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For the information of the Executive Board, the Director -General prepared a progress and 
evaluation report on the Expanded Programme on Immunization which he submitted to the Board's 
seventy- seventh session, in January 1986 (document ЕВ77/27).1 That report summarized the 
progress since the report2 to the Thirty -fifth World Health Assembly (May 1982), and, in 
furtherance of the five -point action programme endorsed in 1982,3 recommended three general 
and four specific actions to be taken by national programmes to accelerate EPI progress. 
With some corrections, and updating to include data available at January 1986, it is 
submitted herewith for the Health Assembly's information (see Annex). 

Attention is drawn to resolution EB77.R7,4 in which the Executive Board recommends the 
adoption by the Thirty -ninth World Health Assembly of a resolution endorsing the actions 
proposed by the Director -General and urging Member States to apply them as a means to achieve 
the 1990 goal of reducing morbidity and mortality by providing immunization for all children 
of the world. 

1 The Board's comments on the report are reflected in the summary records of its 
fourteenth and fifteenth meetings (see document ЕВ77 /1986 /REC /2). 

2 Document WHA35 /1982 /REC /1, Annex 7. 

Resolution WHA35.31. 
4 
Document ЕB77 /1986 /REC /1, p. 8. 
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This report is presented to the Executive Board for review, 
complementing information provided to the Thirty -fifth World Health 
Assembly in May 1982 (document А35/9). It was reviewed by the 
Programme Committee of the Executive Board in October 1985, and by 
the EPI Global Advisory Group in November 1985. The Global Advisory 
Group recommended that specific actions be taken by national 
programmes, supported by WHO, to accelerate EPI progress. 
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1. BACKGROUND 

1.1 The Expanded Programme on Immunization (EPI) has its basis in resolution WHA27.57, 
adopted by the World Health Assembly in May 1974. General programme policies, including the 
EPI goal of providing immunizations for all children of the world by 1990, were approved in 
resolution WHА30.53, adopted in May 1977. The importance of EPI as an essential component of 
maternal and child health and primary health care was emphasized in resolution WHА31.53, 
adopted in May 1978, and in the Declaration of Alma -Ata in September 1978. In 1982, the 
Assembly warned that progress would have to be accelerated to meet the 1990 goal and urged 
Member States to take action on a five -point programme (resolution WHА35.31). 

2. SUMMARY OF EPI PROGRESS 

2.1 Immunization is one of the most cost -effective of all health services. It remains 
tragically under -utilized. In the developing world, excluding China, less than 40% of 
infants receive a third dose of DPT or polio vaccines (Table 1). Coverage with measles 
vaccine is only about half that for DPT and polio, in part because it is only now being 
introduced in some programmes, and over three million children still die annually from 
measles, neonatal tetanus and pertussis, while over a quarter of a million children are 
crippled by poliomyelitis (Table 2). It may be easier to grasp these numbers if one realizes 
that for every breath one takes a child dies from a vaccine -preventable disease. 
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TABLE 1. ESTIMATED IMMUNIZATION COVERAGE WITH BCG, DPT, POLIOMYELITIS, MEASLES, AND 
TETANUS VACCINES IN DEVELOPING COUNTRIES RANKED BY NUMBERS OF SURVIVING 

INFANTS, BASED ON DATA AVAILABLE TO WHO AS AT JANUARY 1986 

Country 
Surviving 
infants 

Cumulative 
percentage 

of births 

Immunization coverage ( %) 

Infants 
Pregnant 
women 

BCG DPT 
III 

Polio 
III 

Measles Tetanus 
II 

(in millions) 

1. India- 21.73 27 65 51 37 ... 33 

2. Indonesia- 4.53 32 56 6 7 7 20 
3. Nigeria 4.11 38 ... ... ... ... ... 

4. Pakistan=* 3.50 42 55 44 44 33 10 

5. Bangladesh= 2.94 45 2 2 1 1 1 

6. Brazil 2.85 49 75 67 89 80 ... 

7. Mexico= 2.44 52 25 52 49 ... ... 

8. Islamic Reiubliс 
of Iran= 2.01 54 10 68 65 69 4 

9. Philippines 1.70 57 76 61 58 30 ... 

10. Viet Namb 1.63 59 5 4 2 4 

11. Egypt* 1.49 60 53 57 67 41 19 

12. Ethiopia= 1.49 62 11 7 7 8 3 

13. Turkey 1.40 64 65 56 59 30 ... 

14. ZaireL 1.29 66 34 16 18 20 ... 

15. Burma= 1.26 67 25 8 2 ... 12 

16. South Africa 1.11 69 ... ... ... ... ... 

17. Thailand= 1.05 70 81 57 56 7 41 

18. Kеnуa.* 0.98 71 76 58 57 55 ... 

19. United Republic 
of Tanzaniaç 0.95 72 73 52 49 63 32 

20. Republic of Koreab 0.91 73 84 69 78 

• 
... 

21. Morocco= 0.91 74 70 48 48 42 ... 

22. Colombia= 0.86 76 68 60 61 53 6 

23. Sudan= 0.85 77 7 4 4 3 2 

24. Algeriaя 0.81 78 59 33 30 17 ... 

25. Argentina 0.70 78 64 65 64 62 ... 

Total (25 countries) 63.50 78 49 39 35 15 15 

Other developing 
countries 17.43 22 45 33 33 27 10 

Sub -total, developing 
countries 
(excluding China) 80.94 100 79 48 38 34 18 14 

Сhипа* 21.16 21 50 63- 78- 74 ... 

Total, developing 
countries 
(including China) 102.09 100 49 43 43 32 13 

Total, developed 
countries 17.34 56 62 66 74 0 

Global total 119.43 50 46 47 38 11 

1984 coverage data. 

- 1983 coverage data. 

S 1981 coverage data. 

Two doses only. 

Survey data. 

... No information available. 
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TABLE 2. ESTIMATED ANNUAL NUMBER OF DEATHS FROM NEONATAL TETANUS, 
MEASLES AND PERTUSSIS AND ANNUAL NUMBER OF CASES OF POLIOMYELITIS 

IN DEVELOPING COUNTRIES (EXCLUDING CHINA), BASED 
ON DATA AVAILABLE TO WHO AS AT JANUARY 19861 

Neonatal 
tetanus 

(in 
thousands) 

Measles 

(in 
thousands) 

Pertussis 

(in 
thousands) 

Total 
deaths 

(in 
thousands) 

Cumula- 
tive 

percen- 
tage of 
total 
deaths 

Polio- 
myelitis 

(in 

thousands) 

Cumula- 
tive 

percen- 
tage of 
cases 

25 largest developing 
countries (ranked 
by number of 
surviving infants) 663 1 721 471 2 855 80 212 78 

Other developing 
countries 176 389 128 693 20 60 22 

Total, developing 
countries 839 2 110 599 3 548 100 272 100 

1 These estimates were established using the immunization coverage data in Table 1 and 
the following assumptions: 

Neonatal tetanus: Based on survey data or, in absence of survey, estimates from 
countries with similar socioeconomic conditions. 

Measles: It is assumed that the vaccine efficacy is 95% and that 90% of unimmunized 
children will contract measles. Coverage is assumed to be zero in countries from which 
data are not available. 

Pertussis: It is assumed that the vaccine efficacy is 80% and that 80% of unimmunized 
children will contract pertussis. Coverage is assumed to be zero in countries from 
which data are not available. 

Poliomyelitis: In view of narrow limits of variation of results of poliomyelitis 
surveys, and in the absence of an immunization programme, a fixed incidence rate of 
5 cases per 1000 newborn is used. A vaccine efficacy of 95% is used. Coverage is 

assumed to be zero in countries from which data are not available. 
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2.2 When EPI was established in 1974, the smallpox eradication programme was well on its way 
to success. But immunization efforts using other vaccines in developing countries were 
sporadic, producing negligible sustained coverage of children in their first year of life and 
no impact on the incidence of disease. It was widely assumed that poliomyelitis was not a 
problem in developing countries and that measles was a problem mainly limited to Africa. 
Neonatal tetanus was largely ignored. The information system required to estimate national 
and global levels of immunization coverage did not exist. 

2.3 In developing EPI, WHO placed first priority on strengthening national programme 
management. An active training programme was implemented and reinforced through programme 
monitoring and evaluation. Emphasis was placed on vaccine quality control and on using only 
those vaccines meeting WHO requirements. Data used for national programme monitoring formed 
a basis for regional and global information systems which were established. A method of 
national programme review was developed which permits a team of national and international 
staff to scrutinize the management and delivery of immunization services in a given programme 
and to recommend an action plan for its improvement. The review process has itself served as 
a powerful training tool for those involved, and is now being used to examine other primary 
health care interventions, often in combination with EPI. Epidemiological survey methods and 
methods for the investigation of disease outbreaks were developed and applied and soon 
documented the high toll being taken in developing countries by measles, neonatal tetanus and 
poliomyelitis. 

2.4 EPI would have made little progress without the early and active partnership of UNICEF. 
UNICEF has been a long -term supplier of vaccines and equipment to the developing world, and 
joined WHO in EPI in working to improve the management of existing programmes. A 
particularly fruitful area of joint collaboration has been in improving the materials used 
for the "cold chain ", the system of maintaining vaccines at proper temperature from the point 
of manufacture to the point of use. By setting standards, testing products and purchasing 
only those found to be satisfactory, WHO and UNICEF provided incentives to manufacturers 
which have led to marked improvements in the quality and range of products now available. 
But UNICEF also joined in supporting national training initiatives and programme reviews, 
and has provided an invaluable guarantee of supply of vaccines and equipment to many 
programmes which would not be operational without them. 

Progress in implementing the five -point action programme 

2.5 By 1982, EPI had grown from a collectively sponsored WHO initiative to an operational 
programme of Member States. But it was clear that without rapid acceleration the EPI goal 
would not be met. In reviewing the programme in that year, the World Health Assembly 
endorsed a five -point action programme. 

2.6 The first point calls for the promotion of EPI in the context of primary health care, 
with special emphasis on involving communities as active partners in the programme and on 
delivering immunization with other health services so that they are mutually supportive. WHO 
has promoted these concepts through training and programme reviews which themselves are being 
implemented increasingly as collaborative efforts of several WHO programmes and divisions. 
The use of "channelling" strategies and immunization days are currently providing powerful 
stimuli to community participation in a number of programmes (more on these topics are 
covered in later sections). 

2.7 Since the first EPI training course was developed in 1977, over 17 000 health workers 
have participated in WHO- or UNICEF -sponsored courses using EPI materials, and this number is 

increased some 20 -fold if persons trained in national programmes using these materials are 

included. EPI management training is being combined with training for other programmes as 

such programmes develop suitable materials. EPI training for mid -level managers has been 

combined with training in the control of diarrhoeal diseases since 1983. In 1985, modules 
concerning child -spacing and the prevention and treatment of acute respiratory infection were 

being prepared for introduction. Since 1982, WHO has sponsored courses on the cold chain and 
logistics for primary health care that focus on the planning and management skills required 

to ensure that health workers have adequate supplies and equipment for several health 
programmes, including immunization, the control of diarrhoeal diseases, essential drugs and 
family planning. EPI training has promoted the use of a combined growth chart and 
immunization record and has stressed the importance of providing immunization to children 
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attending health facilities because of minor illness. Still under development are training 
aids to facilitate the counselling of mothers with respect to maternal nutrition, 
breast -feeding and weaning, immunization, oral rehydration therapy, growth monitoring and 
child -spacing. 

2.8 Since 1978, EPI has been involved in reviews of over 100 national immunization 
programmes, often combined with reviews of other health programmes. In 1984 the Division of 
Strengthening of Health Services took a lead in developing prototype review protocols. These 
provide national managers with a list of possible questions relating to the eight essential 
elements of primary health care. Managers must be selective, however, for if reviews which 
are too narrow are inefficient, those which are too broad are ineffective. 

2.9 The need for more effective community involvement is a common finding in the national 
reviews. It is easier to identify this problem than to solve it, however. Immunization 
coverage surveys continue to show high drop -out rates between first and third doses of DPT 
and polio vaccines, ranging from 10% to 70% with an average of 30 %, and mothers who are asked 
their reasons for not starting or completing the immunization of their children most 
frequently reply that they were not adequately informed. Too few health staff are prepared 
to make real partners of community representatives or to collaborate fruitfully with other 
sectors, including the private and voluntary sectors. 

2.10 Points 2 and 3 of the action programme stress the need to invest adequate human and 
financial resources in EPI. Management skills remain the programme's most severe 
constraint. Continued emphasis must be placed on appointing capable staff and providing them 
with training and supervision. Efforts are also needed to reduce high staff turnover, which 
undermines even the most vigorous training and supervision. To supplement national 
managerial capacities in the short run, WHO has recruited "associate experts" for work at 
national level, such staff often being given joint assignments for EPI and CDD. They are 
seconded to WHO by sponsoring governments and are generally persons of less than 35 years of 
age whose period of service with WHO is limited to three years. As of mid -1985, 11 associate 
experts were working at national level either in EPI or EPI /CDD posts, and another two were 
working at regional or sub -regional level. They were sponsored by Denmark, Finland, Italy, 
Netherlands and Sweden. 

2.11 Support for immunization programmes, both from within national programmes and from 
external resources, has markedly increased. More support is coming from many organizations 
which have long been associated with EPI, and the number of collaborators is growing. They 
include organizations of the United Nations system (in particular UNICEF, the World Bank and 
UNDP), bilateral development agencies (including those representing Australia, Canada, China, 
Denmark, France, Finland, Italy, Japan, Kuwait, Netherlands, Norway, Sweden, Switzerland and 
the United States of America) and private and voluntary funds (including the Arab Gulf 
Programme for United Nations Development Organizations (AGFUND), Rotary International, the 
Sasakawa Health Foundation and the "Save the Children" funds of the United Kingdom and the 
Netherlands). IMPACT, an international initiative promoted by UNDP, UNICEF and WHO, against 
avoidable disablement, has been supporting poliomyelitis immunization programmes, working 
currently in India, Kenya and Guinea. 

2.12 Recent examples of support include the pledge of US$ 120 million by Rotary 
International to provide polio vaccines for countries with an immunization plan meeting 
Rotary and WHO approval, a pledge by the Government of Italy to provide US$ 100 million to 
UNICEF over the next 18 months for immunization and other "child survival and development" 
activities in certain developing countries, a UNICEF initiative to raise a further 
US$ 100 million to support measles immunization activities, and an array of initiatives by 
the United States of America supporting immunization and other primary health care programmes 
which currently total nearly US$ 100 million. At present, no committed country with a 
realistic EPI plan of operations needs to be constrained by a lack of vaccines, cold -chain 
equipment or supplies. 

2.13 UNICEF has been singularly effective in mobilizing political as well as financial 
support for EPI both at international and national levels. It has dramatically increased its 
advocacy for a "child health revolution ", using the "State of the World's Children" report 
and other means to sensitize the world's political leaders to the silent pandemic of 
childhood deaths occurring in developing countries. UNICEF has called for particularly 
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vigorous action to promote growth monitoring, oral rehydration therapy for diarrhoea, 
breast -feeding, immunization, food supplements, family spacing and education of women. More 
recently, UNICEF has been a principle sponsor of national immunization days, which have had 
an outstanding success in several countries. 

2.14 In March 1984 a conference sponsored by WHO, UNICEF, the World Bank and UNDP was hosted 
by the Rockefeller Foundation in Bellagio, Italy. Its title was "Protecting the world's 
children: vaccines and immunization within primary health care ". Besides the heads of the 
sponsoring agencies, other participants included representatives of several major development 
agencies (generally the agency head), the Minister of Health of Senegal and representatives 
from Colombia and India. At the conclusion of the conference the sponsoring agencies and the 
Rockefeller Foundation joined to form a Task Force for Child Survival with the objective to 

promote the reduction of childhood morbidity and mortality through the acceleration of key 
primary health care activities, focusing initially on immunization. 

2.15 A follow -up conference was held in October 1985 in Cartagena, Colombia. It was opened 

by Dr Betancur, President of Colombia. Some 80 persons attended, representing 10 developing 
countries, nine industrialized countries and six nongovernmental organizations /foundations, 
in addition to members of the secretariat of the Task Force for Child Survival and its 
sponsoring organizations. The presentations underlined the remarkable progress which had 
been achieved since the previous conference. The potential for accelerating national 
programmes by mobilizing broad public and private support was underlined in reports from 
several countries, and was well illustrated by the experiences in Colombia. Limited 
managerial capacity remains a pervasive constraint. The challenge also exists of assuring 
that accelerated efforts strengthen the health infrastructure so as to achieve sustained 
improvements in the delivery of immunization and other primary health care services. Both 
basic and applied research merit increased support. Discussions conveyed optimism that the 
1990 goal is achievable and that the needed additional national and international resources 
can be obtained. Appreciation was expressed for the work of the Task Force, which will be 
continued for at least an additional three -year period. 

2.16 Commitment to the 1990 goal has also increased. It has accelerated the flow of 

resources to the programme, and has also been further strengthened by them. A recent 
demonstration of this commitment was the ceremony held in New York on 25 October 1985 in 
conjunction with celebrations commemorating the fortieth anniversary of the United Nations. 
It involved the signing of a declaration reaffirming the commitment to achieve the 1990 
immunization goal by governments and private representatives from some 57 countries, 
including some 20 presidents, prime ministers and foreign ministers /special envoys, and by 
the Secretary -General of the United Nations and the President of the General Assembly. 

2.17 Such commitment has encouraged national programmes to explore ways of rapidly 

increasing immunization coverage. One strategy is called "channelling" in Colombia: a 

respected member from the community and a health worker visit homes together, identifying 

eligible children, registering them for the programme and providing health education and 
motivation. In Madras, India, either a community member or a health worker perform such 
visits. Both approaches have been highly successful. Schools also represent a 

much -neglected resource. Health education for schoolchildren in Abidjan, Ivory Coast and 

Bombay, India, to cite but two examples, have been effective in increasing immunization 
coverage, as the schoolchildren have motivated their parents to ensure that younger children 

in the household are fully immunized. Efforts of the community for immunization have the 
potential to develop into support for primary health care as a whole. 

2.18 National immunization days are being used as another way of accelerating programmes. 

They have already been successfully employed in some countries and are under active 

consideration in a number of others. When successful, they have obtained the support of 

national political leaders and, through them, mobilized broad multisectoral support for the 

programme. A strict counting of costs makes these efforts appear expensive but does not make 

it clear whether the investments actually reduce the resources available for other health 

programmes. Where communities have been fully mobilized, much time and material comes in the 

form of donations. The enthusiasm captured by a national day is difficult to obtain by other 

means, and it is difficult to measure the extent to which this enthusiasm helps to reinforce 

the effective functioning of the health service as a whole. A major challenge in 

"national day" strategies is to ensure that efforts, including the involvement of 

communities, can be sustained, either by continuing the same strategy or by phasing it out as 
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routine services increase their coverage. The "channelling" strategy mentioned above has 
been an important ingredient of success in both routine services and national days. It may 
provide an important link which can help assure the successful transition from one approach 

to the other. 

2.19 Point 4 of the action programme calls for ensuring that programmes are continuously 

evaluated and adapted so as to achieve high immunization coverage and maximum reduction in 
target -disease deaths and cases. Evaluation continues to be a high priority for EPI. 

Documenting success is important, but emphasis also needs to be placed on documenting 
programme failures, as reflected by inadequate coverage levels, by the use of impotent 
vaccines, or by continuing epidemics of such highly visible diseases as poliomyelitis or 

measles. Such documentation serves as a powerful stimulus for remedial action. 

2.20 The EPI global medium -term programme (1984 -1989) sets as its target that by 1987 all 

countries will have developed mechanisms for national evaluation, will have assessed the 

status of their immunization programmes in relation to the 1990 goal and will be continuously 
revising their programmes as necessary to meet that goal. As of the end of 1985, 32 (42 %) of 

77 developing countries which reported a coverage of less than 60% for a third dose of DPT 
had not yet performed a national review of their immunization programmes. 

2.21 Point 5 of the action programme calls for the pursuit of research efforts as a part of 

programme operations. There is virtually no aspect of EPI which could not be improved by 
research and development, although the major programme priority is the application of 
existing knowledge, not the development of new knowledge; EPI has not generally made any 
direct investments in research unless the results promise to be achievable in the short term 
and to have a direct impact in improving operations. 

2.22 Investments in research on the cold chain have resulted in a marked increase in the 
range and quality of products now available on the market. WHO publishes jointly with UNICEF 
"product information sheets" which provide a guide for the purchase of the most suitable EPI 
materials such as cold rooms, freezers, refrigerators, cold boxes and accessories. In 1985 
this guide listed some 126 items which, after WHO evaluation, were considered satisfactory 
for use in EPI, 18% being manufactured in developing countries. A selection of new or 
improved products which have resulted from WHO efforts in cold -chain research and development 
are shown in Fig. 1. 

2.23 Examples of other research include the development of the EPI coverage survey 
methodology, the use of morbidity and mortality surveys to determine the importance of the 
EPI target diseases, studies of reasons given for not immunizing a child and studies of 
programme costs. A continuing review of immunization practices has led in recent years to 
EPI support for immunizing children at high risk from the target diseases despite 
malnutrition or minor illness. Oral poliomyelitis immunization at birth, DPT immunization 
starting at six weeks and measles immunization at nine months have also been advocated in 
countries where the diseases concerned remain problems for infants. 

2.24 EPI also profits from vaccine research and development activities being conducted by 
others. Within WHO itself, work in this field is being actively pursued by programmes such 
as TDR, CDD, CDS, HRP and the newly created WHO Programme for Vaccine Development. One of 

the objectives of the Bellagio initiative referred to in paragraph 2.14 is to ensure that 
adequate resources are made available to sustain both applied and basic research in 
immunization. 

Progress at regional level 

2.25 Progress in the WHO regions largely reflects their different levels of socioeconomic 
development and emphasizes the point that rapid increase in immunization coverage is most 
easily obtained where the health infrastructure is already developed (Figs 2 and 3). 

2.26 In the European Region the coverage goal of EPI has been largely achieved, although the 
information system at the regional level has only just become able to make full use of data 
available at national level to document this. In 1984 the Regional Committee set targets to 

be used in monitoring progress in achieving health for all by the year 2000. Indigenous 
poliomyelitis, neonatal tetanus, diphtheria, measles and congenital rubella are all to be 
eliminated before the year 2000. A WHO conference of European countries in Karlovy Vary, 
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Czechoslovakia, in December 1984 made detailed recommendations to governments concerning 
actions and policies required, with the time specified, to meet the regional immunization 
targets. 

2.27 In the Region of the Americas immunization coverage levels in infants during the 1970s 

lagged far behind the potential of the existing health services. Dramatic progress has been 

made since the beginning of EPI. The effective use of EPI management training, combined with 

national programme reviews and sub -regional meetings of national managers has markedly 

improved coverage, and impact in reducing disease incidence, particularly the incidence of 

poliomyelitis, is being demonstrated (Fig. 4). Brazil and Colombia have both achieved well 

publicized success in the use of national immunization days to increase immunization coverage 

rapidly, and their example has led several other countries in the Region to adopting similar 

approaches. The Ten -Year Health Plan for the Americas in the 1970s set regional targets. By 

1984, the target for poliomyelitis (reported incidence of less than 0.1 per 100 000 
population for five or more years) was being met by 26 countries (57% of the regional 

total). In May 1985, the Regional Director announced the commitment of Pill to eliminating 

poliomyelitis from the Americas by 1990. 

2.28 The South -East Asia Region has made steady progress since the start of EPI. As late as 

1977, little relevant information on immunization programmes was available at regional level, 

and only BCG vaccine was being widely used (though with low levels of coverage in infants). 

Poliomyelitis, measles and neonatal tetanus were not perceived as important problems in most 

countries. By 1985, routine reports from all countries concerning immunization coverage and 

reported disease incidence were being received, collated and analysed at regional level. As 

a result of surveys and epidemiological investigations, the high toll of death and disability 

from poliomyelitis, measles and neonatal tetanus had been documented by the early 1980x, and 
by 1985 ten of the eleven countries in the Region were using measles and polio vaccines in 

their national programmes. Immunization of mothers with tetanus toxoid was being promoted in 
nine countries. EPI management training, national programme reviews and regional meetings of 

managers are being vigorously organized within the Region. National immunization coverage 

has increased dramatically in Sri Lanka, as well as in parts at least of most of the other 
countries. Regional targets for the reduction of neonatal tetanus deaths and poliomyelitis 
cases were agreed in 1985. Although problems of weak central management and weak 

infrastructure continue to plague some countries, all of them appear to have the potential 

for meeting the 1990 coverage goal. 

2.29 The Western Pacific Region is the most heterogeneous within WHO, with countries ranging 

in size from the smallest to the largest in the world. Levels of socioeconomic development, 

immunization coverage and disease incidence show a similar range. WHO- supported training and 

national programme review activities has been less intense than in several other regions. 

Nevertheless, satisfactory progress is observed in a majority of the countries. China alone 

accounts for almost three -quarters of all the infants in the Region surviving to their first 

birthday. It has been conducting an immunization programme for two decades, and has achieved 

significant progress in the control of the EPI target diseases. The main programme 
constraints relate to strengthening the cold chain and to improving the quality of vaccines. 

The Ministry of Public Health in China, in cooperation with international agencies 
(World Bank, UNICEF and WHO), is taking important steps toward the removal of those 

constraints. However, in the relatively few larger countries in which immunization 

programmes require further acceleration (including Democratic Kampuchea, Lao People's 

Democratic Republic, Papua New Guinea, the Philippines and Viet Nam) economic and political 

constraints exist which promise to make rapid progress in the near future difficult to 

achieve. 

2.30 The Eastern Mediterranean Region also encompasses a wide socioeconomic spectrum. In 

several countries recent sharp increases in national wealth are still being translated into 

improved levels of housing, education and health. Progress in increasing immunization 

coverage has been remarkably good in most of the Region, and there has been extensive use of 

national programme reviews and meetings of national managers in supporting country 

programmes. In 1985, the Region initiated the process of setting targets for immunization 

coverage and disease reduction. The dark side of the picture is that drought, famine and 

civil unrest currently ravage a number of countries, where it is likely to be difficult to 

improve immunization services for the remainder of this decade. 
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A selection of the equipment that has been specially developed for the vaccine cold 
chain. From left to right: an icepack freezer that can make 40 kg of ice per day in a 
tropical climate; a kerosene -powered icepack freezer; a refrigerator that will operate 
with only 8 hours of electricity per day; a kerosene -operated refrigerator for use in a 
health centre; and two cold boxes that can keep vaccine cold for up to 10 days without 
any outside power supply. 

o 2 4 6 8 14 12 14 16 18 20 
Safe Range 
Zone Sans Risque DANGERS DANGER DANGER DANGER 

(b) Liquid crystal thermometer for use in vaccine refrigerators. The dot changes colour 
from black to bright green when the temperature matches the figure shown under the dot. 

(c) A burner from a kerosene refrigerator 
that has been fitted with an almost 
unbreakable metal "lamp glass ". 

(d) A portable tool -kit developed 
for EPI refrigerator repair 
technicians. 
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FIG. 2 BCG, DPT III, POLIO III AND MEASLES VACCINE COVERAGE OF INFANTS, 
BY WHO REGION, BASED ON DATA AVAILABLE AS AT JANUARY 1986 
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FIG. 4 ANNUAL REPORTED MORBIDITY DUE TO POLIOMYELITIS 
(Per 100000 population), 

REGION OF THE AMERICAS, 1969 -1984 
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2.31 In the African Region, the problems of drought, famine and civil unrest are even more 
extensive than in the Eastern Mediterranean Region. They are imposed on a population with 
less wealth, less education and higher morbidity and mortality rates than any other Region, 
and which has suffered from decline in per capita income during the past decade. Yet even 
under these circumstances, progress has been satisfactory in many countries, and exemplary in 
a few. The regional information pertaining to immunization programmes has been markedly 
improved, and good use is being made of national training programmes, programme reviews and 
sub -regional meetings of national managers (limited so far to East and South -East Africa) to 

promote programme development. In September 1985, the Regional Committee, meeting in Lusaka, 
unanimously adopted resolution AFR /RC35 /R9, declaring 1986 African Immunization Year, in the 
course of which Member States are invited to put into effect the mechanisms required to 
obtain immunization coverage of the target populations. Despite these developments, the 
prospects of meeting the 1990 coverage goal do not appear bright at present for a majority of 
the least developed countries in Africa. 

2.32 Management capacity within national programmes remains the most severe global 
constraint for EPI. While the increase in external resources available to the Programme is 
gratifying, the capacity to absorb them remains limited in many countries. Not enough 
capable individuals are being appointed, and even capable staff are often being hindered by 
levels of remuneration which require them to take other jobs besides their government work. 
As might be expected, the problems are most severe in those countries with the least 
resources. 

2.33 One reflection of management weaknesses is the slow improvement in national information 
systems. Obtaining timely data is still difficult, and the estimates of immunization 
coverage and disease incidence remain weak. Information currently available still does not 
permit a distinction to be made at global level between neonatal and other forms of tetanus. 
Only for poliomyelitis do global disease incidence trends give solid evidence of the impact 
being made by EPI (Fig. 5). The poliomyelitis trend is largely influenced by the progress 
being achieved in the Americas, where there are a number of highly successful programmes as 
well as surveillance systems which are sufficiently developed to record the impact. 

2.34 Poor surveillance fails to show the impact on poliomyelitis being achieved in other 
regions or the advances in the control of measles and neonatal tetanus. 

3. ACTIONS NEEDED TO MEET THE EPI GOAL 

3.1 From the beginning EPI has been supported not only for its own sake but also as a 

building -block for primary health care. To be effective, immunization services must 
continually be provided for a high proportion of children in their first year of life and for 
other people at risk (such as women of child -bearing age requiring tetanus toxoid). This 
requires motivated health staff who are appropriately trained and supervised and who receive 
logistic support which ensures that they have the vaccines and supplies when and where needed. 

3.2 Immunization is among the easiest of health services to provide; delivery is also easy 
to evaluate. Inadequate coverage will be clear from the continued occurrence of the target 
diseases. Where they have previously been brought under control, a deterioration in coverage 
will soon be publicly revealed by an epidemic of poliomyelitis or measles. Few health 
programmes hold staff so openly to high performance standards. Because immunization 
programmes are relatively easy to provide and easy to evaluate, they provide a good starting 
point to develop the management skills needed for more complicated programmes. 

3.3 The central EPI strategy to date has been to deliver immunization in consonance with 
other health services, particularly those directed toward mothers and children. The 
long -term goal of such efforts is to strengthen the health infrastructure so as to ensure the 
continuous provision of immunization and other primary health care services. First priority 
has been given to improving immunization in existing health services. Many simple things 
remain to be done: staff should be adequately trained, supervised and given adequate 
logistic support; all health facilities and clinics should be clean and inviting, conveying 
the image of health rather than disease; clinics too often impose long waiting times and 
staff too often do not effectively inform mothers when they should bring their children for 
further vaccinations. Only a fraction of existing health facilities provide immunization, 
and many immunization /maternal and child health clinics still needlessly refuse to immunize 
children suffering from minor illness or malnutrition. "Outreach" and mobile clinics are 
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often too few, but even those that exist often provide irregular and inconvenient service. 
Communities should be far more involved as partners in the planning and delivery of 
immunization services. 

3.4 If under the current EPI strategy less than 40% of infants in developing countries, 
excluding China, have so far received a third dose of DPT or polio vaccine, some 60% have 
probably received the first dose, as drop -out rates remain of the order of 30% in many 
areas. There seems every reason to expect that simply by reinforcing existing health 
services a coverage of 60 % -70% will be achieved with the EPI vaccines in developing countries 
by 1990. The main task is to make certain that children at risk within reach of health 
services are identified and followed up until immunized. 

3.5 This situation represents a major public health gain in the space of the past 10 years. 

Yet such a gain is clearly not enough. The global average is heavily weighted by the events 
in the largest developing countries, and disguises the situation in a few larger countries 
and many smaller ones where immunization services are just being developed. Data currently 

available indicate that immunization coverage with a third dose of DPT is less than 15% in 
13 of the least developed countries accounting for some 10% of the developing world's 
infants, excluding China (Table 3). And in countries achieving higher levels of coverage, 
those children and women of child -bearing age not being immunized are among some of the most 
disadvantaged in the world. Bringing immunization and other health services to them and 
their families remains a priority task. 

TABLE 3. SURVIVING INFANTS IN LEAST DEVELOPED COUNTRIES WITH LESS THAN 15% DPT III 
COVERAGE, BY WHO REGION, BASED ON DATA AVAILABLE AS AT JANUARY 1986 

African Region 
Region of the 

Americas 
South -East Asia Region 

Eastern Mediterranean 
Region 

(in (in (in (in 

millions) millions) millions) millions) 

Burkina Faso 0.28 Haiti 0.20 Bangladesh 2.95 Democratic 
Yemen 0.09 

Central African 
Republic 0.10 Somalia 0.22 

Chad 0.19 Sudan 0.85 

Ethiopia 1.45 Yemen 0.26 

Guinea Bissau 0.03 

Niger 0.26 

Uganda 0.68 

Total 2.99 0.20 2.95 1.42 

3.6 The current enthusiasm for achieving the immunization goal by 1990 is real, and external 
resources, provided they continue to grow as they have in the recent past, do not at present 
seem to limit programme operations. In countries with a relatively well developed but 
under -utilized health infrastructure the short -term stimulus provided by one or more national 
days may well have the potential to elicit a more sustained improvement of immunization 
services, the expectation being that this might extend to other health services as well. 
Much more will become known that may confirm conjectures in two or three years as experience 
is gained with these approaches. 
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3.7 There remain some difficult questions. In the least developed countries and in many 
other developing countries it does not at the present time appear likely that before 1990 the 
national budgets will be sufficient to support the local costs required for full immunization 

coverage on a sustained basis, or that the immunization services can mobilize a sufficient 
number of competent national managers to combine internal and external resources within 

effective programmes. In these countries, meeting the 1990 goal is likely to imply providing 
external funds to meet costs which have in the past been considered a national 

responsibility, including the provision of fuel, maintenance and repair costs, per diem for 
staff travel, and even basic salary costs in some instances, while external staff will 
probably be needed to help manage these programmes. In such countries, the external support 
may become dominant, posing a potential threat to national autonomy and perhaps to national 

development. 

3.8 Should the Programme's recommendation be to back away from the 1990 target date in a 

number of developing countries, restricting external support for immunization to a 

traditional 20% or so of the total cost? Or to press forward, working to avoid continual 
dependence on external resources, yet recognizing that few successful examples of such an 

approach are known to date? Neither option is a comfortable one, and it is likely that 

different countries will choose different paths. In countries where a concerted effort is 

made using a large share of external resources, however, it will be important to assure that 
these resources are sustained for a period of 10 to 20 years rather than the more traditional 
planning horizon of three to five years. And to the degree that external managers are 
engaged, thought should be given not only to having national counterparts, but to using 
external funds to employ young national staff to serve for two to three years as apprentices 

to the external staff and their counterparts, with opportunities for related travel and 
training both within and outside their home countries. 

3.9 Acceleration of existing efforts constitutes the overriding priority for EPI at present, 
using approaches that must differ according to the requirements of individual programmes. 

Common themes in many will be improving current services and increasing the participation of 
communities in these services. These themes are central to strengthening the health 

infrastructure as a whole. A focus on improving the quality of a discrete health service 
such as immunization can also help to improve the quality aid efficiency of other services. 

Communities who are engaged with the provision of immunization services are also likely to 

become engaged with other services. These acceleration efforts therefore have the potential 
to assure that the best use is being made of the existing services while acting as a stimulus 
to improve and extend those services. While addressing the most immediate problems, these 
approaches can also contribute to long run solutions. 

3.10 The EPI Global Advisory Group met in November 1985 to review the global status of EPI 
in conjunction with detailed reports from each region, some of which included the conclusions 
and recommendations made by the regional committees in 1985. The Group also heard from other 

organizations increasingly involved in EPI on the national and international level. The 

Global Advisory Group recommends that, in furtherance of the five -point action programme 

endorsed by the Thirty -fifth World Health Assembly in 1982,1 three general and four 
specific actions be taken by national programmes, supported by WHO, to accelerate EPI 

progress. These recommendations reflect optimism that the 1990 goal of reducing morbidity 

and mortality by providing immunizations for all children of the world can be achieved, but 

also acknowledge that many fundamental problems of national programme management remain to be 

resolved. The recent increases in external support for EPI are welcome but accentuate the 

necessity for concomitant increases in national support for EPI and national abilities to 
implement programmes. Given the current financial crisis, it will be necessary in some 

countries for long -term external support to be provided, rather than the usual commitment of 

three to five years. External resources may be needed to support recurrent expenses of 

programmes (e.g., per diems for national supervisory staff, transport maintenance, and 
running costs). 

3.11 As programmes achieve greater levels of immunization coverage, it becomes increasingly 

important for targets to be set for reductions in morbidity and mortality. Establishment of 

disease reduction targets will stimulate the organization of national surveillance systems 

which are at present lacking in many countries and which are required for achievement of 

these goals. 

1 Resolution WHA35.31. 
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3.12 The three general actions needed are: 

3.12.1 Promote the achievement of the 1990 immunization goal at national and international 

levels through collaboration among ministries, organizations and individuals in both the 
public and private sectors. Mobilize social action which creates effective consumer demand 

and which provides the sustained resources and incentives to assure that this demand is met 
rapidly and effectively. 

3.12.2 Adopt a mix of complementary strategies for programme acceleration. In countries 
where coverage is unsatisfactory or disease transmission persists, use intensified approaches 
such as national immunization days to strengthen existing services and bring about rapid and 
sustained increases in immunization coverage. Such approaches (including national 
immunization days) should use all EPI antigens whenever possible and should also consider 
provision of tetanus toxoid to women of childbearing age. A single national day could be 
proclaimed, or a series of single days, several consecutive days, or weeks. The joint 

WHO /UNICEF statement "Planning principles for accelerated immunization activities" is a 
useful guide. 

3.12.3 Ensure that rapid increases in coverage can be sustained through mechanisms which 

strengthen the delivery of other primary health care interventions. Accelerated efforts 
often represent extraordinary efforts. A major challenge will be to ensure that the progress 
made is maintained and that all immunization activities serve to strengthen the development 
of primary health care. Care must be taken to ensure complete immunization of all newborns 
on a continuing basis. 

3.13 The four specific actions needed are: 

3.13.1 Provide immunization at every contact point. Immunization should be offered by all 
curative and preventive health services, even to children suffering from malnutrition or 
minor illness. Health workers should review the immunization needs of mother and child aid 
provide the right immunizations at the right time. To ensure maximum possible protection at 
minimum cost, simplified schedules should be used in keeping with national needs, and 
excessive contraindications should be removed.1,2 If it is not possible to offer 
immunizations at a particular contact, referral should be made to the first available 
opportunity. 

3.13.2 Reduce drop -out rates between first and last immunizations. The measures recommended 
are to: 

- determine the drop -out rate through systematic review of health facility records or 
surveys; 

- identify reasons for non- participation and adopt measures to solve problems. Actions 
may include: 

- strengthening the participation of communities in immunization programmes, including 
the public, private and voluntary sectors and schools; 

- providing immunization services at more convenient times and places and increasing 
the use of regularly scheduled "outreach" clinics; 

- better informing parents of the need to return for further immunizations and of the 

times and places for doing so; 

- better identifying children who are eligible for immunization and actively seeking 
out those who are missed. 

1 Galazka, A. M. et al. Indications and contraindications for vaccines used in the 
Expanded Programme on Immunization. Bulletin of the World Health Organization, 62(3): 
357 -366 (1984). 

2 Weekly Epidemiological Record, 60(3): 13-16 (1985). 
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3.13.3 Improve immunization services to the disadvantaged in urban areas. Half the 

population of the world is expected to live in large urban areas in the year 2000. Despite 
the relative abundance of health facilities and health personnel in urban as compared with 
rural areas, immunization coverage in the disadvantaged populations surrounding major cities 
is typically poor. High migration rates, lack of social cohesion, and friction between new 

immigrants and established authorities pose barriers which have proved difficult to 
overcome. None the less, accessible services can be provided with few financial or logistic 

problems. Increased priority should be given to accomplishing this in the short term, while 

continuing efforts to provide more equitable services to rural areas. 

3.13.4 Increase priority for the control of measles, poliomyelitis and neonatal tetanus. 

- Measles causes the highest worldwide mortality among the EPI target diseases. In some 

areas, however, coverage with measles vaccine is lower than with DPT or poliomyelitis 
vaccine. Children in the age group at highest risk for measles often have limited 

access to health facilities and health facilities themselves can be major sources of 
measles transmission. All sick and well children attending health facilities should 
be screened for measles vaccine eligibility and immunized on the spot if indicated. 
Efforts should be made to assure that measles vaccine is available on a daily basis at 
all health facilities seeing eligible children. A vial of vaccine should be opened 
even if only a single child attends. Health care providers should focus on every 

measles case as a learning opportunity to improve measles vaccine coverage. Increased 
emphasis on immunizing children against measles will not only help increase measles 

vaccination coverage, but will help raise coverage for DPT and poliomyelitis 
vaccinations, particularly second or third doses, as these can be given with measles 
vaccination. 

- The crippling effects of poliomyelitis are known and feared in most communities where 
this disease persists. Global reductions in the reported incidence of poliomyelitis 
are already being recorded as a result of EPI and dramatic further reductions can be 
anticipated in coming years as immunization coverage improves. Administration of oral 
poliomyelitis vaccine as early as birth may assist in accelerating the reductions. 

Regional targets for elimination of poliomyelitis by 1990 have been set in the 

European and American Regions. 

- Very little progress has yet been achieved in the control of neonatal tetanus, which 

remains a neglected disease although it causes almost a million deaths a year. Cases 

can be prevented both by ensuring clean delivery and postnatal care and by maternal 

immunization. Each case testifies to multiple failures in maternal and child health 

care. This disease has disappeared from industrialized countries and should no longer 

be tolerated anywhere in the world. 

Increased priority for the control of measles, poliomyelitis, and neonatal tetanus should not 

diminish emphasis on BCG and DPT immunization. 

3.14 Continued efforts are also required to: 

- strengthen disease surveillance and outbreak control. The goal of EPI is to prevent 

disease and death. To assess the impact of EPI activities it is essential to have 

adequate disease surveillance systems and laboratory support. Similarly, it is 

important to have mechanisms to respond rapidly to disease outbreaks in order to limit 

spread. In places where routine surveillance systems are not adequate for programme 

management, sentinel surveillance should be vigorously pursued. Outbreak 

investigations should be increasingly promoted as the EPI target diseases are brought 

under control. Regional offices should support national programmes in ensuring that 

surveillance data are used to maximum effect by operational managers. 

- reinforce training and supervision. Few countries have comprehensive plans for 

initial and refresher training of middle- and peripheral -level staff or encourage 

supervisory practices which motivate and help staff to do their best. Particular 
problems include high staff turnover and the need to train volunteers for selected 

"acceleration" activities. 
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- ensure quality of vaccine production, management, and administration. All vaccines 
used should meet WHO requirements; cold chain systems should be strengthened; and 
efforts must be made to ensure that each person to be immunized receives a vaccine 
properly administered (using a sterile needle and a sterile syringe, if an injectable 
product). 

- pursue research and development. Emphasis should be placed on the evaluation of 
alternative approaches for delivering services more effectively, particularly those 
which directly strengthen other elements of primary health care, and on the 
incorporation of new methods and materials which promise to improve programme 
management. 

3.15 WHO and UNICEF have actively collaborated in support of EPI since the early days of the 

programme. The acceleration of national efforts heightens the importance of this 
collaboration, particularly at national level. It may be further facilitated by the 
provision of policy guidances from global and regional levels (as exemplified by the Planning 
Principles for Accelerated Immunization Activities), by WHO and UNICEF collaborative 
agreements at regional level (as has been done in Africa, the Americas and the Eastern 
Mediterranean) and by country agreements jointly signed by government, WHO, UNICEF, and other 
major partners in the immunization effort. In addition, WHO and UNICEF should strive to 
coordinate administrative and budgetary procedures at country level. 

3.16 The EPI Global Advisory Group recommends that the World Health Assembly should reaffirm 
its commitment to meeting the 1990 EPI goal and to the pursuit of the five -point action 

programme endorsed in 1982, emphasizing the points identified above, for the achievement of 

that goal. 


