 
Kyrgyzstan 
 
Dr Joldosh Kalilov Tel. No.: +996 312 66 11 43 
Director Fax No.: +996  312 66 02 24 
Republican Centre of Immunoprophylaxis  Email: olgarci@elcat.kg 
535, Frunze str. 
720033 Bishkek 
 
Dr Ludmila Shteinke Tel. No.: +996 312 22 79 45 
Deputy Minister of Health Fax No.: +996 312 66 04 93 
Ministry of Health Email: sh_hd@elcat.kg 
148 Moskovskaya Str 
720405 Bishkek 
 
Latvia 
 
Dr Jurijs Perevoscikovs Tel. No.: +371 737 6339 
Head Fax No.: +371 733 9006 
Department of Epidemiological Surveillance  Email: perevoscikovs@nvvc.org.lv 
of Infectious Diseases 
National Environmental Health Centre 
7 Klijanu str. 
1012 Riga 
 
Mr Dace Viluma Tel. No.: +371 70 21 595 
Officer, Division of Health Care Supervision Fax No.: +371 70 21 565 
Ministry of Welfare Email: dace_viluma@lm.gov.lv 
28 Skolas Str 
1331 Riga 
 
Lithuania 
 
Dr Vytautas Bakasenas Tel. No.: +370 2 77 98 10 
Deputy Director Fax No.: +370 2 77 87 61 
Centre for Communicable Diseases Prevention Email: ulpkc@takas.lt 
and Control 
Kalvariju st. 153 
2042 Vilnius 
 
Dr Stase Jankuniene Tel. No.: +370 2 66 14 64 
Senior Specialist Fax No.: +370 2 66 14 02 
Public Health Department Email: stase.jankuniene@sam.lt 
Ministry of Health 
Vilniaus st. 33 
2001 Vilnius 
 
Poland 
 
Dr Krzysztof Dziubinski Fax No.: +48 22 624 82 09 
Director  Email: k.dziubinski@interia.pl 
Sanitary and Epidemiological Station 
ul. Zelazna 79 
00-875 Warsaw 
 

mailto:ulpkc@takas.lt


EUR/02/5042756 
page 39 

 
 
 

Professor Wieslaw Magdzik Tel. No.: +48 22 849 31 04 
Director Fax No.: +48 22 849 74 84 
Department of Epidemiology Email: WMagdzik@pzh.gov.pl 
National Institute of Hygiene 
ul. Chocimska 24 
00791 Warsaw 
 
Republic of Moldova 
 
Dr Ion Bahnarel Tel. No.: +373 2 72 98 69 
Deputy Minister of Health Fax No.:  +373 2 73 87 81 
Ministry of Health of Moldova Email: bahnarel@mednet.md 
Vasile Alecsandri Str. 1 
2009 Chisinau 
 
Dr Anatoliy Melnik  Tel. No.: +373 2 72 81 32 
Head  Fax No.:  +373 2 72 97 25 
National Centre for Preventive Medicine  Email: amelnic@mednet.md 
Gh. Asachi Str. 67A 
2028 Chisinau 
 
Romania 
 
Dr Daniela Pitigoi Tel. No.: +40 1 313 80 14 
Counsellor Fax No.: +40 1 313 66 60 
Department for Public Health Email: dpitigoi@ms.ro 
Ministry of Health and Family 
Ministerului Street, nr. 1-3, sector 1, 5th floor 
70109  Bucharest 
 
Dr Alexandru Rafila Tel. No.: +40 1 313 80 14 
General Director  Fax No.: +40 1 313 66 60 
Department of Public Health  Email: velea@minsan.dnt.ro 
Ministry of Health and Family 
1-3 Ministerului Street, sector I 
70109 Bucharest 
 
Russian Federation 
 
Dr Serguei I. Ivanov Tel. No.: +7 095 973 2666 
Chief Fax No.: +7 095 973 26 94 
State Sanitary Inspection of the Russian Federation 
Ministry of Health 
Vadkovsky per. 18/20 
101479, Moscow 
 
Dr Nina Tikhonova Tel. No.: +7 095 459 21 49 
Deputy Director Fax No.: +7 095 452 18 30 
Gabrichevsky G.N. Research Institute of 
Epidemiology and Microbiology 
10, Admiral Makarov str. 
Moscow 125212 



EUR/02/5042756 
page 40 
 
 
 
Slovakia 
 
Dr Eva Maderova Tel. No.: +421 2 44 37 29 06 
National EPI Manager Fax No.: +421 2 44 37 26 41 
Public Health Institute of the Slovak Republic Email: eva.maderova@health.gov.sk 
Trnavskú 52 
826 45 Bratislava 
 
Dr Margareta Slacikova 
Ministry of Health 
PO Box 52 
Limbova 2 
837 52 Bratislava 
 
Slovenia 
 
Dr Ada Hocevar Grom Tel. No.: +386 1 24 41 474 
Chief Fax No.: +386 1 24 41 471 
Department of Epidemiology  Email: ada.hocevar@ivz-rs.si 
National Institute of Public Health  
Trubarjeva 2 
1000 Ljubljana 
 
Dr Alenka Kraigher Tel. No.: +386 1 24 41 412 
Head Fax No.: +386 1 24 41 471 
Centre for Communicable Diseases Email: alenka.kraigher@ivz-rs.si 
National Institute of Public Health 
Trubarjeva 2 
61000 Ljubljana 
 
Sweden 
 
Dr Peet Tull Tel. No.: +46 8 55 55 34 23 
Senior Consultant  Fax No.: +46 8 55 55 35 55 
National Board of Health and Welfare  Email: peet.tull@sos.se 
Department of National Supervision, Communicable 
Diseases 
10630 Stockholm 
 
Tajikistan 
 
Dr Davron Pirov  Tel. No.: +992 372 21 18 35 
Head, SanEpid Department Fax No.: +992 372 21 48 71 
Ministry of Health 
66 Shevchenko str 
Dushanbe 734025 
 
Dr Shamsiddin Jobirov Tel. No.: +992 372 27 62 94 
General Director Fax No.: +992 372 214 871 
Republican Centre of Immunoprophylaxis  Email: immune@rci.tajik.net 
Ministry of Health 
Chapaev str. 8 
734025 Dushanbe 
 



EUR/02/5042756 
page 41 

 
 
 

The Former Yugoslav Republic of Macedonia 
 
Dr Jovanka Kostovska Tel. No.: +389 2 135 805 
National Counterpart for EPI Fax No.: +389 2 113 014 
Ministry of Health Email: wholo@unet.com.mk 
Street 50 Divisija No. 6 
91000 Skopje 
 
Dr Kristin Vasilevska Tel. No.: +389 2 14 70 20 
National Counterpart for Communicable Diseases Fax No.: +389 2 12 11 69 
Institute of Epidemiology, Biostatistics and Medical 
Informatics 
Medical Faculty Skopje 
University 'Sv. Kiril i Metodij' 
'Vodnjanska' 31 
91000 Skopje 
 
Turkey 
 
Dr Ismail Toprak Tel. No.: +90 312 431 48 27 
General Director Fax No.: +90 312 435 09 92 
General Directorate of Primary Health Care  Email: oafsar@bigfoot.com 
Temel Saglik Hizmetleri Genel Müdürlügü 
Ministry of Health 
Sihhiye Ankara 
 
Dr Cevdet Yalniz Tel. No.: +90 312 435 29 71 
Head, Communicable Diseases Department Fax No.: +90 312 432 29 94 
Ministry of Health Email: cyalniz@saglik.gov.tr 
Saglik Bakanligi 
06434 Sihhiye-Ankara 
 
Turkmenistan 
 
Dr Jumaguly Akmammedov Fax +993 12 35 02 48 
Chief of Anti-Plague Station a.i. 
Ministry of Health and Medical Industry of Turkmenistan 
Mahtumkuli pr. 90 
744000 Ashgabat 
 
Dr Aknur Nurmuhammedova Fax +993 12 35 02 48 
Parasitologist 
Ministry of Health and Medical Industry of Turkmenistan 
Mahtumkuli pr. 90 
Ashgabat 744000 
 
Ukraine 
 
Dr Maria Aronova  Tel. No.: +380 44 253 52 03 
Chief Specialist  Fax No.: +380 44 253 52 03 
Main Sanitary and Epidemiological Department 
Ministry of Health 
7 Hrushevsky Str. 
01021 Kiev 



EUR/02/5042756 
page 42 
 
 
 
 
Dr Sergey Berezhnov Tel. No.: +380 44 293 94 84 
Head Fax No.: +380 44 293 69 75 
Main Sanitary Epidemiological Department 
Ministry of Health of Ukraine 
7 Hrushevsky str. 
01021 Kiev 
 
Uzbekistan 
 
Dr Nurmat S. Atabekov Tel. No.: +998 712 41 18 30 
Head Fax No.: +998 71 144 10 41 
Sanitary and Epidemiological Dept. 
Ministry of Health 
Navoi Str. 12 
700011 Tashkent 
 
Dr Saidmurad Saidaliyev Tel. No.: +998712 41 16 24 
Chief Doctor Fax No.: +99871 144 10 40 
State Sanitary and Epidemiological Centre of  
Tashkent City 
Ministry of Health of Uzbekistan 
12 Navoi str. 
700011 Tashkent 
 
Yugoslavia 
 
Dr Darko Djurkovic Tel. No.: +381 11 311 73 40 
Head, Epidemiology Department Fax No.: +381 11 311 20 80 
Federal Institute of Public Health Email: daredj@eunet.yu 
Omladinskih brigada 1 
11070 Novi Beograd 
 
Dr Rodoljub Milosevic Tel. No.: +381 11 311 7635 
Chief Fax No.: +381 11 311 76 26 
Department for International Cooperation 
Federal Secretariat for Labour, Health and Social Welfare 
Omladinskih Brigada 1 
11070 Novi Beograd 
Yugoslavia 
 
Kosovo 
 
Dr Isme Humolli Fax No.: 381 38 550 585 
EPI Manager Email: ismehumolli@hotmail.com 
Institute of Public Health 
Instituti Kombetar i Shendetesise Publik 
(ish Ento Higjienik) 
rr, Nena Tereze 
Pristina, Kosovo 
 



EUR/02/5042756 
page 43 

 
 
 

Mrs Adriana Kalaveshi Tel. No.: +381 38 54 14 32 
Institute of Public Health – Kosova Fax No.: +381 38 55 05 85 
Rrethi i spitallt p.n. Email: ariana.kalaveshi@hotmail.com 
Pristina, Kosovo 
 
 

Temporary Advisers 
 
Professor Nikolaj A. Chaika Tel. No.: +7 812 2333420 
Chief Fax No.: +7 812 2329217 
Department of Scientific Medical Information  Email: nchaika@mail.ru 
St. Petersburg Pasteur Institute 
Mira St. 14 
197101 St. Petersburg 
Russian Federation 
 
Dr Androulla Efstratiou Tel. No.: +44 208 2004400x4270 
Head Fax No.: +44 208 200 6868 
WHO Collaborating Centre for Dipththeria  Email: AEfstratiou@PHLS.org.uk 
and Streptococcal Infections 
Public Health Laboratory Service  
61 Colindale Avenue 
GB-London NW9 5HT 
United Kingdom 
 
Mr Nigel Gay Tel. No.: +44 208 200 6868 
Communicable Disease Surveillance Centre Fax No.: +44 208 200 7868 
Public Health Laboratory Service Email: NGay@phls.org.uk 
61 Colindale Avenue 
GB-London NW9 5EQ 
United Kingdom 
 
Dr Steffen Glisman Tel. No.: +45 32 68 32 65 
Epidemiological Department Fax No.: +45 32 68 38 74 
State Serum Institute Email: stg@ssi.dk 
Artillerivej 5 
2300 Copenhagen 
Denmark 
 
Dr Harald Heijbel Tel. No.: +46 46 18 80 36 
Swedish Institute for Infectious Disease Control Fax No.: +46 46 18 80 41 
S:t Larsområdet Email: harald.heijbel@swipnet.se 
220 09 Lund 
Sweden 
 
Dr David M. Salisbury, C.B. Tel. No.: +44 207 972 1522 
Principal Medical Officer Fax No.: +44 207 972 5758 
Department of Health Email: david.salisbury@doh.gsi.gov.uk 
Skipton House 
80 London Road 
GB-London SE1 6LH 
United Kingdom 



EUR/02/5042756 
page 44 
 
 
 
Dr Pierre Van Damme        Tel. No.: +32 3 820 25 23 
Head Fax No.: +32 3 820 26 40 
WHO Collaborating Centre on Prevention  Email: pvdamme@uia.ua.ac.be 
and Control of Viral Hepatitis 
Epidemiology and Community Medicine 
University of Antwerp 
Universiteitsplein 1 
B-2610 Antwerp (Wilrijk) 
Belgium 
 
 

Representatives of other Organizations 
 
American Red Cross  
 
Dr Amy Mintz Tel. No.: + 1 202 639 3433 
Senior Delegate Fax No.:  +1 202 639 3560 
Manager, Europe & NIS Email: mintza@usa.redcross.org 
American Red Cross – International Services 
431 18th St., N.W. 
Washington, DC 20006 
United States of America 
 
Dr Rowan Wagner Tel. No.: + 1 202 639 3433 
Europe & NIS  Fax No.:  +1 202 639 3560 
American Red Cross – International Services  Email: skyspirit48@hotmail.com 
431 18th St., N.W.  
Washington, DC 20006 
United States of America 
 
Centers for Disease Control and Prevention 
 
Dr Peter Strebel Fax No.: +1 404 639 8573 
Centers for Disease Control and Prevention (CDC) Email: pms4@CDC.GOV 
Vaccine-Preventable Disease Eradication 
Polio Eradication Activity 
1600 Clifton Rd., NE 
Atlanta, GA 30333 
United States of America 
 
Dr Amra Uzicanin Tel. No.: +1 (404) 639 8747 
Epidemic Intelligence Service Officer Fax No.: +1 (404) 639 8573 
Centers for Disease Control Email: aau5@cdc.gov 
National Immunization Program 
Vaccine Preventable Disease Eradication Division 
1600 Clifton Road, MS-E05 
30333 Atlanta, GA 
United States of America 



EUR/02/5042756 
page 45 

 
 
 

Mr David Gittelman Tel. No.: +1 404 639 87 51 
Public Health Advisor Fax No.: +1 404 639 85 73 
CDC Email: dgittelman@cdc.gov 
Global Measles Branch, National 
Immunization Program, Mailstop E-05 
1600 Clifton Road NE 
Atlanta GA 30333 
United States of America 
 
Dr Michael Favorov Email: mfavorov@usaid.gov 
Programme Director 
CDC Central Asia 
91-97 Furmanova St., Suite 15 
480009 Almaty 
Kazakhstan 
 
CVP/PATH 
 
Dr David Mercer Tel. No.: +1 206 285 3500 
Program for Appropriate Technology in Health (PATH) Fax No.: +1 206 285 6619 
Bill and Melinda Gates Children's Vaccine Program Email: www.path.org 
4 Nickerson Street, Suite 300 
Seattle, 98109 Washington 
United States of America 
 
GAVI Secretariat 
 
Dr Bo Stenson Tel. No.: +41 22 909 5060 
Principal Officer Fax No.: +41 22 909 5931 
GAVI Secretariat Email: bstenson@unicef.org 
c/o UNICEF 
Palais des Nations 
CH-1211 Geneva 
Switzerland 
 
March of Dimes 
 
Dr Michael Katz Tel. No.: +1 914 997 4555 
Vice President for Research Fax No.: +1 914 997 4560 
March of Dimes, Birth Defects Foundation 
1275 Mamaroneck Avenue 
White Plains, NY 10605 
United States of America 
 
UNICEF 
 
Dr Chinara Aidyralieva Tel. No.: +996 312 66 00 76 
Assistant Project Officer Fax No.: +996 312 66 05 65 
UNICEF Email: caidyralieva@unicef.org 
31/1 Kazzakova str. 
Bishkek 720000 
Kyrgyzstan 



EUR/02/5042756 
page 46 
 
 
 
Dr Lulzim Cela Tel. No.: +381 38 549 230 
APO Health and Nutrition Fax No.: +381 38 549 234 
UNICEF Kosovo Office – Prishtina Email: lcela@unicef.org 
Tauk Bashqe 28, off Nazim Gafurri st. 
38000 Pristina 
Yugoslavia 
 
Ms Shanelle Hall Tel. No.: +45 3527 3084 
Contracts Officer, Immunization Team Leader Fax No.: +45 3526 9421 
UNICEF Supply Division Email: shall@unicef.org 
UNICEF Plads, Freeport 
DK-2100 Copenhagen 
Denmark 
 
Ms Mariam Jashi Tel. No.: +995 32 25 11 30 
UNICEF Fax No.: +995 32 25 12 36 
9, Eristavi Street Email: mjashi@unicef.org 
Tbilisi 
Georgia 
 
Dr Dinara Kulieva Tel. No.: +994 12 98 05 78 
Health Officer Fax No.: +994 12 93 82 78 
UNICEF Azerbaijan, UN Office Email: dkulieva@unicef.baku.az 
50th UN Anniversary Str.3 
Baku 370001 
Azerbaijan 
 
Mrs Birute Lekaviciute Tel. No.: +45 35 27 30 08 
UNICEF Denmark Fax No.: +45 35 26 94 21 
Unicef Plads 1 Email: Blekaviciute@unicef.dk 
2100 Copenhagen 
Denmark 
 
Dr Dragoslav Popovic Tel. No.: +41 22 909 5626 
UNICEF Regional Officer for CEE/CIS Fax No.: +41 22 909 5909 
UNICEF Email: dpopovic@unicef.org 
Palais des Nations 
5-7 avenue de la Paix 
CH-1211 Geneva 10 
Switzerland 
 
Mr Thomas Sorensen Tel. No.: +45 35 27 30 05 
UNICEF Denmark Fax No.: +45 35 26 94 21 
Unicef Plads 1 Email: tsorensen@unicef.dk 
2100 Copenhagen 
Denmark 
 
Dr Tetyana Tarasova Tel. No.: +380 044 253 04 78 
UNICEF Kyiv Fax No.: +380 044 230 25 06 
1 Klovsky Uzviz Email: ttarasova@unicef.org 
01021 Kyiv 
Ukraine 



EUR/02/5042756 
page 47 

 
 
 

Dr Naira Yeritsyan Tel. No.: +374 1 52 35 46 
UNICEF Armenia Fax No.: +374 1 54 38 10 
14 Leiknekht str. Email: nyeritsyan@unicef.org 
Yerevan 
Armenia 
 
Dr Svetlana Zmitrovich Tel. No.: +994 12 93 10 33 
Deputy Director Fax No.: +994 12 98 72 60 
Republican Centre for Hygiene and 
and Epidemiology 
34, J. Jabbarly Street 
Baku 370064 
Azerbaijan 
 
US Agency for International Development 
 
Dr Murray Trostle Tel. No.: +1 202 783 2767 
Public Health Advisor Fax No.: +1 202 216 3702 
U.S. Agency for International Development Email: MTROSTLE@USAID.GOV 
G/PHN/HN – Child Survival Division 
3.07-075 M, 3rd Floor RRB 
320 Twenty-First Street, N.W. 
Washington, DC 20523 
United States of America 
 
World Bank 
 
Dr Nedim Jaganjac Tel. No.: +1 202 458 5986 
Health Specialist  Fax No.: +1 202 477 0711 
World Bank  Email: Njaganjac@worldbank.org 
1818 H Street, Room H7-274  
Washington, D.C. 20433 
United States of America 
 
 

World Health Organization 
 
Headquarters 
 
Dr Daniel Tarantola Tel. No.: +41 22 791 29 81 
Director, Vaccines and Biologicals Email: tarantolad@ccm.who.ch 
Health Technology and Pharmaceuticals 
 
Mr Anthony Burton Fax No.: +41 22 791 4210 
Programme Analyst Email: burtona@who.int 
Vaccine Assessment and Monitoring (VAM) 
Vaccines and Biologicals 
 
Dr Philippe Duclos Tel. No.: +41 22 791 4527 
Medical Officer Fax No.: +41 22 791 4193 
Vaccine Assessment and Monitoring (VAM)  Email: duclosp@who.ch 



EUR/02/5042756 
page 48 
 
 
 
Dr Anamaria Henao-Restrepo Tel. No.: +41 22 791 3402 
Medical Officer Fax No.: +41 22 791 4192 
Expanded Programme on Immunization (EPI)  Email: henaorestrepoa@who.ch 
Vaccines and Biologicals 
 
Dr Umit Kartoglu Tel. No.: +41 22 791 4972 
Technical Officer Fax No.: +41 22 791 4384 
Access to Technologies (ATT) Email: Kartogluu@who.int 
Vaccines and Biologicals 
 
Regional Office for Europe 
 
Dr Roberto Bertollini Tel. No.: +45 39 17 15 16 
Director, Division of Technical Support Email: rbe@who.dk 
 
Ms Malika Abdusalyamova Tel. No.: +45 39 17 14 71 
Secretary Fax No.:  +45 39 17 18 51 
Communicable Diseases Control, Prevention Email: mab@who.dk 
   and Eradication 
 
Dr Sergei Deshevoi Tel. No.: +7 3272 30 14 51 
Medical Officer Fax No.: +7 3272 30 14 51 
Expanded Programme on Immunization in CAR Email: sed2@online.ru 
 
Dr Nedret Emiroglu Tel. No.: +45 39 17 14 50 
Regional Adviser Fax No.:  +45 39 17 18 63 
Communicable Diseases Control, Prevention   Email: nem@who.dk 
   and Eradication 
 
Dr Bernardus Ganter Tel. No.: +45 39 17 13 98 
Regional Adviser Email: bga@who.dk 
Communicable Diseases Surveillance and Response 
 
Ms Dalya Herrera Guris Tel. No.: +90 312 4358892 
Medical Officer Fax No.: +90 312 4677028 
WHO Polio Project Office, Turkey Email: whotur@dominet.in.com.tr 
 
Dr Galina Lipskaya Tel. No.: +45 39 17 14 69 
Scientist, Polio Eradication Programme Email: gli@who.dk 
Communicable Diseases Control, Prevention  
   and Eradication 
 
Dr Andrei Lobanov Tel. No.: +45 39 17 15 69 
Medical Officer Email: alo@who.dk 
Communicable Diseases Control, Prevention  
   and Eradication 
 
Ms Jenny Birkjær Madsen Tel. No.: +45 39 17 14 76 
Programme Assistant Fax No.:  +45 39 17 18 51 
Communicable Diseases Control, Prevention Email: jen@who.dk 
   and Eradication 

mailto:mab@who.dk
mailto:nem@who.dk
mailto:jen@who.dk


EUR/02/5042756 
page 49 

 
 
 

Mr Denis Maire Tel. No.: +45 39 17 15 34 
Technical Officer Email: dgm@who.dk 
Communicable Diseases Control, Prevention  
   and Eradication 
 
Dr George Oblapenko  Tel. No.: +45 39 17 12 94 
Medical Officer, Poliomyelitis Eradication Programme Email: obl@who.dk 
Communicable Diseases Control, Prevention  
   and Eradication 
 
Dr Richard Pebody Tel. No.: +45 39 17 14 98 
Medical Officer Email: rpe@who.dk 
Communicable Diseases Control, Prevention  
   and Eradication 
 
Dr Serap Sener Tel. No.: +381 38 549216/8 
Public Health Consultant Email: WHO_kosovo@IPKO.org 
WHO Office for Humanitarian Assistance, Pristina 
 
Dr John Spika Tel. No.: +1 (613) 957-0322 
Medical Epidemiologist  Fax No.: +1 (613) 744-2619 
Communicable Diseases Control, Prevention Email: spikadavis@primus.ca 
   and Eradication 
 
Ms Sandrine Turbide Tel. No.: +45 39 17 12 97 
Programme Assistant Email: stu@who.dk 
Communicable Diseases Control, Prevention  
   and Eradication 
 
Dr Steven Wassilak Tel. No.: +45 39 17 12 58 
Medical Officer, Poliomyelitis Eradication Programme Email: swa@who.dk 
Communicable Diseases Control, Prevention  
   and Eradication 
 

Interpreters 
 
Mr Vladimir M. Ilyukhin Tel. No.: +7 095 180 4276 
Simultaneous Interpreter Fax No.: +7 095 912 3801 
 Email: larisab@orc.ru 
 
Mr Georgy G. Pignastyy Tel. No.: +7 (095) 935-33-04 
Conference Interpreter/Translator  Email: antonag@orc.ru 

mailto:spikadavis@primus.ca

	Sub-Regional Meeting of National Immunization Programme Managers (Central and Eastern Europe, Turkey and NIS)
	ABSTRACT
	CONTENTS
	Introduction
	1. Strengthening immunization systems
	Progress towards global immunization goals
	Regional immunization programme: priorities and approaches for 2002–2003
	Vaccine supply and financial sustainability in the European Region
	Managing immunization delivery: strategies and monitoring tools
	Data on the quality of immunization coverage
	Country experiences in strengthening immunization systems

	2. Immunization safety
	A global overview focusing on injection safety for immunization
	Regional perspective on immunization safety
	New approaches to the cold chain and logistics
	AEFI surveillance systems and networking
	Management of AEFI: response and dealing with the media
	Country experiences in immunization safety and surveillance for AEFI

	3. Eliminating measles and preventing CRI
	Regional vision towards measles elimination and CRI prevention: strategies and operational plan
	Stage I: limited measles control
	Stage II: measles control
	Stage III: approaching measles elimination
	Stage IIIa: No target for preventing congenital rubella infection
	Stage IIIb: a target for preventing congenital rubella infection
	Integrated surveillance strategy for measles and rubella in the European Region
	Country experience with measles surveillance and elimination activities

	4. Global Alliance for Vaccines and Immunization (GAVI) and introduction of new antigens
	Update on GAVI
	Regional and country experience on the GAVI initiative: new and underused vaccines
	Epidemiology of hepatitis B in the central Asian republics and introducing and implementing vaccination
	Country experiences with the GAVI initiative

	5. Poliomyelitis eradication
	Progress towards certification of the European Region as polio-free and the laboratory containment process
	Global progress and poliomyelitis immunization strategies after eradication

	Conclusions and recommendations of the sub-regional meeting of national immunization programme managers for Central and Eastern Europe, Turkey and NIS (Vienna, Austria, 26–28 February 2002)
	Conclusions:
	Recommendations:

	Annex 1 PROGRAMME OF THE MEETING
	Annex 2 LIST OF PARTICIPANTS

