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1. INTRODUCTION 

The Fifth Intercountry Meeting of Expanded Programme on Immunization 
( E P I )  Managers organized jointly by WHOIEMRO and UNICEFIMENA was held in 
Cairo, Egypt, from 18 to 22 June 1988. Twenty-two countries of the Region 
participated as well as WHO and UNICEF Regional and field officers. The 
complete list of participants appears in Annex 2. 

The objectives of the meeting were: 

- To review progress in countries of the Region towards the 1990 target 
of Universal Child Immunization (UCI). 

- To follow up the recommendations of the previous meetings, especially 
the fourth meeting held in Bludan, Syrian Arab Republic, in June 1987. 

- To discuss technical advances in EPI. 
- To discuss and plan appropriate future activities related to EPI and 

disease reduction in the Region. 

2. OPENING SESSION 

The opening session was addressed by Dr Hussein A. Gezairy, Regional 
Director, WHOIEMRO, Mr Richard Reid, Regional Director, UNICEFIMENA and 
Dr F. Sheibat A1 Hamad, Under-Secretary of Ministry of Health, Egypt, who 
read a message from H.E. Dr M.R. Doweldar, Mlnlsrer of Health, ~gypt, 

Dr Hussein Gezairy in his address expressed his pleasure and 
satisfaction at the continuing and growing collaboration between WHOIEMRO 
and UNICEFIMENA. He welcomed the national EPI managers and emphasized 
that their vast experience and valuable contributions would be the 
cornerstones in the proceedings of this meeting. He then stressed the 
fact that we are less than two years away from the 1990 targer and spelled 
out the responsibility of this meeting to guide the work for the remaining 
critical period before the deadline. He finally highlighted three points 
that the participants would have to bear in mind during their 
deliberations: (a) the sustainability of high levels of immunization 
coverage already achieved in some countries and the acceleration of 
immunization programmes in countries with low or moderate coverage; (b) 
the feasibility of eradicating poliomyelitis in the Region by the year 
2000; and (c) the maintenance of an effective surveillance system, 
including laboratory surveillance, in order to achieve the above two 
objectives. 

Mr Richard Reid expressed his thanks and greetings to the 
participants, recalling the fact that a number of them had attended the 
two prevlous meetlngs In Cyprus and Syrian Arab Kepublic. He referred to 
his metaphor of last year on countries of the Region that were either 
flying high, or just taking off, or not taking off at all in EPI 
perfnrmanc~; he nnt-ed wi t.h great satisfact-inn t-hat this year all countries 
have taken off and their programmes are moving towards UCI. He then 
outlined his views on a number of achievements and issues vital to the 
progress of EPI in the Region. Among other things he spoke about the 
significant sustainability achieved in Iraq, Syrian Arab Republic and 
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Turkey; the major advances made, particularly in Egypt, Lebanon and 
Morocco; the high-performing countries like Jordan, Kuwait, Tunisia; the 
need for joint WHO/UNICEF reviews for verifying performance; the problem 
of neonatal tetanus; and the Regional disparities in immunization coverage 
within large developing countries. 

Dr Fathy Sheibat A1 Hamad, Under-Secretary, Ministry of Health, Egypt, 
read the opening message of H.E. Dr M.R. Doweidar, Minister of Health, 
Egypt, who was unable to attend due to previous commitments. In his 
message Dr Doweidar welcomed the participants to Egypt and wlshed them 
success in their deliberations. He mentioned that this occasion 
reflected, once again, the essence of the Alma-Ata Declaration on Primary 
Health Care. He then went on to outline the successful immunization 
programme of Egypt which has had a long tradition in this field. He 
finally paid tribute to the WHO and UNICEF support to Egypt. 

3. PROCEEDINGS OF THE MEETING 

3.1.Election of officers and adoption of the Agenda 

During the first plenary session, it was agreed to adopt a rotating 
chairmanship for the meeting. The following were elected as Chairpersons: 
Dr (Mrs) Esmat Mansour Ibrahim, EPI National Manager, Ministry of Health, 
Cairo, for the first day; Dr Khalifa Hamad A1 Jaber, Director of 
Preventive Medicine, Ministry of Health, Doha, for the second day; 
Dr Abdul Moneim Noor, Head of Vaccination Unit, Ministry of Health, Abu 
Dhabi, for the third day; Dr Alia Mahjoub Zarrouk, EPI National Manager, 
Ministry of Public Health, Tunis, for the fourth day, and Colonel Mohamad 
Akram Khan, EPI Programme Manager, National Institute of Health, 
Islamabad, for the fifth day. 

Dr Michael Voniatis, Senior Medical Officer, Ministry of Health, 
Nicosia, was elected as Rapporteur. 

Following the election of officers, the proposed Agenda was adopted as 
shown in Annex 1. The meeting was conducted in plenary and working group 
sessions. The programme of the meeting is attached as Annex 3. 

3.2. Global Overview 

Dr Ralph Henderson, Director EPI, WHO/Geneva, brought greetings and 
wishes for a successful meeting from Dr Mahler, the then Director-General 
of WHO. Dr Henderson recalled that global immunization coverage with a 
third dose of polio or DPT vaccines in developing countries was now at the 
50% level and that immunization against measles, pertussis and (neonatal) 
tetanus is preventing over a million deaths from these diseases each 
year. Nevertheless, over three million deaths from these diseases are 
occurring annually, a fact underlining the need to raise coverage rates as 
quickly as possible, so as to achieve the goal of immunizing all children 
against these diseases by 1990. 

An analysis of countries which had not yet athained a 50% coverage 
with polio or DPT3 showed a preponderance in Africa. Nevertheless, some 
44% of all unimmunized infants in developing countries reside in just four 
countries: China, India, Indonesia and Nigeria. A projection of expected 
increases in national immunization coverage suggests that a global level 
of only 70-75% will be attained by 1990, even with intensive efforts. 



However, the attainment of higher coverage remains tantalizingly close. 
Better management of the health services, exploited to maximum advantage, 
combined with efforts to involve community leaders through social 
mobilization, is the key. 

The success which has been achieved by the EPI during the past decade 
has shaped the agenda for the next decade. There are five major priorities 
to be addressed. 

The first is to achieve the full use of existing vaccines in all 
countries of the world as soon as possible, building toward achieving 
universal coverage with comprehensive maternal and child health services 
by the year 2000. 

The second is disease control. The global EPI has established the 
targets of reduclng measles and eliminating neonatal tetanus by 1995. The 
World Health Assembly, In May 1988, adopted the goal of global pollo 
eradication by the year 2000. 

The third is the introduction of additional vaccines into national 
immunization programmes as appropriate. 

The fourth is the use of the EPI delivery system to promote and/or 
deliver other primary health care services. The EPI already combines its 
tralning with diarrhoea1 disease control, and is now introducing a child 
spacing module in iLs c u u r s e s .  The Programme is also promoting the 
administration of Vitamin A for children with measles in countries where 
measles case-fatality rates exceed I%, and is developing approaches for 
Vitamin A and iodine supplementation in populat.inns with these 
deficiencies. 

The fifth is research and development to support the activities in the 
previous four areas. 

Global polio eradication represents perhaps the most challenging goal 
of all. Pursued appropriately, this should serve to strengthen the EPI by 
placing a clear focus on disease control as the primary objective of the 
Programme and should promote inproved surveillance, improved laboratory 
diagnostic services and improved case-investigation and outbreak control 
techniques for all the EPI target diseases. 

3.3. Regional Overview 

Analyses based on reports from Member States of the Region indicate 
that the annual overall antigen-wise immunization coverage amongst 
children under one year of age is steadily increasing over the years. 
Several countries have continued accelerating their EPI activities, either 
through a campaign approach or by promoting and strengthening the existing 
health delivery system, including in the private sector, in providing 
immunization services. The accornplishment of the Programme during 1387, 
worked out against the population figures derived from the United Nations 
Monthly Bulletin of Statistics were: BCG ( 6 7 % ) ,  DPT3 ( b 5 % ) ,  OPV3 (65%) and 
i s  (61%). The method of c;tlculation of immunization coverage with 
tetanus toxoid for pregnant women and/or women of childbearing age needs 
refinement. A guide for this purpose is still urgently needed. The 
reported coverage with two doses of tetanus toxoid for 1987 was only 20%. 



Available information indicates that 19 countries with more than 81% 
of the child population of the Region have already achieved an 
immunization coverage level of over 60% for DPT3lOPV3 and that only one 
Member State, with only 1% of the population of the Region, remained with 
a coverage of less than 20%. 

All countries, in 1986, set yearly immunization targets towards 1990. 
Comparing achievement with the set targets for 1987, it was clear that 12 
countries, mostly from those with high coverage, have achieved their 
Largets. However, some countrles still ralled to reach their own target 
set for 1987. In addition, over half of the total number of countries in 
this Region were facing 10%-30% drop-out rates from the 1st to the 
3rd dose of DPT. With this pace of progress, it is anticipated that the 
overall immunization coverage of the Region by the year 1990 may not 
exceed 80%. This underlines the need to put in more serious effort, 
particularly in some Member States, to keep on accelerating and sustaining 
their EPI activities and to re-establish or strengthen political 
commitment and social mobilization in order to achieve the UCI goal of 
1990. 

Disease surveillance systems remain the weakest component of EPI. From 
the reported annual incidence of EPI target diseases, it is observed, with 
caution, that there is a general decreasing trend in annual morbidity, 
except for tetanuslneonatal tetanus. Thls observation, when considered in 
the light of the increasing immunization coverage, indicates that there is 
probably real decrease in the number of cases of EPI target diseases. The 
increase in v e p n r t ~ d  cases  of neonatal tetanus may be attributed to better 
reporting systems and increasing level of public awareness. 

As recommended during the Fourth Intercountry Meeting on EPI, held in 
1987, some countrles have conducted studies of missed opportunities for 
immunization in curative services of health establishments, surveys on 
mortality from neonatal tetanus, and serological studies to determine 
antibody titres after immunization with OPV. The results of these studies 
have been very useful in directing the programmes properly. 

Also, comprehensive reviews of EPI, either alone or as part of PHC 
review, were conducted in seven countries of the Region during 1987. 

An additional special meeting was held in Khartoum in February 1988, 
for the five Member States of the Region still with low overall coverage, 
to discuss problems faced and find out solutions to further accelerate 
their EPI activities. 

The close partnership of WHO and UNICEF in supporting national 
initiatives, coupled with support from bilateral and various 
non-governmental organizations, continues to be an important contributing 
factor towards the achievements of the Programme in the Region. 

Following the presentation of the global and Regional overview, the 
participants divided into four groups. During their discussions, they 
outlined what they had achieved in 1987, key reasons for successes and 
failures, and constraints. Their observations and recommendations could 
be summarized under the followirig main headings: 



(a). Immunization coverage 
(b). Disease surveillance activities and morbidity reduction 
(c). Sterilization policy 
(dl. Baseline data on poliomyelitis 
(el. Other: Programme development training activities in the Region. 

Table (1) presents the actual coverage rates as recorded by national 
managers. It also ~ i v c s  targcts for 1988 and 1989 as thought to bc 
possible with available resources. The groups emphasized the following 
points: 

(i) In some countries,where the private sector is strong or has a sizeable 
share of immunization services, the immunization coverage cannot be 
accurately estimated through the routine reporting system because private 
practitioners do not report to the public sector. Under these 
circumstances, more accurate data about vaccination coverage are obtained 
through surveys. 

(ii) There are difficulties in applying a uniform means of calculating the 
tetanus toxoid coverage for pregnant women, partly because the same mother 
may have been vaccinated before; and therefore a system for more accurate 
calculation is needed. 

(iii) There is a need for reliable data to document achievement. As we are 
approaching the year 1990, the question of performing evaluation surveys 
in 1990 in all countries of the Region in order to get uniform comparison 
was raised. It was pointed out that this was not possible and that 
countries which are already performing well are expected to have reliable 
irtui~unization coverage figures through their routine reporting systems. 
Surveys may be needed in those countries which cannot provide reliable 
immunization coverage figures through routine information. In terms of 
evaluating results of immunization, more and more effort should be made to 
look at evidence of disease reduction. 

(iv) The meeting felt that looking at total national figures and averages 
alone is not enough and could be misleading. There is need to study 
coverage figures by provinces/regions and also by population groups 
(urbanlrural or even by more restricted groupings). It was also 
emphasized that vaccination coverage figures cannot measure the actual 
quality of immunization services which is related to many factors such as 
efficiency of the cold chain and proper vaccination procedures. 

(v) It was stated that the mor-e success~ul a11 EPI prugrarrlxut. tecux~rcs, the 
more difficult it will be to raise resources for sustaining achievements. 
Therefore, improving the routine reporting and surveillance system to 
monitor the impact of the programme is also very essential for the EPI 
managers to obtain extra support in raising resources as the programme 
becomes a success. 

(vi) One of the main problems still facing EPI is the high drop-out 
rates. It is felt that this problem can be resolveqby a combination of 
better training and supervision in the health sector, and social 
mobilization to foster public awareness and demand. 

(vii) Available information indicates that vaccination of mothers with TT 
is at a much more modest level than that of children against the six 
target diseases of EPI. This is felt to be a reflection of problems such 
as traditional limitations affecting women's vaccination and variations in 
immunization policy for mothers and target groups. 



(b) Disease survei-llance activities and morbidity reduction 

The meeting noted the considerable variations between participating 
Member States with respect to morbidity and mortality data. 

In general, countries which have achieved high coverage also have a 
more developed system for disease surveillance. On the other hand, 
countries with low immunization coverage rates are lagging behind in 
disease information systems. 

In view of the above limitations and the overall under-reporting of 
the six EPI target diseases which again is not homogeneous, so far it has 
been difficult for countrlrs to set morbidity reduction targets. With an 
improved surveillance system, the number of reported cases of infectious 
diseases tends to increase and this adds to the complexity of assessing 
programme impact in terms of morbidity reduction. 

The importance of strengthening surveillance systems for EPI 
diseases within the overall national disease surveillance system is 
emphasized. A temporary solution to obtaining a reflection of the status 
of occurrence of EPI diseases rests with morbidity and mortality surveys, 
sentinel reporting and local area monitoring. (The country-wise 
surveillance plans/targets for 1988189 are shown in Annex 4 ) .  

(c) Sterilization policy 

A significant number of countries utilizes disposable syringes and 
needles. Several countries use a mixed strategy of re-usables at fixed 
facilities, and disposables for mobile or outreach services. 

In general, it was felt that the policy of a sterile needle and a 
sterile syringe for each vaccination is being implemented throughout the 
Region. 

Various methods are employed to ensure proper destruction of 
disposables to minimize abuse. Efforts are also made to ensure correct 
sterilization of re-usables. However, it is felt that closer supervision 
is needed to ensure implementation of this strategy. 

In the light of the global eradication strategy for poliomyelitis, it 
is basically important to collect comprehensive data on poliomyelitis in 
every country and within pvpry rnl intry from provincesjregions. As with 
other diseases, case incidence data are generally available, but they are 
subject to the same problems of weakness and incompleteness.In those 
countries with fairly regular reporting, it is encouraging to note that 
the incidence of cases of pollomyelltls appears to be decllnlng, even at a 
time when the quality and reliability of reporting is increasing. 

The policy of giving a dose of OPV at birth has been adopted by a 
number of countries. 
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(i) The success of acceleration efforts, including vaccination days, has 
been achieved by: 



- growing intersectoral collaboration, and improved coordination between 
governmental, non-governmental and external agencies; 

- social mobilization, using a variety of alliances and channels, 
including mass media, mass organizations, non-traditional sectoral 
allies, strong and visible commitment of political, religious and other 
opinion leaders. 

(ii) In almost all countries EPI is now being integrated within PHC and 
there is increasing evidence that all health delivery systems are utilized 
to provide immunization services. (The proposed country-wise plans £01 
reviews and evaluations for 1988189 are shown in Annex 5). 

(iii) There has been a heavy emphasis on and increase in training 
activities throughout the Region. While this has contributed to 
qualitative improvements in service delivery, some questions still remain 
as to their impact. (Country-wise targets for EPI training activities for 
1988189 are shown in Annex 6 ) .  

(iv) Supervision is recognized as a key element for programme development. 
It is noted that it still remains an area requiring strengthening. 

(v) Some countries are undertaking operational research oriented towards 
solving problems in programme delivery, e .g . studies on missed 
opportunities, vaccilir efficacy , KAP s l u d i e s .  Much Illore car1 be dune in 
this area. (Country-wise operational research activities planned for 
1988189 are shown in Annex 7). 

(vi) The possibility of introducing additional antigens into EPI schedules 
was discussed. Introduction of MMR is advisable only in countries which 
have high immunization coverage and few cases of measles, and can afford 
it. Addition of liepatitis B vaccir~e ea~ly aTLer bir-lh will soon become 
feasible with the significant decrease in its cost; it would be of primary 
importance in countries with high incidence levels and antigen carriers. 

(vii ) Adve_rrseevaccine. -yeac t.igis 
In countries where immunization coverage is high and the disease 

concerned is disappearing it is obvious that more vaccine reactions will 
be noted. The mothers and the public should be educated about the 
possibility of these reactions. However, in the case of clustering of 
vaccine reactions, this must be investigated. 

(vii ) Com~_u_tr_s--a_nd .?of tware 
A pilot project on the use of computers in EPI is under way in more 

than one country in the Region. This project is mainly concerned with 
vaccine logistics and recording of immunization coverage at national 
level. It is envisaged that it will eventually expand to cover the 
district level also. WHO will provide other countries with relevant 
information on this facility in due course. 

3 . 4 .  Research update 

3.4.1. Measles vaccines 
T 

Participants were informed that trials with Edmonston vaccine strain 
indicate that this vaccine strain could possibly be effectively used at 
ages younger than 9 months. Further studies in respect of vaccine 
composition and optimal age are still required. A meeting has been 
organized by WHO, to be held in September 1988, to summarize and study 
experience to-date. 



Experience in Brazil has shown that for some countries the present 
recommended composition of TOPV may not be adequate. At the moment, in 
three countries, the efficacy of TOPV with varied strength of the three 
virus types is being studied. 

With regard to IPV efficacy two doses 6 months apart gave 87% 
protection in a study in Senegal. However, its high cost, the 
requirement for booster doses and the lons interval of spacing doses make 
it at present not the suitable vaccine for EPI. Oral polio vaccine is 
still the vaccine of choice. 

There are sensitive laboratory tests to differentiate between the wild 
polio virus and the vaccine virus in vaccine-associated polio cases. 

3.4.3. Pertussis 

The results of the trial with acellular pertussis vaccine in Sweden 
were disappointing. Protective efficacy ranged from 54-69%. 

Most of the slurlies stlowed BCG to give 60-80% protection against 
childhood tuberculosis. Therefore, it is still useful to continue 
including BCG in EPI schedules particularly in countries with high 
prevalence of tuberculosis. It was agreed that there is no need for 
tuberculin testing before BCG vaccination. 

It was indicated that over a period of time in a high proportion of 
children, the tuber-cu1i11 sensitivity varies and in those children 
re-vaccination at school entry was recommended. 

Last year's joint EPIIGPA consultation endorsed the EPIIGlobal 
Advisory Group (GAG) recommendation that in countries where HIV infection 
is considered a problem, individuals should be immunized with the EPI 
antigens according to standard schedules. This also applies to individuals 
with asymptomatic HIV infection. Unimmunized individuals with clinical 
(symptomatic) AIDS in countries where the EPI diseases remain serious 
risks should not receive BCG, but should receive the other vaccines. 

With regard to vaccination of infants infected with HIV, it was 
stressed that this issue is still very nlarginal in view of the fact that 
in participating countries prevalence of HIV positivity is extremely low 
(between 1/10 000 and 11100 000); therefore the possibility of a child 
being horn with HIV infection is very remote. Therefore, for the time 
being, there is no need that this issue be given importance in EPI; it 
should not affect the immunization policy in this Region. 

3.4.6. He pat iti-s---B-vagc inat ion 
T 

Countries with chronic carrier rates of hepatitis B of over 2% and 
with the resources to initiate and sustain a hepatitis B immunization 
programme should introduce hepatitis B immunization as an integral part of 
the existing childhood immunization programme. This was recommended by the 
EPIIGAG (Document WHOIEPIIGENI88.1). 



3.4.7. Other stsateges 

There are good examples of countries which have adopted additional 
strategies. Examples were given of countries in Africa which will soon 
be introducing Vitamin A supplementation to infants through EPI, 
particularly where measles is a serious disease. 

Using EPI facilities for iodine supplementation in areas where this is 
needed was another consideration. 

Yellow fever vaccine has been included in the EPI immunization 
schedule in some countries of West Africa. 

A large number of new vaccines are under development, but none can be 
expected to be ready for operational use within the near future. 

EPI has established a separate Research and Development group for the 
management of the increasing number of research issues facing the 
Programme. 

Studies from several developing countries have shown that the majority 
of children attending curative care facilities are eligible for 
immunization but are not immunized during that particular visit. Such 
vlslts orter an excellent opportunity to lmmunlze women and chlldren who 
otherwise might not be immunized. 

- EPT infrastructure was reported to be successfully utilized for 
promotion of CDD control activities, mainly in the ORT component of that 
Programme. 

3.5.Programme acceleration and sustainability 

Recognizing the fact that, with the present rate of increase in 
immunization coverage, the goal of UCI by 1990 cannot be achieved, 
acceleration is felt to be extremely and urgently needed. Countries of 
the Region could be divided into four groups in relation to their 
socio-economic development, population size, geography and achievements so 
far in relation to vaccination. 

Participants from the group of countries with still relatively low 
coverage (Republic of Afghanistan, Democratic Yemen, Somalia, Sudan and 
Yemen) felt that, in order to accelerate and sustain their EPI activities, 
they should follow a strategy of rapid increase in fixed outlets, 
integration of EPI with PHC services and decentralization. Social 
mobllizatlon would st111 play an Important role In acceleration and 
sustainability. All countries of this group expressed their view that 
considerable technical and financial assistance was still needed from WHO, 
IJNTCEF and nther agencies, 

Participants from countries with reasonably good vaccination coverage 
which have significant external input from international agencies and NGOs 
expressed their views that acceleration and sustainability should be in 
terms of reinforcing their existing programmes, usieg vaccination days, 
integrating EPI activities with other PHC campaigns and continuing health 
education campaigns. In terms of resources that will facilitate 
acceleration and sustainability, it was felt that there is a need to 



EM/IMZ/49-E 
page 10 

increase fixed outlets and, to a lesser extent, mobile units. In most of 
these countries, EPI was not only integrated with other PHC services, but 
was playing a leading role in overall PHC delivery. The main constraints 
were identified in the areas of geographical accessibility, social 
awareness and transport. International assistance was still needed in 
the areas of training and cold chain. 

In those countries with large populations and relatively high 
immunization coverage such as Egypt, Islamic Republic of Iran, Pakistan 
and Turkey, it was felt that further acceleration could be attained 
through studies on drop-outs, continued political support, social 
mobilization, localized mini-campaigns in low coverage areas, increase in 
outreach for areas where needed, improved management and supervision, 
optimal utilization of all available resources (national and 
international) and inclusion of private physicians in the Programme. With 
regard to sustainability, participants identified the following 
facilitating factors: self-sufficiency in vaccines, continuous utilization 
of the mass media with feedback on the success of the Programme, a 
realistically generous budget for EPI, continuing education for health 
workers at all levels, inclusion of EPI in the curricula of medical and 
paramedical schools, adoption of vaccination cards for mothers and optimal 
utilization of all available resources. 

Some Arab countries of the Gulf, i.e. Bahrain, Kuwait, Qatar, Saudi 
Arabia and United Arab Emirates, plus Cyprus, Jordan and the Palestinian 
population, have no need f o ~  acceleration strategies since high 
immunization coverage has already been achieved. However, sustainability 
was very important and this would be attained through the increase of 
fixed outlets, where needed, training of health workers in EPI, extension 
of mobile and outreach activities to a lesser extent, social mobilization, 
developnent of systems for defaulter tracing, rationalization of the 
private sector input, integration of EPI with other PHC services and 
further utilization of all available resources. WHO/UNICEF assistance was 
still needed in terms of training and evaluation. 

3.6. Strategies for the control of neonatal tetanus (NNT) 

The occurrence of NNT demonstrates failure in hygienic delivery 
practices as well as a failure to ensure that the newborn has sufficient 
protective antibodies. 

Studies carried out in Member States confirmed that NNT is common in 
the Region. The magnitude of the problem was not sufficiently appreciated 
by those responsible for health planning and finance, since the disease is 
frequently not reported separately from total tetanus. In addition, 
studies have indicated that the number of cases officially reported and 
reaching the attention of health authorities may only be 5% or less of the 
cases actually occurring. Thcrc arc two main causcs behind this high 
incidence of NNT, namely iow immunization coverage with DT for women of 
childbearing age and the high percentage of deliveries conducted at home 
under unhygienic conditions. 
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Studies have shown that immunization with TT produces the greatest 
reduction in mortality from NNT. Other strategies also have an important 
role but their contribution to a reduction in NNT are much less than TT 
vaccination. It must, however, be remembered that pregnant women 
represent a difficult target population for immunization programmes. In 
many countries in the Reginn, n n l y  a small proportion of such women 
actually come into contact with MCH services even once during their 
pregnancies. It is, therefore, essential to consider strategies aiming to 
reach all women of reproductive age, using every encounter they make with 
the health system or through mass immunization targeted at the 
childbearing age group. 

Some strategies for improving NNT control were proposed: 

( 1 ) Genecal- st rategles including : 
- revision of the national EPI plan with the aim of emphasizing TT 
vaccination of women of childbearing age; 

- giving special attention to areas where the incidence 
1s particularly high; 

- improving maternity care. 

( 2 )  Accelerating TT immunization coverage for women at risk and seeking 
various means of reaching them, including mass campaigns. 

( 3 )  Adopt-ing a schedule of i m m u n ~ ~ - a t ~ ~ n  that will ensure the provision of 
a maximum of five doses of TT within ten years. Various possible 
schedules were discussed; the following is a recommended s r h ~ d i l l e  which is 
expected to give strong maternal immunity, believed to be life-long: 

TT 1 - 
TT 2 4 weeks 
TT3 6 months 
TT4 1 year 
TT5 1 year 

0 
3 years 
5 years 
10 years 
Lif e-long 

( 4 )Monlt.oring -and -surveell La_n_ce. The Eig'th International Conference on 
Tetanus held in Leningrad in August 1987 endorsed a number of 
recommendations in this regard namely: 
- making NNT a notifiable disease 
- investigating individual cases to determine underlying causes 
- recording and reporting TT immunization 
- including evaluation of TT immunization status of mothers in 
immunization coverage surveys of children. 

Thc participants in the meeting made several observations and 
comments. These include: 
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Recognition of the fact that control of NNT is not only a question of 
giving mothers enough doses of TT but also of ensuring appropriate 
perinatal care. TT immunization programmes for pregnant women are 
quicker to apply, will produce earlier results and are cheaper; 
however, this does not mean that efforts to improve perinatal care 
should not be made. On the contrary, wherever feasible, the two 
strategies should go hand-in-hand and complement each other. 
Improving hygienic practices has the additional benefit of reducing 
perinatal mortality from other causes. 

- The question of calculating coverage rates with tetanus toxoid for 
pregnant women presents several difficulties, particularly as the 
present system of relating TT vaccination to the last pregnancy 
ignores previous vaccinations with tetanus toxoid which may be equally 
effective for the present pregnancy. It was emphasized that in 
countries where TT vaccination coverage of women of childbearing age 
is low and NNT is still a problem, more priority should be given to 
acceleration of vaccination programmes than to refinement of 
statistics. 
A related problem is the protocol adopted for the evaluation of 
coverage with TT as part of EPI coverage surveys, In this protocol, 
the immunization status of women delivered during the previous 12 
months is studied. Participants acknowledged the need for a modified 
protocol. Some countries have already adopted alternative ones. 

- The problem of local reactions following the administration of a large 
number of doses of TT was also raised. Such reactions are observed 
when the interval between booster doses is less than one year and when 
the total number of doses exceeds five. However, TT is still 
considered to be one of the safest antigens, if not the safest of all. 

- Among the population of countries which have for some years achieved a 
very high level of vaccination of children, NNT is no more a problem. 
Countries in this group have been vaccinating a large percentage of 
their children (many of them now in the childbearing age) during 
infancy and childhood. In addition to three doses of DPT in infancy, 
a fourth dose is given at 18 months, a fifth dose of DT at school 
entry (6-7 years) and the sixth dose (TT) at the age of 16 years. 
Some countries are giving one additional dose of TT in each 
pregnancy. It appears that, in the long run, with sustained high 
vaccination coverage rates of children, only booster doses of TT for 
pregnant women will be needed. 

The meeting endorsed the immunization strategies spelled out in the 
previous section of the report and wished to emphasize the following 
additional strategies: 

- Increasing awareness of health workers and the public of the 
importance of the problem of NNT and the ease of its control through 
TT vaccination of women of childbearing age. 

- The need for applied research to identify high-risk communities and 
localities as well as existing practices, beliefs and trqditions 
related to the situation. 

- Adopting the policy of vaccination of women of childbearing age rather 
than only pregnant women, as this ensures better coverage which can be 
achieved through a multiplicity of contacts with health care services 
and overcones the problem of hesitation of some people, including 
health workers, to give several injections during pregnancy. 



EM/IMZ/49-E 
page 13 

Concerning monitoring and surveillance, in addition to adoption of the 
recommendations of the Leningrad meeting of August 1987, participants 
recommended the following additional strategies: 

- making TT vaccination compulsory; 
- wide utilization of a maternal vaccination card; 
- intensifying routine collection of information on cases through 

various sources including TBAs; 
- settlng dlsease reductlon targets. 

I 
I 3.7.Eradication of poliomyelitis 
I 

Vaccination against poliomyelitis was introduced in many Member States 
of the EMR in the early 1960s but on a very small and limited scale. 
Coverage with poliomyelitis vaccines remained very modest in most 
countries of the Region until the late 1970s, when the Expanded Programme 
on Immunization was established. The Regional coverage rate for 
poliomyelitis vaccines was 10% in 1979. It has increased during the last 
ten years and at present nearly 70% of the children of the Region receive 
three doses of polio vaccine before they reach the age of one year. As a 
matter of fact, over 80% of the infants of this Region receive at least 
one dose of polio vaccine during their first year of life. 

The vaccination coverage ra tes  f o r  the third dose of OPV f o r  
individual countries of the Region ranges between almost full coverage to 
very low coverage rates (less than 20%). There are five countries with 
exceptionally low rates (less than 30%), namely Republic of Afghanistan, 
Democratic Yemen, Somalia, Sudan and Yemen. Apart from these countries all 
Member States are reporting polio immunization rates of 60% or more. 

The distribution of cases of poliomyelitis in the Eastern 
Mediterranean Region (EMR) shows that it is an endemic disease mostly 
affecting young children. 

The number of cases now reported annually is in the range of four to 
six thousand. There are, however, several indications that these numbers 
are very considerably underestimated. National lameness surveys carried 
out during the last few years show that in many countries of the Region 
the percentage of children with some degree of lameness most probably due 
to poliomyelitis exceeds one per thousand. When these data are translated 
into terms of annual incidence, the probable number of cases of 
poliomyelitis occurring among children of these countries is nearly ten 
times greater than the reported figures. 

I t  w i l l  be noted from Table 2 that s i x  countries havc rcported zero 
cases for some years, some have very few cases but most countries are 
still reporting many cases every year. 



Table. 1-EP_I <overage :-- A c t u a l  _( 1982 1- and Tayge_?- for 
1988-1 9-89 

AFGHANISTAN, REPUBLIC OF 

ALGERIA 

BAHRAIN 

CYPRUS 

DEMOCRATIC YEMEN 

DJIBOUTI 

EGYPT 

IRAN, ISLAMIC REPUBLIC OF' 

IRAQ 

JORDAN 

KUWAIT -r 

LEBANON 

LIBYAN ARAB JAMAHIRIYA 

MOROCCO 

OMAN 

PAKISTAN 

QATAR 

COUNTRY 1987 1988 1989 

DPT3 10PV3 Measles TT2 DPT3/OPV3 Measles TT2 DPT3 lOPV3 Measles TT2 



EM/IMZ/49-E 
page 15 



EMIIMZl49-E 
page 16 

TABLE 2. REPORTED POLIOMYELITIS INCIDENCE AND IMMUNIZATION COVERAGE 
( 3  doses, <1 year) 
Eastern Mediterranean Region - 1 July 1988 

Group A: - Zero indigenous cases due to wild virus for the last three years 
and 

- immunization coverage >80% 

Countrylarea @ Zero cases since @ % immunization coverage 
@ - - -- -- - - -- @ 
@ @ 
@ @ 

UNRWA @ 1985 @ 100 
(Palestiman @ @ 
population) @ @ 
Bahrain @ 198 1 @ 8 9 

@ @ 
Cyprus @ <I975 @ 9 3 

@ e - - - - - - . - - - - - - - 

Group-B: - Less than 10 cases per year for the last three years and 
- immunization coverage >70% 

Country 

Jordan 
Kuwait 
Lebanon 
Qatar 
United A 

Reported incidence % 
immunization 
coverage 

Group-C: - More than 10 cases per year and 
- immunization coverage 960% 

Country 

Djibouti 
Egypt 
Iran, Islamic Republic of 
Iraq 
Libyan Arab Jamahiriya 
Morocco 
Oman 
Pakistan 
Saudi Arabia 
Syrian Arab Republic 
Tunisia 

Reported incidence % 
immunization 
coverage 
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Group D: - More than 10 cases per year or 
- immunization coverage ~ 3 0 %  

~ount ry Reported ~ n c ~ d e ~ ~ c e  
lmmunlzation 

Afghanistan, Republlc of 
Democratic Yemen 
Somalla 
Sudan 
Yemen 

Considering the number of cases of poliomyelitis and polio immunlzatlon 
coverage together, countries of the EMR can be classified into four groups, as 
follows: 

- Group (A). Zero indigenous cases due to the wild polio virus for the last 
three years and inununizatlon coverage of >80%. These include Bahrain, Cyprus 
and the Palestinian population (see UNRWA In Table 2. Group A). 

- Group - ( B ) .  Countries reporting less than 10 cases per year for the last 
three years and immunization coverage of >70%. These include: Jordan, Kuwait, 
Lebanon, Qatar and United Arab Emirates. 

- Group ( C ) .  Countries reporting more than 10 cases per year and 
immunlzatlon coverage of 60% or more. These Include: Djlboutl, Egypt, Islamlc 
Rcpubllc of Iran, Iraq, Llbyan Arab Jamahiriya, Morocco, Oman, Pakistan, Saudi 
Arabla, S y i  2an Arab Republic and Tunisla. 

- Group ( D I .  Countries reporting 10 or more cases per year and lmmunlzatlon 
coverage of less than 30%. These comprise: Republic of Afghanistan, Democratic 
Yemen, Somalia, Sudan and Yemen. 

3.7.2. Strategies for pollo eradication 

The first priority in polio eradication will be to continue to raise and 
sustain immunization co-verags levels. All countries should attain and maintain 
immunization levels of over 80% with a protective course of polio vaccine. In 
order to interrupt transmission, these levels of immunization coverage should 
be attained in each district or equivalent geopolitical unit in the country. 

The second priority in polio eradication is to improve surveillance of 
pollomyelitis. The quality of routine monitoring and surveillance activities 
needs marked improvement. Reports of cases should be made by geopolitical 
sub-divlslon. National averages should be avoided. 

The third strategy is the rapid and comprehensive response to all cases. 
In view of the fact that the case:infection ratio is at least 1:100 the 
appearance of one case of paralytic polio is equiv$lent to an epidemic of 
infection. Therefore, every case should be thoroughly investigated and control 
measures covering the area around it should be instituted. 
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During the discussion that followed, several issues were raised and 
emphasized: 

( 1 )  The definition of eradication: elimination of the occurrence of the 
wild virus from individual countries will be the first stage in the 
total eradication of the wild virus. There is epidemiological 
.evidence that the wild polio virus has been eradicated from the United 
States and the United Kingdom, following long-standing high coverage 
polio immunization programmes. 

( 2 )  The polio eradication initiative should remain as a component of the 
EPI. It should not be regarded as a separate or a vertical entity. 
Polio eradication will require extra funds, which, however, can be 
effectively used to strengthen EPI. Experience in the Americas has 
shown the positive effect of polio eradication; these include 
strengthening of the technical capabilities of EPI (increase in the 
number of epidemiologists and strengthening of regional laboratories), 
as well as improved management/coordination of donors' resources. 

( 3 )  With the eradication of the wild virus and continued vaccination using 
OPV, some vaccine-associated cases will continue to be identified. The 
vaccine virus can easily be differentiated from the wild virus. 
Vaccine-associated cases may occur in the frequency of 1 per 500 000 
OPV vaccinations. 

( 4 )  In countries where the OPV3 coverage is very high and the incidence of 
polio is practically zero, a different polio immunization policy may 
be adopted including the possibility of a combined IPVJOPV schedule. 

( 5 )  Although strategies for polio eradiation will, in general, be the same 
for various countries, their relative emphasis is expected to differ. 
Each country should draw up its own plan of action according to local 
conditions. 

( 6 )  There will be many questions in polio eradication that need answers. 
However, what is definite is that a considerable number of countries 
have either achieved it or are very near to this target. But it 
should be borne in mind that even in countries with zero cases, there 
are problems of re-introducing the wild polio virus through migration 
of the population. 

The meeting was informed that the Regional Director has established an 
Advisory Committee on Polio Eradication. The Committee's report was to 
be discussed by the Regional Committee in October 1988. It was 
expected that political commitment would be secured at the Regional 
Committee, especially in view of the fact that a number of countries 
from this Region co-sponsored the polio eradication resolution at the 
Forty-first World Health Assembly. 
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3.8. The role of social mobilization in acceleration of EPI and 
sustainability 

Social mobilization means activating society, pulling together all the 
resources and energies of a community to face a problem, to estimate its 
gravity and magnitude, to devise the means to diffuse it or minimize its 
effects. Social mobilization has been used in facing challenges, 
implementing great enterprises and achieving lasting landmarks in the 
course of human history. EFII as a programme aimed at preventing death 
among children fulfils two criteria for social mobilization, i.e. 
emergency and chal le-nge . 

The countries represented at this meeting have resorted to social 
n~obllization in launching and implementing EPI. The most prominent and 
visible aspects of this effort were and continue to be the use of the mass 
media, particularly television and radio. In some countries political 
leaders have been involved as advocates of EPI, as have religious leaders, 
popular and mass organizations, and other groups that can communicate with 
the public and influence its behaviour. 

Soclal mobilization is not limited to communicating messages to the 
public and/or generating acceptance of and demand for a certain service, 
in this caqe i m m i i n i  zatinn. T t  pncnmpassps milch w i d e r  srnpps nf v i s i n n  and 
fields of action to ensure continuity, sustainability and the evolution of 
campaigns into integral parts and continuing practices of a nation's 
life. Protection of children from disease through immunization should 
become as obvlous a part our llves as 1s publlc education. 

The essential measures required are: 

(1) The support of the highest political leadership and the 
decision-making bodies in the country must be provided and maintained. 

( 2 )  The government executive branches concerned with EPI in particular and 
with child welfare in general must be c_o.n~inc~d of the vital role of 
EPI in the country's future and its people's welfare. 

( 3 )  EPI managers are not dealing only with technical problems but also 
with a host of complexities inherent in human nature and the social 
fabric of populations. In order to reach the people, they need allies 
in the community concerned, such as religious leaders, teachers, mass 
and popular organizations, social workers, women's unions, etc. 

(11) To complete the cycle of social mobilization, you have to reach the 
mass media (TV, radio, and press). 

In dealing with the public, whether through the mass media or by 
direct, interpersonal communications, the credibility and consistency of 
messages must be maintained at all costs. This can be assured by close 
cooperation and coordination between the EPI technical staff and the 
communicators. 

Additional social mobilization efforts can fall 'within the areas of 
general health education activities, the formal and non-formal education 
system and religious guidance. Islamic teachings deal abundantly with 
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health issues, childhood, motherhood, nutrition and other related topics. 
In this context a working group of prominent religious scholars from 
Al-Azhar was charged with the task of producing a book. This is entitled 
"Child Care in Islam" and was written and published in Arabic and English 
in cooperation with UNICEF's Office in Cairo. 

The presentation of the role of social mobilization in the 
acceleration and sustainability of EPI was followed by video presentations 
from some countries' experience in this field. Also, a discussion on the 
subject took place and the following issues were raised: 

- Social mobilization is a tool for forming public awareness and demand 
for service. It is important that EPI services be ready to meet the 
demand thus fostered. 

- At the service delivery level it is important that health staff be 
able not only to deliver immunization but also to communicate with the 
parents in order to achieve continuity of the immunization given to a 
child. In this connection, it was felt that special training for 
health staff in communication techniques was required. 

- Television, radio and print messages are important tools in the 
context of social mobilization. However, evaluation of their 
effectiveness has shown, at least in Tunisia, that only 30% of 
television and 1% of print messages reach mothers. 60z of mothers 
expressed the preference to be informed by health staff. UNICEF has a 
policy to plan, pre-test and evaluate all TV messages. 

- The question of the quality of TV spots is one that has to be 
considered carefully, apart from the technical mistakes that should be 
avoided. Mobilization of fathers and families as a whole was noted as 
being desirable. 

- In countries where TV and radio are not so widely available, 
interpersonal communication remains the single most important tool for 
social mobilization. 

- In terms of the language used in the messages, one has first to 
determine the audience. As a rule the language to be used by a 
national TV network would be the one that has been accepted as a 
common denominator for the whole country. 

- It was noted that in countries where certain calamities (such as civil 
war, famine, etc.) were preoccupying the communities, social 
mobilization for EPI was not all that feasible.However, the example of 
Lebanon has shown that even in such situations, appropriate planning 
might prove very effective. 

In countries w h e r e  infrastructure is inadequate social mobilization 
should be used for improving health facilities and enlisting volunteers, 
in addition to raising awareness of the public about immunization. 
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3.9.EPI vaccine cold chain 

The vacclne cold chain in the countries of the EIYR and YENA is 
developed to a reasonable extent. An efficient and effective vaccine cold 
chain system is a result of: 

- suitable design of system 
- effective management 
- sulrable series of equipine111 arid 
- trained and motivated personnel. 

Most of the EPI programmes in the Region have developed suitable 
systems and suitable cold chain equipment is sufficiently available. 
However, there are still problems with effective management and trained 
and motivated personnel. 

It is well understood that the eradication of poliomyelitis 1s 
directly linked to cold chain problems. 

In order to identlfy cold chain problems, cold chain monitors are 
available at the price of USS2.30 each. One activated cold chain monitor 
is usually attached to 3000 doses of each DPT, OPV and measles vaccines 
when they leave the manufacturers' site. These monitors should travel 
with the vaccines until the vaccines reach the arm and the mouth of the 
recipients. Then, the cold chain monitors may return to the central level 
and t h e  prohlem may be identified. 

So far in this Region, only EPI Tunisia is planning t.o conduct an 
organized study with cold chain monitors. 

It seems that apart from EPI Morocco which already uses re-usable 
injection equipment, only Tunisia and Pakistan have ordered some 
WHO-recommended equipment. 

Training materials for proper sterilization of injection equipment are 
available. 

Training modules for installation, maintenance and repair of solar 
refrigerators are available in English and translation into French and 
Arabic is under way. 

Participants raised the following questions and debated the following 
issues with regard to the vaccine cold chain: 

- Testing vaccine for potency is an expensive method and should not be 
resorted to except when indicated. It was felt by the Group that 
expired vaccine. even if it proves to bp potent after t-esting, should 
not be used except in emergency situations. Good logistical practices 
can obviate the possibility of surplus vaccine stock accumulating and 
good cold chain practice can ensure vaccine potency. 
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- A number of participants expressed some doubt about the performance of 
the newest vaccine cold chain monitor, particularly under humid 
conditions. The WHO Secretariat requested participants to send to WHO 
EPI Headquarters any such information in order to evaluate these 
problems. 

- Problems related to sterilization of equipment were also discussed, 
' particularly in relation to filters used. It was furthermore stated 
that re-usable syringes and needles could only be resterilized up to 
35 Li~ltes i ~ r  praclice a11d tlut 200 times as sLated in the instructions. 

- Instructions given by vaccine manufacturers do not always comply with 
WHO instructions; this gives rise to confusion, particularly for 
vaccine which is distributed in the private sector and not procured 
through the Government. WHO should try to harmonize instruction 
leaflets for all vaccine manufacturers. The WHO Secretariat stated 
that already steps for such a control had been drawn up but they were 
not easy to implement for all manufacturers. 

- The private sector poses a number of problems with regard to cold 
chain monitoring. The best policy was to have the Government 
import/procure vaccine for the whole country and distribute it to both 
public and private sectors. 

4. SUMMARY, CONCLUSIONS AND RECOMMENDATIONS 

4.1 . General 
4.1.1. In recent years, Member States of the EMR and MENA made striking 
progress towards achieving immunization for all children by 1990. This 
progress was mainrained In 1987. 

Most countries have achieved coverage levels of over 60% for all 
vaccines in their EPI schedule in children by the age of 12 months. 

In a few countries still with low levels, much creditable progress has 
been made towards establishing a policy for public motivation activities 
to generate social mobilization and a health infrastructure capable of 
delivering potent vaccines, through trained health staff, to most of the 
target population. 

4.1.2. Several studies have confirmed the excellent, but usually missed, 
opportunity of increasing immunization coverage, both in children and 
women, by checking the immunization status of patients attending health 
facilities for any reason. 

The meeting recommended that such checks should be routinely conducted 
i r i  all health facilities and that scheduled childhood vaccines and tetanus 
toxoid doses should be administered at that time. 

4.1.3. In view of the necessity to make full use of such contacts and 
considering the low cost of vaccines as a part of total programme costs, 
vaccine vials should be opened to provide scheduled immunization even for 
single individuals attending clinics. 
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4.1.4. In most countries, a great majority of children have some contact 
with health facilities, frequently for administration of vaccines, during 
their first year of life. In many countries, the full benefit of these 
contacts is lost by unacceptably high drop-out rates between first doses 
and completed courses of all scheduled vaccines. 

More efforts are needed to ensure that all health workers are 
consistently informing parents, emphasizing the importance of completion 
of vaccination courses and of establishing systems such as rotating files 
to facilitate defaulter-tracing. 

4.1.5. In most countries, the strengthening of immunization services 
over recent years has much improved the health delivery systems especially 
for children. It is desirable that the benefits of this improvement 
should, wherever possible, be extended to other elements of maternal and 
child health care, leading to more complete and better standards of 
primary health care services. Programme Directors should consider an 
integrated approach for training, supervision, evaluation, strengthening 
of surveillance, health education and provision of further interventions 
during contacts with target populations of the programme, e.g. advising on 
ORT practices; promotion and distribution of ORS, vitamin A or iodine 
supplement where needed; growth monitoring; etc. 

4.1.6. Supervision of health personnel and their activities needs to be 
made more effective. Increased emphasis should be placed on certain 
aspects of supervision, such as monitoring of progress, in-service 
training, feedback of data and appreciation of staff performance It is 
important to ensure that making optimal use of EPI infrastructure to 
accommodate other components of PHC should be taken as an appreciation of 
Lhe guud pe~formance of CFI workers rather than simply adding more and 
more to their duties/responsibilities. Ministry of Health and EPI 
managers need to ensure that some form of staff development, possibly 
through a career structure or promotion, is available to all levels of 
these teams. 

4.1.7. The meeting reaffirmed the need to guarantee sustainability of 
all' EPI activities. The means to achieve this will vary between countries 
but will include strong political commitment by the Government for 
continuing social mobilization and community education, programme 
monitoring, refresher training for health staff and guaranteeing the most 
effective use of available resources, both national and international. 

4.1.8. In many countries, variations in immunization coverage exist 
between d i f l e r - ~ I I L  coriu~ununities, geographical areas and pcoplc living 
according to different lifestyles. Programmes will need to identify low 
coverage areas and, in national plans of action, to schedule specific and 
appropriate activities to ensure uniformly high national immunization 
coverage. 

4.1.9. Present high levels of international support for EPI may be 
expected to decline in future years. Ministries of Health must ensure 
that a realistic national budget is allocate$ and resources are 
effectively used to allow immunization services to be maintained at the 
highest possible level. Essentially, Governments must guarantee a 
reliable supply of potent vaccine indefinitely. 
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In order to justify national funding, increased where necessary 
to replace previous external support or to keep pace with inflation, 
programmes should increasingly direct their policies toward achieving and 
documenting programme impact, e.g. by disease reduction or by 
demonstrating additional MCHJPHC benefits. 

To demonstrate the morbidity-mortality trend and it.s cnrrelatinn with 
the level of immunization coverage accomplished, it is essential to 
imp-rove surveillance, both in general disease reporting, sentinel sites 
and/or local area monitoring. 

4.2. Social mobilization 

4.2.1. High-level political commitment from national and local leaders 
in many walks of life should be ensured to sustain and further develop EPI 
activities. Such commitment should emphasize that these activities will 
definitely contribute fully to broader health services for children. 

4.2.2. In all countries, even those which have already achieved high 
immunization coverage, the need' for social mobilization and the essential 
element of communication with the public will persist. Media messages, in 
appropriate forms and languages, backed up by effective face-to-face 
communications and using consistent messages, aimed both at parents and at 
others involved in child care, will continue to be needed. 

4.2.3. Training in communication skills should ideally be taught with 
other technical subjects in medical, nursing and other health 
trainin&/supervisory activities, 

4.2.4. More emphasis in communication messages and better intersectoral 
collaboration needs to be targeted toward increasing awareness of the need 
for tetanus toxoid immunization. It is also very crucial to ensure that 
parents are aware (a) that child immunization should start at the earliest 
appropriate age and (b) of the need for completion of vaccination courses. 

4.3. Neonatal tetanus 

4.3.1. Neonatal tetanus remains a "hidden" disease, in spite of some 
improvement in disease reporting in the Region. The high incidence of the 
disease in many countries of the Region represents multiple failures of 
the'health delivery systems. 

Immunization of the TT target population, although improved, has 
failed to match the levels achieved for childhood immunization. 

4.3.2. Participants agreed to the importance of a number of procedures 
that will increase the likelihood of elimination of NNT: 

- An increased proportion of national communication plans and 
information aimed at securing social mobilization should be directed 
towards informing and motivating the target group to seek and accept 
tetanus toxoid immunization. 
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- All countries should report NNT separately from other forms of te.tanus 
and responsible officials should be made more aware of the importance of 
ensuring reliable reporting of this disease. Means of increasing 
surveillance for NNT should be sought. When cases occur, full 
investigation of the background/reasons should be sought. 

- Surveys to determine NNT incidence and public knowledge, attitudes and 
practices relevant to NNT should be encouraged in those countries with a 
knnwn high incidence of NNT, in order to identify high-risk groups or 
geographical areas. Strategies specific for such groups or areas are 
necessary if they are not being reliably reached by EPI. A time schedule 
to carry out these activities, with targets, should be prepared. 

- The target group for TT immunization should ideally and eventually be 
all women of childbearing age, initially with emphasis on pregnant women. 

- Policies to eliminate NNT should include both TTandimproved hygienic 
birth practices. The vital role of female staff and advisers and the 
advantages of using them in controlling NNT should be recognized. 

- Where appropriate, studies to investigate the role of TBAs, village 
midwives or other locally influential advisers on health matters should be 
encouraged. Where possible, such personnel ~ h o u l d  be trained in hygienic 
birth practices and the Ministry of Health, where necessary, should 
earmark an adequate budget for such an activity. 

- Clear guidance is needed from WHO for national EPIs but also, within 
countries, for all responsible health staff, on the preferred TT 
immunization schedules, number of doses, ideal intervals between doses to 
allow development of maximum immunity and the length of timc that immunity 
will persist. 

- Development and use of healthlimmunization cards for adult females 
should be encouraged. 

- The existing system of evaluating only women who received 2 doses of 
TT vaccine during their last pregnancy should be revised to allow 
countries to define and determine the denominator against which TT 
coverage is estimated, appropriate for their policy on target population. 

- In international reporting of TT immunization, the number of newborns 
is to be used as a denominator to monitor the TT immunization coverage for 
pregnant women. Countries providing TT immunization to other target 
populations, e.6. women of childbearing age, married women, school-age 
girls, etc. should use their own demographic statistics accordingly to 
calculate the immunization coverage. 

- More active involvement of obstetricians to promote and ensure TT 
immunization to all women of childbearing age with whom they come into 
contact for ante-natal care should be ensured. 



EM/IMZ/49-E 
page 26 

4.4. Poliomyelitis eradication 

4.4.1. Participants endorsed the goal of poliomyelitis eradication by 
2000 as established by the Forty-first World Health Assembly, May 1988. 

The basic policy by which this should be pursued should be by further 
strengthening of national EPIs. The objective of eradication of polio 
virys transmission should be a definitive target for EPI disease reduct ion 
as with other EPT diseases ,  notably measles and NNT. In this context, the 
eradication of poliomyelitis would facilitate and accelerate the control 
of all the other target diseases and would assist the strengthening of 
national PHC services. 

4.4.2. As a matter of priority, it will be necessary for each country to 
prepare a national plan for poliomyelitis eradication within the context 
of the EPI system, establishing national policies and strategies forming 
the basis for national commitment and for donor support. 

4.4.3. At present, oral poliomyelitis vaccine remains the vaccine of 
choice. Countries already implementing policy to provide OPV at birth 
should continue to do so. Otherwise, 3 doses of OPV starting at six weeks 
of age spaced at 4 weeks intervals is recommended. Where persistent polio 
transmission remains a possibility, additjnnnl dnses of OPV at birth 
should also be given wherever feasible. 

4.4.4. National plans for poliomyelitis eradication, within the context 
of EPI, should include improvlng vacclne coverage by district, classifying 
the polio status of national subdivisions such as districts or equivalent 
administrative units with 100 000 - 1 million population and establishing 
policies for case and outbreak investigation and cnntrnl measures. 

In addition to strengthening EPI activities and increasing 
immunization coverage rates, the achievement of eradication of polio virus 
transmission will necessitate much improved disease surveillance, 
effective epidemic control, and an increased capacity of laboratories, 
both national and regional, to support clinical diagnosis. 

4.5. Cold Chain 

4.5.1. Good cold chain management is crucial for the success of the 
Programme. Training courses and seminars to dessiminate new ideas and 
updated developments are needed to ensure that all EPI providers (public, 
NGOs and private sectors) are implementing the best possible cold chain 
system. 

4.5.2.  National EPIsshould develop systems allowing the effective use of 
monitors to check the performance of their cold chain. 
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ANNEX 1 

AGENDA 

1. Opening Session 

2. Global Overview of WHO Activities in the Region 

3 .  Regional Overview of Activities in EMRJWHO and MENAJUNICEF 

. EPI Progress in MENAIEMR countries towards UCI target 

5. Research Update 

b. Strategies for Control of Neonatal Tetanus in the Re6iu11 

7. Evaluation of Country Progress towards l lCT Targets 

8. Eradication of Poliomyelitis 

9. Role of Social Mobilization in Acceleration and Sustainability of EPI 

12. Video presentation - some Countries' Experience in Social Mobilization 

13. Selected Country Experiences in Social Mobilization for EPI in 

MENA/ EMR 

14. Cold-chain monitors 
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ANNEX 2 

AFGHANISTAN, REPUBLIC OF Dr Amrullah Habib 
EPI Manager 
Ministry of Public Health 
Kapul 

BAHRAIN 

CYPRUS 

DEMOCRATIC YEMEN 

DJIBOUTI 

EGYPT 

Dr Kadhem A1 Halwachi 
Family Physician and Regional 
Officer, Health Centre 
Ministry of Health 
Governmenr of Bahrain 
Manama 

Dr Michael Voniatis 
Senior Medical Officer 
Ministry of Health 
Government of Cyprus 
NI-costa 

Dr Saleh Saeed Dobahi 
Director EPI 
Ministry of Public Health 
Ad??? 

Dr Said Salah 
Epidemiologist 
MinistBre de la Sant6 Publique 
Djsout 1 

Dr (Mrs) Esmat Mansour Ibrahim 
EPI National Manager 
Mlnlstry of Health 
Casrg 

IRAN, ISLAMIC REPUBLIC OF Dr Mohammad Taghi Cheraghchi Bashj 
EPI Manager 
Ministry of Health and Medical 
Education 
Teheran 

9 

Dr Sami Habib Daood 
Mlnistry of Health 
Baghdad 

" Nomination not received 
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JORDAN 

KUWAIT 

LEBANON 

MOROCCO 

OMAN" 

PAK I STAN 

QATAR 

SAUDI ARABIA 

SOMALIA 

Dr Salem A1 Hanini 
Immunization Physician 
PHC Department 
Ministry of Health 
Amman 

Dr Abdul Amir Kilidar 
Ministry of Public Health 
Kuwait 

Dr Adnan Al-Gharabally 
Ministry of Public Health 
Kuwait 

Dr Mohamrnad Mohanna 
Director Preventive Medicine 
Ministry of Public Health 
Bqlrut 

Dr Denial El Mostapha 
National EPI Director 
Ministere de la Santk Publique 
Avenue Mohammed V 
Rabat 

Colonel Mohamed Akram Khan 
EPI Programme Manager 
National Institute of Health 
Islamabad 

Dr Khalifa Hamad A1 Jaber 
Director of Preventive Medicine 
Ministry of Public Health 
Doha 

DI Fouad Taher Zamakhshary 
Assistant Director-General 
PHC Western Region - Jeddah 
Ministry of Public Health 
Riyadh 

Mr Ali Abdi Farah 
Head Immunization Programme 
Ministry of Health f 

Mogadgshu 

Dr Osman Hassan Abdel-Maged 
Deputy Natlonal EPI Director 
Ministry of Health 
Khartoum 

S Y R I A S  ARAB REPUBLIC"" 
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TUNISIA 

TURKEY 

UNITED ARAB EMIRATES 

YEMEN 

UNITED NATIONS RELIEF 
AND WORKS AGENCY FOR 
PALESTINE REFUGEES IN 
THE NEAR EAST (UNRWA) 

PALESTINE RED CRESCENT 
SOCIETY 

Dr Alia Mahjoub Zarrouk 
EPI National Manager 
M i n i s t i r e  de la Sant6 Publique 
Tuni-s 

Dr Nilufer Unver 
Deputy Director-General 
Ministry of Health 
Ankara 

Dr Abdul Manam A1 Noor 
Head of Vaccination Unit 
Ministry of Health 
Abu Dhabi 

Dr Abdul Gaffar Abdul Gafoor 
Director PHC School Health 
Mlnlstry of Health 
Abu Dhabi 

Mr Ahmed Said Zaid 
Director EPI 
Ministry of Health 
ssne l a  

OTHER AGEN_CI@ 

Dr Suleiman El-Sobaihi 
ma*!? 
JORDAN 

Dr Mohamed Mutassem El-Khatib 
AssistantIHead of Department 
for Prevenive Medicine 

G a l ?  

THE SAVE THE CHILDREN* 
FUND 

SECRETARIAT- OF _mi- MEETING 

A. WHO 

Dr H.A. Gezairy 

Dr M.H. Wahdan 

Regional Director WHO, EMRO 

Director, Disease WHO, EMRO 
Prevention and Control T 

fc nomination not received 



Dr R. Henderson 

Dr J. Keja 

Dr A. Galazka 

Dr U. Hardjotanojo 

Dr L. Al-Kindi 

Mr M. Haghgou 

Dr N. Tawil 

Dr N.A. Ward 

Dr Vincente Oddo 

Mr Abdel Gadir El-Sld 

Mr Adam Babiker 

M r  Mohamed Hassan Khamis 

Ms A. Hetata 

Miss M. Eid 

BI ... .*LC EF 

Mr R. Reid 

Mr F. Rahman* 

Dr Q. Al-Nahi 

Mr A. Magan 

Mr S. Al-Azam 

Mr E. Lannert 

M i s s  N. Terreri* 

Dr I. El-Kerdany 
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Director, EPI 

Medical Officer, EPI 

Medlcal Ofticer, EPI 

Regional Adviser, EPI 

Consultant, EPI 

Consultant, Cold ChainIEPI 

Consultant, EPI 

Medical Officer EPIICDD 

Consultant, EPI 

Technlcal Officer 

Operations Officer 

Operations Officer 

Conference Officer 

Secretary 

Fro-m. UNICEF, Amman 

Regional Director 

Deputy Regional Director 

Senior Programme Officer 

Regional Adviser CSD 

Regional Communications 
and Information Officer 

From UNICEF, .Cai_r_o 

UNICEF Representatlve 

Senior Programme Officer 

Programme: Officer 

WHO, Geneva 

WHO, Geneva 

WHO, Geneva 

WHO, EMRO 

WHO, EMRO 

WHO, EMRO 

WHO, EMRO 

Sana'a 

Mogadishu 

EPI, Riyadh 

EPI, Khartoum 

EPI , Khartoum 

WHO, EMRO 

WHO, EMRO 

UNICEF, MENA 

UNICEF 

UNICEF 

UNICEF 

UNICEF 

UNICEF, Cairo 

UNICEF. Cairo 

UNICEF, Cairo 
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Mr C. DodgeA 

Ms A. Dibo 

Mr. N. Fisher 

Dr Hassan Sugule 

Dr F .M. Mburu 

Ms R. Murphy 

Ms C. Clement, Geneva 
Ms A. Korra, Cairo 
Mr C. Stenerson, Geneva 

" did not attend 

From other country offlces 

UNICEF Replesentative UNICEF, Khartoum 

Programme Officer UNICEF, Beirut 

UNICEF Representative UNICEF, Aden 

Assistant Programme Officer UNICEF, Mogadishu 

Chief of Health UNICEF, Khartoum 

EPI Technical Adviser UNICEF, Khartoum 

Interpretecs 
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ANNEX 3 

PROGRAMME 

DateiTlme Type of -  Meetlng Sub jec t  - - Presen ted  by 
Sa tu rday ,  18 ~ u n e  
08.30 - 09.30 R~gistratlnn 

09.30 - 10.15 Plenary  

10.15 - 10.30 Coffee  break  

10.30 - 11.30 Plenary  

WHO / 

11.30 - 12.00 Discuss ion  

12.00 - 14.00 Groups ( 3 )  

Sunday, 19- June 
08.00 - 09.30 Plenary  

and discussion 

09.30 - 10.15 Plenary  

10.15 - 10.30 Coffee break 

10.30 - 11.00 Plenary  

1 1  .UU - 1 j . U U  Groups 

11.00 - 14.00 Plenary  

Opening S e s s i o n  
- Address D r  Hussein Gezairy 

RD, WHO/EMRO 
- Address Mr Richard Reid 

RD, UNICEFIMENA 
- Opening of t h e  Meeting H.E. The M i n i s t e r  

of Hea l th ,  Egypt 

E l e c t i o n  of O f f i c e r s  

Global  Overview 

Regional  Overview 

EPI p rog re s s  i n  MENAI 
EMR c o u n t r i e s  towards 
UCI t a r g e t  

D r  R. Henderson 
D i r e c t o r  

HQ 
D r  M.H. Wahdan, 

D i r e c t o r ,  Disease  
P reven t ion  and 
Cont ro l ,  WHOIEMRO 

Nat iona l  Programme 
Managers 

EPI p rog re s s  i n  MENAIEMR Chai rpersons  ' 
Repor ts  

Research Update D r  J .  Keja 

Discuss ion  on Research 
Update 

1) S u s t a i n a b i l i t y  i n  
c o u n t r i e s  w i th  h i g h  coverage 

2 )  A c c e l e r a t i o n  i n  c o u n t r i e s  
w i t h  i n t e r m e d i a t e  cov$rage 

3 )  Acce le ra t i on  i n  c o u n t r i e s  
w i t h  low coverage 
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Monday, - 20 June 
08.30 - 09.30 Plenary 

09.30 - 10.00 Plenary 

10.00 - 10.15 Coffee Break 

10.15 - 11.15 Groups 

11.15 - 12.15 Plenary 

12.15 - 13.15 Plenary 

Tuesday, 21 June 
08.00 - 10.15 Plenary and 

discussion 

10.15 - 10.30 Coffee break 

10.30 - 12.00 Plenary 
and discussion 

12.00 - 12.45 Plenary 

12.45 - 14.15 Plenary 

Strategies for the control Dr A. Galazka 
of neonatal tetanus 
in the Region 

Discussion 

Group discussions on 
neonatal tetanus 

Chairpersons' reports 
on neonatal tetanus 

Evaluation of country Dr Q .  Al-Nahi 
progress towards UCI 
targets  

Discussion 

Eradication of 
poliomyelitis 

Dr J. Keja 
Dr Wahdan 
Dr Henderson ' 

Role of social mobili- Dr Said Al-Azam 
zation in acceleration 
of EPI and sustainability 

Video presentation - some UNICEF 
countries' experience in 
social mobilization 

Selected country exper- MENAJEMHO 
ience i n  social mobili- 
zation for EPI in 
MENAIEMR 
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DateJTlme Type-of Meetlng Subject Presented by 

Wednesday, 22 June 
08.30 - 09.30 Plenary Cold chain monitors Mr M. Haghgou 

09.30 - 10.30 Plenary and discussion on matters raised Participants 
by the participants during the meeting 

10.30 - 10.45 Coffee break 

Evaluation of programme Participants 
managers ' meeting 

Discussion on style of 
future meetings 

11.45 - 14.00 Approval of Meeting's report 

Closing session 
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ANNEX 4 

SURVEILLANCE PLANSITARGETS 1988/85 

-- - - . - - - - -- .- - -- -. - - - - - 

AFGHANISTAN REP.OF Dlsease Survey Dlsease S u r v e v  

- - 

BAHRAIN Routlne Reporting Same + Disease 

Sentinels survey and 

Local Area Monltorlng (LAM) survell lance on 

Outbreak investigation wild polio virus 

-- -. - - - - - - - -- -- - --- - 

CYPRUS Routine Reporting Sanie + Survell. 

Outbreak investigation on wild polio 

virus 

- . -- - -- - - - ? - - - - - -- - -- - - - -- - - - - - - 

DJIBOUTI Routine Reporting To be ~xtproved 

Sentlnel established Sentlnel surveying 

LAM established To start 

Outbreak investigation activities 

conducted Dlsease Surveys 

Surveillance on wild To be planned 

poliovirus established 

-- - - - -- -- - -- - - -. - - - ---- - - - -- 

EGYPT Routlne Kepurtlng - new To be lnproved 

Forms Paedlat rlc 

Teachlng 

Hospitals 

Data collection 

Pollo and NNT 

Sentinels f c ~ r  polio planned 

LAM planned 

Outbreak in[ estigation 

on polio 
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-- . - - -. - . . . - - - - - - 

COUNTRY 1988 1989 

-- -- - - - -- 

IRAN, ISLAMIC Routine Report lng Same as ln 1988 

REPUBLIC OF LAM, outbreak investlgatlon, 

Dlsease Survey, Surveillance 

on polio virus 

- - . --- - . . . . - 

JORDAN 

-- - -- - - -- - - - -. 

KUWAIT All actlvitles relevant to Survelllance are ongolng 

-- - -- -- - - -- -- - - - . 

LEBANON LAM I .AM 

-- - -- -- -- . ---- -- - -. - - - - -  

MOROCCO Routine reporting-ongoing; Sentinel, disease 

sentinels and LAM under survey and to 

discussion; disease surveys and reinforce 

surveillance on wild polio virus surveil lance on 

- planned wild polio virus 

PAKISTAN Routine reporting being 3 LAMS 

~mproved; 3 LAMS; Dlsease surveys 

Surveillance on wild polio with UNICEF 

virus in collaboration with Re-organizing 
T 

WHO; routine reporting 

a11 elements of surveillance 

are on-going . 
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COUNTRY 

- - 

SAUDI ARABIA To strengthen routlne To computerize 

1 epor ting. routlne reporting 

Dlsedse surveys and 

surveillance on wlld polio 

vlrus - planned and to contlnue 

I n  1989 

- - -- - - - - -- -- - - - - . - - -. - - -  - -  - - - -- - -- - - - - 

SOMALIA Routlne reporting and sentinels - to contlnue In 1989 

- - -- - - -- - - -- -- - - -- - - - -- - - -- - 

S L DAN Sentlnels - 25 Sentlnels - 48 

LAM - 4 

Outbreak investigations in 

areas with hlgh coverage. 

Disease surveys on measles 

and polio. 

TUNISIA Sentinels: probably in 1989 

- - - -- - - - - - - - - - - - - - - - . - - - - - 

YEMEN Sentinels - 16 Sentlnels - 16 

LAM - 3 

Outbreak 

investigation. 

Surveillance on 

wild polio virus. 
T 
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PLANS FOR REVIEWS AND EVALUATIONS 1988/1359 

-- - -- -- - - - -- -- - - - - - 

AFGHANISTAN,REP.OF Evaluation Evaluation 

BAHRA I N 11 - 

CYPRUS - I t  

DJ IBOC'TI Evaluation - done ,I 

EGYPT - Programme r e n e w  

IRAN, ISL~YIL Two evaluations Evaluation 

REPLBLIC OF 

JORDAIV - - 

KCWAIT Evaluation Evaluation 

LEBANON I I Two evaluatlons 

MOROCCO - Evaluation 

PAKISTAN - Evaluat~on, October 

QATAR - P 1 anned 

SAUDI ARABIA - Evaluation 

SOMALIA UNICEF rapld assessment Evaluation 1 WHO I 

S LDAN - Evaluation, e a r l y  1989 

TLNISIA - Evaluation planned 

YEMEN Internal January 1989 
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Annex 6 
EPI TK4INING TARGETS - 1988189 

(FIGURES IN BRACKETS = NO. OF PARTIClPANTSi 

I I COUNTRY PROPOSED COURSES (1988) PROPOSED COURSES (1989)  , 

1 AFGHAN I STAN MLMA ( 2 0 )  
: (Rep. of) 
I 

I 
PERIPHERAL HEALTH WORKERS: 

I 1. Medlcal Officers (10) (10) 
2. Paramedlcs 1 (90) (90) 
3. Com~unity workers (300) (300) 
COLD CHAIN TECHNICIANS (20) ( 20 ) 
COLD CHAIN LOGISTICS (30) (90) 
TEACHERS (500 (500) 

MLM ( 2 0 )  

- 

BAHRAIN MLM (3) MLM ( 5 )  

PERIPHERAL HEALTH WORKERS: 
1, Medical officers PLANNED PLANNED 
2. Paramedics I I ,I 

3. Community workers " I t  

COLD CHAIN TECHNICIANS " I t  

COLD CHAIN LOGISTICS " 
I I  

TASK FORCE COMMITTEE 
ALREADY FORMED TO DRAW UP 5-YEAR 
PLAN FOR TRAINING 

I j CYPRUS COLD CHAIN LOGISTICS (30) - I ---q 
I DEMOCRATIC YEMEN I 

i 

1 DJIBOUTI MLM PLANNED - I 

i PERIPHERAL HEALTH WORKERS: I 
I 1. Medlcal offlcers - (20) I 

i 2. Paramedics PLANNED (60) I 

3. Community workers " PLANNED 
COLD CHAIN TECHNICIANS - (1-2) 
COLD CHAIN LOGISTICS ( 2 )  ( 2 )  

i 

MLM (120) (190) 

I 
I PERIPHERAL HEALTH WORKERS: 

1. Medlcal offlcers (150) (1000 

i I 

I 
1 

2. Community workers (20) (500 
COLD CHAIN TECHNICIANS (2) (5) 

i 
! COLD CHAIN LOGISTICS ( 3 )  (5) 

I 
- --- -- I 

t 

2 MLM = Mid-level managers. 



EM/IMZ/49-E 
page 41 

1 COUNTRY 
1 

PROPOSED COURSES (1988) PROPOSED COURSES (1989) I , 
i 

I IRAN, (ISLAMIC MLM 672 
1 REPUBLIC OF) PER1 P H E M L  HEALTH WORKERS : 

i 1. Medical officers (720) NOT PLANNED 
1 2. Paramedics (7801 
I 

, I  

3. Community workers (28 500) I I t  

I i IRAQ 

1 JORDAN 
! 

/ KUWAIT MLM (22 1 (40) -j 
! PERIPHERAL HEALTH WORKERS: I 

1. Yedical Offlcers (35) (45) i 2. Paramedics (550) 1 hOO ) I 
I 3. Community workers (20 ) (30) 

I 

1 
1 

COLD CHAIN TECHNICIAN Onjiolng onjiolng i 

LEBANON MLM (35) (35) 
PERIPHERAL HEALTH WORKERS: 
1. Medical officers (35) (35) 
2, Paramedics (170) (170) 
3. Community workers (1500) (1500) 
COLD CHAIN TECHNICIAN ( 4 0 )  ( 4 0 )  
COLD CHAIN LOGISTICS (10) (10) 

/ LIBYAN ARAB JAMAHIRIYA 1 ! 
1 

, YOROCCO TRAINING OF COLD CHAIN NOT YET 
1 TECHNICIANS AkD LOGISTICS 

I 

,  MAN 
j PAKISTAN MLM (80) (80) 1 
I PERIPHERAL HEALTH WORKERS: 

1 1. Medlcal officers (1500) (1500) 

I 
2 .  P a r a m e d ~ c s  ( 3 0 0 0 )  ( 3000)  
COLD CHAIN TECHNICIAN (20) (40) 

I 
I CGLD CHAIN LOGISTICS (10) (10) 1 .  
QATAR MLM (20) (20) 

PERIPHERAL HEALTH WORKERS: 1 I 

1 1. Medlcal officers (20) (20) 
2. Paramedics (30) (40) I 

3. Comrnunit y workers (30) ( 310 ) I 
! COLD CHAIN TECHNICIAN (10) (15) 1 

SAUDI ARABIA MLM (30) - 
Paramedics (24) - 
COLD CHAIN LOGISTICS ( 4 )  (2) 
ORIENTATIOb TRAINING (60) (60) 
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I COUNTRY 
I PROPOSED COURSES (19%) PROPOSED COURSES i 1959 ) 

I 
I 
I 

. ---: 
! 

j SOXALIA MLM 2 courses,  20 each ( 4 0 )  
i !One carried out) 
! 

PERIPHERAL HEALTH WORKERS: ! 
Paramedics - two courses 
(10) each Two (10) each 

! COLD CHAIN TECHNICIAN 1 
- two i 1 5 )  each Two (153 each I ! REFRESHER COURSE FOR MCH 

! VACCINATORS 
- .- 

SUDAN MLM (60) (60) 
I I 

PERIPHERAL HEALTH WORKERS: I I 

I 
1. Medical officers (500) (500 1 
2. Paramedics (4000) ( 4000 i 

j 3. Community workers (3000 ) ( 4000 ) 
I COLD CHAIN TECHNICIANS (28) ( 6 )  
i COLD CHAIN LOGISTICS (30) . I- ( 1 5 ,  

1 TUNISIA ?ILM - ANNUAL PROGRAMME b INTERREGIONAL 
t PERIPHERAL HEALTH WORKERS: 
1 

( 2 3 ' )  1. Medical officers i23) 
2 .  Paramedics ( 2 3 )  ( 2 3 )  I 

COLD CHAIN ANNUAL 6 INTERREGIONAL 1 

! DATA COLLECTION PLANNED WITH MLM I 
1 

YEMEN MLM ( 3 2 )  (48) I 

PERIPHERAL HEALTH WORKERS: 
1. Medlcal officers (80) (80) 
2. Paramedics (250) (80) 

(70) 3. Comrnunlty workers (200) 
COLD CHAIN TECHNICIAN (2) ( 2  
COLD CHAIN LOGISTICS ( 2 )  (2) I 

I 

PALESTINIAN ! 
POPULATION (UNRWA) / 
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ANNEX 7 
OPERATlONAL RESEARCH 1988/1989 

- - --- -- 
7 ! 

1989 ' COUNTRY 1988 I I 
i 

j AFGHANISTAN, REPUBLIC KAP KAP 1 

C"' 1 BAHRAIN Missed opportun~tles for I 

-4 

1 ~mmunlzation. KAP 
i 

I CYPRLS - - I 
, - - -- - -- - kp- - Mlssed Opportunities - Mlssed opportunltles; U P ; :  

done survey on NNT 1 
1 

i EGYPT Mlssed Opportunltles - Planned KAP I 

I 2 done 

1 Serological survey on 

i response to OPV I 

/ IRAN, ISLAMIC REPUBLIC Missed Opportunlties:24 Missed opportunltles:24 
! OF KAP: 24 KAP: 24 
I 1 serological survey on 

I 
I 

i response to OPV , 
1 NNT survey 1 

I 
7-- 

I IRAQ 

I JORDAN 

KUWAIT KAP 

; LEBANON Missed Opportunities; - 
1 KAP; Serological survey 

on response to OPV and 

I NNT - survey will be 
I part of EPI survey 
I---- - 

; LIBYAN ARAB JAMAHIRIYA - 

I MOROCCO 

I 
1 
i 
I-LGZ- 
I 

i 
I 
1 

Missed opportunltles Mlssed opportunltles; KAP 
for immunization; KAP; Serological survey on 
Serological survey on response to OPV and NNT 
response to OPV 1 

I -7 
Missed opportunities,5/88 Missed opportunities, 71891 
Serological survey on KAP, March 1989 1 
respollse to OPV: one 2 studies on i 

already done 3/88, seralogical survey on I 

another done 9/88. response to OPV I 

Survev on NNT 10188 
I 

i 
: QATAR 

SAUDI ARABIA KAP as part of regional Serological survey on 
evaluatlon survey on NNT. response to OPV, one on , 2 lamt~ness surveys NNT and 2 lameness surveys 

I__ - I 
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I - -- - - - -- -- -- - -- -- 

1 SOMALIA Mlssed opportunities; Serological su rvevs  on , 
KAP; end 1988 I response  t o  OPV 

; SL'DAN KAP; on EPI w i t h  emphasls 
on NNT. One su rvey  on NNT 

Missed Opportunities; U P ;  
on E P l ,  s e r o l o g i c a l  su rvey  

I -. --- 
: YEMEN Research on missed i 
I 

I o p p o r t u n i t v  of I 
I immunization I 

PALESTINIAN 
, , POPULATION ----I 1 


