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ABBREVIATIONS, ACRONYMS, DEFINITIONS 

Chain of command 

Chief of logistics 
(CoL) 

Civil society 

Command and control 

Deployment 

Distribution 

BPI 

Incident commander 
(I C) 

Inventory management 
system (IMS) 

IT 

Logistics 

The order of authority between manag~rs at different levels - national, 
state, provincial, district and local. 

The person responsible for planning and managing the logistics of 
delivering vaccines, ancillary supplies and other items during an 
influenza pandemic. 

Sectors of society such as religious institutions and their leaders, local 
and national nongovernmental organizations, private philanthropic 
organizations, universities, schools, teachers' associations, trade unions, 
civic groups and parent-teacher associations. 

The collective methods for managing the deployment of vaccine and 
ancillary items. 

The movement and use of a pandemic influenza vaccine, including any 
pharmaceuticals and other items that may be required to reduce the 
impact or severity of influenza infections, once they are available in a 
country. 

The transport of vaccine and other items from point of origin, through 
multiple processing points to the final destination. 

Expanded Programme on hnmunization (of the World Health 
Organization) 

The person responsible for overseeing all aspects of a pandemic influenza 
response. 

An active control programme that provides information on the quantities, 
status and location of stocks within a store or warehouse to assist in the 
management of related activities such as ordering, receipt, filling 
requests and/or shipping/forwarding these items. The IMS tools available 
today support many functions including automated billing (accounts 
receivable) and the issue of authorization to pay suppliers. 

Information technology 

The management and control of the supply chain to assure the flow of 
medical supplies, vaccines, ancillary supplies and other resources during 
distribution within a country or region. 



Management 
information system 
(MIS) 

Pre-event 

Private sector 

Public sector 

Supply chain action 
plan 

Surge capacity 

UNICEF 

WHO 
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Any system that: (1) routinely assembles, integrates, processes and/or 
stores information according to a prescribed set of rules that it receive 
from the users, uruts, departments and/or other sources, and (2) provides 
this information to management and other users to support their 
operations. In the simplest form, the information collected is generally 
driven by the goals and objectives of the users and/or the business or 
mission of the overall organization. 

The period before a pandemic occurs. 

Commercial enterprises - sectors of the national economy that are not 
under direct state control. 

Sectors of the national economy under state control. 

Plan for the packaging, scheduling of shipments and the required 
transport of the vaccine and ancillary supplies. 

The ability to call forth the additional resources and capabilities required 
to respond to an emergency such as a pandemic. 

United Nations Children's Fund 

World Health Organization 
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SUMMARY 

In May 2009, the Director-General of the World Health Organization (WHO) raised the 

pamlemit.: alerllevt:l fu1 iullueUL.a A (H1N1) tu phase five. After that, the Western Pncific 

Regional Office began to plan workshops on influenza A (H1N1) vaccine deployment in a 

pandemic in Manila for 16 non-Pacific island countries and in Fiji for 20 Pacific island countries 

(PICs ). The first workshop was held in Manila from 31 August to 4 September 2009. 

The main objectives of the workshop were : 

(1) to discuss the operational framework and guidelines for deployment of pandemic 

influenza A (H1N1) vaccine; 

(2) to enable participants to understand and manage the processes and structures 
related to pandemic vaccine deployment; and 

(3) to enable Member States to undertake required advance preparations, including 

establishing the required surge capacity to deploy vaccine and ancillary items. 

Dr Shin Young-soo, WHO Regional Director for the Western Pacific, opened the 
workshop and provided the introductory remarks. 

The five-day workshop was jointly organized by the Expanded Programme on 

Immunization (EPI) and Communicable Disease Surveillance and Response (CSR) units in the 

WHO Regional Office. The first half-day included presentations on the global and regional status 

of pandemic A (H1Nl) 2009 and on progress in vaccine production. For the next four and a half 

days, the EPI workshop was held separately from the CSR workshop and focused on the 

development of a pandemic deployment plan. 

The pandemic influenza A (H1 Nl) vaccine deployment workshop was designed and 

conducted along with the development of pandemic vaccine deployment guidelines of seven core 

areas of vaccine deployment, namely: legal and regulatory, management of deployments, 

information and communication systems, human resources and security, supply chain logistics, 

health care waste management, and termination of deployment operations. Participants were 

divided into three groups to read documents, to review checklists, to major challenges in these 

seven core areas, and to come up with solutions. Participants did brain storming according to 

their country situation and experiences. All groups presented their fmdings on challenges and 

solutions at the plenary session. On computers, participants used an Excel database to calculate 

"vaccine storage capacity needed for pandemic A (H1N1) vaccine in each country, using different 

scenarios based on vaccine uncertainties. Participants also took part a in whole-day computer 

exercise to develop outlines for the pandemic vaccine deployment plans on the fifth day of the 

workshop. 

As pandemic vaccine deployment was a new topic to most member countries, participants 

were actively engaged in the interactive plenary and group work sessions. Participants were 

taught the standard operating procedures for all levels of pandemic vaccine deployment, effective 

management and co-ordination at all levels of the health system during pandemic vaccine 

deployment, vaccine storage and transport capacity for their respective countries, and how to 

plan for establishing surge capacity for each essential area of pandemic vaccine deployment. 
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Many countries have not yet fmalized the prioritization of groups or percentage of 
population to be vaccinated for the pandemic influenza A (HlNl) vaccine when it becomes 
available. As such, these countries were not able to prepare outlines for their pandemic vaccine 
deployment plans; rather, they did the exercise on different scenarios. 

1t is recommended that countries should prioritize the population groups to be vaccinated 
for pandemic influenza A ( HlNl) vaccine. High-level advocacy should be conducted by the 
participants when they return home. Countries should also involve people from several 
departments and organizations in developing the fmal details of the pandemic vaccine 
deployment plan. Finally, it is recommended that countries should incorporate the fmal pandemic 
influenza A (HlNl) vaccine deployment plan into the country pandemic response plan. 
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1. INTRODUCTION 

A Workshop on Influenza A (HlNl) Vaccine Deployment in a Pandemic was held from 

31 August to 4 September 2009 in Manila for 16 non-Pacific island countries. 

1.1 Objectives 

(1) To discuss the operational framework and guidelines for deployment of pandemic 
influenza A (HlNl) vaccine. 

(2) To enable participants to understand and manage the processes and structures 
related to pandemic vaccine deployment. 

(3) To enable Member States to undertake required advance preparations, including 
establishing the required surge capacity to deploy vaccine and ancillary items. 

1.2 Participants 

Attending the meeting were three resource persons from WHO Headquarters, 25 
participants from 13 countries, four officials from the United Nations Children's Fund (UNICEF) 

Regional and country offices, and 16 participants from the WHO Regional and country offices. 

The workshop agenda and the list of participants are provided in Annexes 1 and 2, respectively. 

1.3 Opening ceremonies 

Dr Shin Young-soo, WHO Regional Director for the Western Pacific, welcomed the 

participants to the workshop. He also thanked everyone for making themselves available for the 

ongoing influenza A (HI Nl) pandemic-the first influenza pandemic of the 21st century. 

He informed the audience that the Western Pacific Region is much better prepared than 

before, seeing the real benefits from the national capacity strengthening and pandemic 

preparedness efforts made over the past years. WHO has been working closely with Member 

States to monitor the evolving pandemic situation and to provide technical advice accordingly, 

especially to mitigate the pandemic. 

He mentioned that although safe and effective vaccine was not used in any of the previous 

pandemics, prospects for using vaccine to fight the A (HINI) pandemic virus were really good 

and may be one of the most important components of the mitigation strategy of the current 

pandemic. Pandemic (H1Nl) vaccine was in the advanced stage of clinical trials at the time of 

the workshop, likely available for use in September or October 2009. Dr Shin further noted that 

although many high-income countries in the Region have advance purchase agreements with 

many manufacturers, WHO is in continuous dialogue with many manufacturers for pledges of 

donations and for reserving a proportion of their real-time production at a reasonable price for 

developing countries to ensure equity and fairness in access to pandemic A (HlNl) vaccine. As 

of July 2009, 150 million doses had been assured to WHO as donation from two big 
manufacturers. 
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However, Dr Shin emphasized that while efforts are being made to secure vaccine 
supplies, it is equally important to make advance preparations to ensure efficient use of the 
limited supplies of vaccine to maximize its public health impact. In this regard, he reminded the 
audience of the recent Strategic Advisory Group of Experts (SAGE) recommendation for 
identifying the priority groups for vaccination and making preparations for expedited regulatory 
approvals of in-country vaccine licensing and importation; and rapidly distributing vaccine to the 
priority high-risk groups as identified in the country earlier. 

Dr Shin also acknowledged the contributions of the participants and sincerely hoped that 
the common sessions between the two groups would mark the beginning of stronger and 
sustainable dialogue in joint planning and coordinated pandemic response in countries for the 
corning days. 

2. PROCEEDINGS 

2.1 Overview of current situation of pandemic A CHlNl) 2009 and seasonal influenza 

2.1.1 Global situation update: pandemic A (H1N1) 2009 

Dr Anthony Mounts from WHO Headquarters presented the global update of pandemic A 
(HlNl) 2009. Globally, as of 13 August 2009, more than 180 000 cases of influenza A (H1N1) 
2009 had been detected and 1800 deaths had been reported in 177 countries, territories and areas. 
In terms of virus characteristics, he noted that all viruses to date had been homogeneous 
antigenically, that they reacted well with antisera raised against California/4/2009 and 
California/7/2009, and that very little drift and no further reassortment events had been found. It 
has been found that pandemic A (H1N1) 2009 virus replicates more in lungs and causes more 
severe pneumonia in animals (e.g. ferrets, mice, primates) than seasonal HlN1. 

Pandemic A (H1N1) 2009 virus is sensitive to neuraminidase inhibitors (oseltarnivir, 
zanarnivir) and resistant to amantadine and rimantadine. There were reports of sporadic 
resistance to oseltarnivir, but very few in relations to total numbers of cases. 

In terms of outcome, a majority of cases have uncomplicated influenza illness that resolves 
without antiviral treatment. A majority of deaths are caused by severe viral pneumonia, renal 
failure or multiple organ failure, hypotension and shock. Around 50%-80% of severe cases have 
underlying conditions that vary by country and by definition. Risk factors might include 
pregnancy, asthma and other lung disorders, cardiovascular disease, diabetes, 
immunosuppression, neurologic disorders and obesity, but further study is required. Severe cases 
and deaths have occurred in young and previously healthy adults and less often in children. 

Currently, the rates of illness appear to be dropping in temperate areas of the southern 
hemisphere. Temperate areas in the northern hemisphere are experiencing intense, local spread to 
areas previously unaffected, and tropical areas are now seeing an increase in the number of cases. 

The number of pandemic A (H1N1) 2009 cases is high, but variable transmissibility in 
countries appears to differ with the season. People aged 5-25 years old are most commonly 
affected. Groups at risk for severe illness are similar to those most affected by seasonal 
influenza. However, rates of severe disease are low in the oldest segment of the population. 
Seasonal and pandemic viruses are co-circulating in some countries. It is still unclear if 
replacement will occur. 
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2.1.2 Regional situation update and pandemic response strategies in the Western Pacific 
Region 

Dr Takeshi Kasai, WHO Regional Adviser for Communicable Disease Surveillance and 

Response (CSR), presented an update on the pandemic A (HlNl) 2009 situation in the Region 

and described response strategies taken by the WHO Western Pac1hc .KegwnalUffice. Pandemic 

impact still remains uncertain and is currently being monitored. The impact of the pandemic on a 

population has many dimensions: health, social and economic. There has been no reported severe 

impact on health care services as a result of acute respiratory disease. Pressures on local hospitals 

and potential economic loss have been reported from some countries. 

Dr Kasai also talked about the Third Meeting of National Influenza Centres (NIC) in the 

Western Pacific and South-East Asia Regions held from 18 to 20 Augu.st 2009, in Beijing, China. 

Key NIC meeting recommendations were: 

(1) strengthen comprehensive national influenza surveillance systems, including 
surveillance of influenza diseases, viruses, severe acute respiratory infection (SARI) and 

outbreak events; 

(2) develop NIC contingency plan; 

(3) shift from "containment" to "mitigation" strategies smoothly; and 

(4) strengthen regional influenza information sharing mechanisms. 

Dr Kasai concluded that tlie epidemiological situation differs by country, the virus has not 

made any significant mutations, and the majority of cases have been mild. However, cases of 

severe illness and death have been reported from countries with sustained community 

transmission. Intervention differs by different epidemiological stage - it is important to shift 

accordingly. The WHO Western Pacific Region and South-East Asian Region have developed a 

framework for action to assist preparation in order to minimize preventable deaths and accelerate 

the development of core capacities required under lliR (2005). 

2.1.3 Pandemic A (H1N1) 2009 vaccine development and vaccination strategies 

Dr Manju Rani, Scientist for BPI unit, gave a presentation on pandemic A (Hl N1) 2009 

vaccine development and vaccination strategies. She mentioned that pandemic vaccine was not 

used in previous pandemics. In 1918, no vaccine was available, and in 1957 and 1968, vaccines 

arrived too late. When vaccine became available in 1976 for the swine flu outbreak in the United 

States of America, the vaccination canipaign was halted due to a higher-than-normal rate of 

Guillain-Barre Syndrome (GBS) cases among the vaccinated group. 

Dr Rani presented the differences and similarities of pandemic A (H1N1) 2009 vaccine 

with seasonal influenza vaccine: 

(1) monovalent (H1Nl 2009) versus trivalent (H1N1, H3N2, type B); 

(2) inactivated ,versus live; 

Live vaccines are licensed in a few countries with restricted age group for 

administration. 
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(3) multiple formulations (whole virus, spilt virus, virus subunit) by different 
manufacturers; 

( 4) adjuvants: alum or oil in water (many current BPI vaccines are adjuvanted, e.g. 
hepatitis B vaccine) versus non adjuvants; 

Only one vaccine was licensed earlier with MF-57 by Novartis. 

(5) production substrate: egg based or cell-culture based (Baxter); 

Only one of the currently licensed seasonal influenza vaccines is cell-culture 
based (2007). 

( 6) route of administration: intramuscular (inactivated), nasal spray (live attenuated); 
and 

(7) dose: single versus double (at one month interval) 

Multiple formulations and types of vaccine (with or without adjuvant), new virus-like 
particle (VLP) vaccines and recombinant vaccines may be available ill the markets, which can be 
challenges in low- and middle-income countries. 

However, the objectives of vaccination strategies may vary by country depending on the 
epidemiology and severity of the pandemic, vaccine supply in terms of quantity and timing, 
programmatic capacity to deliver vaccine, and political will. 

She also presented the rationale for prioritization as per WHO recommendations for 
vaccination and on operational feasibility. 

She concluded by announcing that vaccine against pandemic A (HlNl) 2009 would soon 
be available and would be ONE of the components of the mitigation strategy. Since vaccine 
supply will not be sufficient for the whole population, countries will have to implement 
staggered availability and prioritization of population groups depending on vaccination 
objectives. 

2.1.4 Seasonal influenza: vaccine and vaccination 

Dr Md. Shafi.qul Hossain, Technical Officer ofEPI unit, presented an overview of 
seasonal influenza vaccine and vaccination. Of the three types of influenza viruses, influenza A 
virus is the leading cause of large epidemics and high mortality. 

There are two types of influenza vaccine: trivalent inactivated and live attenuated. They 
are composed of two strains of influenza A virus (HlNl, H3N2) and one B type. Influenza 
vaccines are different each year and vaccine virus strains are adjusted annually. Virus strains are 
usually changed therefore one seasonal vaccine has no or limited effect for other seasons. The 
seasonal vaccine strains recommended for the northern hemisphere are announced in February 
and for southern hemisphere are announced in September. 

Trivalent inactivated influenza vaccine is a liquid multi-dose preparation with preservative 
(thiomersal) and single-dose vials (with no preservative), licensed for children older than six 
months. Trivalent inactivated vaccine (TIV) can be administered to a person receiving an 
influenza antiviral, can be simultaneously administered with other vaccines and can be 
administered to a person at risk for complications. 
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Live attenuated influenza vaccine (LAIV) is based on genetic reassortment technologies. It 
is genetically stable, cold adapted, temperature sensitive and licensed for use in 2-49 years age 
group in the United States of American, the Republic of Korea and the Russian Federation. Live 
attenuated influenza vaccine, which is kept in a pre-filled, single-use sprayer containing 0.2 m1 of 
vaccine, is easy to administer. It induces broad mucosal and systematic immune response in 
children. 

Compared to other EPI vaccines, influenza vaccines need to be given every year to all 
cohorts. Protection will depend on the match between vaccine antigens and circulating viruses. 
On average, protection against clinical disease is 70%-90% and duration of protection is 4-6 
months. 

2.2 Introduction of training course 

Mr Peter Carrasco, resource person for the workshop, provided an overview of the training 
course of influenza A (HlNl) 2009 vaccine deployment in a pandemic. The training course is 
based on the WHO prepared guidelines, which also support rapid deployment of antivirals, 
pharmaceuticals and personal protective equipment (PPE). The guidelines can be used to support 
logistics in almost all emergencies. The guidelines assume that most countries will use their 
immunization programme and its built-in capacity to support the deployment of pandemic 
vaccine. 

The main objectives of the training course are to develop a deployment plan for delivery 
of pandemic influenza vaccine and other ancillary products in seven days, as well as 
understanding the core concepts/activities discussed in the guidelines related to: 

(1) pre-event planning, 

(2) planning for a required surge capacity, 

(3) conducting exercises to test a country's deployment capacity, 

( 4) core management activities to achieve a seven-day deployment, and 

(5) command and control. 

The workshop is outlined in eight chapters, namely: Introduction, Managing deployment 
efforts; Legal and regulatory planning issues; Information and communications management; 
Human resources and security; Supply chain logistics processes; Managing waste; and 
Termination of deployment. illustrative checklists for chapters 2, 4, 5, 6, 7 and 8 were discussed 
in the group work. 

2.3 Management of deployment efforts 

Mr Peter Carrasco presented on the management of deployment efforts. The goal is to 
defme and plan an effective managerial framework that will ensure deployment of vaccine to 
designated distribution points within seven days. 

When preparing for a pandemic, it is critical to involve people from multiple agencies as 
no single institution would have all the resources required to deploy a pandemic influenza 
vaccine in seven days. Deployment committees should be established at each level and should 
include representatives from government agencies (e.g. agriculture, civil protection, defence, 
energy, forestry, police/frre services and transport), medical societies, nursing/nursing societies, 
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schools of medicine, civil society organizations, private sector such as vaccine manufacturers, 
associations of governors and/or mayors, nongovernmental organizations, the Red Cross/Red 
Crescent, community organizations and religious groups. Multi-sectoral representation on 
deployment committees is also important for planning and obtaining additional resources to 
complement government resources. In many countries, the emergency services at regional and 
district levels are managed under different conditions and by different local agencies. Serious 
problems will arise if an agency does not understand its part in the country's deployment plan or 
the need to coordinate its efforts with others in the chain of command. 

For the deployment of vaccine within seven days to be successful, activities must be 
effectively managed and coordinated. Managers need to begin by asking: "What will it take to 
deliver vaccine in seven days?" The answer will identify what the manager needs to plan, 
establish and exercise to achieve the seven-day delivery. 

The person who is responsible for all pandemic-response actions is coined as the incident 
commander (I C). Whether the IC manages the deployment of vaccine or delegates the 
responsibility to another person will depend on the scale of the event and other activities that the 
IC must manage. A pandemic will undoubtedly be a large national event so the IC will probably 
delegate responsibility for vaccine deployment to the person who will manage the logistics. 
Countries may have other titles for the person who fills this function but can refer to him/her as 
the chief oflogistics (CoL). The CoL reports directly to the IC. The IC and the Col need to 
understand the functions and the supporting processes and structures that have to be managed at 
all levels for the successful execution of the deployment plan. 

Effective management of the deployment depends on: (1) how effectively the deployment 
plan is structured and detailed to provide counterparts with a clear understanding of what needs 
to be accomplished, by when and by whom; and (2) the establishment (by the COL) of a clear 
line of command between managers at the national, intermediary and local levels. This structure 
is commonly known as a chain of command. Managers at every level in the chain of command 
will: (1) receive guidance from, and submit progress reports to, those in the level above them; 
and (2) in turn, provide guidance to, and receive progress reports from, those working in levels 
below them. An effective chain of command will assure the uniform execution of activities to 
deploy pandemic influenza vaccine within seven days to all distribution points. 

Effective deployment of the vaccine will depend on the ability of managers at all levels to 
make rapid decisions. A communications grid and related equipment are needed for all 
government agencies, the military and civil authorities to communicate rapidly with one another, 
monitor the dispatch and arrival of vaccines and other items, and identify and resolve 
deployment problems at levels where they occur. A supervisory structure is needed to support 
staff to guide others in their work and ensure timely execution of the required activities, identify 
and resolve problems quickly, and document operations, successes and failures and provide 
recommendations. 

The efforts to manage deployment at all levels are known collectively as command and 
control. The command-and-control structure provides the oversight, accountability and 
framework for rapid decision-making processes and the management required to execute a 
planned response. The CoL will have to establish a command-and-control protocol that defines 
the structure, decision-making processes and lines of command to assure that the vaccine and 
ancillary supplies reach each distribution point according to the country's deployment plan 
within seven days. 

Experience from other disease-control efforts has shown that the establishment of an 
effective command-and-control protocol depends on five essential management functions: (1) 
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decision-making; (2) communication; (3) supervision; (4) evaluation and monitoring; and (5) 

simulation exercises. The CoL needs to establish a command-and-control protocol at 

state/provincial and district levels and assure that counterparts at those levels agree to use it. 

The CoL and his/her counterparts at each level need to carefully estimate: (1) the cost of 

providing the required resources to support management activities; and (2) the cost of supporting 

all operations to achieve a seven-day deployment, including the possible deployment of a second 

dose. The IC has to ensure that these costs are incorporated into the county's pandemic 

preparedness plan and presented for approval to the government and other organizations at the 

highest levels. The CoL and other managers should periodically review and update these 

estimates. 

2.3.1 Group work 

Challenges: 

(1) 
(2) 
(3) 
(4) 
(5) 
(6) 
(7) 

Uncertainty of vaccine availability 
Prioritization in selecting target populations 
Communication: command control, multisectoral coordination and public relations 

Political will 
Securing the budget in pre-pandemic phase 
Challenges to distribution if there is a perception of panic from the pandemic 
Difficulty in accessing high risk first 

(8) No deployment plan and national preparedness plan does not consider the use of 

the vaccine (use of vaccine is not clearly explained in many Member States) 
(9) Lack of funds to purchase vaccines and injection equipment, operational costs 

(1 0) Lack of a national policy to coordinate and manage transportation assets to quickly 

deploy all vaccines to the end-point users 
(11) Insufficient capacity in waste management and cold chain capacity 
(12) Inadequate management information systems to support a seven-day deployment 
(13) Lack of trained staff 

Solutions: 

(1) Prepare several plans based on different scenarios. 
(2) Be proactive in communicating and collaborating more closely with partners (e.g. 

WHO, UNICEF, donors, manufactures). 
(3) Establish a national panel consisting ofleaders and experts from different groups, 

including medical doctors, public health, and civil society. 
(4) Develop general guidelines for defining target populations. 
(5) Establish a prioritization plan for vaccination of target populations. 

(6) Establish a national committee for vaccine deployment and define clear 
responsibilities for each member/sector. 
(7) Appoint a national incident commander and chief of logistics. 
(8) Develop a national communication plan and guidelines, including community 

health education. 
(9) Develop a national plan, test the plan through implementation of a simulation 

exercise and identify gaps for further improvement of each plan. 
(10) Present the budget plan to: 

(a) national government for approval, and 
(b) stakeholders (national and international). 

2.3.2 Legal and regulatory issues for deploying vaccines 
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Mr Peter Carrasco presented the legal and regulatory issues for deploying vaccines. The 
goal of legal and regulatory planning is to assure that the agency or ministry responsible for 
regulating the importation, transportation and use of vaccines and medical devices completes the 
necessary legal and regulatory steps to permit the importation and use of pandemic vaccine. 
Although legal and regulatory concerns teclutically are not logistics issues, th~y w~rr: inr.lnnf';ri 
in the guidelines and in the workshop because national and international laws and regulations 
concerning vaccine must be followed even during an emergency. 

These laws and regulations apply to the movement and use of vaccine from the time it 
leaves the manufacturer or WHO stockpile to the time it is administered. Failure to comply with 
legal requirements in advance of an event will seriously delay the delivery of vaccine when 
operations commence. With good preparation, a country can avoid the stresses and delays of 
having to comply with legal requjrements during an event. 

The CoL must: (1) understand the legal and regulatory requirements for importing and 
using vaccine; (2) contact the offices that are responsible for complying with the requirements 
and fmd out what additional information they require; and (3) ensure that the responsible offices 
take the necessary steps in advance to assure that the deployment of vaccine is not impeded by 
any unforeseen legal constraints during the deployment. 

The CoL should start these activities immediately. It will take time to clarify the legalities 
and satisfy all the requirements. Every Member State has its own laws and regulations for the 
importation and use of vaccine. Each step of the vaccine deployment may have different legal 
and regulatory implications that the CoL must understand. The CoL should also analyse existing 
laws and regulations and seek the assistance of legal counsel. Before the vaccine is available, 
each Member State should assure that the regulatory control authority briefs customs officers and 
other authorities at all levels of government to ensure the rapid clearance of the vaccine through 
customs and during interstate transport. 

Some countries may need to modify existing laws to allow the deployment of a pandemic 
vaccine during an emergency. For instance, a new pandemic vaccine may not yet be fully 
licensed under a country's current regulations at the time it is needed, or a country's laws or 
regulations may have to be changed to allow an official to issue a conditional license for import 
and use. 

2.3.3 Information and communications management 

Mr Henry Tuell made a presentation on information and communication management. The 
goals of information and communication management are: (1) to review the current information 
system and recommend ways to improve it so that it provides the CoL, other deployment 
managers and staff with information to make effective decisions and manage the deployment; 
and (2) to evaluate whether the communications hardware requires upgrading and, to the extent 
possible, arrange for redundant capabilities in case the primary system fails. 

Effective decision-making is one of the procedures that assures effective implementation 
of the deployment plan and permits adjustments to be made to the activities. Rapid 
communication of information and data is critical as it assures good understanding of the impact 
of the event, effective action to mitigate or address it, and good decision-making. In the event of 
an influenza pandemic, questions raised concerning the impact, the control measures in place, 
and the use of pandemic influenza vaccine will need to be addressed effectively. 

Effective information and communications management ensures that real-time answers are 
provided to the questions outlined below. 
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(1) Where are the pandemic influenza vaccine and ancillary items? 

(2) What problems exist? Why do they exist? Do they relate, for instance, to 
mechanical transport problems, lack of fuel, security, weather, human resources, or legal 

issues concerning the documentation required for vaccine being transported through 

vwvil!L:c::s u1 aL:1uss borders? 

(3) Who are the persons we need to contact (include names and contact details of all 
personnel involved in the deployment operations)? 

(4) Where are the waste disposal sites? 

The answers to the questions assist the CoL, the CoL's staff, and public and private 

authorities in making the best possible decisions during the emergency response. 

The Col and IC need to work with the office responsible for overseeing the design of the 
management information system that underpins the response to the overall event. They need to 

assure that the important information is recorded and stored: resources used in the deployment, 
the performance achieved in relation to the planned supply chain activities, lessons learnt and 
any other basic supply chain information relative to the support of the deployment plan, 
including names and contact details of all personnel involved in the deployment operations. 

The CoL and IT manager and/or human resource manager should review the existing 

human resource information system and consider whether it can produce the information that 

will be required to support deployment activities at all levels. The CoL should assure 

standardization of information that facilitates personnel management such as making decisions 

on which staff members have the skills to replace others who, for some reason, cannot fulfil 

their duties during a pandemic. Human resource information should be stored in a form that is 

easily accessible, either in a secure computerized system or in a paper-based filing system. 

Many countries have inventory management systems to manage their medical and 
pharmaceutical inventories. These systems track the arrival, amount, storage, dispatch and 
shipment of vaccines and medical supplies. In countries where the private sector dominates the 

provision of health services, governments select private contractors that have similar systems to 
manage and distribute vaccines and other medical supplies. The ministries of health and private 
contractors have routine methods for communicating inventory information on vaccines and 
other medical supplies. During a pandemic, however, the speed and timeliness of their 
information exchange may not be adequate to support the deployment of vaccine and ancillary 

items within seven days: The CoL needs to look at existing systems to see if they can effectively 

provide data to support a seven-day deployment. 

The CoL and the offices responsible for the collection of health care waste need to 

determine the actions to be taken to assure the safe and appropriate disposal of the large amounts 

of waste that will be produced by pandemic vaccination activities. To make a decision on 
whether or not it will be necessary to establish surge capacity to assure the timely collection and 
disposal of medical waste, the CoL will have to review information on currently available waste 

facilities. 

It is crucial to maintain and protect the information in the management information 

system to assure that it is accurate and available to managers and staff throughout the 

deployment. Countries must have clear procedures for updating, accessing and protecting 

information in the management information system to prevent any information being lost or 

compromised. 
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If the pandemic influenza virus is causing severe complications and is associated with 
many deaths, sectors of the public may panic or become aggressive in demanding the vaccine. 
During a pandemic, it will be critical to manage the media to keep the public informed and to 
gain their trust and cooperation. Failure to do so may create security risks that could threaten 
deployment personnel and hinder vaccine distribution efforts. The CoL is generally responsible 
for managing commurucahon w1th the media, but he or she should work with appropriate 
ministries and civil authorities to: 

(1) assign responsibility for media relations to specific staff members at national, 
state/provincial and district levels; 

(2) establish guidelines and standard operating procedures for personnel who 
communicate with the media- this should be done in consultation with the information 
office of the ministry of health or the appropriate entities designated by senior officials; 

(3) draft messages and information material in advance of the deployment for the 
media to use in informing the public and minimizing rumours; and 

( 4) establish budgets at each level to support media communications efforts. 

2.3 .4 Group work 

Challenges: 

(1) Lack of information about the vaccine on safety efficacy/clinical trials 
(2) Hard to prioritize the target group 
(3) Difficult to develop a communication plan 
( 4) Difficult to reach and communicate the vaccine program to the people in isolated 
remote areas; 
(5) Lack of information about the vaccine: package size, consignment schedule and 
quantity 
(6) Uptake of vaccine (if there is no demand) for different priority groups 
(7) Concomitant administration ofH1N1 and seasonal influenza vaccine 
(8) Information on personal protection and moral responsibility; 
(9) Inadequate communication infrastructure to facilitate rapid transmission of data 
regarding vaccine delivery 
(10) Inadequate performance and motivation of health care workers to provide timely 
information on vaccine deliveries 
(11) Lack ofintersectoral coordination to facilitate timely communication at all levels 
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Solutions: 

(1) Use updated data from WHO; WHO to provide quick and accurate information on 
vaccine safety and vaccine information. 
(2) Develop communication plans for target groups. 
(J) Develop communication plano§ hMcd on clinical datu to 3Upport limited vuooinution. 
For those who will not get the vaccination, be ready to explain why they are not higher in 
the priority list. 
(4) Work through trusted individuals in the local communities, e.g. tribal leaders and 
religious leaders, to ensure a successful vaccination programme. 
(5) Liaise with the police or defense organizations to guarantee security. 
(6) Identify requirements for funds early in the planning process to try to secure 
funding. 

2.4 Human resources and security for deploying vaccines 

Mr Souleymane Kone gave a presentation on human resources and security for deploying 
vaccines. The goal for human resources and security is to assure the availability of enough 
people who are trained and motivated and have the right skills to deploy pandemic influenza 
vaccine in a working environment that is supportive and secure. 

A well-planned and fully supported human resource management system is essential for 
the effective deployment of vaccine. The human resource system needs to address the categories 
and the numbers of personnel that will be required for the deployment, their roles and 
responsibilities, the support they will need and, above all else, their safety. The skills that 
deployment personnel have, and the training they receive, will be a major determinant in the 
quality of their performance during the deployment. It is imperative to train staff and managers 
both as individuals and as team members within their teams. Training individuals asslJ!eS that 
each person knows how to perform his or her assigned task and how to work with other members 
in the team. Training teams assures that each team member understands what the team must 
accomplish and how it is expected to coordinate with other teams throughout the chain of 
command. Conducting exercises to identify gaps in the skills that are available or required 
provides a basis for developing the appropriate training. 

Acute shortages of staff will exist during a pandemic. By the time vaccine is available, it is 
probable that personnel on whom the CoL has counted may be sick or unable to work. There may 
not be a sufficient number of people to fill the positions at all levels to deploy the vaccine. The 
CoL must recognize this fact and work with health and planning authorities to create a 
contingency plan that will minimize the impact of personnel shortages during deployment 
operations. Many countries that conduct mass vaccination campaigns have teams of trained 
personnel with experience in deploying vaccine and supplies for disease-control initiatives. 
However, as time passes, those individuals may retire, leave to take up other jobs or be 
unavailable for other reasons. Without a continuous effort to recruit individuals, assess their 
skills and train them, a country will discover that it has too few staff members to perform 
effectively when a pandemic occurs. 

Training supervisors is particularly important. Supervisors need to understand the overall 
deployment plan, their responsibilities within the plan, their reporting relationships to senior 
levels of management, and the information and communications systems that they will use to 
make decisions, solve problems, and manage deployment operations. Supervisors must 
understand the skills and experience that major categories of personnel need so that they can 
organize, manage and provide the training that staff require. Deployment of vaccine will also 
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involve personnel with a wide range of skills. Job descriptions prepared for every task will defme 
the responsibilities and skills that each person, including volunteers, should have. 

It is imperative to assure security for deployment personnel, the equipment they use, the 
facilities where they work, and the vaccine and supplies they distribute. A pandemic will 
generate a lot of public anxiety and possibly fear. Tills could result m lawless behaviour that 
might threaten the safety of personnel and the effectiveness of deployment operations. Moreover, 
the life-saving promise of vaccine and the public's worry about getting it in time may encourage 
some individuals to try to steal vaccine and sell it on the black market. Once deployment routes 
and delivery points have been established, the CoL should meet with law enforcement and other 
officials to review the security requirements and develop a security plan for deployment staff, the 
equipment, facilities and vaccine shipments. The security plan should aim to protect the well
being of staff and their families. It is important to assure that staff can perform their functions 
without worrying about family members. 

2.4.1 Group work 

Challenges: 

(1) Lack of health staff for a major pandemic event and health staff becoming sick or 
exhausted 
(2) Lack of surge supervisors 
(3) Lack of training on mass immunization process for all staff and supervisors 
( 4) Lack of funding to support a huge mobilization of personnel 
(5) Lack of a security plan and risk assessment in certain areas 
( 6) High turnover of trained staff 

Solutions: 

(1) Plan to use nursing and medical students as extra surge staff. Prepare work 
schedules so staff are not overworked. 
(2) Mobilize and train surge supervisor. 
(3) Develop networks with other agencies and support teams to help in the event. 
( 4) Develop a vaccine plan in advance and submit it to the government for funds. 
(5) Get assistance to evaluate security and partner with the military or other law 
enforcement groups. 

2.5 Supply chain logistics for deploying vaccine 

Mr Henry Tuell presented the process of supply chain logistics for deploying vaccine. The 
goal of this process is to document the capacity to receive, store, package and safely ship 
influenza vaccine and ancillary items to specified distribution points within seven days. Well
managed logistics underpin a good deployment plan. 

Logistics as ''the art of managing and controlling the supply chain to assure the flow of 
medical supplies, vaccines, ancillary supplies and other resources for distribution and/or 
redistribution within a Member State, country or region". Information on the receipt and 
shipment of vaccine is essential in the deployment of vaccine within seven days. The timely and 
accurate provision of this information depends on the capability and compatibility of the 
software that each state/province/district and/or private sector company uses for stock-inventory 
management. All systems should use a standard format to present the information. Standard 
fields for filling in the required information not only reduce errors in transferring or sharing 
information, but also facilitate consolidation and processing of the information. Supply chain 
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logistics include receiving, storing (warehousing), packaging and transporting vaccines and 
ancillary supplies to designated points within a country. Providing effective support to supply 
chain logistics involves the management of critical information on inventories (including the 
accurate, real-time tracking of vaccine supplies), storage (including items delivered to and from 
warehouses), handling of materials, packaging, repackaging (including bundling and/or kitting 
productfl fluch afl needlefl and G)'Iingeo together), difltribution flcheduleo and tranoportation 
resources (for ground, air and/or waterways). 

Each Member State should defme the minimum logistical information it needs for tracking 
the movement of vaccine shipments during the deployment. This information should include 
location and details on the mechanical condition of the transport, the condition of routes (ground, 
water and/or air) and any security issues en route. The systems should use standard formats for 
receiving and sending information, and provide information on issues that are critical to rapid 
decision-making such as mechanical problems, re-routing of shipments (for whatever reason), 
and the need for security alerts. 

Each Member State should designate one or more national warehouse as initial depots to 
receive deliveries of vaccine and ancillary items such as syringes, needles from manufacturers 
and other sources. The CoL will oversee the shipment of these items from the warehouses to 
distribution points throughout the country, including regional, district and sub-district 
warehouses. In Member States that produce influenza vaccine, the government may instruct 
manufacturers to ship the vaccine directly to regional, district or sub-district warehouses. 

To ensure the successful deployment of a pandemic influenza vaccine and ancillary 
supplies, a Member State and its regions should: (1) defme the supply chain processes prior to a 
pandemic; (2) identify the additional surge capacity that will be required by measuring the gap 
between "what is possible today" and "what deployment will require"; and (3) exercise the 
procedures to evaluate how well the country is prepared to respond. Countries should consider 
using current vaccine delivery systems as the basis for the deployment of a pandemic influenza 
vaccine. In many countries, the national EPI has the logistics capacity to support disease-control 
campaigns. This capacity will provide the basis for determining the additional capacity needed to 
accomplish a seven-day deployment of pandemic influenza vaccine. Countries that rely on public 
health logistics systems to deliver vaccines should consider using private sector networks to 
provide a part of the surge capacity that a pandemic response may require. 

Like all vaccines, pandemic influenza vaccine needs to be stored and transported within a 
specified temperature range. Vaccine can lose its potency if it is exposed to temperatures that are 
too cold or too hot. Storage and transport equipment must therefore be inspected before an event 
to assure that it will maintain the vaccine at appropriate temperatures. Syringes must be stored in 
dry conditions and not exposed to materials or liquids that leach chemical gases. Information and 
reporting systems need to be in place to monitor the temperature of all temperature-sensitive 
items and detect/correct problems before valuable inventory is damaged. 

If a Member State relies on its ministry of defence or other ministries to perform some or 
all of its supply chain processes, those ministries/departments should participate in all meetings 
to plan and assign resources and to practise the procedures. To possess a robust planning 
capability, the CoL and his/her staff must have sufficient experience and knowledge of supply 
chain management and logistics to draft a comprehensive supply chain action plan. Countries 
that have conducted vaccination campaigns in recent years will have collected information on 
logistics and supply chain issues. This will help them in their planning process. 
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The action plan should include the following: 

(1) calculation of quantities/volumes of vaccine and ancillary items that must be 
shipped to each distribution point; 
(2) calculation of the medical waste that will be generated during the deployment that 
must be Mllected and transported to d1sposal s1tes; 
(3) calculation of the capacity required to temporarily store vaccine and ancillary items 
at each level; 
(4) calculation ofthe quantities of cold boxes and/or other containers for delivering the 
vaccines and ancillary items to each site; 
(5) calculation of the capacity to make ice or freeze ice packs at the sites that ship 
vaccine and an estimate of the surge capacity required; 
( 6) list of the air, land and water transport resources available for surge capacity and an 
estimate of the surge capacity required; 
(7) procedures, processes, forms, checklists and reports to support deployment -
including recall rosters, shift-roster forms, checklists to set up warehouses and other 
reception locations, repackaging processes, call logs; 
(8) budgets and resources; and 
(9) planned dates for evaluations/exercises. 

In addition, countries should obtain information on various vaccines currently on the 
market, including the weight and volume of 1000 doses, different presentations, and the weight 
and volume of ancillary supplies. With this information, planners can estimate requirements for: 
(1) the cold storage (volume) at different levels; (2) repackaging, including the time to bundle 
ancillaries; and (3) transportation. 

The CoL should consider the following activities for deployment operations before and 
during events: 

(1) receiving vaccine and ancillary items (stock inventory information process); 
(2) storing vaccine and ancillary items at correct temperatures; 
(3) repackaging vaccines and ancillary supplies; 
(4) making or buying ice for packaging vaccine; 
(5) transporting vaccine and ancillaries; 
(6) managing supply chain information; and 
(7) communications and information technology. 

2.5 .1 Group work 

Challenges: 

(1) Insufficient cold chain capacity 
(2) Lack of surge warehouse with back-up generators 
(3) Lack of or poor-quality vaccine management inventory system 
(4) Lack of or poor-quality cold chairi equipment (need to identify aging or out-of
service equipment) 
(5) Lack of or poor-quality refrigeration storage at the clinic level 
( 6) Lack of or poor-quality transport, including lack of funds and poor transport 
management 
(7) Lack of distribution plan 
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Solutions: 

(1) Conduct an inventory with gap analysis to determine what is needed. Partner with 
the food industry or other private individuals or companies that use temperature-controlled 
supply chains. 
(2) Develop a warehouse plan with gap analysis to determine how much space is 
needed at all levels. 
(3) Partner with other government agencies, the military or private companies to 
identify surge space. 
( 4) Request funds to buy standby generators for selected warehouses. 
(5) Conduct a full assessment of the current/existing system and prepare a distribution 
plan. 
(6) Prepare contingency plans for every chain lin1c 
(7) Prepare and seek approval for a budget plan for supply chain processes for the 
distribution of pandemic vaccine. 

2.6 Managing health care waste 

Waste management is the process of collecting and disposing of the health care waste that 
vaccination activities will produce during a pandemic response. The goal for managing waste is 
to plan the surge capacity required to safely collect health care waste generated by vaccination 
activities during a pandemic, transport the waste to designated sites, and safely treat and dispose 
of it. Managed properly, the safe collection and disposal of hazardous health c~e waste will 
eliminate a potential health hazard to medical personnel and the public and safeguard the 
environment. Done poorly, infectious waste, particularly needles (needle-stick injuries), may 
cause hepatitis, HIV and other infections. 

The safe disposal of equipment and supplies used to administer vaccine is generally 
regulated by national and/or local laws within each country. The CoL will have to become 
familiar with the regulations and ask the office responsible for setting standards for the 
management of health care waste to review its protocol to manage the disposal of used injection 
equipment and supplies. If no specific laws regulate the disposal ofused injection equipment, the 
CoL and the office responsible need to establish plans for the safe disposal of medical waste 
generated by pandemic vaccination activities. Companies that provide injection equipment and 
ancillary supplies usually offer a method to dispose of these items as part of the purchase. 

The CoL will need to coordinate with the health and/or municipal offices responsible for 
the safe collection and disposal of health care waste and make sure that they understand: (1) the 
amount of the waste that vaccination activities will generate, and (2) the importance of their 
active participation in planning the management of waste before an event, and in managing it 
during an event. 

Safe waste management principles begin with each health care worker following safe 
injection practices by using appropriate safety boxes or sharps collection receptacles. Although 
the BPI includes a service for the disposal of medical waste, countries have found that the 
volume of medical waste generated during a standard immunization campaign frequently 
overloads the routine service and additional disposal efforts are required. The response to an 
influenza pandemic will generate a vast amount of health care waste, including vaccine vials, 
needles and syringes at vaccination sites around the country. Authorities must create the surge 
capacity required to safely collect the medical waste, transport it to designated sites and dispose 
of it. Plans for accomplishing this task must take into account, and attempt to minimize, the risks 
inherent in these activities. 
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Countries need to plan immediately to have sufficient capacity to handle the waste 
generated by the pandemic vaccination activities (volume in= volume out). Adequate surge 
capacity will minimize the risks inherent in the handling, transportation and final disposal of 
health care waste. The CoL should assess the existing capabilities and decide on methods of 
waste collection, transport, treatment and disposal. The CoL also needs to decide, on the basis of 
national laws and codes, the methods it will use to collect, transport, treat and dispose of waste. 
This decision must then be communicated to all the officials who will be responsible for waste 
management during the pandemic. 

The creation of an effective waste management strategy includes the following activities: 

(1) Verify the regulations for transport of health care waste. 

(2) Establish training programmes to ensure that supervisors and staff comply with 
laws, codes, standards and practices governing the safe disposal of used injection 
equipment and supplies. To support this training authorities should: 

(a) assist health care facilities elaborate the "code of safe practices" for 
handling waste; 

(b) facilitate the distribution of documents on waste management, such as 
agreed-upon practices and methods, to all authorities, supervisors and health care 
workers well in advance of the event, possibly using a Job Aid to 'complete this 
task; and 

(c) devise simple indicators to monitor the quality of waste management 
practices. 

(3) Designate a trained supervisor at each level to oversee and assure compliance with 
the waste management processes. 

(4) Provide technical assistance to establish and/or improve waste management 
practices. 

As with all logistics activities for responding to a pandemic, the successful execution of 
the waste management plan requires good supervision to assure compliance with waste 
management practices by private companies or public-sector services. 

2.6.1 Group work 

Challenges: 

(1) Insufficient capacity for the large amount of medical waste generated during a large 
pandemic event 
(2) Limited awareness of the health staff on the importance of waste management 
(3) Lack of funds and staff for inspection and supportive supervision before, during 
and after the pandemic event 
( 4) Lack of policy regarding management of health care waste and appropriate health 
care waste disposal facilities and sites 
(5) Lack of documentation on compliance of waste management policy and unknown 
degree of implementation 
( 6) Lack of advocacy for health care waste management 
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(7) No documentation on the surge capacity to adequately manage health care waste 
disposal 

Solutions: 

(1) Cumlu~t a gap analysis anu Ut:vdup a plan fur tht: swgc lC4UllCillellls. 

(2) Develop a plan for the large amounts of medical waste generated by a pandemic. 
(3) Prepare and submit a solution plan to the relevant government agency. 
(4) Look at contracting with every available facility. 
(5) Provide waste management training to all staff as part of a pandemic training 
programme. 
(6) Make routine inspections and make corrections. 
(7) Prepare policy where needed and adequate waste disposal sites. 
(8) Request for funds for this important activity. 
(9) Document the experiences and lesson learnt. 

2.7 Injection safety- pandemic A (H1N1) mass vaccination campaign 

Mr Peter Carrasco presented on injection safety. He walked through the WHO-UNICEF
UNFPAjoint statement on the use of auto-disable (AD) syringes in immunization services which 
included the following: 

(1) AD syringes and safety boxes should be supplied as a bundle for all campaigns. 
(2) As of January 2001, UNICEF has not entered into procurement service contracts 
for standard disposable syringes. 
(3) By the end of2001 , all countries should use only AD syringes or sterilizable 
equipment. 
( 4) By the end of 2003, all countries should use only AD syringes. 
(5) All partners requested to fmance not only vaccines but also the safe administration 
of vaccines, AD syringes and safe management of waste. 

It is critical to ensure injection safety and availability of adequate equipment to reduce the 
risks of transmission: patient to patient, patient to health worker, and patient to community. 

Key elements for assuring injection safety are as follows: 

(1) assessment of injection practices 
(2) policy on injection safety 
(3) plan of action on injection safety 
( 4) guidelines and/or training on injection safety 
(5) monitoring and evaluation 
(6) budget available for all injections. 

2.8 AEFI surveillance in pandemic A (H1Nl) vaccination 

Mr Peter Carrasco gave a presentation on AEFI surveillance during pandemic A (H1Nl) 
vaccination. 



22 

2.8.1 Types of reaction 

There are two types of reaction that can occur for A (HlNl) vaccination. 

( 1) Local inflammatory reactions 

Most common reactions ( ~5%) are pain, soreness, erythema and induration. 
Reactions are usually mild, rarely lasting longer than 24 to 48 hours. Other local reactions 
(e.g. local infection, bruising) occur as frequently as with other vaccines. 

(2) Systemic reactions 

Most common reactions ( :::15%) are fever, myalgia, arthralgia and headache. 
Reactions usually start 6 to 12 hours after vaccine administration and persist 1 to 2 days. 

2.8 .2 Rare events 

There are some rare events of safety. 

(1) Guillan-Barre Syndrome 

• progressive subacute weakness of more than one limb 
• typically symmetrical with hyporeflexia or areflexia 
• elevation of cerebrospinal fluid protein ( > 0.4g/L) with no abnormalities of 

cells (mononuclear cell count < 10/mL) 
• electromyogram showing abnormalities reflecting motor neuron involvement 

(2) Oculo-respiratory syndrome (ORS) 

• red eyes, acute respiratory syndrome (including throat tightness and/or chest 
discomfort), facial oedema, with or without systemic symptoms including 
high grade fever 

• self-limiting F > M, highest incidence in 40-59 year age group, high 
reoccurrence 

• 1995/1996 Czech Republic and 2000/01 Canada 

(3) Bell's palsy 

• paralysis of facial muscles, usually unilateral 
• occurs without exposure to vaccines, incidence 11.5-40.2 per 100.000 

person-years worldwide 
• observed following immunization with TIV, but no access of cases 
• associated with an inactivated intranasal flu vaccine (virosome 

formulated and adjuvanted by heat labile enterotoxin of Escherichia 
coli), licensed in Switzerland in October 2000, product removed 
from the market ( + 13 cases per 10 000 vaccinees) 

(4) Other neurological disorders: encephalopathy, optic neuritis/neuropathy, brachial 
plexus neuropathy. No cause and effect has been established. Onset of symptoms can 
occur as soon as a few hours and as late as two weeks after vaccination. Full recovery is 
almost always reported. 
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2.8.3 Contraindications and precautions 

There are contraindications and precautions for influenza vaccine for both inactivated and 
live allt:uualeu v aL:L:.iuc. 

(1) Trivalent inactivated influenza vaccine: Allergy to ovalbumin, antibiotics, 
thiomersal. Latex - special protocols available for immunization, case-based decision
making. Contraindication to individuals with history of GBS 

(2) Live attenuated influenza vaccine: pregnancy, immunodeficiency (inherited, 
HIV/AIDS, immunosuppressive therapy), persons in contact with immunodeficient 
individuals, individuals on aspirin/salicylates- Reye's syndrome. Avoid administration of 
other live vaccines for four weeks unless given concomitantly; avoid use of antivirals for 
two weeks. 

The presenter also shared the steps of post-marketing surveillance for influenza vaccine 
and described how to establish the system. The steps are: 

(1) vaccine utilization monitoring 
(2) vaccine safety monitoring 
(3) effectiveness monitoring 
(4) disease burden monitoring 
(5) signal evaluation. 

2.9 Termination of deployment 

Mr Henry Tuell presented on the termination of deployment. Deployment operations do 
not stop when all vaccine shipments have been dispatched; they continue until the completion of 
all vaccination activities. If a second dose of pandemic influenza vaccine is required to provide 
protection, staff at all levels will need to remain in place until the second dose has been shipped 
out. In the interim, between doses, staff should review their efforts in delivering the first dose 
and introduce any changes that could improve delivery of the second dose. 

The goal for termination of deployment is to ensure that deployment operations are 
terminated in a planned manner, that resources and capital assets are returned to the offices that 
provided them, and that lessons learnt from the deployment are documented for future 
emergency responses. 

When vaccination activities fmally conclude, the CoL will need to officially terminate 
deployment operations. This will include sending personnel back to their original duty stations, 
returning resources and equipment to the ministries and agencies that provided them, and 
documenting lessons learnt from the deployment. The CoL and other deployment supervisors 
will prepare and submit reports on their activities. The reports will describe what they would do 
differently another time around and identify what went well and what should be changed to 
improve the efficiency of future responses. This information will be the basis of an overall 
consolidated country report on the response to the pandemic. No single best format exists for the 
reports. Each country will have to decide on a format for its reports and the information they 
contain. 

The ministry of health should officially inform the public and national and international 
institutions involved in the response that the pandemic is over. Following this, the IC or an 
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appropriate figure should issue an official statement to announce that response operations are 
terminating. 

Once the ministry of health or designated office has publicized the end of response 
activities, the CoL should: 

(1) recall excess stocks of vaccine and ancillary products and store them appropriately; 

(2) record the return of vaccines and ancillary products in the management information 
system, including lot numbers and other information the system requires; 

(3) certify that all remaining stocks of vaccine, supplies and equipment have been 
returned and stored appropriately; 

(4) close administrative files related to the deployment of the vaccine; and 

(5) confirm with those responsible for the disposal of medical waste that they have 
completed their operations. 

To perform the tasks effectively, the CoL will need reports on the number of doses of 
vaccine and the quantities of other supplies sent to each designated point. Health staff at the 
distribution points can assist in this effort by determining the amount of vaccine and other 
supplies that remain, compared to the number of people vaccinated. This information will be 
absolutely critical if a second dose of pandemic influenza vaccine is required 21 days after the 
first. 

The daily logs kept by supervisors should provide other information such as the factors 
that affected the performance of staff, the problems they encountered, and the solutions to the 
problems. This information will be important in preparing a final report for agencies/ministries 
that supported the deployment. It will also be helpful when giving credit and recognition to staff 
members for their dedicated service. The CoL should also document and report all the events of 
deployment. 

2.9 .1 Development of a deployment plan 

Many countries have not yet fmalized the prioritization of groups or percentage of 
population to be vaccinated for the pandemic influenza A (HlNl) vaccine. As such, these 
countries were not able to prepare outlines for their pandemic vaccine deployment plan; rather, 
they did exercises with different scenarios during the workshop. These countries will outline 
their deployment plans according to lesson learnt and will identify what they need to do as next 
steps when they are back in their countries. Countries and areas that knew their target groups, i.e. 
Brunei Darussalam, Macao (China) and Singapore, were able to prepare outlines of their 
pandemic vaccine deployment plans. 
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3. CONCLUSIONS AND RECOMMENDATIONS 

3.1 Conclusions 

As pandemic vaccine deployment was a new topic to the majority of member countries, 
participants actively participated in the interactive plenary and group work sessions to learn more 
about it. Participants were able to know the: 

(1) standard operating procedures at all levels for pandemic vaccine deployment; 

(2) effective management and co-ordination mechanism at all levels of health systems 
during the pandemic vaccine deployment; 

(3) vaccine storage and transport capacity for their respective country; and 

(3) plan to establishing surge capacity for each essential areas of pandemic vaccine 
deployment. 

3.2 Recommendations 

(1) Countries need to prioritize the population groups to be vaccinated for pandemic influenza 
A ( H1N1) vaccine. High-level advocacy should be conducted by the participants when they 
return to their countries. 

(2) Countries need to meet with a wide range of people from different departments and 
organizations for developing the fmal details of the pandemic vaccine deployment plan for their 
respective countries. Participants who attended the workshop should share lessons learnt from 
the workshop with others while developing the fmal deployment plan. 

(3) Countries need to establish required surge capacity for pandemic influenza A (H1N1) 
vaccine deployment and incorporate the fmal developed pandemic influenza A (H1N1) vaccine 
deployment plan in the country pandemic response plan. 





ANNEX 1 

WORKSHOP ON DEPLOYMENT OF INFLUENZAA(H1N1) VACCINE IN A PANDEMIC 
Manila, 31 August- 4 September 2009 

English only WPR/2009/DCC/04/EPI(?)/2009 .1 
28 August 2009 

TENTATIVE TIMETABLE 
~~--~~~~~-.~--~~~~~~~~~~~~~~~~~~~--------~~-P~--.m~--~~~~ Time Monday, 31 Au11ust 2009 Time Tuesday, 1 September 2009 Time Wednesday, 2 September 2009 Time Thursdav, 3 September 2009 t me Friday, 4 September 2009 

0800·0830 REGISTRATION 0800·0900 Trainers meeting 0800·0900 Trainers meeting 0800·0900 Trainers meeting 08JD·0900 Trainers meeting 

0830-0845 
0845·0915 
0915-0935 
0935-0945 
0945-1000 

1. Opening ceremony 
• Opening speech 
• Seif-inlroduction 
• Objectives and agenda 

• Administrative announcements 
• Group photo 

0900··1030 9. Information and 
communication management. 
Chapter4 

0900·1000 Continuation· Supply chain logistics 
for deploying vaccines 
a) Review of costing sheet 
b) Simulation excel tool- volume 
calculator 
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1030·1050 

1050-1110 

1110·1130 

1130·1150 

2. Global update on 1 050·1150 Continuation· Information 
pandemic (H1 N1) 2009 and communication 

management ·Chapter 4 
3. Regional update on 

H1 N1 and framework for 
pandemic response 

4. Influenza, vaccines and 
vaccination 

5. Pandemic HI N1 vaccine 
development and 
vaccination strategy 

1150-1230 10. Human resources and 
security for deploying 
vaccines· Chapter 5 

1150·1200 • Questions and clarifications 

1300·1430 

1430·1510 

6. Introduction of training 
course· Chapter 1 

7. Managing deployment 
efforts· Chapter 2 

1330·1510 Continuation· Human 
resources and security for 
deploying vaccines, Chapter 5 

1020·1200 Continuation· Simulation excel 
tool· volume calculator 

1300·1500 • Stock management 
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1530·1700 Continuation· Managing 1530-1745 11. Supply chain logistics for 

deployment efforts· Chapter 2 deploying vaccines· Chapter 6 

1700-1745 8. Legal and regulatory 
issues for deploying 
vaccines· Chapter 3 

1830 RD's reception at Multifunction 
room 

1520·1600 

1600-1700 

• Reduction vaccine wastage 
• Discussion 

12. Managing health care waste· 
Chapter? 

0900·1030 Continuation· Managing health 
care waste· Chapter 7 

0910·1000 Continuation -vaccine deployment 
plan 

Group work, country vaccine 
deployment plan 

.-1Q~0~1~li~ ~L "':"'''~ 'CQ~~EI~RE.4R'~'" -:-~ '";t~~,_102,pJ ~~GO ~~et lR4'J¢~~ 
1 050·1145 I3.Jnjection safety· pandemic I 0~0·1230 Continua !Jon · Group work, 

1145·1230 

1330-1400 

1400-1510 

H1 N1 mass vaccination campaign country vaccine deployment plan 

• Ensuring injection safety during 
mass campaign 
• Monitoring injection safety 
• Discussion 

14. AEFI surveillance- in 
pandemic HI N1 vaccination 

• Discussion 

Brief summary of previous sessions 

15. Termination of deployment 
operat!ons· Chapter 8 

1330·1500 Continuation· Group work, 
country vaccine deployment plan 

~ ldt5J045,U ~oef.i:;EE~:. ' "'' :Zml:!t [1~~ 1·1l<t'?,rolil 'GCiiii'tEEilW£2\j'[~ 
1530·1630 Continuation· Termination of 15;0·1630 Presentation of dra~ country vacc1ne 

1630-1700 

deployment operations· deployment plan 
ChapterS 

16. Introduction -vaccine 
deployment plan 

16;o.1645 Administrative 

16~5•1700 17. Closing remarks 

Note: Red box- Three participants from CSR and EPI focal person, Blue box- EPI focal person and Programme Managers of Emergmg Infectious D1seases, Black box- Only EPI focal person 





ANNEX 2- LIST OF PARTICIPANTS 

BRUNEI DARUSSALAM 

CAMBODIA 

CHINA 

LAO PEOPLE'S DEMOCRATIC 
REPUBLIC 

Ms Woll& Wai See 
Senior Pharmacist 
The Department of Pharmaceutical Services 
Ministry of Health, Commonwealth Drive, 
Bandar Seri Begawan 
Brunei Darussalam 
Telephone: 673 381 640 
Fax: 
Email: waisee.wong@moh.gov.bn 

Ms Hasmilawaty bte Haji Mohd Taib 
(Government funded) 
Pharmacist 
The Department of Pharmaceutical Services 
Ministry of Health, Commonwealth Drive 
Bandar Seri Begawan 
Brunei Darussalam 
Telephone: 673 222 2762 
Fax: 673 222 6044 
Email: 

Mr Ork Vichit 
Immunization Officer 
N ational'Immunization Programme 
151-153 Kampuchea Krom Street 
Phnom Penh 
Cambodia 
Telephone: + 855 12 830548 
Fax: + 855 23 42657 
Email: orkv@nip.gov.kh 

Dr Zhang Guomin 
Medical Officer 
Immunization Service Division 
National Immunization Programme 
Chinese Center for Disease Control and Prevention 
27 Nanwei Lu Road, Xuan Wu District 
Beijing 100050 
Telephone: +86 10 83159833 
Facsimile: + '86 10 63042355 
E-mail: zhang04by002@yahoo.com.cn 

Dr Kongxay Phounphenghack 
Deputy Manager 
Mother and Child Health Center 
National Immunization Programme 
Km 3 Thadeua Road, Vientiane 
Telephone: 856 021 312352 



MACAO (ClnNA) 

MALAYSIA 

MONGOLIA 

NEW ZEALAND 

PAPUA NEW GUINEA 

THE PIDLIPPINES 

Fax: 856 021 312120 
Email: kongxay123@yahoo.com 

Dr Lam. Chong 
Coordinator, Control of Communicable Diseases, 
CDC-NDTV, H~lllth R11rr.ll11 , 
7fu Floor, Building "Hot Line" 
No. 335-341 Alameda Dr Carlos d' Assumpcao, 
Macao 
Telephone: (853) 28533525 
Fax: (853) 28533524 
Email: ndiv@ssm.gov.mo 

Dr Wan Noraini Wan Mohamed Noor 
Principal Assistant Director (Surveillance) 
Ministry of Health Malaysia 
Level4, Block E10, Complex E, 
Federal Government Administrative Centre 
62590 Putrajaya 
Telephone: +603 8883 4334 I +6019 220 2637 
Fax: +603 8888 6271 
Email: drwnoraini@moh.gov.my 

Dr Dorj Narangerel 
Senior Officer, Communicable Diseases Control, 
Department of Public Health Policy Implementation and 

·Coordination 
Ministry of Health, Government Building Vlli, 
Olympic Street-2, Sukhbaatar District, 
Ulaanbaatar-51, Mongolia 
Telephone: 976 1 99164451, 98114511 
Fax: 976 11 263631 
Email: naraa61 us@yahoo.com 

Ms Diana Murfitt 
Senior Policy Analyst, National Immunization Programme, 
Ministry of Health, PO Box 5013, 
Wellington, New Zealand 
Telephone: 0064 4 8163449 
Email: diana murfitt@moh.govt.nz 

Mr Steven Toikilik 
BPI Manager 
National Department of Health, 
PO Box 807, Waigani 
Telephone: 675 3013752 
Fax: 675 3013604 
Email: stoikilik@cbsc.org. pg 

Engr David P. Masiado 
Officer-in-Charge 



REPUBLIC OF KOREA 

SINGAPORE 

VIETNAM 

Materials Management Division 
Bldg 25 MMD-AS Department of Health, 
San Lazaro Compound, Sta. Cruz, Manila 
Telephone: 632 8467100 
Email: davemasiado@yahoo.com 

Dr Chang Hoon Kim 
Pnhlic Health Research Officer 
Division of VPD Control and 
National Immunization Programme, 
Korea Centers for Disease Control and Prevention, 
194 Tongilo, Eupyeong -Gu, 
Seoul122-040, Korea 
Telephone: 82 2 380 2921 
Fax: 82 2 352 8235 
Email: kchprev@cdc.go.kr 

Mr Yuske Kita 
Public Health Officer (Policy), Communicable Diseases 
Division, 
Ministry of Health Singapore, College of Medicine 
Building, 
16 College Road, Singapore 169854 
Tel: +65 6325 9220; +65 6325 8600 
Fax: +65 6325 1168 
email: yuske_kita@moh.gov.sg 

Dr Tran Nhu Duong 
National Institute of Hygiene and Epidemiology 
No. 1 Yersin Street, Hanoi, 
VietNam 
Telephone: +84 4 39715085 
Fax: +84 4 39715085 
Email: japanduong@yahoo.com 

2. REPRESENTATIVES/OBSERVERS 

DEPARTMENT OF HEALTH 
PHILIPPINES 

Ms Angeline Del Mundo 
Director 
Administrative Services 
Bldg 25 MMD-AS Department of Health, 
San Lazaro Compound, Sta. Cruz, Manila 
Telephone: 632 8467100 
Email: 

Engr Luzviminda Garcia 
EPI Cold Chain Manager 
Bldg 25 MMD-AS Department of Health, 
San Lazaro Compound, Sta. Cruz, Manila 
Telephone: 632 8467100 



WHO PHILIPPINES 

WHO WESTERN PACIFIC 
REGIONAL OFFICE 
(WPRO) 

Email : 

Ms Maricel Castro 
Consultant 
WHO Representative in the Philippines 
National Tuberculosis Centre Bldg 
Second Floor, Bldg 9, Department of Health, 
Sau Luaw Cuiuvuuuu, Sla. CiUL.., Manila 
Telephone: 632 3388605 
Email: 

3. SECRETARIAT 

Dato' Dr Tee Ah Sian 
Director, Combating Communicable Diseases 
World Health Organization 
Regional Office for the Western Pacific 
United Nations Avenue 
1000 Manila 
Telephone: +632 528 8001 
Facsimile: +632 521 1036 
Email: teeahsian@wpro. who. int 

Dr Yang Baoping 
Regional Adviser in Expanded Programme on 
Immunization 
World Health Organization 
Regional Office for the Western Pacific 
United Nations Avenue 
1000 Manila 
Telephone: +632 528 8001 
Facsimile: +632 521 1036 
Email: yangb@wpro. who.int 

Dr Md. Shafiqul Hossain 
Technical Officer 
World Health Organization 
Regional Office for the Western Pacific 
United Nations Avenue 
1000 Manila 
Telephone: +632 528 8001 
Facsimile: +632 521 1036 
E-mail: hossains@wpro.who.int 

Dr Y oshikuni Sa to 
Medical Officer 
Expanded Programme on Immunization 
World Health Organization 
Regional Office for the Western Pacific 
United Nations Avenue 
1000 Manila, Philippines 



Tel no.: (632) 528 89742 
Fax no.: (632) 521 1036 
E-mail: satoy@wpro.who.int 

Dr Yoshihiro Takashima 
Technical Officer 
Expanded Programme on Immunization 
Wnrlcl HP-::tlth Organi1ation 
Regional Office for the Western Pacific 
United Nations A venue 
1000 Manila 
Telephone: +632 528 9740 
Fax: +632 521 1036 
Email: takashimay@wpro.who.int 

Dr Sigrun Roesel 
Medical Officer 
Expanded Programme on Immunization 
World Health Organization 
Regional Office for the Western Pacific 
United Nations Avenue 
1000 Manila 
Telephone: +632 528 8001 
Facsimile: +632 521 1036 
Email: roesels@wpro.who.int 

Dr David Sniadack 
Medical Officer 
Expanded Programme on Immunization 
World Health Organization 
Regional Office for the Western Pacific 
United Nations Avenue 
1000 Manila, Philippines 
Tel no.: (632) 528 8001 
Fax no.: (632) 521 1036 
E-mail: sniadackd@wpro.who.int 

Dr Manju Rani 
Scientist 
Expanded Programme on Immunization 
World Health Organization 
Regional Office for the Western Pacific 
United Nations Avenue 
1000 Manila 
Telephone: +632 528 8001 
Facsimile: +632 521 1036 
Email: ranim@wpro.who.int 

Dr Youngmee Jee 
Scientist/Laboratory Virologist 
Expanded Programme on Immunization 
World Health Organization 
Regional Office for the Western Pacific 
United Nations Avenue 
1000 Manila 



WHO CHINA 

WHO LAO PEOPLE'S 
DEMOCRATIC REPUBLIC 

Telephone: +632 528 8001 
Facsimile: +632 521 1036 
Email: jeey@wpro.who.int 

Dr Jorge Mendoza-Aldana 
Technical Officer 
Expanded Programme on Immunization 
Wutlu Ht:allh Orgauizaliuu 
Regional Office for the Western Pacific 
United Nations Avenue 
1000 Manila 
Telephone: +632 528 8001 
Facsimile: +632 521 1036 
Email: mendozaaldanaj@wpro. who. int 

Mr Gabriel Anaya 
Programme Manager 
Expanded Programme on Immunization 
World Health Organization 
Regional Office for the Western Pacific 
United Nations Avenue 
1000 Manila 
Telephone: +632 528 8001 
Facsimile: +632 521 1036 
Email: anayag@wpro.who.int 

Dr Kimberley Fox 
Technical Officer 
Expanded Programme on Immunization 
World Health Organization 
Regional Office for the Western Pacific 
United Nations Avenue 
1000 Manila 
Telephone: +632 528 8001 
Facsimile: +632 521 1036 
Email: foxk@wpro. who.int 

Dr AnZhijie 
National Programme Officer 
Expanded Programme on Immunization 
WHO Representative Office in China 
401, Dongwai Diplomatic Office Building 
Chaoyang District 
Beijing 100600 
Telephone: +86 10 6532 7189 to 92 
Facsimile: +86 10 6532 2359 
E-mail: anz@chn.wpro.who.int 

Mr Keith Feldon 
Technical Officer 
Expanded Programme on Immunization 
WHO Representative Office in Laos 
Ban Phonxay, That Luang Road 
Vientiane 



UNICEF EAPRO (THAILAND) 

UNICEF MONGOLIA 

UNICEF Fin 

World Health Organization 
Avenue Appia 20 
CH-1211 Geneva 27 
Switzerland 
Telephone: +41 22 7911512 
Facsimile: +41 22 7913111 
R-m:::til: r.:::trr:::tsr.nn@whn int 

Mr Souleymane Kone 
Technical Officer 
Expanded Programme on Immunization 
Family and Community Health 
Immunization, Vaccines and Biologicals 
World Health Organization 
Avenue Appia 20 
CH-1211 Geneva 27 
Switzerland 
Telephone: +41 22 7911363 
Facsimile: +41 22 7913111 
E-mail: kones@who.int 

Mr Henry Tuell 
Consultant 
PO Box 1631 
Red Lodge, Montana, 59068 
United States of America 
Telephone: +406 425 4875 
Facsimile: 
E-mail: hank. tuell@macb.com 

Ms Diana Chang-Blanc 
Regional Immunization Specialist 
UNICEF EAPRO 
19 Phra Atit 
Chanasongkram, Phranakom 
10200 Bangkok 
Thailand 
Telephone: +66 0 2 356 9499 
Facsimile: +66 0 2 280 3563 
E-mail: dchangblanc@unicef.org 

Dr Surenchimeg Vanchinkhuu 
Health and Nutrition Specialist 
UNICEF 
UN Bld2, UN Street 12, Sukhbaatar District 
Ulaanbaatar 210646, Mongolia 
Telephone: (976) 312183, 312185 ext. 107 
Fax: (976) 327313 
Email: svanchinkhuu@unicef.org 

DrlngridHilman 
Child Survival Specialist 
UNICEF 



WHO MONGOLIA 

WHO PAPUA NEW GUINEA 

WHO PlllLIPPINES 

WHO SOUTH PACIFIC 

WHO HEADQUARTERS, 
GENEVA 

Telephone: +856 21 413 431 
Facsimile: +856 21 413 432 
E-mail: feldonk@lao.wpro. who.int 

Dr Demberelsuren Sodbayar 
National Programme Officer 
WHO Representative Office in Mongolia 
Ministry of Public Health 
Government Building No. 8 
Ulaanbaatar 
Telephone: +976 11 320183 
Facsimile: +976 11 324683 
E-mail: sodbayard@mog.wpro.who.int 

Mr Richard Duncan 
Scientist 
Expanded Programme on Immunization 
WHO Representative Office in Papua New Guinea 
4th Floor, AOPI Centre 
Waigani Drive 
Port Moresby 
Telephone: +675 325 7827 
Facsimile: +675 325 0568 
E-mail: duncanr@png.wpro.who.int 

Dr Howard Sobel 
Medical Officer 
Expanded Programme on Immunization 
WHO Representative Office in the Philippines 
c/o Department of Health 
San Lazaro Compound 
Rizal A venue, Sta. Cruz, 
Manila 
Telephone: +632 338 7479 
Facsimile: +632 731 3914 
E-mail: sobelh@phl.wpro.who.int 

Dr Wang Xiaojun 
Technical Officer 
Expanded Programme on Immunization 
WHO Representative Office in the South Pacific 
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Suva, Fiji 
Telephone: +679 3 304 600 
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E-mail: wangx@sp.wpro.who.int 

Mr Peter Carrasco 
Policy Advisor - Vaccine Security 
Immunization, Vaccines and Biologicals 



UNICEF PHILIPPINES 
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UNICEF 
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(~~~ World Health 
~·J Organization 
~ 

Western Pacific Region www. wpro. who:_i_!!t 


