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A Results Package, which consists of a Strategic Objective and Intermediate Level
Objectives, was elaborated to guide the development and strengthening of national vaccination
programs, particularly m the eight USAID target countries A set of indicators have been
developed to monitor and evaluate progress achieved in the Strategic Objective and the
Intermediate Results Indicators at both levels are

1. Strategic Objective:

More effective delivery of sustamable and high quality immunization services

2. Intermediate Results:

21 Strengthen policy environment related to immunization programs
22 Expanded and improved immunization delivery by the public and private sectors,

including NGOs
Strengthen and support the measles surveillance system
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IT PROGRESS REPORT

The following report presents 1997 year-end data for the indicators at the strategic and
intermediate levels

1. Indicators at the Strategic Level
e Percentage of Countries that Meet Sustamnabihity Critenia

Sustainability indicators:

During the XII TAG Meeting held in September 1997 in Guatemala, countries of the
Region endorsed and agreed to use the following six indicators to monitor sustainability

e EPI Vaccimation Coverage DTP3, OPV3, Measles, BCG, TT2 in women of
childbearing age (WCBA)

e Program Access coverage with DTP1 and BCG

e Program Efficiency Drop-out Rate { DTP1/DTP3 and DTPI/MEASLES)

e % total of immunization program costs financed by the country

e % total of recurrent costs financed by the country

Piogress on these specific indicators are reflected throughout this Report

e Countries finance recurrent costs of immunization program delivery

Overall allocation of national resources toward national immunization programs and for
recurrent costs are being momtored through the National EPI Plans of Action that have been
prepared by the eight target countries (Table 1) In the case of Bolivia, the reduction was caused
because for the past two years the salaries of health workers have not been included as a
component of operational expenses in the National Plan of Action Bolivia has notably increased
its national contribution for the procurement of biologicals and there has also been an increase 1n
national resources toward the areas of cold chain and social mobilization In Nicaragua, the
temporary reduction reflects higher donor contributions mn 1997, to build and equip a new
national biological warehouse and review cold chain operations at local centers The funds come
from the World Bank, the local USAID office and Luxembourg



Table 1
Proportion of Funding from National Resources for the EPI Plans of Action,
USAID Target Countries in the Americas, 1995-1997

Country 1995 1996 1997
Bolivia 81% 60% 61%
Ecuador 86% 94% 96%
El Salvador 88% 95% 97%
Guatemala 70% 83%

Hait 19% 22% 25%
Honduras 78% 82% 81%
Nicaragua 74% 82% 79%
Peru 93% 91% 95%

Source Country EPI Plans of Action
data not available
* Data as of December 1997

As can be seen n Table 2 the proportion of recurrent costs financed by national
resources continued to increase n several of the target countries which indicates the level of
priority obtained by national immunization programs in the Region There have been temporary
reductions 1n these figures due to donations In the case of Guatemala. final analysis of national
vis-a-vis international resources 1s not available due to the restructuring of the Health Ministry
The government continues, however, to cover all recurrent costs

Table 2
Proportion of Recurrent Costs Financed by National Resources*
USAID Target Countries in the Americas, 1995-1997

Country 1995 1996 1997
Bolivia 49% 72% 68%

Ecuador 69% 81% 77%

El Salvador 100% 100% 100%
Guatemala 100% 92%

Haiti 19% 22% 25%

Honduras 78% 82% 96%

Nicaragua 67% 76% 78%

Peru 97% 99% 100%

* Vaccines, syringes and cold-chamn
Source Countrv EPI Plans ot Action
e Number of pohio cases

Since August 1991 there have been no cases of wild poliovirus 1n the Region of the
Americas (Figure 1) (Annex 2, Poliovirus Surveillance Bulletin, week ending 3 January 1998)
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Figure 1 Annual polio incidence rates in the Region of the
Americas, 1969-1997*
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* Data as of 31 December 1997

The Hemisphere continues to be free from wild poliovirus and surveillance indicators for
the Region as a whole show that most countries are conducting adequate surveillance for acute
flaccid paralysis (AFP) as shown in Table 3 The table below compares countries’ fulfillment of
AFP surveillance criteria in 1994, the year polio was declared eradicated. and 1n 1997 For the
most part countries have been consistent in maintaining AFP surveillance However, the
indicator measuring AFP rate 21 100,000 has declined sharply This 1s an indication that fewer
cases are bemg detected and entered mnto the surveillance system, which subsequently impacts

the other surveillance criteria



Table 3
AFP Surveillance Indicators, 1994 and 1997*

80% weekly 80% of cases 80% of cases AFP rate >

Country reporting units investigated with 1 adequate 1100 000 iIn
within 48 hours stool sample children < 15
years

1994 1997 1994 1997 1894 1997 1994 1997

Argentina
Bolivia -3
Brazil
Chile
Colombia . o
Costa Rica )
Cuba
Dominican Republic
Ecuador
Ef Salvador
Guatemala
Haih
Honduras
Mexico “
Nicaragua
Panama A
Paraguay
Peru . Rt I M
Uruguay
Venezuela .
Total Countries 18 17 18 17 11 12 18 12

- Meet criteria
* Data as of 3 January 1998 (Week 53)
Source SVI/PAHO (PESS)

e Number of measles cases

There was a resurgence of measles in 1997 i Brazil (Figure 2). following an all-time
record Regional low in the Americas of 2 109 confirmed measles cases in 1996 As of March 20,
1998 a total of 89 445 suspected measles cases were reported from the countries of the
Americas Of these 27 798 (31%) have been confirmed, 34 290 (38%) have been discarded and
27 357 (31%) remain under investigation Of the total confirmed cases 26 948 (97%) have
laboratory confirmation of measles infection or epidemiological linkage to a laboratory
confirmed case. and 850 (3%) have been confirmed on climical grounds alone Together, Brazil
(26,348 confirmed cases) and Canada (570 confirmed cases) accounted for 97% of the total
confirmed cases 1n the Region



Figure 2 Reported measles cases
Region of the Americas, 1980-1997*
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Other countries reporting laboratory and clinically confirmed measles cases in 1997
include Guadeloupe (116 cases), Peru (95), Paraguay (198 cases). Argentina (125 cases), Chile
(61 cases), Costa Rica (26 cases). Bolivia (8), Colombia (43), Venezuela (27), Guatemala (8).
Honduras (5), Bahamas (1). Trinidad and Tobago (1) Dominican Republic (1) and Uruguay (2)
Countries with probable importations from the Brazilian outbreak are Argentina Chile, Costa
Rica. Paraguay, Peru and the United States (Table 4 and Figure 3)

Table 4
Countries with measles outbreaks in the Region of the Americas, 1997

Country Number of Probable Source of

cases Outbreak
Argentina 125 Brazil
Bahamas 1 ?
Brazil 26,348 Europe
Canada 570 Indigenous
Chile 61 Brazil
Costa Rica 26 Brazil
Guadeloupe 116 Europe
Paraguay 198 Brazi|
Peru 95 Brazi
Trinidad & Tobago 1 Italy
United States 135 Japan, Europe and Brazil

*Data as ot 31 December 1997



Figure 3 Measles Importations into the
Region of the Americas, 1997
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Source SVI/PAHO and CDC Atlanta USA

The majority of cases from Brazil were reported from Sao Paulo State the only state in
the country that did not conduct a follow-up vaccination campaign 1n 1995 Over 50% of cases
have occurred in young adults 20-29 years of age The highest age-specific incidence rates are in
infants, young adults 20 to 29 years of age and children 1-4 years of age, respectively Over
twenty-five measles-related deaths have been reported, most 1n infants less than 1 year of age

An mvestigation of measles cases 1n adults found that the majority were occurring among
young-adult members of certain risk-groups mcluding men who recently migrated to cities from
rural areas in the Northeast of the country to work in construction projects and other manual
labor, students, health care workers, persons working 1n the tourist industry, and military recruits

Measles virus has been 1solated from several patients from this outbreak at the measles
laboratory of the Adolfo Lutz Institute in Sao Paulo Genomic sequencing of these isolates
conducted at the Centers for Disease Control and Prevention (CDC), revealed that the virus
circulating 1n Sao Paulo 1s virtually 1dentical to virus currently circulating in Western Europe
Although an index imported measles case has not been 1dentified, the molecular epidemiology
data strongly suggest that the virus responsible for the Sao Paulo outbreak was imported from

Europe

The Sao Paulo outbreak 1s waning after implementation of an aggressive outbreak
response, which included a follow-up campaign targeting all children 1-4 years old selective
mop-up vaccination i schools and vaccination of young-adult members of groups at high-risk
for measles Over 4 5 million persons have been vaccinated

Of the eight target countries, Hait1 presents the largest threat of a large outbreak Average
routine coverage between 1994 and 1996 has been 25% Table 5 presents the status of the eight
target countries in their implementation of PAHO’s recommended vaccination strategy for
measles As can be seen. Bolivia, Ecuador and Guatemala should conduct follow-up campaigns
in 1998, and Haiti 1s overdue for their campaign



Table 5
Measles Vaccination Campaigns in the 8 USAID Target Countries

Campaign 1-14 Average routine Campaign 1-4 Next
Region Country/Terntory {Catch-up) coverage {Follow-up) Follow-up
Year | Coverage 1994-1996 Year | Coverage Due
(%) (Keep-up) (%)
Andean Bolivia 1994 98 90 1998
Ecuador 1994 100 70 1998
Peru 1992 75 87 1995 97 1999
Central America El Salvador 1993 96 8% 1996 82 2000
Guatemala 1993 85 73 1996 60 1998
Honduras 1993 96 91 1996 85 2000
Nicaragua 1993 94 81 1996 97 2000
Latin Caribbean Haiti 1994 94 25 1998*

Data not available
- No campaign
* Overdue
Last updated 21 January 1998

Measles situation in Haiti

Hait1 conducted a carch-up measles vaccination of the population 9 months through 14
years of age using a rolling approach from “departemant” to “departement” from October, 1994
through June 1995 Overall, 95% vaccination coverage was achieved Although surveillance 1s
incomplete. not a single suspected measles case has been confirmed since the campaign
Moreover, visits to hospitals throughout the 1sland and discussions with health care workers
strongly suggest that measles transmission has been interrupted on the 1sland

Since the campaign, however. routine measles vaccination coverage has been poor While
precise figures are not available, 1t 1s estimated that the annual measles vaccine coverage among
children 12-23 months of age has been only 23-28% Based on this coverage, 1t 1s estimated that by
the end of 1998, there will be over 900,000 children less than 5 years of age who are susceptible to
measles Thus represents over 3 birth cohorts who are not protected against measles When measles
virus 1s re-itroduced into Hazitt, the large number of susceptible children will hikely result mn a
large measles outbreak with up to 180,000 measles cases and perhaps 2,000 deaths In addition to
low measles population immunuty, there 1s also low immunity to polio among children born since
the last campaign

An emergency follow-up measles vaccination campaign needs to be conducted as soon as
possible The number of susceptible children 1s increasing every day as 1s the risk of a measles
outbreak Other antigens, especially polio vaccine, should be included 1n this campaign Long-term
efforts need to be made to improve the routine vaccination infrastructure in Haiti It will be very
difficult to maintain the absence of measles virus circulation 1n Haiti 1f the overwhelming majority
of infants every year do not receive measles vaccine Measles surveillance data are incomplete
However. the sentinel surveillance system proposed by PAHO and Institut Haitien de 'enfance
may provide the basis for developing effective measles and acute flaccid paralysis surveillance
Although the national measles laboratory appears capable of performing measles IgM testing, 1t




will be extremely difficult to maintain this laboratory, 1f only 5-9 specimens are tested each year
The CAREC measles laboratory will need to collaborate closely with the national measles
laboratory in Hait1 to assure high quality measles testing

Recommendations

The resurgence of measles 1n the Americas during 1997 represents a major increase
compared to cases reported in 1996, still these cases are only about 10% of cases in 1990 The
outbreak in Brazil has become a wake-up call to all countries of this Hemisphere to demonstrate
that the absence of measles virus circulation does not mean absence of risk from measles
infection Important lessons are being drawn to fine-tune the Region’s measles eradication
strategy Countries are being alerted through various channels that the successful completion of
the measles eradication goal will require the implementation of PAHO’s recommended
vaccination strategy n full in all countries of the Region

The two major challenges to the Region’s measles eradication goal by the yvear 2000 are

o Countries of the Americas need to keep up their guard by maintaining the highest population
immunity possible in mfants and children and targeting vaccination to adolescents and young
adults who are at highest risk for exposure to measles virus

o Increased efforts are needed 1n other regions of the world to improve measles control and to
decrease the number of exported measles cases to the Americas

e <1/1000 cases of neonatal tetanus in newborns in every district.

In 1996, the Region of the Americas achieved the goal established by WHO for the
elimination of NNT as a public health problem Preliminary data for 1997 for the Region shows
continued decline 1n the number of cases (Figure 4), as in the number of districts with multiple
cases Elimination efforts are focused on high-risk areas that have cases. with emphasis n
Ecuador, Honduras and Peru



Figure 4 Neonatal Tetanus Cases Per Year
in Selected countries*, 1985-1997

# Reporteq Cases
1800

1600 1495 1470

1427

1400
1200

1000 |

1985 1986 1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 1997

Year

Source SVI/PAHO
Argentina Bolivia Brazi Colombia Domtnican Republic Ecuador El Salvad@uatemala Harti

Honduras Mexico Nicaragua Panama Paraguay Peruy Venezuela

Table 6 below presents an analysis of WCBA 1n seven of the eight target countries, which
are part of the 16 NNT endemic countries in the Americas Under the category of “High-Risk
Areas”, the WCBA are divided 1nto two groups The first group includes all the WCBA currently
living 1n high-risk areas which have reached the maintenance phase, meaning they have achieved
the WHO goal of <1/1000 cases of NNT per municipality Vaccination with tetanus toxoid 1s
carried out through routine immunization services The second category includes WCBA lLiving
in high-risk areas which have not achieved the WHO goal for NNT elimination, and therefore
more ntensive immunization activities are needed

Table 6
Women of childbearing age (WCBA) living in high-risk areas in 7 USAID target countries, 1996
Country Total WCBA High-Risk Areas
Total WCBA Maintenance Attack Phase
Phase

El Salvador 1,154,657 1,025,025 949,335 75,690
Guatemala 2,493,041 1,149,640 520,794 628,846
Honduras 1 463,150 770,599 577,921 192,678
Nicaragua 1,293,099 602,166 437,432 164,734
Bolivia 1,632,983 767,997 479,181 288,726
Ecuador 2,966,130 828,236 452,583 375,653
Peru 6,272,949 3,472,655 2,256,487 1,216,168

Based on the results of these evaluations. PAHO has recommended that countries
continue 1mproving epidemiological surveillance and case mnvestigations in high-risk areas of
endemic countries. particularly in those from which information on coverage and cases 1s
lacking Vaccination of all WCBA 1n these risk areas will be essential to continue controlling the
disease In this regard. emphasis should also be given to the complete elimmnation of mussed
opportunities to vaccinate and especially monitor protection from tetanus in mothers when
children recerve their first dose of DPT Furthermore criteria of high-risk areas need to be



standardized and disseminated Migration should be factored in when determining areas and
populations at risk and traiming of midwives will be necessary to guide in assisting patients in

- completing their vaccination schedule

- . Number of cases/deaths due to diphtheria, pertussis and tuberculosis meningatis

As can be seen 1n Table 7, vaccination programs continued to have considerable impact

on vaccine-preventable diseases In terms of measles and meningitis tuberculosis morbidity,

there were important improvements in some of the eight target countries

Table 7
Morbidity Data in 8 USAID Target Countries, 1996-1997*

Country Diphthena Pertussts Measles™™ Tetanus Neanatat Meningitis

Tetanus Tuberculosis

1996 | 1997 | 1996 | 1997 | 1996 | 1997 | 1996 | 1997 | 1996 | 1997 | 1996 | 1997

Bolvia 1 3 14 138 7 8 22 11 14 8
Ecuador 22 19 163 245 42 0 88 39 36 25 ] 103 12
Peru 4 2 | 355 989 105 95 57 63 46 36 24
El Satvador 0 0 3 2 1 0 10 5 2 20 4
Guatemala 0 1 66 567 1 8 2 5 12 6 16 2
Honduras 0 0 | 200 160 4 5 20 10 4 1 8 3
Nicaragua 0 0 14 84 0 0 10 14 1 1 2 0
Haiti 0 0 0 1 0 0 33
Total 27 25 | 815 | 2185 | 161 116 208 146 118 112 1173 21

Data not available
* 31 December 1997
** Includes laboratory and clinically confrmed cases
Source Country Reports

Figure 5 Annual pertussis, diphtheria and measles
incidence rates in the Region of the Americas, 1978-1997*

o Rate per 100 000 population
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There was an increase n the morbidity and mortality of pertussis in the Region due to
outbreaks 1n Guatemala and Brazil The pertussis outbreak of Guatemala started late 1997 and 1s
affecting primarily indigenous populations in the Department of Quiché, that live in geographical
tsolation Contributing factors to this outbreak include a large number of susceptibles due to low
vaccination coverage and the prolonged absence of Bordetella perrussis 1n an 1solated
community with relatively low population morbidity Factors contributing to the high case-
fatality rate, shown 1n Table 8. include malnutrition. especially among children under 5, poor
hygiene and crowded conditions Control measures have been implemented which include a
change 1 the vaccination schedule for DPT The first of 3 doses was moved forward from 2
months to | month, and ntervals between vaccination were moved from 2 months to every 4
weeks Following the mitiation of the outbreak. vaccination with DPT was performed house-to-
house 1n all communities As the outbreak developed and because of the control measures, there
was a reduction 1n the number of cases among infants and young children

The outbreak 1n Brazil also affected indigenous communities in the state of Acre

Table 8
Mortality Data in 8 USAID Target Countries, 1996-1997*
Country Diphtheria Pertussis Measles Tetanus Neonatal
tetanus
1997 | 1996 | 1997 | 1996 | 1997 | 1996 | 1997 | 1996 | 1997 | 1996

Bolivia 2 0 0 0 0 0 4 0 4 1
Ecuador 0 0 2 0 0 0 6 3 12 14
El Salvador 0 0 0 0 0 0 2 2 1 1
(Guatemala 0 0 32 4 0 6 7
Haiti 0 0 0 0 0 0

Honduras 0 0 12 8 0 0 6 12 0 4
Nicaragua 0 0 3 0 0 0 5 10 0 1
Peru 0 0 0 4 0 0 4 13 22 21
Total 2 0 49 12 4 0 27 54 45 49

Source Country Reports
* Data as ot 31 December 1997

Figure 6 Annual mortality rates for diphthena, measles and
pertussis i the Region of the Americas, 1985-1997*

Rate per 100 000 population
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e  90% of vaccination coverage with all EPI core antigens m children <1 year of age.

Of the six indicators measuring progress toward the Strategic Objective, key 1s the one
related to 90% coverage with each EPI antigen among children under 1 year of age 1n the target
countries This indicator proves that each cohort of children is being protected against the
targeted diseases Data for 1996, shown in Table 9 demonstrate that Honduras, Nicaragua, El
Salvador and Peru had reached this goal or were close to reaching 1t Data for 1997 1s not
complete, but the same trend 1s expected

Table 9
Vaccination Coverage in 8 USAID Target Countries
1996-1997*
Region/Country DPT oPV Measles BCG

1996 1997* 1996 1997* 1896 1997* 1996 1997*
Bolivia 8166 67 00 82 14 68 00 98 00 94 00 9802 8200
Ecuador 87 45 7500 8900 7700 78 87 7400 9900 94 00
Peru 9900 88 00 9900 88 00 86 76 8100 9900 94 00
El Salvador 97 51 97 00 96 21 96 00 96 02 97 00 99 00 9300
Guatemala 7276 7800 7317 7800 69 50 7400 76 50 84 00
Honduras 9349 9300 94 16 9500 9118 9500 9900 99 00
Nicaragua 9067 9400 9927 99 00 8998 9400 9900 9900
Harh

Data not available * provisional data as of 31 December 1997
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Vaccination Coverage in the Americas

Table 9a

1997*
Region/Country Population | DPT-3 | OPV-3 | BCG [Measles#
Andean o
Bolivia 230 246 67 68 82 94
Colombia 893,469 84 85 98 76
Ecuador 295,898 75 77 94 74
Peru 589,405 88 88 94 81
Venezuela 561,035 55 72 79 63
Brazil 3,161,042| 48 59 ] 80 71
Central America
Belize 7,460 85 85 a5 85
Costa Rica 81,357 96 99 92 99
El Salvador 160,023 97 96 93 97
Guatemala 360,558 78 78 84 74
Honduras 187,726 93 95 99 95
Nicaragua 147,813 94 99 99 94
Panama 60,354 95 99 99 92
English-Speaking Cartbbean Wy
Angutlla 168 99 99 99 95
Cayman Islands 602 95 96 86 92
Grenada 2,036 95 95 - 92
Guyana 20,952 88 89 94 82
Jamaica 57,370 90 90 97 88
Monserrat 118 86 87 70 76
St Vincent & Grenadines 2,297 99 99 - 99
Turks & Caicos 350 99 99 99 99
British Virgin Islands 320 99 96 99 99
Latin Carbbean
Cuba 152,261 98 96 85 99
Dominican Republic 241,102 78 75 g5 78
Mexico 2,069,993 94 94 | 99 89
North America
Bermuda 830] 91 94 | - 88
Southern Cone -
Paraguay 154,464] 67 67 | 75 46
TOTAL 9,432,878 ] 72 77 | 89 78

* Provisional data
- No report

# Measles data are based on MMR data reported for the following countries

Colombia, Cuba
The Caribbean, Belize, Bermuda



¢  90% of coverage with TT2 in women of childbearing age in high-risk areas

Data for 1997 will be available at the end of March and forwarded to USAID

Figure 7 Cumulative TT2 coverage in women of childbearing
age in high-nisk districts in 10 Latin American countries,
1992 - 1996
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SOURCE SVI/PAHO

e All vaccines used in immunization programs meet WHO standards

With the goal of assuring the quality of vaccines used mn the Region, SVI/RDV has
established a Regional Network of Vaccine Quality Control Laboratories with the participation
of the National Control Laboratories (NCLs) of the eight DTP-producing countries (Argentina,
Brazil Chile, Cuba, Colombia, Ecuador, Mexico and Venezuela) This Network 1s promoting the
implementation of the six basic functions of a National Control Authority and 1s providing
participating laboratories with back-up services for their regular functions, as well as working as
an external quality control system

Activities have included the development of regional reference reagents and reference
vaccines, as well as the harmomization of quality control methodologies Among the
collaborators are also the United States Food and Drug Admunistration (FDA) and Canada’s
Bureau of Biologics from the Drug Directorate During 1997, a network of National Control
Authorities was organized with the participation of 12 countries The main function of this
network will be the harmonization of all regulatory activities related to vaccines Both networks
are fundamental for assuring that vaccines used tn national immunization programs are of known
quality Computer systems were purchased and participating laboratories were connected to a
communication network that factlitates the exchange of information among themselves and also
with PAHO

Also 1n the area of quality control, SVI continued to support the program of Certification
of Vaccine Producers, which guarantees that vaccines produced in the Region follow
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international regulations and Good Manufacturing Practices (GMP) This certification program
was mitiated with visits to the DTP-producing facilities m Mexico, Chile and the Instituto
Butantan, Brazil Workshops on GMP and validation were held to train personnel from the
vaccine-producing laboratories and to prepare GMP inspectors at National Control Authorities
This program 1s being extended to other vaccines being produced in the Region, like BCG,
rabies measles polio and hepatitis B

PAHO's EPI Revolving Fund has and will also continue playing a critical role in ensuring
high-quality vaccines at a low cost 1n the Region



2 Indicators at the Intermediate Level
2.1 Improved Policy Environment Relating to Vaccination Programs

e Number of Inter-agency Meetings per Quarter/per Country with Agenda and Minutes

Table 10 shows the number of mter-agency meetings held during 1996 and 1997 that
included agendas. minutes and final decisions The frequency of meetings under the ICC
umbrella has decreased Nevertheless mter-agency meetings are taking place on a regular basis
In this context, SVI/PAHO 1s collaborating with the Ministries of Health to mobilize resources at
the national level and on technical aspects as described 1n this report Given the changing policy
environment PAHO has also mtensiiied its dialogue with countries to continue a high level of
coordination of national and mternational efforts 1n the field of immunization so that program
goals are met 1n all areas of a country

Table 10
Inter-agency Coordinating Committee Meetings in the Americas
1995-1997
Country No of meetings held* Fmancial monitoring of Plan
1995 1996 1997 1995 1996 1997
Bolivia 8 6 4 Yes Yes Yes
Ecuador 3 4 2 Yes Yes Yes
El Salvador 4 3 3 Yes Yes Yes
Guatemala 5 2 0 Yes Yes No
Haitt 12 6 6 No Yes
Honduras 3 3 3 Yes Yes Yes
Nicaragua 4 4 3 Yes Yes Yes
Peru 4 4 0 Yes Yes Yes
Total 38 32 21

Source Country Reports
* All meetings had agendas minutes and decisions

e (Countries with National Plans of Action

PAHO has provided support to all USAID target countries in preparing National
Immumization Plans of Action for 1996 and 1997 These plans are available at the PAHO office
in Washimgton, D C
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¢ Number of NGOs that participate or are represented at ICC meetings.

Table 11
Country No NGOs that support No NGOs that
EPI participate in ICC
1996 1997 1996 1997
Bolivia 68 68 13 12
Ecuador 13 13 8 8
El Salvador 40 40 30 30
Guatemala 7 10 0 0
Haiti 18 18 7 7
Honduras 20 20 10 11
Nicaragua 20 20 5 8
Peru 10 0

No Data

¢ Percentage of Countries with Vaccine Legisiation to Finance Procurement of Vaccines
and Syringes

In 1996, the Andean Parliament and 1n July 1997, the PARLATINO (Latin American
Parliament) passed resolutions calling on all countries in the Region to establish specific budget
lines for national immumnization activities that would assure the payment for vaccines, syringes
and needles required for national immunization programs To date Venezuela and Ecuador have
won congressional approval of a Vaccine Law SVI, together with the Public Policy and Health
unit of the Division of Health and Human Development 1s providing technical assistance to other
countries to ensure that similar laws are enacted elsewhere

» Percentage of Countries with National Advisory Committee on Immumzation Practices

Bolivia, Nicaragua and Peru are working to establish a National Advisory Commuttee on
Immunization Practices Guatemala and El Salvador are also initiating the process of setting up a
committee on immunization practices

¢ Number of Countries with Private Sector Participation 1n Promoting and Implementing
Immunization Policy

Countries still lack appropriate means to systematically coordinate and collect
information on private sector participation Their participation continues to be primarnly in
promotion. social mobilization and training Data available for Nicaragua show that in 1996, 9%
of the population was vaccinated by the private sector, this figure increased to 16% 1n 1997



Table 12

Number of doses of vaccine given by the private sector in Nicaragua, 1996-1997

Year | Population | BCG DPT OoPV Measies Total
< 1 year 151 2nu 3m 15! 2nu 3ru doses
dose | dose | dose | dose | dose | dose
1996 138,336 3,447 | 1,730 | 1,086 835 1,982 | 1,450 | 1,076 1,220 12,826
1997 147,813 4995 | 3,556 | 2,177 | 1,527 | 4,069 | 2,765 | 2,066 2,250 23,355

2.2

Missed Opportunities Reduced by 10%

Table 13

Missed Opportunities Studies and Follow-Ups 1 Priority Countries

Country Year of Missed Year of Missed

study opportunities (%6) follow-up opportuntties (%)

Bolivia 1990 32 1998

Ecuador 1989 34 -

El Salvador 1989 October 1998

Guatemala 1990 505 1998

Honduras 1988 451 1997

Nicaragua 1987 660 1995 21% (< 2 years)

13% WCBA
Peru 1990 520 1995 9%

Source EPI Country Reports
Data not avatlable

23 Strengthening and support of the measles surveillance system and other

vaccine-preventable diseases

* Regional Network of Reference Laboratories consisting of 10 laboratories for confirmation
of Measles Diagnosis

¢ % of Samples Received at Laboratories are Properly Investigated

¢ % of all Reporting umts 1n all Countries Report the Weekly Presence or Absence of Measles

Cases
e % NGO Participating in Weekly Surveillance System

Laboratory

The Regional Reference Laboratories have received the necessary material and
computers to function effectively During the period under review a total of US$ 41 655 of
laboratory supplies were provided to regional reference laboratories, and towards improving
laboratory diagnostic capabilities in the USAID target countries
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Annex 1
Measles Weekly Bulletin, Volume 3, Number 53
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PAN AMERICAN HEALTH ORGANIZATION

P N
\t;’ f ‘%v, PAN AMERICAN SANITARY BUREAU REGIONAL OFFICE OF THE
Ry WORLD HEALTH ORGANIZATION

=L

Special Program for Vaccines and Immunization

Expanded Program on immunization Weekly Bulletin for the week
Vol 3No 53 Measles Surveiliance i the Americas endng 3 January 1998
Suspected Reported Cases by State, 1997 Lab Confirmed Cases by State, 1997

Table No 1
Classification of Suspected Measles Cases
for the period 97/01 - 97/53

Reported Under Discarded Confirmed Total
Region | Country Cases Investigation Confirmed
Rubella Dengue Other/Unknown Clinic Lab Total Last Year
AND BOL 155 48 0 0 105 0 1 1 7
coL 132 30 15 0 77 5 5 10 160
ECU 126 43 17 0 66 0 0 0 42
PER 163 150 1 0 il 1 0 1 105
VEN 1190 89 57 42 984 15 3 18 8g
BRA BRA 70385 22309 0 0 21736 450 25870 26320 580
CAP COR 133 23 0 0 95 3 12 15 24
ELS 307 7 98 0 202 0 0 0 1
GUT 279 160 49 0 68 0 2 2 i
HON 112 13 10 4 79 5 1 6 4
NIC 329 8 86 5 232 0 0 0 0
PAN 675 27 0 0 648 0 0 0 0
CAR CAR 992 32 281 8 669 0 2 2 4
LAC CuB iVal 42 0 0 129 0 ¢ 0 0
DOR 124 10 0 0 13 0 1 1 0
FGU
GUA 174 0 0 0 58 0 1186 116 13
HAI 2 0 0 0 2 0 0 0 1
MAR
PUR 0 e 0 0 0 0 0 0 8
MEX MEX 227 73 99 0 55 0 0 0 180
NOA BER
CAN 580 0 0 0 0 0 580 580 327
USA 135 0 0 0 0 0 135 135 489
soc ARG 366 19 0 0 289 10 48 58 59
CHI 1094 475 75 0 490 0 54 54 0
PAR 200 0 0 0 76 0 124 124 13
URU 2 1 1 0 0 0 0 0 2
TOTAL 78033 23558 783 59 26184 489 26954 27443 2109

No report recewed



Special Program for Vaccies and immunization

Fxpanded Frogram on Immunization

Weekly Bulletin for the week

Vol 3No 53 Measles Surveillance m the Amencas ending 3 January 1997
Table No 2
Measles Suspect Cases Under Investigation for the period 97/01 - 87/53
Regian Country Cumu Weeks
latve
1997 1-4 | 58 | 912 | 13-16 | 17-20 | 21-24 | 25-28 29-32 | 3336 | 37-40 | 41-44 | 45-48 49 50 | 51 | 52 53
AND BOL 49 0 0 1 0 2 8 2 4 4 1 33 1
coL 30 5 3 4 6 7 2 1 2
ECU 43 4 3 3 6 3 4 6 6 8
PER 150 | 69| 44 26 7 2 1 1
VEN 89 1 0 2 6 4 14 10 6 9 4 12 13 4 3 1
BRA BRA 22309
CAP C0R 23
ELS 7 1 1 1 1 1 1 1
GUT 160 1 8 21 KL} 40 25 B 4 4 10 2 2 2 1
HON 13 0 0 1 1 2 4 3 2
NIC 6 0 2 4 0 0 0 0 0 0 0 0 0 0 0 0 0
PAN 27
CAR CAR 3 1 2 1 1 2 2 7 6 3 3 1 3
LAC CuB 42 0 0 0 6 0 0 0 0 0 0 0
DOR 10 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0
FGU
GUA 1]
HAL 0 0
MAR
PUR 0
MEX MEX 73 4 4 8 8 17 5 g 4 2 8 3 2
NDA BER
CAN 0
USA 0
SoC ARG 19 0 ] 4} 0 ] 0 0
CHI 475 0 0 0 0 0 0 2 14 AN 60 86 196 56 18| N 0 1
PAR 0 2 1 17 33 33 10
URU 1 1 0
TOTAL 23558 86 87 70 65 74 53 37 56 32 123 161 232 69 27 | 13 3 1
No report received
Table No 3
Measles Surverllance Indicators for the period 87/01 - 87/53
Region | Country | % Sites Reporting § % Cases Investigated | % Cases W/Complete % Cases W/ % Lab Results
Weekly <48 Hours Inves Form Adequate Sample <7 Days
AND BOL B6 94 82 88 44
CcoL 50 73 60 64 57
ECU 90 88 82 97 53
PER 96 99 98 6
VEN 84 85 85 89 63
BRA BRA
CAP COR
ELS a7 89 98 92
GUT 99 92 80 83 39
HON a6 a3 92 96 17
NIC a8 a8 96 100 50
PAN
CAR CAR 99 95 68 90 99
LAC cuB 97
DOR 83 100 0 0
FGU
GUA
HAI 87
MAR
PUR
MEX MEX 99 a5 93 8
NOA BER
CAN
UsSA
s0C ARG 93
CHI a9 a8 61 72 52
PAR 990 77 9 73
URU 100 0 50 100
TOTAL 88 93 77 87 70

No report received
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Expanded Program on Immunization Weekly Bulletin for the week
Vol 12, No 53 Poliomyelitis Surveillance in the Americas ending 3 January 1998

Poliovirus Surveillance

POLIO HAS BEEN ERADICATED FROM THE AMERICAS
The last wild poliovirus was detected on September 5 1991, in Peru

Table No 1
Status of Case Stool Sample Analysis
Last 52 Weeks (97/01 - 97/53)

WITHOUT RESULTS ENTEROVIRUS ISOLATION
Lab Country Total* Not yet <10 >10 % Negative Other Poliovirus
mn Lab weeks weeks Isolation Enterovirus Pending Vaccine ‘Wild
BEL BRA 61 7 8 I 1t1 40 5 0 0 0
CAR DOR 21 I 4] 0 200 16 4 0 0 ¢
1ION 42 0 9 ] 212 26 7 0 0 0
JAM 1 0 0 0 1000 o 1 0 0 o]
SUR t 0 0 0 00 1 0 0 0 0
TRT 3 0 0 0 00 3 0 0 0 0
CDhC ELS 2 0 0 0 1000 4] 0 0 2 0
GUT 1 0 0 0 1000 0 0 0 1 0
MEX 3 0 o] 0 1000 0 0 0 3 0
FIO BOL 49 10 8 1 200 24 3 0 3 0
BRA 146 21 8 0 145 100 13 1 3 0
PER 76 16 0 3 28 44 12 0 1 0
INC COR 7 3 0 4 00 0 0 0 0 0
ELS 36 6 0 8 318 15 7 0 ] 0
GUT 67 5 10 5 319 32 15 0 0 0
NIC 43 3 5 0 114 31 4 0 ] 0
PAN 8 5 0 0 00 3 0 0 0 0
INDRE MEX 391 0 21 6 176 300 64 0 0 0
INH VEN 91 1 2 0 125 77 11 0 0 0
INS COL 171 9 9 16 95 124 11 0 2 0
ECU 48 12 3 i 31 31 1 4] 0 0
MAL ARG 10 0 o] 0 100 9 1 0 0 0
CHI 35 4] 25 00 10 ] 0 0 0
PAR 9 3 1 0 600 2 1 1 { 0
URU 5 1 1] 1 333 2 1 0 0 0
REC BRA 84 22 1 3 69 54 4 0 0 0
TOTAL 1411 125 85 74 162 944 165 2 16 0
* Each sample relates to an tndividual Case samples only
Table No 2
Status of Poliovirus Pending Intratypic Differentiation
Last 52 Weeks (97/01 - 97/53)
LAB COUNTRY POLIOVIRUS TOTAL
NOT YET IN LAB IN LAB < 4 WeeKS IN LAB > 4 Weeks
P1 P2 P3 MIX Pl P2 P3 MIX Pl P2 P3 MIX
PAR 0 i 0 0 0 0 0 0 0 0 4 0 1
FIO BRA 0 0 0 0 0 1 0 0 0 0 0 1
TOTAL 0 1 0 1 0 0 ¢ 0 0 2

Case samples only
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Acute Flacld Paralysls Surveillance

Vol. 12, 53
Table No 1
CASES OF ACUTE FLACCID PARALYSIS UNDER INVESTIGATION
BY WEEK OF REPORT
SITE TOTAL | CUM WEEKS
1996 1097 | 1.4 | 58 | 912 | 13-16 | 17-20 | 21-24 | 2528 | 29-32 | 33.36 | 3740 | 4144 | 4548 | 49 50 | 5t | 52 | o3
ARG 2 19 2 1 1 4 1 0 0 0 0 0 NR NF NR | NR | NR | NR | NR
BOL 1 24 0 0 ()} 0 2 3 5 6 0 3 1 2 0 0 0 0 0
BRA 22 269 8 13 29 28 24 22 25 19 25 26 24 17 4 4 1 0 0
CAN NR NR NR | NR | NR NR NR NR NR NR NR NR NR NR NR | NR | NR [ NR | NR
CAR 3 12 0 0 0 2 1 1 2 0 2 1 1 2 0 1 0 0 0
CHI 0 28 0 0 0 0 0 0 1 4 3 5 6 9 0 0 0 NR | NR
coL 10 103 2 2 H] 5 7 12 9 6 9 1 16 11 3 1 1 0 | NR
COR 8 11 0 1 1 1 1 0 1 0 0 4 0 1 1 0 0 | NR | NR
CUB 0 32 6 3 5 2 2 3 6 0 1 2 2 0 0 0 0 | NR | NR
DOR 0 2 0 0 1 0 0 0 0 0 0 0 1 0 0 0 0 0 0
ECU 0 27 0 1 0 0 0 2 1 4 1 7 4 2 0 3 1 0 1
ELS 2 21 0 1 0 0 1 2 4 3 4 3 1 2 MR | NR { NR | NR | NR
GUT ¢ 39 0 0 0 0 3 2 1 8 8 6 10 1 0 0 | NR | NR | NR
HAI 1 0 0 0 0 NR NR NR NR NR NR NR NR NR NR | NR | NR | NR | NR
HON 0 9 0 0 0 0 0 0 0 0 0 0 3 6 0 0 0 0 0
MEX 0 96 1 0 0 2 0 1 3 6 15 21 36 11 0 NR | NR [ NR | NR
NIC 0 10 0 0 0 0 0 0 0 0 0 0 2 6 0 2 0 ] 0
PAN 0 8 1 0 0 0 0 2 0 1 1 0 0 2 1 0 0 0 0
PAR 0 2 0 0 0 0 0 0 0 0 0 0 0 0 I 1 0 0 | NR
PER 0 27 2 0 3 0 0 0 3 1 0 3 5 2 3 0 2 1 2
URU 5 2 0 0 1 0 0 0 o 0 0 0 1 NR NR | NR | NR | NR | NR
USA NR NR NR | NR | NR NR NR NR NR NR NR NR NR NR NR | NR | NR | NR | NR
VEN 1 13 0 0 0 0 0 0 0 0 1 1 5 3 3 0 0 0 0
TOTAL 55 753 2 | 3 49 44 42 50 59 60 70 93 120 75 16 12 5 1 3
NR - No report recerved
Table No 2 Table No 3 Table No 4
CASES OF AFP REPORTED , RATE PER 100,000 <15 yrs , CONFIRMED CASES OF POLIOMYELITIS POLIO COMPATIBLE CASES
% INVESTIGATED WITHIN 48 hrs., % WITH 1 ADEQUATE BY WEEK OF ONSET BY WEEK OF ONSET
SAMPLE AND & OF SITES REPORTING WEEKLY
AS OF WEEK 53 AS OF WEEK 53 AS OF WEEK 53
TOTAL CUMULATIVE, SITE TOTAL CUMULATIVE SITE TOTAL CUMULATIVE
SITE | CASES | RATE || CASES | RATE | %INV %1 % 1996 1996 1997 1996 1996 1997
1996 1996 1997 | 1997* | <d8brs | Sample+ | Repont ARG 0 0 0 ARG 0 0 0
ARG 41 042 20 020 80 20 00 BOL 0 0 0 BOL 0 0 o
BOL 42 131 49 150 90 73 847 BRA 0 0 0 BRA 14 14 0
BRA 460 087 375 069 84 55 907 CAN 0 0 0 CAN 0 o 0
g:;[ gg 075 1 (l;I fx 7 9 . CAR 0 0 0 CAR 0 0 0
CHI 76 188 75 182 92 83 998 CHI 0 0 0 cHl 0 0 0
coL 243 | 21 175 149 80 86 829 CcoL 0 0 0 coL 0 0 o
COR 8 073 1 099 82 55 967 COR 0 0 0 COR 0 0 0
cuB 2 106 31 135 97 97 975 CcuB 0 0 0 cuB 0 0 0
DOR 13 066 21 076 86 %0 877 DOR 0 o 0 DOR 0 Y 0
ECU 47 107 50 112 92 82 909 ECU 0 0 0 ECU 0 0 0
ELS 59 253 8 160 92 95 954 ELS 0 0 0 ELS 0 0 0
GUT 49 117 69 162 86 57 823 GUT 0 0 0 GUT 1 1 5
HAI 1 004 0 000 0 0 HAI 0 0 0 HAI 0 0 0
HON 44 192 42 180 95 83 800 HON 0 0 0 HON 0 0 0
MEX 556 169 413 123 99 77 936 MEX 0 0 0 MEX 6 6 1
NIC 35 197 45 249 98 100 985 NIC o 0 0 NIC 0 0 0
PAN 9 107 8 093 63 88 9238 PAN 0 0 o PAN 0 o 0
PAR 19 110 10 057 100 80 911
PAR 0 0 0 PAR 0 0 0
PER 103 118 84 094 9% 82 924 PER o o o PER 0 o 0
URU 5 064 7 088 100 57 -
UsA NR N NR . ) ) URU 0 0 0 URU 0 0 o
VEN 103 136 92 120 97 93 838 usa 0 0 0 usa 0 0 0
TOTAL® | 1962 | 120 || 1626 | 098 92 74 899 VEN 0 0 0 VEN 1 ! 2
* Adjusted + Taken within 14 days of onset of paralysis TOTAL 0 9 0 JOTAL 22 22 8

4 Excluding Canada and USA

CAR Includes reports from all CAREC member countnes

CAR Includes reports from all CAREC member counrmes
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@ About measles ) .
@ Current Measles in the Americas, 1997

Outbreaks

Following an all-time record Regional low 1n the Americas of

(S:ggtgagfa' Brazi 2,109 confirmed measles cases in 1996, there has been a
@ "Follow-up" resurgence of the disease in 1997 in Brazil Through 2 January
Campaigns 1998 (epidemiological week 53), a total of 78,033 suspected

Py measles cases were reported from the countries of the
Americas Of these, 27,443 (35 2%) have been confirmed,

Recommendations 27,032 (34 6%) have been discarded, and 23,558 (30 2%)
Caribbean remain under investigation Of the total confirmed cases,
Meeting 9 26,954 (98 2%) have laboratory confirmation of measles

infection or epidemiological linkage to a laboratory confirmed
case, and 489 (1 8%) have been confirmed on clinical grounds
alone Together, Brazil (26,320 confirmed cases) and Canada
(577 confirmed cases) accounted for 98 0% of the total
confirmed cases in the Region However 1t should be pointed
out that Canada has had no cases for the last 18 weeks Other
View/Download:  countries reporting measles cases mclude Guadeloupe (128

@ Case cases), the United States (135 cases), Paraguay (124 cases),
Investigation Form Argentina (58 cases), Chile (54 cases), and Costa Rica (15

(PDF file, cases)

size:9.7 Kb)

@ Measles Graphs
@ Measles Weekly
Bulletin

(English version
only)

The majority of cases from Brazil were reported from Sao
Paulo State, the only state in the country which did not conduct
a follow-up vaccination campaign 1n 1995. To date, over
20,000 cases have been confirmed 1n this outbreak, with most
cases 1n the city of Sao Paulo Over 50% of cases have
occurred in young adults 20-29 years of age The highest
age-specific incidence rates are in infants, young adults 20 to
29 years of age and children 1-4 years of age, respectively
Over twenty-five measles-related deaths have been reported,
most 1n infants less than 1 year of age An ivestigation of
measles cases n adults found that the majority were occurring
among young adults who were members of certain risk-groups
including men who recently migrated to cities from rural areas
in the Northeast of the country to work 1n construction projects
and other manual labor, students, health care workers, persons
working in the tourist industry, and military recruits

Measles virus has been 1solated from several patients from this
outbreak at the measles laboratory of the Adolfo Lutz Institute

3/23/98 30107 PM
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i Sao Paulo Genomic sequencing of these 1solates conducted
at the Centers for Disease Control and Prevention (CDC)
Atlanta, USA, revealed that the virus circulating in Sao Paulo
1s virtually 1dentical to virus currently circulating in Western
Europe Although an index imported measles case has not been
identified, the molecular epidemiology data strongly suggest
that the virus responsible for the Sao Paulo outbreak was
imported from Europe

The Sao Paulo outbreak 1s waning after implementation of an
aggressive outbreak response, which included a follow-up
campaign targeting all children 1-4 years old, selective mop-up
vaccination 1n schools and vaccination of young-adult
members of groups at high-risk for measles Measles virus
spread from Sao Paulo to nearly every other state 1n Brazil
States most affected include Rio de Janeiro, Ceara, Minas
Gerais, Bahia, Parana, Rio Grande do Sul, Mato Grosso do Sul
and the Federal District (Brasilia) Moreover, spread has been
reported from several other countries 1n the Region, including
Paraguay, Chile, Argentina, Peru, Costa Rica, and the United
States

A total of 577 confirmed measles cases were reported from
Canada A large outbreak with over 300 cases occurred
primarily among young adults affiliated with Simon Fraser
University, near Vancouver This outbreak came somewhat as
a surprise since the Province of British Colombia had just
completed 1ts school catch-up campaign in 1996 Genomic
analysis of measles virus obtained from this outbreak
performed at the Laboratory Centres for Disease Control
suggests that measles virus was imported from Europe
Measles virus from the British Colombia outbreak spread to
school-aged children in Alberta, where 245 cases were
reported Other sporadic cases or small clusters have occurred
in various Canadian provinces, mostly among adults due to
importations Since 1996, a total of 17 imported measles cases
were documented 1n Canada, mostly from Europe and Asia
Since the end of July 1997, however, not a single measles case
has been detected and transmission appears to have been
mterrupted in Canada

To date, 135 confirmed measles cases have been reported
during 1997 in the United States This 1s the lowest number of
cases ever reported i the United States, and 1s well below half
the previous record low incidence of 309 cases 1n 1995

301 07PM
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Almost half of the cases are documented importations Spread
from importations has been limited and the largest outbreak
this year 1s only 8 cases In 1995 and 1996, there were no
measles importations from Latin America or the Caribbean In
1997, however, there were 5 confirmed imported cases from
Brazil

Between October 1996 and May 1997, a large measles
outbreak occurred in the French department of Guadeloupe
This 1sland had not implemented PAHO's recommended
measles eradication strategy A total of 128 confirmed measles
cases were reported. The majority of cases occurred 1n
unvaccinated persons 12 to 18 years of age The source of the
outbreak 1s thought to be an unvacciated 10 year old child
visiting from metropolitan France Moreover, genetic analyses
of measles virus obtained from the outbreak revealed that the
virus circulating in Guadeloupe 1s very sumuilar to virus
circulating in Europe The Ministry of Health conducted a
mass vaccination campaign in affected schools Efforts were
made to provide measles vaccine to all students without
documentation of having received two doses of measles
vaccine Over 3,000 students were vaccinated

Until 1997, the English-speaking Caribbean had not reported a
single confirmed case of measles 1n over 5 years However, 1n
1997 two laboratory-confirmed measles cases were detected
The first confirmed case was reported from the Bahamas The
patient, a young adult, had rash onset in March The direct
source of transmission was not 1dentified, however, 1t 1s
strongly suspected that the patient contracted measles from a
tourist A search has been made 1n the country to 1dentify any
additional cases of measles This search involved a review of
over 80,000 diagnoses from health facilities in the country The
second case was reported from Trinidad and Tobago It
occurred 1n a young adult Italian sailor who had rash onset n
April The patient had acquired measles 1n Italy A specimen
was collected and found to be positive for measles IgM at the
measles laboratory of the Caribbean Epidemiology Centre
(CAREC) No spread cases were 1dentified despite careful
investigation

Note: For more information please refer to EPI Newsletter,
Vol 19, No 6 - December, 1997

@ Return to SVI

3/23/98

301 07PM

/59



Annex 4
Final Report of the 14" Meeting of Caribbean EPI Managers



t
'
-

/ 1997-000045

PAN AMERICAN HEALTH ORGANIZATION
Pan Amenican Sanitary Bureau, Regional Office of the
WORLD HEALTH ORGANIZATION

5§25 TWENTY-THIRD STREET, N W, WASHINGTON, D C. 20037-2895, USA CABLE ADDRESS OFSANPAN
FAX (202) 223 5971
TELEPHONE (202) 861 3200

IN REPLY REFER TO

Special Program for Vaccines and Inmunization

Fourteenth Meeting of Caribbean EPI Managers

Final Report

Confirmed measles cases
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1. Introduction

The Fourteenth Meeting of the Caribbean EPI Managers was held in Castries, Sant
Lucia, from 18-20 November 1997 The Meeting was officially opened by Her Excellency the
Governor General of Saint Lucia, Dr Pearlette Lowsy, and The Honorable Minister of Health,
Ms Sarah Flood delivered a keynote address Dr Peter Figueroa, Chief Medical Officer at the
Minstry of Health 1n Jamaica chaired the plenary sessions, and Dr Ciro A de Quadros, Director
of PAHO’s Special Program for Vaccines and Immumzation, served as Secretary

The Meeting brought together over 70 health officials from 20 countries of the English-
speaking Caribbean, Aruba, Suriname. Hait1, and the French Departments of Guadeloupe and
Martinique Also present were representatives from the Laboratory Center for Disease Contiol
(LCDC), Ottawa, Canada, the United States’ Centers for Disease Control and Prevention (CDC),
PAHO’s Caribbean Epidemiology Center (CAREC), UNICEF, the Children’s Christian Fund
(CCF), as well as technical staff from PAHO’s Special Program for Vaccines and Immumzation
(SVI)

The English-speaking Caribbean still holds the longest record in the Western Hemisphere
of six years without indigenous measles transmission, although two recent importations mto the
Bahamas and Trimdad and Tobago stressed the danger of importations and the need for
adherence to the measles elimination strategies, particularly the maintenance of high levels of
immumzation coverage and the periodic implementation of follow-up campaigns, as
recommended by PAHO The large outbreak in Guadeloupe, due to a direct importation from
France 1n late 1996, illustrates the vulnerability of countries to measles transmission if the
strategies are not fully implemented Presentations on the maintenance of the Region’s polio-free
status emphasized the importance of continuing the countries’ high degree of political
commitment to surveillance and vaccination activities to keep the region polio free The
Bahamas implemented a major campaign with MMR targeting all individuals 4-40 years old to
mterrupt rubella transmission The lessons from this mitiative will be extremely useful for all
other countries that are planning to eliminate rubella and congenital rubella syndrome (CRS)
Although progress 1s being made towards the global eradication of poliomyelitis, importations
still represent the biggest threat to the Caribbean’s polio-free status The efforts of the countnes
towards the mtroduction of new vaccines nto national immumzations programs was updated

1L Objectives of the Meeting

The main objectives of the Meeting included the review of the EPI program i the
participating countries to identify obstacles which might impede achieving program targets As
performed every year, country reports and the 1997 National Work Plans were reviewed and
analyzed and the 1998 National Work Plans were elaborated including 1ts cost components The
epidemiological situation and control/eradication activities related to poliomyelitis, measles,
rubella and that of congenital rubella syndrome (CRS) in the Carbbean were thoroughly
reviewed by meeting participants



III. Conclusions and Recommendations
1. Rubella and CRS Control/Elimination Strategies in the Caribbean

Sigmficant rubella virus activity has been recorded in many CAREC-member countries
smce 1982, and cases of congenital rubella have been documented as sequelae to these outbreaks
Subsequent to the “BIG BANG” catch-up measles vaccination campaign, which was conducted
in the sub-region during 1991, very low rubella incidence rates—fewer than 2 0 cases per
100,000 population—were recorded between 1992 and 1995 Beginning 1 1995 and continuing
through 1997, sizable outbreaks of rubella have occurred mn Jamaica, Barbados, Trimdad and
Tobago, Guyana, and Belize Rubella incidence rates of 10 3 cases per 100,000 population were
recorded 1n 1996

A prototype surveillance system for CRS, including case definitions, case investigation
forms and reporting algorithms was developed and disseminated 1n 1996 to all CAREC-member
countries Not unexpectedly, cases of CRS have occurred i Jamaica, Barbados, Trimidad and
Tobago, Belize, Guyana and Surmame, for a total of 20 cases to date mn 1997 The
epidemiological details related to these cases have been captured through the newly introduced
surveillance system Subsequent to the cost-benefit and cost-effectiveness analyses undertaken at
the 1996 meeting of the Caribbean EPI Managers, preliminary studies were conducted in
Guyana, Trintdad and Tobago, Barbados and Jamaica to document the cost burden of CRS 1n the
populations The direct costs associated with CRS, which include acute care for physician and
hospital services, long-term care, institutional care; and special educational care are much higher
than the cost of prevention For example, 1n Guyana, 1t has been estimated that the lifetime cost
for prevalent and mncident cases of CRS between 1992 and 1997 1s US$ 19 million Barbados
estimated that the cost of treating CRS cases in the next 15 years would be US$ 5 5 mullion,
compared with US$ 1 1 mullion for an elimmation imitiative Such costs are eminently avoidable
if the populations were protected against rubella

In response to the emerging rubella situation and within the context of already planned
follow-up measles vaccination campaigns, and following recommendations of the 13™ Meeting of
the Caribbean EPI Managers held in 1996, the Bahamas imitiated a MMR vaccination campaign
for 1ts population aged 4 to 40 years aimed at the interruption of rubella transmission Although
this campaign 1s still ongoing, coverage rates to date are in the order of 78%, representing a first
in the world effort Trimdad and Tobago and Barbados are mmtiating plans to vaccinate both
males and females between the ages of 15 and 45 years and 20-39 years

Technical officers responsible for the EPI within Mistries of Health together with
national epidemiologists should collate and analyze relevant epidemiological data related to
rubella and CRS morbidity and mortality, present levels of vaccination coverage stratified by
age, direct and indirect costs related to CRS, and the real as well as the opportunity costs of
adopting different vaccination strategies Such findings should be presented to the political
directorate so that they can be appropriately informed and sensitized to the situation, in order to
adopt a national policy



Participants at the Meeting concluded:

e It is imperative that Ministries of Health discuss and arrive at a consensus position with
regard to the objective of rubella elimination.

e There is overwhelming evidence, both from estimated figures as well as from data collected
over the last year, particularly in Guyana, Barbados and at a regional review presented by
CAREC, that the burden of rubella and its cost, both in financial terms and human
suffering, warrants efforts towards its elimination.

e The last Technical Advisory Group Meeting that met in Guatemala in September, 1997
outlined the strategies for the elimination and control of rubella and CRS. These include a
one-time mass vaccination of all individuals—male and female—within a certain age
range that will vary from country to country, but will have to cover necessarily up to 35
year olds. The lower level age group will be defined by previous vaccination activities that
included rubella-containing vaccine.

e During 1998, senior MOH officials and political leaders in all countries should define a
national policy regarding rubella and CRS elimination, aiming at a Pan-Caribbean
initiative in this regard. The conference of Ministers of Health, in April 1998, their
Caucus in September 1998 and the current revision of the Caribbean Cooperation in
Health (CCH) represent excellent opportunities for achieving consensus on this issue.

Rubella and CRS elimination in the United States

The United States has established a goal to eliminate indigenous rubella and CRS by the
year 2000 The wncidence of rubella and CRS has decreased by more than 99% since the
introduction and application of rubella vaccine While the incidence of rubella has decreased for
all age groups, the decrease has been more pronounced 1n preschool and school-aged children
As a result. the proportion of cases reported among adults has increased, although the actual
mncidence among adults continues to decrease

Rubella surveillance 1s critical for the elimmation effort Currently, demographic
mformation, vaccmation status, transmission setting, case classification, laboratory results and
pregnancy status are requested for each case The proportion of cases for which all information 1s
available (as stated above) and the proportion of cases that are laboratory confirmed will serve as
survelllance indicators The indicators have shown progressive improvement, with 80% of
requested mformation reported and more than 90% of cases laboratory confirmed 1n 1996

Recently, molecular epidemiology has begun to be used as a tool for rubella surveillance,
as 1t has been for measles surveillance The goal 1s to use molecular epidemiology to identify the
different rubella virus strains associated with each outbreak or 1solated case and attempt to
determine the usual geographic spread of each strain Determining the spread of each stramn will



help 1n improving strategies for rubella elimimnation in the United States and other interested
countries

2. Measles Elimination

2.1  English-speaking Caribbean & Suriname

The “Big-Bang” measles catch-up campaign was conducted in 1991 throughout the
English-speaking Caribbean and Suriname. Vaccine coverage m this campaign was over 92%
1991 has been the year of highest MMR/measles vaccine coverage, and except for a decrease 1n
1992 (See Graph 1n cover page), there has been a steady increase.

Follow-up campaigns, a critical component of PAHO’s measles elimination strategy have
been conducted 1n most countries smce 1995 The purpose of these campaigns 1s to reduce the
number of susceptible pre-school-age children In total, 15 countries have completed their follow-
up campaign The age range of the target population was 1 to 5 years in nine (9) countries The
target population ranged from age 1-6 years in Trinidad and Tobago to 4-40 years in the
Bahamas, where a campaign was conducted for both measles and rubella elimination (Table 1)

Table 1
Status of Follow-Up Campaign 1995-1997
English-speaking Caribbean and Suriname

Country Year of Target | Agerange | % Population | Vaccine
campaign pop. target pop. vaccinated used

Anguilia 1996 1,097 1-15 yrs 100 MMR
Antigua 1996 6,208 1-2 yrs 92 Measles
Bahamas 1997 100,000 4-40 yrs 78 MMR
Barbados 1996 19,054 1-5 yrs Measles
Bermuda No Campaign
Belize 1995 25,258 1-5 yrs 85 Measles
British Virgin Islands 1996 292 4-15 yrs 90 MR/MMR
Cayman Islands No Campaign
Dominica 1996 2-10 yrs =100 MMR
Grenada 1996 10,620 1-5 yrs 81 MMR
Guyana 1996 84,839 1-5 yrs 90 MMR
Jamaica 1995-6 497,009 1-10 yrs 95 MMR
Montserrat 1996 735 4-10 yrs 100 MMR
St Kitts & Nevis 1996 3,060 1-5 yrs 100 MMR
St Lucia 1996 9,000 2-5yrs 85 Measles
St Vincent 1995 10,860 1-4 yrs 84 MMR
Suriname Campaign Slated for December, 1997
Trinidad & Tobago 1997 120,000 1-6 yrs 96 MMR
Turks & Caicos 1996 1,410 1-5 yrs 95 MMR

In Suriname, a follow-up campaign has started in the interior, and one 1s scheduled for the
coastal area in December 1997



Measles Surveillance

Careful measles surveillance 1s another critical component of PAHO’s measles
) elimination strategy Measles surveillance was implemented in the countries since 1991 The
reporting sites 1n countries increased gradually from 468 in 1991 to over 600 1n 1997 The
system has been functioning well and the classification of over 3,000 suspected cases reported
smce then 1s shown 1n Figure 1

Figure 1. Classification of Suspected Measles Cases
in the English-speaking Caribbean, 1991-1997
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In order to momtor and assess the surveillance system, a set of indicators were designed
During 1993-1997, there has been steady improvement 1n the performance of these indicators

(Figure 2)

Figure 2 Status of indicators of Measles Surveillance In the
English-speaking Caribbean and Suriname
1993-1997*
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Presently, over 90% of sites report weekly, and 89% of all suspected cases have complete
mvestigation with an adequate blood specimen collected The “first contact” strategy has been
implemented by most countries Many health providers have been sensitized and tramned,



resulting 1n an improvement of case investigation activities, and therefore in the surveillance
indicators Ninety-five percent of cases in 1997 have been investigated within 48 hours,
compared to 79% 1n 1996, and 65% of investigation forms have been complete 1n 1997

Three thousand one hundred and twenty-five (3,125) suspected measles cases were
reported during 1991 to 1997 (week 43) Of these, 2,202 cases were discarded with four
laboratory confirmed cases of measles (two 1n 1991 and two 1n 1997), all due to importations,
and 57 classified as climically confirmed The clinically confirmed cases represent a failure of the

surveillance system.

In 1996, four hundred and seventy-one (471) suspected measles cases were notified As
of week 43 (25 October) 1n 1997, 862 suspected cases have already been notified The suspected
cases range from 2 months to 50 years of age, with 61% between the age of 2 months to 14 years,
and 38% between 15 and 50 years

The first confirmed case was reported from the Bahamas The patient, a young adult, had
rash onset 1n March, but a blood specimen was not received at CAREC until a month after being
collected Direct source of transmission was not identified, however, 1t 1s strongly suspected that
the patient contracted measles from a tourist A search was carried out in the country to identify
any additional measles cases This involved a review of over 80,000 diagnoses from health
facilities in the country

The second case was reported from Trimidad and Tobago, which occurred 1n a young-
adult Italian sailor who had rash onset in April The patient had acquired measles in Italy The
patient recerved care 1 a private sector clinic, and 1t was this provider who made the preliminary
diagnosis and notification A specimen was collected and tested positive for measles IgM at
CAREC No spiead cases were 1dentified despite a careful investigation

Laboratory Support

The measles laboratory at CAREC provides laboratory confirmation for suspected
measles cases The laboratory 1s able to test for IgM antibodies for measles, rubella and dengue
Through week 44 of 1997, a total of 874 specimens were submitted for laboratory confirmation
Of these, 2 (0 2%) were positive for measles, 276 (31 5%) were positive for rubella and 11
(1 3%) were positive for dengue All specimens were tested and reported back to countties within
seven days of receipt



Measles Outbreak in Guadeloupe

Between October 1996 and May 1997, a large measles outbreak occurred in the French
department of Guadeloupe This 1sland had not implemented PAHO’s measles elimination
strategy A total of 128 confirmed measles cases were reported The majority of cases occurred in
unvaccinated persons 12 to 18 years of age The source of the outbreak was thought to be an
unvaccmated 10 year-old child visiting from Europe Moreover, genetic analysis of measles virus
obtained from the outbreak revealed that the virus circulating in Guadeloupe 1s very similar to
virus circulating in Europe In response to the outbreak, the Ministry of Health conducted a mass
vaccination campaign in affected schools, reaching 3,000 students Efforts were made to provide
measles vaccine to all students without documentation of having received two doses of the
vaccine

Measles Outbreak in Brazil

Information from the current measles outbreak in Brazil was presented and discussed As
of November 15, over 17,000 measles cases were confirmed The largest number of cases have
been reported from Sao Paulo Most cases are occurring among unvaccinated young adults and
infants under 12 months of age Measles virus has spread from Sao Paulo to other states in Brazil
and several other countries mn the Region

A detailed investigation of measles 1n young adults 1 Rio de Janeiro county found that
the majonity of cases were occurring 1n members of certain risk-groups including young adults,
particularly men, who recently migrated to urban areas from rural areas to work on construction
projects, students, health care workers, persons working 1n the tourist industry, and mulitary
recruits

The outbreak appears to be waning, followmng the implementation of an aggressive
response, which included a follow-up campaign targeting all children 1-4 years old, and mop-up
vaccination 1n all schools aimed at unvaccinated students and high-risk adult groups

It must therefore be emphasized once again that:
e MR or MMR are the vaccines of choice for measles and rubella elimination.

o Countries that are instituting a two-dose schedule should be aware that even with such a
regumen, susceptibles will accumulate because coverage with two doses will never achieve
100% and some children will remain without any dose. Follow-up campaigns are
Rnecessary to maintain interruption of transmission.

e To maintain the English-speaking Caribbean and Suriname free of measles, high
vaccination coverage must be maintained. Efforts need to be made to ensure that at least
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95% of each birth cohort is vaccinated with measles-containing vaccine at 12 months of
age.

e The possibility of combining measles and rubella surveillance should be explored.

e To prevent the accumulation of susceptible preschool-aged children from reaching
dangerous levels, follow-up campaigns should be conducted among children 1-4 years
every four years. Countries should plan on conducting follow-up campaigns in the year

2000.

o The Brazil experience suggests that certain young adults may be at risk for measles.
Efforts are needed to assure measles vaccination in young adults in high-risk groups,
which include students, migrant workers, health care workers and the military.

e As long as measles circulates anywhere in the world, the English-speaking Caribbean will
be at risk for measles importations. Measles surveillance systems will need to detect these
importations in a timely manner and respond accordingly when they occur.

2.2 Measles Elimination in Canada and the United States
a. Canada

Despite 97% measles vaccine coverage of 2 year olds, the number of measles cases
reported increased significantly in 1995, due mostly to an outbreak in Ontario It was estimated
that over 20,000 cases might have occurred 1n 1996 if no action was taken, and without a catch-
up program, giving a second dose of measles containing vaccine would not eliminate measles
outbreaks for another 10-15 years In August 1995, the National Advisory Committee on
Immunization strongly recommended the routine administration of a second MMR dose, as well
as the implementation of school catch-up campaigns to administer a first or second doses of
measles vaccine to all children and adolescents Subsequently, all provinces/territories have now
mtroduced a routine second MMR/MR vaccination at either 18 months or 4-6 years Also six
provinces/territories representing 80% of the population completed a mass catch-up program for
all school-aged children A more limited catch-up program was also started in two other
provinces Finally, a catch-up program nvolving all children in grades 1 through 9 was started in
April 1997 in Alberta Altogether, over 4 million children have been immumzed through these
campaigns In the three provinces (representing 7% of the population) that have not yet
implemented catch-up campaigns, there still remamn school-aged susceptible populations in
sufficient numbers to fuel outbreaks through importations

For 1997, as of mid November, 577 cases of measles were reported As a result of
importation, an outbreak started to develop in the adult population in British Columbia which
had completed 1its school cafch-up campaign mn 1996 This outbreak spread to school aged
children 1n Alberta before this province had started its catch up campaign
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As a result of importations, other sporadic cases or small clusters have occurred in
Canada mostly among adults Since 1996, a total of 17 importations were documented, mostly
from Europe and Asia Since the end of July, 1997—for the last 15 weeks—no measles case has
been detected and transmission seems to have been interrupted

b. United States

As of November 7 of 1997, 124 confirmed cases of measles have been reported in the
United States, an annual incidence of less than one case per two mullion population This 1s the
lowest ever in the United States, and 1s well below half the previous record low incidence
Almost half of these cases are documented importations Although there are roughly as many
importations mn 1997 as i 1996, the overall number of cases has markedly decreased In 1996,
importations resulted in several moderate outbreaks especially among school children who had
not recerved a second dose of measles vaccine In 1997, spread from importations has been
Iimited, and the largest outbreak has eight cases In 1995 and 1996 there were no importations
from Latin America or the Caribbean There were four confirmed imported cases from Brazil in
July of 1997, and one imported case from Brazil in August 1997 1s under investigation

The reasons for decreased incidence are the increased on-time delivery of the first dose of
measles vaccine, increased coverage with two doses of vaccine among school children and
decreased importations from the Americas Following the resurgence of measles in 1989-1991 1n
the United States, which resulted in over 55,000 cases and 120 deaths, immumzation programs
began to focus intensively on on-time delivery of the first dose of measles vaccine Several major
changes were implemented including a vaccine funding program which allowed federal funds to
pay for vaccines admmistered in the private sector, linking of vaccination status with social
welfare programs, measuring coverage at the clinic level and promoting systems to 1dentify and
contact defaulters This has resulted in the highest-ever measles vaccine coverage with a first
dose by two years of age which has remained at 90% since 1994

Measles surveillance 1s a critical component of the United States Measles Elimination
Strategy To continue improving the surveillance system, key surveillance indicators are
monitored for each state immunization program

In summary, the United States 1s commuitted to continue working towards the elimiation
of measles by focusing on the timely delivery of the first dose of measles vaccine, accelerating
second dose coverage of school children, vaccinating adults in high-risk settings, continually
mproving survelllance systems and working with other countries to promote global measles
eradication
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3. Polio Eradication

The expected rate of AFP cases was deemed at 1 case per 100,000 population of children
less than 15 years of age To maintain this rate, the countries of the region need to report 26 cases
annually A total of 26 cases were reported 1n 1995, 25 1n 1996, and 12 by week 43 1 1997

Systematic reporting has been sent 1n from all the countries In 1996, all countries except
Dominica reported weekly The 26 cases were notified from 7 countries Antigua and Bahamas

met all four criteria and Guyana and Trinidad and Tobago met three

In 1997 as of week 43, 12 cases were reported from six countries All countries reported
Two countries met all four criteria—Belize and Guyana, while the other four countries met two
criteria The indicator that seems most problematic 1s mnvestigation within 48 hours This
indicator 1s crucial and needs to be met

The age range of cases was five months to 43 years 1n 1996, while mn 1997, 1t was nine
months to 32 years Most cases (88%) mn 1996 and 1997 were less than 15 years of age This
means that about three cases are older than 15 years

e It is commendable that all cases with stool specimens are sent for laboratory testing.
However, the other three critical surveillance indicators are not consistently being met
from countries notifying cases. At week 43 -1996, 16 cases were reported compared to the
present 12 cases.

o Periodic evaluation of surveillance for AFP is necessary at all major health facilities to see
if cases are being missed.

4. Immunization Coverage

One of the main priorties of the EPI has been to assist countries in establishing
immunization programs that can deliver the primary immumzation series to over 95% of the
birth cohort, and hence reduce the health burden of vaccine preventable diseases Countries
mitially focused on vaccination for six diseases, however 1 the past few years additional
vaccines are being added to the same schedule The vaccmes presently being used in the
countries are stated in Table 2

Average coverage rates for all 19 countries were DPT 89%, OPV 89%, MMR 92%, and
BCG 95% Over 90% of infant vaccinations 1n the countries are given by the public health sector
through therr network of clinics Vaccmation figures from the private sector are routinely
collected from private practitioners m most countries (Figure 3)

However, not all countries have been able to attain very high coverage, and some still
show rates between 80-85% Immumization coverage ranged from 80% to 100% for DPT, and

12



78% to 100% for MMR Eight of the 19 countries accomplished coverage rates of 100% with
DPT, TOPV, and mine for MMR vaccines Although the less populated countries (populations
less than 100,000) tend to achieve full birth cohort coverage, the larger ones have also been
achieving increased coverage

e The review of coverage data for the countries for the period 1994-1996, indicates that
special activities have to be implemented especially in Suriname, Grenada, Guyana, and
Belize to increase coverage above 90%.

Table 2
Vaccines Included in Immunization Schedules by Country - 1997
Vaccine Public Sector Private Sector Remarks
DPT/OPV/IMMR Yes Yes All countries
BCG *Yes (in 9 countries) Yes *ANG/BLZ/CAY/DOM/GUY/JAM/
MON STV/STL/TUR
HEP B **Yes (in & countries) Yes *ANG/BER/SCN/STV/ CAY
Hib +Yes (In 2 countries) | #Yes (in 5 countnes) | + BER/CAY
#BAH/BAR/CAY CAY/JAM/TRT
DPT + Hib No Yes (in 2 countries) | BAR/BAH

Sources MOH Reports to CAREC

Figure 3 immunization coverage for selected antigens
English-speaking Caribbean & Suriname, 1996
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a. Introduction of New Vaccines

Many effective vaccines such as hepatitis B, Haemophilus wnfluenzae type b, varicella,
hepatitis A and acellular pertussis are available for introduction mto the EPI schedule Two
vaccines currently being discussed for mtroduction 1n the English-speaking Caribbean—hepatitis
B and Haemophilus influenzae type b (Hib)
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These two vaccines are being administered by the private sector in many countries of the
English-speaking Caribbean In 1996, 42,208 20 mcg adult-dose vials of hepatitis B were bought
by the private sector Pediatric doses accounted for about 6,000, which could fully immumze
only 1 4% of the birth cohort of the CMCs (Table 3)

Whereas four countries are using Hepatitis B vaccine in the public sector (1 7% of sub-
region total birth cohort) only two are using Hib vaccine The uptake in the private sectors is
28,128 doses of Hib vaccine which will only vaccinate 5-9% of the region’s infants (Table 4)
The birth cohort for 1996 was 140,311

In spite of the progress achieved n high coverage rates 1n most countries, there are
pockets of low coverage occurring in certain geographic areas, € g , remote rural areas and dense
urban areas

Table 3
Hepatitis B Vaccine Procurement (No. of Doses) 1996
English-speaking Caribbean

Country Mmnistry of Health Private Sector Total
Antigua - 60 60

Barbados 271 1,129 1,400

Bahamas - 3,204 3,204

Bermuda - 1,335 1,335
Cayman Islands - 801 801
Grenada - 810 810

Jamaica 20,000 1,360 21,360

St Kitts & Nevis 3, 000 - 3,000
St Lucia - 75 75

St Vincent - 1,200 1,200

Trinidad & Tobago 4,000 8,263 12,263

TOTAL 27,271 18,207 45,508

These high-risk areas will need special activities to increase coverage Countries with
borders such as Belize and Suriname face special problems in defining the target population of
their border areas, and 1n reducing their attrition rates Border meetings have been instituted n
one of the countries and this 1s proving effective

Sustamability of vaccine supply is still an 1ssue for some countries However, this should

not deter discussions about the potential introduction of new vaccines Various creative methods
will have to be employed to finance immunization programs
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Table 4
Hib Vaccine Procurement (No. of doses) 1996
English-speaking Caribbean (Private Sector)

Country Hib DPT + Hib Total
Aruba 216 - 216
Bermuda 2,255 - 2,255
Curacao 976 530 1,506
Trninidad & Tobago 6,548 - 6,548
Barbados 1,020 1,730 2,750
Jamaica 8,674 - 8,674
Bahamas 5,326 1,900 7,226
Cayman Islands 2,930 - 2,930
TOTAL 27,945 4,160 32,105

National program managers now face a wide array of new vaccines, either already
available or shortly to be available These vaccines include new multivalent combination
products such as DTP-Hib, combinations which include hepatitis B vaccine, and DTP vaccines
where the pertussis component 1s based on acellular pertussis vaccine In a number of countrnies,
hepatitis A vaccines are licensed, as 1s varicella vaccine In the near future, there are likely to be
safe and effective vaccines available to prevent meningococcal C mfections 1n young children, as
well as conjugate pneumococcal vaccines In the longer term, 1t can be expected that vaccines
agamnst rotavirus infection, herpes viruses, respiratory syncitial virus, and even vaccines to
prevent malignant and chronic diseases will become available

e The introduction of new vaccines into a national immunization program should not stmply
reflect their availability, but should follow a careful investigation of their appropriateness
to that particular epidemiology and whenever possible, evidence that their introduction
into routine use would be a cost-effective use of resources.

e Once that case has been made and resources identified, an introduction/implementation
plan needs to be developed.

e Topics that will need to be considered include: vaccine studies, disease surveillance, supply
arrangements, immunization scheduling, coverage measurements, communications
strategies, professional training materials and surveillance for impact assessment.

e The implementation of new vaccines is a complex, multi-faceted task that requires the
coordination of policy makers and program managers, public health experts, advertising
and marketing experts, researchers, manufacturers, regulators, and parents and health
professionals.

e The extensive experience in the Caribbean with implementation of immunization
campaigns will be invaluable in the introduction of new vaccines into routine use,
therefore, all countries in the region should strive to introduce these vaccines in the public
sector within the next three years.
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6. Vaccine Logistics and Procurement

During 1997, over 90% of the countries were able to benefit from a steady supply of
vaccines, syringes and needles Countries should consider the purchase of new vaccines, e g
hepatitis B and Hib through the PAHO/EPI Revolving Fund to take advantage of economies of
scale, which may result in lower prices for these relatively expensive vaccines

7. Booster Dose Policy

A panel discussion revealed a great variety of schedules for booster doses in children,
adolescents and adults These differences also exist with respect to immunization of health
workers Most countries give at least 3 booster doses between 1 year and end of school Also,
several booster doses are administered to pregnant females In some countries, the schedule 1s
further complicated by the fact that some private practitioners do not follow public-sector
recommendations Critical 1s the inconsistent use of Td mnstead of TT 1n adults from one country
to the other With a very marginal added cost, countries should consider using the Td vaccine to
improve herd immumty against diphtheria Of concern 1s also the refusal of some health workers
to be immunized against hepatitis B despite a national policy of providing such vaccine in some
countries It was noted that booster doses may provide an additional opportunity to review
primary immunization

The discussion also highlighted that in many instances too many unnecessary booster
doses were administered, particularly for TT Booster schedules have experienced little review
over the last few years

o It 1s extremely important that a thorough review of schedules and real need for boosters be
conducted quickly in the Caribbean. The removal of unneeded boosters would result in
savings that could be reallocated to the introduction of new antigens or strengthening of
existing routine programs. Finally, when booster doses are needed, it is important to
consider schedules that make it easier for parents to comply.

8. Surveillance of Adverse Events

Most adverse events reported after vaccine adminmistration are coincidental due to the
large number of vaccine doses administered The number of adverse events detected may be
particularly high n the context of campaigns when large number of doses are administered over a
short period of time This does not necessary indicate a rate of adverse events 1n excess of what
would be expected

The thorough surveillance of vaccme-associated adverse events conducted during the
recent mass MMR campaign m the Bahamas has provided reassuring results about the safety of
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the vaccine when used 1n older age groups These results may help other countries gain better
acceptance of stmilar campaigns aimed at the elimination of CRS

Draft guidelines developed by PAHO for implementing a surveillance system for adverse
events following immunizations were presented The purpose of these guidelines 1s to help
countries implement a reporting system for adverse events following immunization, and give
general principles that even countries with currently existing monitoring programs might find
useful to improve their system It 1s hoped that prompt feedback from countries on the content of
the document will help to finalize 1t within a year International collaboration and exchange of
mformation 1s extremely important Proper traimning of health care providers and communication
with the public and the media are important elements of a surveillance system

o It is extremely encouraging to see that many Caribbean countries have already developed
such surveulllance systems (some of which were presented at the Meeting) and that there is
a general interest for their establishment. Many of the currently established systems,
however, could benefit from improvements and fine tuning.

9. Safe Syringe Practices

A panel of three countries presented procedures for safe syringe practices for single-use
disposable syringes The purpose of the panel was to remind countries to routinely review the
safe use and disposal of syringes within their health services and to make sure that EPI syringes
are not reused The panel presentations confirmed that in all three countries, procedures are 1n
place for the safe collection and disposal of single-use syringes The moderator also confirmed
that 1n these countries, health workers responsible for immunization do not recap needles before
depositing them 1n a contamer, which 1s then collected and then taken for incineration or burial
The panel moderator emphasized that the PAHO/WHO recommendations for safe disposal of
used syringes calls for incineration—burial 1s no longer acceptable At the conclusion of the
panel discussions, the moderator called on all countries to routinely review safe syringe practices
with health services during 1998 to assure that safe procedures are in place and documented
during supervisory visits

IV. CAREC Surveillance Priorities

The countries of the English-speaking Caribbean have widely varymg levels of
development and per capita GDP, as well as small population sizes Most depend on a few key
people for surveillance As a tourist attraction, the region has an intense and ever-increasing
movement of people 1n 1996, there were over 14 million stay-over arnvals and 7 million cruise
ship arrivals, with imphcations for the introduction and transmission of diseases, including
measles, polio and rubella
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In the face of this complex situation, CAREC has redefined its communicable disease
priorities, which will continue to include measles, polio, rubella/CRS, diphtheria, pertussis,
tetanus and tuberculosis In addition, CAREC will work with the EPI to develop a surveillance
system for other diseases that are becoming target of national immunization programs, such as
Haemophilus influenzae type b and hepatitis B

CAREC will also continue fostering partnerships with the private sector to strengthen
their participation and use of disease data, mncluding the establishment of a private physician
sentinel surveillance system. Surveillance units will be established in hospitals to improve the
detection of problems that result in hospitalization, (e.g haemorrhagic fevers and meningitis) and
a laboratory surveillance network 1s bemg established to monitor enteric orgamsms
Establishment of an Internet-based network to link countries to each other and to CAREC will be
developed, while molecular epidemiology work started at the Center during 1997

V. Financial Analysis of 1998 National Work Plans

All countries have presented and discussed their 1998 National Work Plans, outlining all
the technical components and activities, including the cost per activity and area of action The
total cost for the EPI in the English-speaking Caribbean and Suriname for 1997 1s on the order of
US$ 8,983,780, 92% of which will come from national budgets The following 1s the distribution
of these funds by source of funding, as requested by the national representatives It may be noted
that funds from the external agencies were not committed as of the meeting, this will require
further negotiations at the country level

National funds US$ 8,228,580
PAHO Us$ 397,050
UNICEF Us$ 175,950
OTHER US$ 182,200
TOTAL US$ 8,983,780

The funds from external agencies are being requested for the following areas of action

Biological and Logistics US$ 2,009,150
Cold Chain Us$ 357,540
Training us$ 279,000
Social Mobilization US$ 256,600
Operating Costs US$ 5,629,800
Supervision US$ 100,650
Survelllance Uss 170,640
Research Uss$ 107,900
Evaluation Uss 72,500
TOTAL US$ 8,983,780

Of note during 1997 was the strong bilateral support of the Government of Japan, which
provided approximately US$1 million dollars to mine countries, mcluding MMR vaccine,
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vehicles, cold chain equipment, autodestruct syringes and safety boxes It 1s expected that this
collaboration will continue during the coming years

Statement by UNICEF

UNICEF/CAO based n Barbados 1s commencing a new 5-year program cycle in 1998
As part of the program development process, situation analyses were prepared and this was
followed by extensive consultations with governments and NGO counterparts to determine
priority areas for action Governments generally felt that they had made excellent progress n the
area of health as evidenced by low IMR, ligh immunization rates, low levels of under nutrition
and, with the exception of Surtname and to a lesser extent Trimdad and Tobago, 1t was generally
felt that health 1ssues were under control in relation to UNICEF support

New priority areas identified for UNICEF assistance ncluded adolescent concerns
(physical and mental health, sexuality, education), pre-primary and basic education,
establishment and mowitoring of social indicators, child abuse prevention and management,
violence in homes and parenting In those communities where health ndicators fell below the
national average and there was an identified need for UNICEF support this would be continued

This revised mandate and approach of necessity has mmplications for the continued
UNICEF support n the traditional form

The UNICEF offices in Guyana, Belize and Jamaica will continue to provide support to
immunization programs based on the agreements reached with the governments n these

countries

VI.  Future Meeting Plans

The next meeting will be held in November, 1998
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RESUMEN EJECUTIVO

En respuesta al compromiso contraido por México en la Cumbre Mundial en Favor
de la Infancia, celebrada en la ctudad de Nueva York el 30 de septiembre de 1990, se cred
el Programa de Vacunacién Universal (PVU), el cual estd onentado a fortalecer las
acciones de prevencidn y control de las enfermedades inmunoprevenibles, dicho programa
sefiala como meta prioritaria lograr la equidad en materia de vacunacién de todos los

menores de cinco afos

Para coordinar y apoyar las acciones que en matenia de tnmunizaciones desarrollan
las 1instituciones del Sistema Nacional de Salud, se creé el Consejo Nacional de
Vacunacién por Decreto Presidencial del 22 de enero de 1991, publicado en el Diario
Oficial de la Federacién el 24 de enero del mismo afio Desde su creacién, el Consejo
Nacional de Vacunaci6n ha vigilado el desarrollo del Programa de Vacunacién Universal e
mcorporado nuevas estrategias operativas Segtn los datos disponibles se han logrado
resultados muy alentadores, tanto en coberturas de vacunacién como en impacto

Estos datos indican que en 1996, el 97% de los nifios de uno a cuatro aifios de
edad habian sido completamente vacunados, de acuerdo con el esquema basico
vigente Las tasas de morbilidad y mortalidad debidas a los padecimientos que estas
vacunas previenen, son las mas bajas jamas alcanzadas, de manera especial, destaca la
ausencia de casos de poliomielitis durante los Gltimos siete afios y de casos de difteria
durante los ultimos seis afios El descenso en la morbilidad debida al sarampidn es
manifiesto, de manera tal que durante el ultumo quinquenio solo se acumularon 12 casos
confirmados, en 1996 tnicamente se confirmaron dos casos y durante 1997 la Secretaria de
Salud no ha reportado caso alguno de esta enfermedad

Los principales hallazgos de la evaluacién indican que la SSA, el IMSS y el ISSSTE
han conferido un alto grado de prioridad a las actividades de vacunacién, asignando
los recursos necesarios y adoptando una visién estratégica para la incorporacién de nuevas
vacunas al esquema de vacunacidn, incluso aquéllas que beneficiardn a la poblacién adulta
y/o previenen los defectos congénitos Esto ha concientizado ampliamente al personal de
las 1nstituciones del Sistema Nacional de Salud y a la comumdad misma, con respecto a la
mmportancia de la vacunacién El impacto de las estrategias utilizadas por el PVU, que
incluyen la vacunacién permanente y las jornadas intensivas de vacunacién, indica que
estas han sido adecuadas y que deben continuar y fortalecerse en el futuro

También se alcanzaron ya miveles adecuados de coordinacién entre las instituciones
del Sistema Nacional de Salud, hacia el intenior de ellas en todos sus niveles y se ha
fortalecido la colaboracién de otras organizaciones que laboran en el drea de la salud,
especialmente la OPS y el UNICEF



En el mforme de la evaluacién se detallan los logros del PVU en sus diferentes dreas de
acci6n y se 1dentifican los principales cuellos de botella o debilidades que deben tomar en
consideracidn las autoridades de salud

Las principales observaciones y recomendaciones incluyen

e La vigilancia epidemuolégica y la capacidad de andlisis rdpido han alcanzado un alto
nivel de calidad a nivel central, pero se 1dentificé a nivel junisdiccional y local que
existen importantes aspectos que necesitan accién mmediata,

o La calidad de la mformacién a mvel local es dudosa, llega al nivel central de manera
1noportuna y no se retroalimenta a los niveles operativos,

e Falta capacitacién actualizada en vigilancia epidemioldégica a nivel del personal
operativo y se desconocen las razones que fundamentan la vigilancia,

e Los puntos anteriores alertan sobre la posibilidad de que pudiera existir un subregistro
de casos sospechosos de sarampion, considerando que durante 1997 se ha notificado un
gran nimero de casos de rubeéla y dengue sin confirmaci6n de laboratorio y que existe
un gran brote de saramp1én en Sao Paulo, Brasil, el cual ya se extendi6 hacia otras dreas
de Amérnica Latina

e Se debe agilizar la informacién de los resultados de laboratorio para que lleguen con
prontitud al nivel local,

e Existe la necesidad de adecuar el PROVAC para su utilizacién a mivel local,
favoreciendo la participacién de ese nivel en la programacién y evaluacién de las
actividades,

e Es importante revisar la regionalizacién actual, especialmente en el Distrito Federal,
para que cumpla su funcién de optimizar recursos y evitar duplicidades,

e Es importante buscar los mecamsmos que aseguren la introduccién y disponibilidad de
la vacuna Hib en todos los servicios de salud, unificando las acciones de vacunacién en
todos los niveles de las instituciones de salud,

e A medida de que se incluyan nuevas vacunas, serd necesario empezar de inmediato las
actividades de vigilancia de las enfermedades que pasen a ser objeto del programa,

e Se sugiere revisar el esquema actual de vacunacidn, en particular acerca de la necesidad
del refuerzo con la vacuna DPT a los 18 meses de edad,

e Se debe mcluir la vacunacién contra la rubéola a todas las mujeres en edad fértil,

e Es importante que el sector privado participe en todas las actividades del programa,
especialmente en las de vacunacién y vigilancia epidemiolégica

En las siguientes secciones del informe se presenta un listado detallado de todos los logros
y problemas 1dentificados en las distintas dreas de accién del programa y se hacen una serie
de recomendaciones que podrian facilitar la solucién de los problemas Fialmente, se
sugiere una linea general para la elaboracién de un plan de acci6n de mediano plazo que
puede facilitar la implementacion de las recomendaciones



1. ANTECEDENTES

El Programa Ampliado de Inmunizaciones (PAI) es un componente fundamental dentro de
las estrategias de atencién primana para la salud y en la entrega de servicios bésicos de
salud a la poblacién Su propésito es el de lograr el acceso universal a los servicios de
inmunizaci6n a todos los nifios y poblaciones a riesgo de contraer enfermedades prevenibles
por vacunacién Entre sus metas especificas para el afio 2000 se encuentra la erradicacion
global de la poliomuelitss, el control del tétanos neonatal y la elimunacién del sarampién en
la Regién de las Américas

Actualmente la mayoria de los paises utilizan por lo menos seis vacunas, para prevenir
algunas enfermedades que son principales causas de morbilidad y mortalidad en los paises
en vias de desarrollo poliomuelitis, tosferina, sarampién, tétanos, difteria y tuberculosis.
Mas recientemente, algunos paises han introducido otras vacunas que previenen otras
importantes causas de morbilidad y mortalidad como suelen ser la rubéola, la parotiditis y
las nfecciones invasoras por el Heméphilus mfluenzae

En el futuro cercano, otras importantes enfermedades también serdn objeto de prevencién a
través de la vacunacién Entre estas se encuentran las diarreas producidas por el rotavirus,
las neumonias producidas por el Streptococco pneumoniae y las meningitis producidas por
el meningococco de tipo B Esta promesa de un futuro en que varias enfermedades que hoy
son importantes causas de morbilidad y mortalidad puedan ser prevenibles por vacunacién
hace hincapié que todos los paises revisen sus politicas de salud publica para que se pueda,
por un lado, mantener los logros alcanzados hasta la fecha con la vacunas en uso rutinario, y
por otro asegurar la incorporacién de las nuevas vacunas en los esquemas nacionales de
vacunaci6n Esto se hace aun mas necesario en el momento en que todos los paises aceleran
los procesos de descentralizacién con la reforma del sector salud

A medida que se ejecuta un programa nactonal de inmunizacién, surgen problemas que
van siendo superados Uno de ellos es la falta de un sistema regular de evaluacién,
indispensable para los admunistradores nacionales para identificar los problemas que
immpiden la buena ejecucidén del programa Por consiguiente, a fin de corregir esas
deficiencias, la OPS establecié una metodologia para la evaluacién de los programas de
mmunizacién El propdsito de la evaluacién es ofrecer a los administradores nacionales un
espectro de posibles soluciones e mnformacidn destinada a mejorar el proceso de adopcién
de decisiones relativas al programa

Dentro de estes principios, el Sr Secretario de Salud de México, a través de comunicacién
fechada el 3 de Marzo de 1997, solicito al Sr Director de la OPS que llevara a cabo una
evaluacién del PVU, que permutiera “valorar su desempefio, detectar isuficiencias y
determinar la potencialidad de crecimiento en la produccién de vacunas en uso y en la
generacion e mcorporacidn de nuevas vacunas que actualmente ya tienen licencia ”



Componentes de la Evaluacion

El proceso de esta evaluacidn tiene tres componentes

1 Evaluacién de la Red de Frio y Logistica del Programa, realizada el 15-19 de
Septiembre de 1997 (Informe disponible en el CONAVA)

2 Estudio de viabilildad de produccién de vacunas mediante la incorporacién de
tecnologfas de punta a la Gerencia General de Biolégicos y Reactivos, que posibilite su
expansion y pueda cubrir las necesidades actuales y futuras que demandara el pafs Este
estudio esta siendo desarrollado en este momento

3 Evaluacién general de las dreas programaticas del PVU, la cual esta contenida en este
Informe

Los objetivos principales de la evaluacién del componente PVU fueron

1 Describrr el desarrollo del Programa de Vacunacién Universal (1990-1997),
Describir en forma cuantitativa los logros alcanzados y las actividades realizadas,
Identificar los problemas del Programa de Vacunacién Umversal,

Recomendar las acciones necesarias para solucionar los problemas,
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Definir las actividades factibles y aplicables en relacién con el proceso de
descentralizaci6n para alcanzar en un tiempo determinado los objetivos trazados

Los resultados relativos a la evaluacién de cada 4rea programatica del PVU, mdicando los
logros, los problemas y las recomendaciones correspondientes a cada uno, fueron agrupados
de la manera siguiente

Vigilancia epidemiolégica

Sistema de informacién

I Organizacién y coordinacién (institucional, Interinstitucional, Extrasectorial)
I Programacién

i Recursos humanos, fisicos y financieros

v Capacritacion

\% Supervisién

VI

A1

VII

Comunicacién social y participacidn de la comunidad



Metodologia

La metodologfa utilizada para la evaluacién general del PVU incluyo
1 Recolecci6n y andlisis de datos disponibles,
2 Visita en terreno,

3 Entrevistas personales y observacién

Estas actividades se realizaron en los 3 miveles de la estructura del sistema de salud
nacional, estatal y local y abarcaran visitas a las seguientes instituciones del sector- SSA,
IMSS e ISSSTE

Los instrumentos utihizados para la evaluaciéon de las diferentes areas constaron de
encuestas y guias, con un tipo de cuestionario para cada nivel

e Guia de evaluacion para nivel nacional,
¢ Guia de evaluacién para nivel estatal y jurisdicional,

* Guia de evaluacién para mvel local

Se incluyeron una drea geogréfica (Distrito Federal) con cobertura menor al 90% y uno
Estado (Yucatdn) con cobertura superior al 95%, y en cada una de estas édreas se visitaron
unidades de salud de diferentes miveles de complexidad y hierarquizacion

¢ De los estados con cobertura menor al 90%, por su importancia en el contexto nacional,
se evalud el Distrito Federal,

¢ Del grupo de mayores al 95%, Yucatin

Jurisdicci6n sanitaria y mivel local Una vez seleccionado el nivel estatal, se identificaron
las jurisdiccién samitania y las unidades de salud de distinta complejpidad que fueron
visitadas Esta decisién se tomo en conjunto con los responsables del nivel estatal en

terreno

Nivel nacional Se visitaron las dreas normativas de la SSA, IMSS e ISSSTE
IMSS Coordinacién de Salud Comunitana

ISSSTE Medicina Preventiva

Otros UNICEF, FUNSALUD, OPS

El informe final consohda los datos obtenidos en cada una de las noventa unmidades de salud
visitadas en las tres mnstituciones

Seguimiento del Plan de accion

La SSA, el IMSS e ISSSTE serdn los responsables del seguimiento de las actividades
propuestas para alcanzar los objetivos definidos en la evaluaciéon Con tal fin es necesario



realizar reuniones conjuntas y continuas para medir cémo se estdn llevando a cabo las
actividades  Periédicamente se debe elaborar un informe resurmdo de las acciones
realizadas para el cumplimuento de las recomendaciones

2. LOGROS, PROBLEMAS Y RECOMENDACIONES

ORGANIZACION Y COORDINACION

Logros

e Hay coordmacién mter-institucional en el seno del CONAVA con alcances estatales y
jJurisdiccionales

o FEl programa utiliza diferentes estrategias y tdcticas que han demostrado alto impacto
epidermioldgico

o La actual organizacién del programa cuenta con alta prioridad, en todas las instituciones
y todos los miveles del sector salud

e Existe coordinacién con agencias nacionales e internacionales (en especial OPS vy
UNICEF) para beneficio del programa

e Hay activa partictpacién de las organizaciones civiles y de la comunidad

¢ Se cuenta con el sefialamiento de 4reas de responsabilidad de las instituciones
Hay un equipo sélido y fuerte a n1vel local que reconoce su 4rea de responsabilidad

Problemas

¢ En algunas zonas la regionalizaci6n operativa supera a la capacidad de recursos humanos
y de transportacién disponibles en las unidades de salud para trabajarla En algunos
hosprtales con trabajo extramuros son mds evidentes estas deficiencias
Poca participacién del médico a nivel operativo en el equipo de trabajo de vacunacién
Es nsuficiente la coordinacién con el sector privado para la operacién del programa.
Las édreas de trabajo en vacunacién permanente no siempre coinciden con las dreas de
control

e No siempre se 1dentifican las dreas de riesgo en forma coordinada

e Las dreas de trabajo de vacunacién en algunas ocasiones no coinciden con las dreas de
vigilancia epidemiolégica

» Algunas mstituciones de salud no ofrecen algunas vacunas que otros si

e Los grados de comunicacién entre instituciones y entre niveles no son 1deales

Recomendaciones

e Revisar y actualizar la regionalizacién operativa, con la periodicidad necesana y
flexibilidad adecuada, a las circunstancias



e Incluir sisteméticamente al sector privado al programa

¢ Garantizar que se disponga de los recursos necesarios en cada mivel de operacién para
atender la responsabilidad delegada

e Incorporar en todas las imstituciones que conforman el sistema nacional de salud todas
las vacunas que contempla el nuevo programa de vacunacion

e Mejorar los mecanismos de coordinacion sectorial e intersectorial con énfasis en las
dreas de riesgo

e Mejorar substancialmente los niveles de comunicacién con respecto a la operacién y
alcances del programa en todos los niveles e imstituciones participantes

o Fortalecer la participacion coordinada de las distintas agencias nacionales e

internacionales en favor del programa

PROGRAMACION

Logros

e Los aciertos de las estrategias, la existencia de programs de trabajo en todos los niveles
y la suficiencia de bioldgicos han permutido alcanzar altos niveles de vacunacién en el
pais

e Existe un censo nommal de menores de cinco afios, €l cual facilita la programacién de
las actividades de inmunizacién

e Se cuenta con regionalizacién operativa del PVU lo que permite la participacién
coordinada de las mstituciones ptblicas de salud al nivel local

¢ En la mayorfa de las unidades de salud visitadas, se encontraron programas de trabajo
con los objetivos y metas del PVU, asi como croquis de sus dreas de responsabilidad
(AGEBs)

¢ Se tienen metas de vacunacién para el programa permanente y para las fases intensivas

* Existen manuales y normas de programacion, sin embargo no todos los responsables de
las actividades de vacunacién los tienen o los conocen

e En las umdades de salud la vacunacién se programa en forma conjunta con otras
actrvidades

Problemas

e Algunas instituciones no incorporan aun las nuevas vacunas al programa de
vacunacién (triple viral y DPT-Hib)

e La programacién aln no se hace desde los miveles locales, lo que Iimita la
participacién del personal operativo, ast como la evaluacién del cumplimiento de
metas 4gil y oportuna en las unidades de salud

e Las acciones de actualizacién del censo nomunal se dificultan por la escasez de
recursos humanos, la lejania de las dreas geogrificas de responsabilidad, la falta de
actualizacion de los croquis de las AGEBs, la mugracién y la nsegunidad,
particularmente en las areas marginadas de las grandes ciudades



e En el DF es deficiente, la mcorporacidn oportuna de los recién nacidos al censo
nomunal

e El PROVAC mmpone la necesidad de contar con equpos de cémputo con una
capacidad cada vez mayor, los que dificilmente se tienen en los niveles estatales y
jurisdiccionales

e Se detectaron variaciones en la metodologia utilizada para la especificacion de metas
de vacunacién, principalmente del programa permanente, mismas que se traducen en
dificultades para especificar las coberturas reales A veces se establece competencia
por grupos poblacionales durante las acciones de tipo intensivo

o Los mecamsmos de evaluacién de avances son limitados por la falta de especificacién
de criterios operativos y la falta de participacion del personal de las unidades de salud
durante la elaboraci6n de las metas

e En algunas umdades de salud, persisten debilidades para mantener la estrategia de
vacunacién permanente, por lo cual se depende en exceso de la vacunacién
domuciliania durante fases intensivas

e Se desconoce el papel que juega la medicina privada en materia de vacunacién y se
carece de mecanismos para permutir la incorporacién de ese subsector, lo cual puede
ser de creciente importancia en las dreas urbanas mds desarrolladas

Recomendaciones

e Incorporacién en todas las instituciones de salud del nuevo esquema de vacunacién,
que 1ncluye a la vacuna triple viral y la cuddruple (DTP-Hib)

o Estandarizar la metodologia para la programacién de metas, revisando la utilidad y
limitaciones del PROVAC en lugares como el D F

e Considerar mmplantar un sistema de encuestas de cobertura sistematizadas con
peridicidad trimestral en lugares como el D F, como un mecanismo de imnformacién y
evaluaci6n de los logros en cobertura de vacunacién

e Fortalecer los grupos de trabajo interinstitucional a todos los niveles

e Mantener actualizado el censo nominal, mejorando la incorporacién oportuna de
recién nacidos y la realizacién de actividades intensivas con enfoque de niesgo para
cubrir las dreas geograficas prioritarias

e Mejorar la capacidad del equipo de cOmputo para dismunuir las limitaciones
operacionales del PVU

e Explorar al nivel del CONAVA las posibilidades de incorporacién paulatina de otras
vacunas, en otros grupos poblacionales (p €] rubedla en mujeres en edad fértil,
polisaciridos de neumococo en ancianos, etc )

RECURSOS

Logros

e Personal operativo identificato con el PVU con una gran nustica de trabajo
s Suficiencia presupuestaria a nivel nacional para cubrir los actuales esquemas de
vacunacion, lo que refleja la alta prioridad politica dada al PVU
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¢ Suficiencia de biologicos e insumos de acuerdo a metas en todas las unidades

e Permanente busqueda de otras fuentes de financiamiento para las actividades de
vacunacion intensiva

¢ La coordinacion mterinstitucional cumple con el papel de suplir las carencias

Problemas

o Insuficiencia presupuestaria para la incorporacuidn de nuevas vacunas

e Insuficiencia de personal para actividades de campo, sobre todo de enfermena, en las
unidades de primer mvel

¢ Dificultad para utilizar ingresos por recuperacion en algunas reas de la SSA

e Inoportunidad o carencia de transporte y de recursos para el pago de pasajes y vidticos

e Diferencias en el pago por la misma jornada de trabajo de los vacunadores entre las
mstituciones de salud

e Inadecuada red de computacién por obsolescencia de los equipos, que retrasan el
desarrollo del programa

Recomendaciones

e Supervisar y venificar que los recursos sean suficientes y lleguen con oportunidad hasta
las unidades més pequefias

¢ Completar plantillas de acuerdo a indicadores, con énfasis en el drea de enfermeria para
actividades de campo

o Gestionar el uso de cuotas de recuperacion para las unidades, etiquetdndolo hacia los
conceptos de gastos autorizados

e Apoyo de transporte para las actividades extramuros

¢ Homologar los pagos de pasajes y vidticos entre las mstituciones de salud

¢ Dotaci6n de adecuado equipo de computo e incluir en futuro presupuestos de mversién a
las unidades, dentro del programa de modernizacién administrativa

CAPACITACION

Logros

e En general, el personal de todos los miveles estd bien capacitado en normas y
procedimuentos de vacunacién
e Existen normas y manuales de vacunacién dispomibles en todos los mniveles e

mstituciones visitadas

e La mayoria de las visitas de supervisiéon son consideradas como oportunidades de
capacitacion en las unidades de salud

* Los cursos de capacitacion son evaluados con pre- y post-tests
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Problemas

Falta, msuficiencia o demora de la capacitacion en vigilancia epidemiolégica (VE) En
algunas 4reas la capacitacién en VE no se programé para las actividades de 1997

En muchas dreas s6lo se realizan actividades de capacitacién como apoyo a las fases
intensivas y no siempre se incluyen en el programa permanente

Algunos trabajadores de salud del nivel local no usan el contenido de los manuales
Deficiente evaluacién y capacitacién en oportunidades perdidas de vacunacién

La capacitacién en VE estd restringida generalmente a los médicos y no se mvolucra a
las enfermeras

No todas las supervisiones son capacitantes

Recomendaciones

Hacer capacitacion en VE y otros componentes del programa de manera oportuna y
conjunta para todo el personal médico, de enfermeria, y del laboratorio en todos los
nveles

Enfatizar la VE de las Enfermedades Febriles Exanteméatica (EFEs), dado que se tiene
como meta la eliminacién del sarampi6n

Capacitar al personal del mivel local en el uso de la mformacién para la accion
(especialmente la informacién de VE)

Evaluar s1 los cursos de capacitacién cambian el comportamiento, y no sélo el
conocimiento de los trabajadores de la salud

Desarrollar un manual tinico de aplicacion de vacunas avalado por las tres instituciones
SSA, IMSS, e ISSSTE que incluya a las nuevas vacunas

Capacitar al personal de todos los nmiveles sobre las nuevas vacunas (triple viral, y DTP-
Hib)

Incluir en la curricula de las facultades y escuelas de medicina, enfermeria, y salid
publica, aspectos de inmumzaciones, mncluyendo VE, nuevo esquema de vacunacién y
funcionamiento de los servicios de vacunacién

Realizar evaluaciones de oportunidades perdidas de vacunacién, para capacitar al
personal de salud en estrategias de abatimiento en las unidades médicas del sector salud

SUPERVISION

Logros

En los niveles estatales y jurisdiccionales, se tienen actividades rutinanas y formales de
supervision

Se cuenta con cronograma de visitas a las jurisdicciones y umdades de salud

Se cuenta con guias de supervisién

Se deja informe escrito y se hace seguinuento de las recomendaciones

El personal supervisor esta capacitado para realizar esta funcién
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Problemas

¢ Insuficiente supervisién de vigilancia epidemroldgica

¢ El programa permanente recibe menos supervision que las jornadas mntensivas

e No se supervisan las actividades de las parteras tradicionales en las dreas de riesgo para
tétanos neonatal

o Falta claridad a las guias de supervisién en algunos de los aspectos supervisados

¢ En algunas unidades del Distrito Federal no se encontraron evidencias del seguimiento
de las recomendaciones de supervisiones previas

» Es poco comtn la supervisién mtennstitucional

Recomendaciones

e Supervisar las actividades de vigillancia epidemuoldgica en las umdades de salud, y
revisar los diagndsticos emitidos en la consulta en el mes previo a la visita de
supervisién, para evaluar s1 algin padecimuiento podria haber entrado a sistema de
vigilancia epidemioldgica

o Incrementar las visitas de supervisién del programa permanente

¢ Revisar expedientes de mujeres embarazadas y visitar a las parteras tradicionales para
verificar las acciones de prevencion y vigilancia del Tétanos Neonatal que la unidad de
salud debe realizar

e Reelaborar las guias de supervisién, acompafidndolas de un mstructivo de llenado

» Hacer seguimiento de las recomendaciones de la supervisién anotando en la libreta de las
umdades de salud el avance del cumplimiento de las mismas

o Hacer supervisiones interinstitucionales tanto del programa permanente como de las
jornadas 1ntensivas, por lo menos una vez al afio

VIGILANCIA EPIDEMIOLOGICA

Logros

o Existe capacidad técnica y recursos suficientes en el nivel nacional para la vigilancia

¢ Existen técnicos responsables en los niveles nacional, estatal y jurisdiccional del sector

e Existen normas y manuales de vigilancia epidemiolégica disponibles en la mayoria de
las unidades visitadas
Existen fichas de investigacién de casos en los miveles estatales y jurisdiccionales
Existe una red de Notificacién semanal a nivel nacional que comprende a varias
mstituciones del sector

e Se realizan andlisis tnmestral de datos epidemioldgicos en detalle a nivel nacional y
estatal Se cuentan con series histéricas de casos y defunciones

e Se publican boletines epidemiolégicos en forma diana y semanal

e El Laboratorio Nacional de Referencia (INDRE) cuenta con recursos y capacidad técnica
de diagnoéstico para las enfermedades inmunoprevenibles
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Existe un algontmo formal y normas para envio y analisis de muestras de casos de EFEs
al INDRE

Esta en proceso de implementacién la wvigilancia de algunas enfermedades de
mntroduccién reciente de vacunas (Rubéola, SRC y Hib)

Se esta implementando la vigilancia hospitalaria de eventos adversos post vacunales en
el RHOVE

Problemas

Insuficiente recursos a nivel operativo

Algunas umdades de salud no tienen personal encargado de la vigilancia

Insuficiente participacién del personal de enfermeria en la wvigilancia epidemuolégica
(VE)

Algunas unidades operativas no cuentan con normas y manuales de vigilancia o no estan
actualizados

Fichas de mvestigacién de casos incompletas o inexistentes a nivel local

No participacién de fuentes alternativas de Notificacion (sector privado, escuelas,
promotores, comunidad) en todos los mveles

No en todas las umidades operativas, se realiza la Notificacién negativa (escribir
especificamente “0” o “no hubo casos” en los reportes semanales)

Falta de informacién sobre casos importados de sarampién u otras enfermedades
previsibles por vacunacion en todos los niveles y servicios médicos para turistas

Poco o mexistente andlisis de la informacidon a nivel local Este se centraliza a nivel
junisdiccional y estatal

Alto subregistro de EFEs y Tos ferina

Retroalimentacidn de la informacién inadecuada para los niveles operativos

Recursos 1nsuficientes o subutilizaci6n del laboratorio a nivel estatal

Solamente 22 estados cuentan con capacidad diagnéstica para las EFEs El INDRE actiia
como laboratorio estatal del D F

La mayoria de los casos registrados de enfermedades inmunoprevenibles a nivel local se
basan en diagndsticos clinicos

Poca comunicacién entre los diferentes niveles e instituciones sobre los resultados de
laboratorio

Aplicaci6n madecuada de las normas de laboratorio en todos los niveles

No se tienen 1dentificados en el pais el niimero de laboratorios que conservan poliovirus
activos

No esta programado hacer un sistema de vigilancia para parotiditis

Deficiencia en la vigilancia sistemética de eventos adversos post vacunales en el primer
mvel

Recomendaciones

Asegurar la asignacién de recursos a mivel operativo para las acciones de vigilancia
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e Involucrar al personal de enfermeria en todas las actividades de vigilancia en los
diferentes nmiveles

e Habilitar al personal de las unidades operativas para ejecutar actividades de VE

e Capacitar de forma oportuna a los pasantes de enfermeria y medicina y actualizar al
personal de base de los niveles operativo y jurisdiccional

e Fortalecer el uso adecuado de las fichas de investigacién y el seguimiento de casos a
nivel local

e Inchur lo mas pronto posible al DF en la supervisién integral que estd siendo llevada a
cabo a nivel nacional

o Identificar e inchur la participacion de otras fuentes de Notificacién en todos los niveles

e Promover la participacién de los promotores de salud en la Notificacién activa de
enfermedades prevenibles por vacunacion

e Estimular la Notificaci6n negativa en el nivel operativo

e Desarrollar un sistema de wvigilancia activa para la deteccién oportuna de casos
importados de Efes (hoteles, agencias de viajes, acropuertos, médicos privados, etc )

e Asegurar que se tomen muestras de orina de casos sospechosos de sarampién para
posible aislarmento viral

o Reforzar la capacidad analitica de los niveles operativos

¢ Implantar actividades de busqueda activa y fortalecer la vigilancia de EFEs y tos ferina
en todo el pais

e Asegurar la retroalimentacién en los niveles operativos

¢ Ampliar y/o incluir la vigilancia y diagnéstico de laboratorio para las otras enfermedades
en que se introducen las nuevas vacunas

e Completar la red de laboratorios estatales de salud piblica

e Asegurar que las otras instituciones del sector salud, sean autosuficientes para realizar
pruebas de tamizaje

e Comunicacién oportuna de los resultados de laboratorio a todos los niveles y cuidar que
llegue esta informacion a los niveles operativos

e Garantizar la aplicaci6n de las normas de laboratorio en el envio de muestras

¢ Concentrar los poliovirus existentes en otros laboratorios del pais en el INDRE, e
mnstrumentar un sistema de seguridad, hasta la erradicacién global de la pohomuelitis

e Ampliar e incluir la vigilancia y diagnéstico de laboratorio para las otras enfermedades
de reciente y proxima introduccion en el programa de vacunacién

e Amplar y fortalecer la vigilancia de eventos adversos en toda la estructura del sector

SISTEMA DE INFORMACION

Logros

e Hay un responsable del sistema de informacién en todos los niveles del sector salud

e En los niveles estatales, jurisdiccionales y grandes unidades de salud se cuenta con el
Manual de Informaci6n PROVAC

¢ En todos los niveles del sector salud se cuenta con informacién demogrifica por grupo
de edad, 4rea de influencia y sexo
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e [a cartilla de vacunacién es amphamente utilizada en todas las unidades del sector salud

e En la mayoria de las unidades de salud se encontrd el censo nomunal y el listado de
esquemas mcompletos del PROVAC

e Existe un iforme mensual de los avances del PVU en todos los mveles y
trimestralmente se envia una evaluacién al nivel nacional

e El PROVAC es un sistema valioso que permute hacer seguimiento de los nifios y conocer
la cobertura de vacunacién

¢ Existe coordinacién entre enfermeria y el sistema de informacién y buen conocimiento
de las coberturas por AGEB, por ejemplo en algunas unidades los capturistas participan
en el trabajo de campo

e Se han hecho encuestas rdpidas que muestran coberturas iguales o superiores a las
registradas por el PROVAC

Problemas

o En algunas 4reas los listados llegan en forma moportuna al nivel local

e No hay concordancia entre el censo mecanizado y la capitacién de nifios en el censo
nomunal en el nivel local de algunas dreas

¢ Muchas de las unidades tienen equipo de computo con capacidad msuficiente para
operar el software del PROVAC y falta personal para mantener actualizados los datos

e No todos los nacimientos son captados por el sistema de nformacién

e No hay conoctmuento del procedimuento a utilizar para seguir a un nino que ha migrado
en el PROVAC

¢ Hay falta de evaluaci6n de calidad de informacién

o Alto subregistro observado en el censo nommal enel DF

¢ El ntercambio de informacién entre las instituciones a mivel local, a veces es tardio o no
se presenta

o Laregionalizacién en el D F es muy compleja, el drea de mfluencia no coincide con €l
drea de responsabilidad del programa en las unidades de salud

¢ No se realiza andlisis de datos en el nivel local

e En algunas umdades no se tiene desagregado al grupo de menores de un afio del de 0 a 4
afios en la pirdmide poblacional

o Dificultad para instalar y operar la tiltima versién del PROVAC

Recomendaciones

» Revisar y actualizar la regionalizacién en las istituciones del sector con la participacién
del nivel operativo para mejorar la eficacia y asegurar la cobertura territorial del
programa

e Hacer andlisis de la informacién, para optimuzar el trabajo de vacunacién casa a casa en
dreas de niesgo con bajas coberturas, con la finalidad de que las acciones tengan mds
1mpacto

¢ Mayor asignacion de recursos mcluyendo la participacién del personal de nivel operativo
para operar ] PROVAC
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Mejorar la capacitacion a nivel operativo

Desarrollar un sistema de evaluacién de calidad de mformacion

Implementar un mecamismo de registro de nacimientos mas oportuno

Mejorar el intercambio de informacidn, estableciendo un sistema de calidad continua

Solicitar la cartilla nacional de vacunacion en los tramutes oficiales (escuelas, guarderias,

consulta médica y otros servicios)

e Mejorar el sistema de registro de mujeres en edad fért1l y embarazadas

e Realizar encuestas rdpidas de cobertura en forma sistemdtica y con periodicidad
trimestral en 4reas donde el PROVAC presenta insuficiencias, como es el caso del D F

e Capacrtar al personal operativo en la correcta elaboracién de la pirdmude poblacional de

su 4rea de mfluencia

COMUNICACION SOCIAL Y PARTICIPACION DE LA COMUNIDAD

Logros:

e Todo el personal de salud entrevistado conocia la utilidad y el impacto de los materiales
de promoci6n producidos a mvel nacional

¢ Exuste alta prioridad y recursos para la promocién del programa, lo que permite que el
CONAVA cuente con un area de Comunicacién Social que le da uniformidad a los
mensajes emutidos por el sector salud

¢ Existe coordmacién del personal de sector salud con autoridades y lideres naturales de la
comunidad

¢ Se transmiten mensajes promocionales en espafiol y otras lenguas que se hablan en el
pais

* Se elaboran matenales educativos a nivel local, ademds de los enviados por los niveles
nacional y estatal

e Existe gran aceptacién del Programa de Vacunacién Universal en la comunidad

e Se utilizan diferentes medios de comunicacion social para la divulgacién y promocién
del PVU, como radio, TV y prensa escrita, entre otros

e Existe Participacion Social en todo el pais como apoyo al PVU, principalmente en las
Semanas Nacionales de Salud

Problemas

¢ No se hacen acciones permanentes de promocién especificas para problemas particulares
y geograficamente localizados (EFEs, TNN, poblaciones renuentes, etc ) en la mayoria
de las umidades visitadas

e Insuficiente participacién de parteras en los aspectos de promocién del PVU

e Insuficiente coordinacién con el sector de salud privado en las actividades del PVU

e Insuficiente comunicacién con grupos politico-partidarios y/o religiosos que en
ocasiones mmpiden la entrada al personal de salud en estas 4reas, dificultando el trabajo
de promocién y educacién del PVU

¢ Insuficientes actividades de promocién para el Programa Permanente
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e En algunos lugares el matenal promocronal llega muy tardiamente al nivel local de

salud
¢ El costo de produccién de los matenales de promocién nacional del CONAVA no estdn

compartidos entre todas las instituciones de salud

Recomendaciones

e Identificar 4reas de riesgo para realizar actividades especificas de promocién y de
educacién para la salud, por ejemplo bajas coberturas, presencia de casos de
enfermedades inmunoprevemibles, municipios repetidores de TNN, parteras repetidoras
de TNN, y grupos étnicos o relig1osos, relacionados con renuencia al programa

e Capacitar a las parteras tradicionales en su propia lengua

o Crear estrategias y mecanismos para integrar al sector de salud privado en las actividades
del PVU, en todos los niveles

e Intensificar la promocién del programa permanente de vacunacién para incrementar la
demanda espontdnea a los servicios de salud.

o Asegurar que el material de promocién del PVU llegue oportunamente a todos los
niveles

e Compartir el costo de produccién del material de promocién del programa entre todas las
mstituctones del sector salud

e Actualizar los libros de texto gratuito y capacitar a los maestros en el nuevo esquema de

vacunacion
B Mejorar la coordinacion interna para vincular la promocién del PVU con las otras dreas

de la SSA que desarrollan actividades de Promocién de la Salud

A1
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AMA D E VACUNACION UNIVERSAL
E VALUATCI ON E X TEIRNA
P L AN D E A CC O N
AREA DE ACCION: PROGRAMACION
CRONOGRAMA RESPONSABLE OBSERVACIONES
ACTIVIDADES 97 1998 1999 .
4 |11]12]|3]4]1]2}3
- Destinar los recursos para implementar de
inmediato en todo el pais el esquema actualizado de X X IMSS/SSA/ISSSTE
vacunacion
- Realizar talleres de programacién con enfasis en NIVEL ESTATAL,
las nuevas vacunas y con la participacién de todo el JURISDICCIONAL
nivel operativo, organizado por los COEVAS X IMSS/SSA/NSSSTE
- Los COEVAS deben convocar a una reunién con X COEVAS, NIVEL|Por ejemplo instalar
hospttales y Registro Civil para facilitar la ESTATAL, PROVAC en algunos
incorporacion oportuna en el censo nominal de los JURISDICCIONAL (hospitales.
recién nacidos IMSS/SSA/ISSSTE
- Realizar un taller para desarrotlar un concenso Necesidad de incluir
sobre los criterios de riesgo para identificar las X CONAVA IMSS/SSANSSSTE en todos
areas geograficas prioritarias. sus niveles.
- Realizar talleres jurisdiccionales para fortalecer COEVAS,
el programa permanente de vacunacion en el nivel X X X X IMSS,ISSSTE,SSA,
operativo JURISDICCIONES
SANITARIAS.
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PROGRAMA D E VACUNACION UNIVETE
E VALUACI ON E X T ERNA
P L AN D E A C C 1|1 ON
AREA DE ACCION: RECURSOS
CRONOGRAMA RESPONSABLE
ACTIVIDADES 97 1998 1999
4 11}1213}4}]112]3}4
Asegurar financiamiento para la adquisicion y X SSA y CONAVA
aplicacién de nuevas vacunas SRP y DPTHib
Supervisar y verificar que los recursos sean] X | X| X| X| X| X| X} X| X |SSA, IMSS e
suficientes y oportunos en todos los niveles ISSSTE
Completar plantilias de personal de acuerdo a modelos X SSA, IMSS, ISSSTE,
de atencién en todos los
niveles
Gestionar la autorizacién del uso de cuotas de] X | X| X] X| X| X] X] X] X|SSA
recuperacién para las unidades de primer nivel
Proveer recursos para transporte, viaticos y pasajes XXX} X X]X]|X SSA, IMSS, ISSSTE,
del personal vacunador, homologando estos pagos en todos los
entre las instituciones del Sector niveles
Dotar equipos de cémputo adecuado al Programa de X SSA, IMSS, ISSSTE
Vacunacién Universal en todos los niveles
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PROGRAMA D E VACUNACION UNIVERSAL
E VAL UACI ON E XTER RNA
P L AN D E A CC O N
AREA DE ACCION: CAPACITACION .
. CRONOGRAMA RESPONSABLE OBSERVACIONES
ACTIVIDADES 97 1998 1999
4 [1|{2131411121}3
- Solicitar a la Comisién Nacional para la Formacién CONAVA, COEVAS |Hacer extensivo a las
de Recursos Humanos en Salud, incluya en la curricula comisionas estatales.
aspectos de vacunacién y vigilancia epidemiolégica
- Llevar a cabo cursos de capacitacién en VE para{X X IX X X X |X SSA,IMSS,ISSSTE
todo el personal médico y de enfermerfa con énfasis A  TODOS LOS
en EFEs y nuevas vacunas NIVELES, CVE. y
- Destinar recursos para desarrollar instrumentos de|X SSA, IMSS, ISSSTE
evaluacion de los cursos de capacitacién A NIVEL NACIONAL
Y ESTATAL
- Realizar reunién para llegar a concenso y realizar|X ’ CONAVA, SSA,
un manual unico de procedimientos y normas en la IMSS, ISSSTE

aplicacion de vacunas incorporando las nuevas
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PROGRAMA D E VACU ACION UNIVERSAL
E VA LUATCI ON E XTERNA
P L AN D E A C C 1 O N
AREA DE ACCION: VIGILANCIA EPIDEMIOLOGICA
CRONOGRAMA RESPONSABLE OBSERVACIONES
ACTIVIDADES 97 1998 1999
) 4 11]21]3 12134
- Ampliar el sistema de notificacién semanal a todas|X X X X X |X |X |IMSS/SSA/ISSSTE |Lograr el 100% de las
las unidades del Sistema de Salud NIVELES 15,000 unidades
NACIONAL, identificadas.
ESTATAL,
JURISDICCIONAL
- Incluir la participacién de los promotores de salud{X [X |X |X X IX [X |X |[IMSS/SSA/ISSSTE [Evaluar la experiencia y
en la notificacién de las enfermedades prevenibles por NIVELES resultados del sistema de
vacunacién. NACIONAL, vigilancia  epidemiolégica
ESTATAL, simplificada.
JURISDICCIONAL
Y LOCAL
- Completar la red nacional de laboratorios estatales|X [X [X COORDINACION ([E|Asegurar que las otras
asegurando el cumplimiento inmediato del algontmo VIGILANCIA instituciones del sector
de diagnéstico de sarampidn, rubédola y dengue EPIDEMIOLOGICA, |[salud sean autosuficientes
INDRE, DGAE. Y|en las pruebas de tamizaje
- AREAS para el diagndstico de las
RESPONSABLES EFEs
DEL IMSS E ISSSTE
- Enviar oportunamente los resultados del laboratorio|X X X X X IX X |X ]IMSS/SSA/ISSSTE
a los niveles correspondientes NIVELES
NACIONAL,
" ESTATAL,
JURISDICCIONAL
Y LOCAL, INDRE,
DGAE, Y
LABORATORIOS




PROGRAMA D E VACUNACION UNIVERSAL
EVALUACION EXTERNA
P L AN D E A CC O N
AREA DE ACCION: VIGILANCIA EPIDEMIOLOGICA
CRONOGRAMA RESPONSABLE OBSERVACIONES
ACTIVIDADES 97 1998 1999
4 11]12]3 11213

-Asignar méas recursos a nivel operativo para}X X |X X |IX |X IMSS/SSA/ISSSTE |Los recursos estaran de
garantizar las acciones de VE, vinculadas al programa NIVELES NACIONAL|acuerdo a las necesidades de
de trabajo Y ESTATAL cada institucidén,

\

- Fomentar la participacién del personal de|X X X X IX X IMSS/SSA/ISSSTE |No requiere presupuesto
enfermeria en todas las actividades de vigilancia NIVELES propilo. Iniciarlo de
mediante talleres u otras actividades de capacitacién NACIONAL, inmediato y por etapas

ESTATAL, trimestrales (3), evaluario y
JURISDICCIONAL |[darle seguimiento.
Y LOCAL

- Variticarla utilizacién adecuada de los formatos de|X X IX IMSS/SSA/ISSSTE
investigaciéon y seguimiento de los casos de las NIVELES
enfermedades inmunoprevenibles a nivel local NACIONAL,

ESTATAL,
JURISDICCIONAL
Y LOCAL

-Incluir y monitorear la participacién de otras|X X IX X IX iIX IMSS/SSANSSSTE | - Otras fuentes: Medicina

fuentes de notificacién en todos los niveles NIVELES privada, escuelas,
NACIONAL, promotores y comunidades
ESTATAL,
JURISDICCIONAL




PROGRAMA D E VACUNACION UNIVERSAL
E VALUATCI ON E XTEIRNA
P L AN D E A C C 1 ON
AREA DE ACCION: VIGILANCIA EPIDEMIOLOGICA
CRONOGRAMA RESPONSABLE OBSERVACIONES
ACTIVIDADES 97 1998 1999 .
' 4 11]2]3]|4]1]2]|3]4
- Incluir en las capacitaciones del programa lalX X IX X [X X |X |X JCONAVE, D.GAE,
vigilancia de rubéola, SRC, parotiditis, Hib, y eventos CONAVA
adversos post vacunales. INDRE Y
LABORATORIO
NACIONAL CE
SALUD PUBLICA
- implantar las pruebas necesarias para el|X X X X INDRE Y
diagnéstico laboratorial de las enfermedades LABORATORIOS
preventbles por vacunacidn de reciente introduccién ESTATALES CE
SALUD PUBLICA.
- Establecer sitios centinela de vigilancia activa de|X X X |X |[X |X |[X |[X |DGAE., CONAVA,
casos importados en los lugares turi{sticos y médicos IMSS/SSA/ISSSTE
privados NIVELES
NACIONAL,
ESTATAL,
JURISDICCIONAL
Y LOCAL
- Distribuir  oportunamente los  boletines|X X |X X |X |X |X |X |X |IMSS/SSA/ISSSTE [Es una accién indispensable
epidemiolégicos hasta el nivel operativo NIVELES para la actualizacién y el
NACIONAL, fortalecimiento de los
ESTATAL, niveles locales.
JURISDICCIONAL
Y LOCAL




PROGRAMA D E VACUNACION UNIVERSAL
EVALUATCI ON E X TEMRNA
P L AN D E A CC1i1 ON
AREA DE ACCION: VIGILANCIA EPIDEMIOLOGICA
CRONOGRAMA RESPONSABLE OBSERVACIONES
ACTIVIDADES 97 1998 1999 -
4 11]12]3 1]12}3]4
- Realizar cursos de capacitacion para el personal de|X X IMSS/SSA/ISSSTE
nivellocal en el registro adecuado y toma de muestras NIVELES
de casos de EFEs y Tosferina, para abatir el NACIONAL,
subregistro ESTATAL,
JURISDICCIONAL
- Elaborar en el nivel operativo IinformesiX X X X X X IX

trimestrales de las actividades del P.V U. que incluyan
andlisis de la informaciéon epidemiolégica

- Hacer un taller nacional para evaluar los avances en
la eliminacién del sarampion y dar seguimiento a los
compromisos derivados de la evaluacién realizada por
la OPS en 1995.

SSA, IMSS, ISSSTE
A NIVEL LOCAL.

CONAVA, DGAE,
SSA, IMSS E
ISSSTE NIVEL
NACIONAL Y




PROGRAMA D E VACUNACION UNIVERSAL
EV ALUATCI ON E X TEMRNA
P L AN D E A CC1 ON
AREA DE ACCION: SISTEMA DE INFORMACION
CRONOGRAMA RESPONSABLE OBSERVACIONES
ACTIVIDADES 97 1998 1999
4 1112]13]411]2)13}4

Realizar cursos de capacitacién para los capturistas,| X | X SSA, IMSS, ISSSTE,
epidemidlogos, y enfermeras a nivel operativo en el en todos los
nuevo sistema de informacién niveles
Desarrollar e implantar un sistema de evaluacion dejf X | X | X SSA, IMSS, ISSSTE,
calidad de la informacion DGEIl y CONAVA
!
Desarrollar un sistema de registro de mujeres de edad| X | X | X| X SSA, IMSS, ISSSTE,
férl e implantario DGEIl, CONAVA vy

DGSR
Identificar dreas que requieren encuestas rdpidas de| X | X | X] X| X| X| X| X| X [SSA, IMSS, ISSSTE,
cobertura y realizarlas, priorizar el DF. en todos los

niveles




PROGRAMA D E VACUNACION UNIVERSAL
EVALUACI ON E XTERNA
P L AN D E A CC1I1I ON
AREA DE ACCION: COMUNICACION SOCIAL Y PARTICIPACION DE LA COMUNIDAD
CRONOGRAMA RESPONSABLE OBSERVACIONES
ACTIVIDADES 97 1998 1999
4 |1]12}13]4]112]3]|4
Identificar dreas de riesgo para actividades] X | X| X| X| X] X| X| X| X |SSA, IMSS, ISSSTE
especfficas de promocién
Distribuir material de promociéon al sector privado X| X[ X|X]| X} X]| X[ X|Estatal y
Jurisdiccional

Intensificar Ja promocién del Programa Permanente a] X | X | X| X| X | X} X| X ]| X {SSA, IMSS, ISSSTE
través de los medios de comunicacion
Asegurar la oportunidad en la recepciéon de losf X | X]| X| X| X} X] X| X]| X |Estatal y
materiales de promocién hasta el primer nivel Jurisdiccional
Incorporar en los libros de texto gratuito el nuevo X SEP y SSA
esquema de vacunacion
Realizar reuniones para vincular la promocién delf X | X| X| X| X| X | X| X| X |[CONAVA, SSA,
P.V.U con otros programas de promocién IMSS e ISSSTE
Producir e imprimir materiales de produccién en todas X SSA, IMSS e
las nstituciones del Sector ISSSTE
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SVI Technical Advisory Group Meets

The Twelfth Technical Advisory Group Meeting on
Vaccine-Preventable Diseases (TAG) was held in Guate-
mala, September 8-12, 1997 Formed in 1985 during the
polio eradication campaign, the TAG meets every two years
and functions as the leading forum to promote regional
mitiatives aimed at controlling and eliminating vaccine-
preventable diseases One of its main objectives has been to
strengthen the policy dialogue on immunization among gov-
ernments in the Region and participating agencies The
Jfollowing are some of the major
conclusions and recommenda-
tions

Immunization in a
Changing Policy
Environment

All countries are moving to-
ward delegating greater respon-
sibility for delivery and manage-
ment of health care services to |
local levels This provides an
opportunity to promote commu- -
nity participation and commt-
ment of local health authorities

However, with decentraliza-
tion there remains a requirement £
at the central level to assure that [

mmmunization program goals are Children wave their certificates proving that they have completed their

met m all areas of a country Yaccination schedule

Because almost all vaccine-pre-
ventable diseases can spread widely, successful control or
elimination requires coordinated national and international
efforts so that no area becomes a reservoir to seed infection
into other communities and countries

Recommendations

» National governments must maintain authority to moni-
tor the implementation of immunization programs at the

In this 1ssue:

SVI Technical Advisory Group Meets

Third Global Roundtable on Measies Controt and Eimination
Ecuador Approves Vaccine Law

Measles Update

oo b

Source WHO/Ministry of Health, Mexico

state and local level and to take corrective actions should
problems be detected

» Vaccination and surveillance programs should be con-
sidered essential public goods and funded with public
resources

+ Within the context of a changing environment to 1m-
prove access to health services, vaccination coverage
should be an 1ndicator of the success of local and state
delivery of services and a measure of the success of the

health care reform and decen-

tralization process

Measles Eradication

Substantial progress has
been made towards achieving
the goal of measles eradica-
tion 1n the Americas Trans-
mission has been interrupted
n many countries of the Re-
gion The PAHO vaccination
strategy (catch-up, keep-up
and follow-up), where fully
mplemented, has proven to
be mghly effective However,
TAG pointed out that low lev-
els of incidence can lead to a
false sense of security In the
absence of measles transmis-
sion, susceptibles accumulate
1n a community, as a result of
farlure to vaccinate all children and because primary vacci-
nation does not protect 5 to 10% of those vaccinated These
susceptibles can sustain future measles outbreaks To main-
tam a measles-free state will require ongoing efforts to
mnimize susceptibility using the complete strategy

The measles eradication effort 1s not a local or even a
national campaign but a hemisphere-wide program which

Safe Destruction of Vaccine Vials
Reported Cases of Selected Diseases
First Ladies Urited Against Measles
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can only be as strong as 1ts weakest component This 1s true
on a global scale as well because many cases n this Region
have been linked erther epidemiologically or virologically
to importations from outside this hemisphere Thus, better
worldwide measles control 1s important to the continued
success of measles eradication in the Americas

Recommendations
General

* The occurrence of epidemic measles 1n a major urban
area poses, by far, the most serious threat to the overall
program because of the possibility of widespread disease
dissemination Accordingly, 1t 1s important that program
success m all urban areas (population of >=1,000,000) be
monitored on an ongoing basis by national authorities
and reported to PAHO

Vaccination Strategies

+ Routme vaccination of mfants (keep-up vaccination) 1s a
critical component of the PAHO measles eradication
strategy

* Tomamtamhigh population immunity among preschool-
aged children, follow-up measles vaccination campaigns
should be conducted whenever the estimated number of
susceptible children 1-4 years of age approaches the
number of children i one birth cohort

Surveillance and Laboratory

» Each country should periodically evaluate the quality of
us survetllance system PAHO has developed a protocol
forrapid evaluation of surveillance systems which should
be disseminated to all countries of the Region A plan
should be made for these evaluations mn all countries as
soon as possible

» Laboratory confirmation 1s an essential part of the re-
glonal measles surveillance system A single serum speci-
men collected at first contact with the health care system
15 sufficient for confirming measles

* Virologic surveillance 1s important Clinical specimens
for viral 1solation should be obtained from every chain of
transmission Urine, the most practical specimen to col-
lect, should be obtained withn 7 days of rash onset and
forwarded to a laboratory to be properly processed

Outbreak Response

» Countries should not implement ndiscriminate cam-
paigns to vaccinate all adults agamnst measles Most
adults are hkely to be immune and achieving signifi-
cantly higher levels of coverage among adults 1s ex-
tremely difficult However, where surveillance has iden-
tified specific risk groups for measles among adults, such
as umiversity students, health care workers, or others,
targeted vaccination efforts may be useful

Management Indicators
The following mdicators are essential for monitoring
the performance of the program
Notification

+ = 80% of reporting sites report on a weekly basis the
presence or absence of suspected measles cases

+ = 80% of reporting sites report at least one suspected
measles case per year

Investigation

* =80% of suspected measles cases are investigated within
48 hours of report

* = 80% of suspected measles cases have a blood specimen
collected 1f there 1s not an epidemiological hink to a
laboratory confirmed measles case

* > 80% of measles chains of transmission have an ident:-
fied source of infection

Laboratory

* 2 80% of spectmens with results within 7 days of receipt
1n laboratory

Poliomyelitis

The hemisphere continues to be free of wild pohio virus
and surveillance indicators for the Region, as a whole, show
that most countries are continuing to conduct adequate
surveillance for acute flaccid paralysis (AFP) cases How-
ever, the TAG noted a substantial deterioration 1n surveil-
lance 1n some of the countries of the Region, raising con-
cerns that future importations of wild virus could be missed

+ All countries must assure that adequate resources are
devoted to polio surveillance AFP surveillance must
contmue with ascertainment of at least one case annually
of AFP per 100,000 < 15 years of age

+ Forlaboratory diagnosis, only one stool, collected within
15 days of onset of paralysts, 1s needed Such specimens
should be collected from at least 80% of AFP cases

* Annventory of all laboratories 1n the hemisphere which
have wild polio virus stocks should be completed as a
first step toward the eventual destruction of all wild polio
viruses as part of the global certification process

* OPV remams the vaccine of choice mn the Americas
because 1t induces gut immunity, thus preventing spread
of wild viruses 1f introduced, 1t 1s easy to administer, and
1t 18 relatively mexpensive

Neonatal Tetanus

Acceleration of NNT elimination activities in the Re-
gion of the Americas began 1n 1988 and great progress has
been made The annual number of cases in the Region
decreased from 1,470 m 1988 to 312 in 1996, and the
number of districts with multiple cases of NNT has also
decreased

Recommendations

* Td should replace TT any time TT 1s indicated for
vaccination of women of childbearing age, other adults,
and older children to also improve protection against
diphtheria

* Surveillance and NNT case investigations should be
improved 1n risk areas of endemic countries, particularly
1 areas from which information on coverage and cases 1s
lacking

Rubella and Congenital Rubella

Available data indicate that rubella 1s prevalent through-
out the Americas Cases of congemtal rubella syndrome
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(CRS) and fetal infection have been documented 1n Barba-
dos, Belize, Brazil, Cuba, Jamaica, Mexico, Panama, and
Trimdad It has been estimated that there are more than
20,000 infants born with CRS each year in the Americas
the absence of major epidemics

Recommendations

* All countries should incorporate rubella vaccine (as MR
or MMR) 1nto childhood vaccination programs, both as
part of routine childhood immunization at 12-15 months
and as part of the follow-up campaigns reaching children
1-4 years of age every 4 years

* Countries 1implementing childhood rubella programs
should make efforts to reduce the accumulation of sus-
ceptible adult female groups, such as post-partum vacci-
nation, immumzation in family planning clinics, and
other settings where females can be vaccinated Women
should be vaccinated with MR or MMR vaccine to take
advantage of the opportunity to increase immunity to
measles

» Surveillance of CRS (and rubella) should be mitiated
throughout the Americas and should begin before, or at
the same time as, implementation of a rubella vaccina-
tion program

* Countries wishing to prevent and control CRS promptly
should carry out a one time mass campaign to vaccinate
all females 5-39 years of age with rubella or MR vaccine

» Countries wishing to prevent and control both rubella
and CRS promptly should carry out a one time mass
campaign to vaccmate both males and females 5-39
years of age with rubella or MR vaccine

Hepatitis B

It has been estimated that between 140,000 to 400,000
new cases of acute hepatitis B occur annually in the Ameri-
cas Two thirds of them are believed to occur in South
America, primarnly 1n areas within the Amazon Basin

Recommendations

* Routine vaccmation of all children living 1n the Amazon
Basin 1s recommended as well as in other areas, 1f any,
with high endemicity (HbsAg prevalence equal or greater
than 7%)

¢ Routine vaccination 1s also recommended for those at
high risk of infection, such as health care workers and
hospital staff

Yellow Fever

Between 1990 and 1996, 1,287 cases of yellow fever
were reported in the Americas As dunng the decade of the
1980s, 80% of these cases came from the Amazon Basin
areas of Bolivia and Peru However, important risk areas for
yellow fever are also present in Brazil, Colombia, and
Venezuela

Recommendations

+ Incorporate vaccination against yellow fever into na-
tional 1mmunization programs in high-risk areas and
ensure that adequate quantities of vaccines and other
supplies necessary to immunize aganst this disease are
available at local health services

Haemophilus Influenzae type b (Hib)

Safe and effective vaccines against Haemophtlus
influenzae type b (Hib) have had an enormous impact n
mdustrialized countries on Hib disease incidence, particu-
larly meningitis and epiglottitis Similar effects have also
been observed in some countries i the Region (¢ g Uru-
guay and Chile) that have introduced Hib vaccine 1n their
national immunization programs It 1s possible that a larger
impact on pneumonia will be observed m developing coun-
tries, as Haemophilus influenzae type b 1s an important
pathogen 1n childhood pneumonias

Recommendations

» The TAG recommends the mntroduction of Hib vaccine in
national immunization programs provided that adequate
additional funds can be identified However, implemen-
tation of Hib should not divert resources needed to
sustain and enhance existing immunization efforts

Vaccines of Quality

Quality of vaccine 1s assured through both quality
control of the final product, as well as Good Manufacturing
Practices (GMP) during the entire manufacturing process
Both manufacturers and governments using vaccines are
responsible for quality Manufacturers must adhere to GMP
that assure lugh quality of every lot (consistency of produc-
tion) Governments must have adequate capacity to monitor
manufacturers and their products

Recommendations

» Local vaccine manufacturers should participate in the
PAHO Certification Program for Vaccine Producers

* Local manufacturers should perform feasibility and wv1-
ability studies of vaccine production to demonstrate their
capability to supply vaccmes of quality to immumnization
programs 1n a timely and continuous manner

* Governments in the Region must mstitute National Con-
trol Authorities (NCA) appropriate to their vaccine pro-
duction and purchasing policies

* Immunization program managers should use only vac-
cines of known quality 1n theirr immunization programs

Research and Development: the Regional Vaccine
Initiative.

Although governments recognize that vaccine and im-
munization are key to the control, elimmation and eradica-
tion of vaccine-preventable diseases, this recognition has
not been translated into concrete actions to promote and
support research and development for vaccine production
Research and development teams 1n the Region are few and
not coordinated among themselves or with vaccine produc-
ers The introduction of new vaccines into national immum-
zation programs 1n the Region may be facilitated 1f some
existing public laboratories participate in the process

Results obtained by the Pneumococcal Surveillance
Network demonstrate the importance of mter-country col-
laboration and coordination to standardize laboratory and
epidemiological methodologies for monitoring a specific
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pathogen, to determine regional burden of disease, and to
define particular characteristics of the burden such as sero-
type distribution or antimicrobial resistance This system
can be established and developed as the basis for a more
comprehensive surveillance network for vaccme-prevent-
able diseases

Recommendations

» Formal programs for vaccine research and development
must be established with appropriate financial resources,
together with strong coordination at the country and
regional level 1n order to potentiate existing research,
development and production capabilities

* This mitiative should give priotity to the development of
polysaccharide and polysaccharide conjugated vaccines
as this methodology will provide vaccines agamst sev-
eral important childhood pathogens such as Haemophilus
influenzae, Neisseria memingitidis, Streptococcus
pneumomniae, Salmonella typhi, and Shigella sp , respon-
sible for significant mortality and morbidity mn the Re-
glon

* The Network should collect information on cases and
correlate those data with laboratory information to an-
swer questions such as whether the increasing trend of
antibiotic resistance has been associated with increased
disease severity, complications, and cost These data
will be important m guiding chinical management and
future policies for pneumococcal vaccination

Technical Advisory Group Members
Peter Figueroa (Jamaica)
Donald A Henderson, Chairman (United States)
Akira Homma (Brazil)
John La Montagne (United States)
Joseph Z Losos (Canada)
Fernando Mufioz Porras (Chile)
Walter Orenstein, Rapporteur (United States)
Roberto Tapia Conyer (Mexico)

For a complete version of the TAG conclusions and recommendations,
please contact SVI in Washington, D C

Third Global Roundtable on Measles Control
and Elimination

The Third Meeting on Advances in Measles Control and
Elmunation was held in August 27-29, in Atlanta, Georgia
This consultative meeting is co-sponsored by PAHO, the
Centers for Disease Control and the World Health Organi-
zation

The progress made n the global fight against measles
and nterruption of transmussion has been demonstrated 1n
several countries, remforcing the view that measles eradica-
tion 1s technically feasible using existing vaccines and mter-
vention strategies This has generated a positive trend mn
measles control and elimination (Figure 1)

Figure 1
Global annual reported vaccine coverage and
measles cases
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The countries of the Americas are well underway n
their efforts to eliminate the disease by the year 2000 and the
Pacific Island nations are expected to make a similar com-
mutment 1n the near future The European Advisory Group
has recommended an elimination target date of 2007 and 1t 1s
anticipated that the Regional Comnuttee will consider this
goal at 1its 1998 meeting The Regional Commiitee of the
Eastern Mediterranean will consider an elimination target of
2010 China and several southern African countries have
embarked on accelerated measles control/elimination ap-
proaches

A decision to eradicate measles worldwide will have a
tremendous impact on mfant morbidity and mortality De-
spite the availability of an effective vaccine, measles contin-
ues to cause 42 mullion cases and nearly 1 million deaths per
year worldwide Global coverage with measles vaccine 1s
estimated at 79% Most measles deaths occur among chil-
dren under five years of age living 1n developing countries,
particularly in Africa This 1s because many children remamn
unprotected, particularly in poor urban areas where the case
fatality 1s highest The disease thrives in cities, in poor urban
areas where crowding, poor sanitation and low measles
vaccination coverage ensure ongoing circulation of the
virus Participants at the Atlanta meeting agreed 1t would be
important to support urban immumnization strategies to con-
trol measles in low-income countries with high population
density, with special emphasis on populations that have not
yet been reached



The successful completion of the global polio mnitiative
will facilitate further progress towards measles elimnation
There was consensus that polio eradication and measles
elimination activities can be mutually reinforcing and repre-
sent a natural joimmng of efforts However, participants
highlighted that while the global efforts to eradicate polio
are progressing well, mich remains to be done, particularly
n the Indian sub-continent and Aftica Therefore, while it 1s
important to start planning for regional elimiation of measles
and ultimate eradication before the polio goal i1s completed,
new measles activities should not jeopardize progress to-
ward polio eradication It will be important to mtiate
programs to mterrupt transmission early in some of the most
difficult countries in Afiica, to determine the most effective
strategies m these settings and demonstrate what can be
done

Sustaming mterruption of measles transmission 1s diffi-
cult and expensive As increasing areas of the world achieve
ehmnation, participants agreed that the goal of global
measles eradication be set and achieved 1n a short period of
time This will require close and effective partnerships
between official agencies, private and voluntary sectors,
and external donors as 1t was done m the Americas during
the polio eradication years A major hurdle to further 1m-
prove control 1n areas that have obtained the greatest case
reductions, such as the Amernicas and the United Kingdom,
15 the ongoing circulation of measles virus n other parts of
the world While the reported incidence rate in the Amen-
cas was only 0 7 cases per 100,000 population in 1995, the
reported rates 1n other regions were much higher The rate n
Africa was 83 times greater than the rate 1n the Americas,
and the rate in Europe and the Western Pacific region were
13 to 10 times greater respectively

For sustamable impact, there was consensus that 1t
would be important to continue strengthening the primary
health care system and EPI in developing countries to
achieve and mamtain acceptable levels of measles control
Measles elimination is already underway 1n many areas but
global eradication will most likely pose a number of addi-
tional challenges Elimination activities must be integrated
within pnimary health care to ensure the maintenance of
progress and to pave the way for future elimination/eradica-
tion mitiatives

Next Steps

Programmatic and financial obstacles must be over-
come 1f eradication is to be achieved and strategies will need
to be adjusted based on accumulating experience Compet-
ing priorities may create difficulties 1n raising political
commitment to measles control/elimination/eradication
Many of the poorest countries will require significant exter-
nal support The amount of additional backing needed
should be estimated soon to enable appropriate planning

Key to rally political support for global measles eradi-
cation will be the availability of estimates of the overall cost
of a global campaign [t will also important to consider the
marginal and opportunity costs of undertaking elimination
oreradication So far, different approaches have been taken
to assess the economic costs, benefits and effectiveness of

measles control/elimination/and eradication efforts They
all show that measles control 1s laghly-cost effective and
that improvements 1n control are also highly cost-effective
and may be cost-saving 1n some countries (reater agree-
ment on appropriate approaches to economic analysis would
be useful, particularly with respect to eradication

Measles eradication can convey two lasting benefits
The first, absence of measles disease (and the need for
measles immunization), 1s obvious and mdisputable The
second, permanent contribution to the development ofhealth
services, 1s a potential benefit which requires specific atten-
tron to maxmmize the benefits that can accrue to the overall
health system from eradication efforts Specific benchmarks
should be developed to monitor mteraction of eradication
efforts and primary health care development

Once countries progress from control to elimimation
goals, surveillance strategies need to be further developed
and implemented to allow assessment at the most peripheral
level Based on the expenience in the Amernicas, participants
representing developed and developing countries stressed
the need to implement the recommended vaccination strate-
gies for measles eradication m full throughout a country or
region PAHO’s vaccination strategy for measles eradica-
tton, which has been adopted mm most countries m the
Region, consists of a one-time mass vaccination campaign
of all children 1-14 years of age, high coverage through
routine vaccination of 1 year olds, and periodic follow-up
vaccination to reduce the accumulation of susceptible in-
fants and children 1-4 years of age

Ecuador Approves Vaccine Law

Ecuador has jomed Venezuela in winning congres-
stonal approval of a Vaccme Law 1 September, 1997
Venezuela approved an Immunization Law in March of
1996, which includes a specific tem addressing the avail-
ability of vaccines for the country’s immumzations pro-
grams. This breakthrough in both countries 1s an indica-
tion of national commitment for immunization programs
by all branches of government. PAHO is actively collabo-
rating with legislators in the Region to ensure that sinmlar
laws are enacted elsewhere.

In Ecvador, the Vaccine Law was an initiative of
Congressman Miguel Lopez (Pachakutik). Following the
launching ofthe EPI in the Americasin 1977, Ecuador was
the first country to inrtiate a national EPI At the time Dr.
Asdrubal de la Torre held the post of Minister of Health.
Twenty years later, Dr de la Torrehas played a key role m
making Ecuador adopt a law that will ensure the
sustamabulity of routine immunization programs.

Starting from 1998, a specific budget Ime of no less
than US$ 2.5 million will be incorporated into the national
budget to cover recurrent costs of vaccines and other
inputs needed for the country’s EPL The law stipulates
that this amount cannot be used for other purposes, nor
shall there be any reductions.
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Measles Update

As of week 40 (October 4, 1997), a total of 48,118
suspected measles cases have been reported to the Brazilian
Ministry of Health Of these, 39,929 were reported in the
State of Sao Paulo, which with a population of approxi-
mately 34 million 1s the most densely populated state of the
country So far 12,343 cases have been confirmed, most of
them by laboratory testing, with a positive finding of IgM 1n
blood samples

Only two states (Acre and Roraima) have not reported
confirmed cases of measles The mncidence rate by 100,000
mhabutants 18 the highest 1n Sao Paulo (28 2), second and
third are Brasiha, the Federal Capital, and the state of Ceara
(see map) Several municipalities with borders with Para-
guay, Uruguay, Argentina and Bolivia have confirmed cir-
culation of measles virus and include P Velho in the state of
Rondoma (2 cases), three municipahities in the state of
Parana (70 cases), four municipalities 1 the state of Santa
Catarina (20 cases) and one municipality mn the state of Rio
Grande do Sul (1 case) The most notable mternational
transmission can be observed between the border cities of
Foz de Iguagu in Brazil and Ciudad del Este, Paraguay, with
more than 90 cases Thus area attracts many tourists because
of the Iguagu waterfalls and there 1s also high commercial
actrvity here between the two countries

In the current outbreak, infants and persons between
20 and 29 years of age have been the most vulnerable Thewr
respective attack rates were 453 and 191 per 100,000
persons The attack rate among the group of 1 to 4 years of
age was 5 5 per 100,000 persons The highest number of
patients (5,451) are between the ages of 20 and 29 years of
age The above mentioned age group consists of those who
were born too early for routine vaccination, but too late to
have been exposed to circulating measles virus  The groups
between 1 and 20 years old who have benefited from
vaccination present the lowest attack rates 1n this outbreak

In the state of Sao Paulo a campaign aimed at children
under the age of 5 was organized i August, reachung 100 %
of children 1n that age group, regardless of previous vaccina-
tion status A prelimmary analysis has shown that the
number of confirmed cases from Sao Paulo has dropped
from approximately 700 cases per day n August before the
campaign, to approximately 50 cases per day in September
At the national level, a campaign was held on October 25,
during which most children under 5 years of age were
vaccinated agamnst poliomyelitis and measles

incidence rate of confirmed measles cases by state
Brazil, 1997

Roraima

S&o Paulo
Parana

Santa Catanna

Iguagu

Rio Grande do Sul
Source GT-Sarampo/CNDI/CENEPIFNS/MS

Incidence rate per 100,000 population
Data as of week 40, 1997

Safe Destruction of Vaccine Vials

Recently, there have been several mquuiries from health
services in the Region regarding the safe disposal of
vaccmne vials In an effort to standardize procedures, SVI
recommends the followmng

Vaccine vials should be discarded when

+ they are past thewr expiration date and the quantity of
vaccies mvolved does not justify re-testing, or

+ they have been exposed to excessive heat and the
quantity mvolved does not justify re-testing, or

+ they have been re-tested and have shown to have lost
their potency, or

* open vaccwme vials have not been used within the

recommended time (see EPI Newsletter, August 1992,
page 4), even if stored at the proper temperature

In order to avoid the improper use of vaccines that fit
the above description outside the health services and to
prevent accidental myuries that can be caused by glass
vials, SVI recommends the following two disposal meth-
ods

* Incineration

* Burymg

Incineration 1s the preferred method for the destruc-
tion of unused vaccine vials for health services that have
access to this technology If not available, the health
service should bury the vaccine vials in a deep hole



Reported Cases of Selected Diseases

Number of reported cases of measles, poliomyelitis, tetanus, diphtheria, and whooping cough,
from 1 January 1997 to date of last report, and the same epidemiological period 1n 1996, by country

Date Measies Polio Tetanus Diphthena Whooping
of Confirmed 1997 Confir- Cough

Country/Territory last |Labo- Clni- Total| med* Non Neonatal Neonatal

report | ratory cally 1996 | 1997 1996| 1997 1996 | 1997 1996 | 1997 1996| 1997 1996
Anguilla 20 Sep 0 0 0 0 0 0
Antigua & Barbuda 20 Sep 0 0 0 0 0 0 0 0 0 0
Argentina 5 Jul 0 1 1 38 0 0 18 33 3 4 0 1 321 433
Bahamas 20 Sep 1 0 1 0 0 0 0 0 0 0 0 0 0 0
Barbados 20 Sep 0 0 0 0 0 0 0 0 0 0 0]
Belize 20 Sep 0 0 0 0 0 0 2 0 1 0 0 a 0 0
Bermuda 20 Sep 0 0 0 0 0 0 0 0] 0
Bolivia 20 Sep 0 0 0 3 0 0 2 4 7 6 1 1 77 11
Brazil 20 Sep|8,820 231 9,051 130 0 0 58 13 13 5 32 0 101 79
British Virgin Islands 20 Sep 0 0 4] 0] 0 0 0 0 0 0]
Canada 20 Sep) 577 577 295 0 0 1 1,112
Cayman Islands 22 Mar 0 0 0 0 0 0 0 0 0 0
Chile 20 Sep 38 0 38 1 0 0 1 4 0 0 0 0 117 245
Colombia 20 Sep 5 5 10 20 0 0 18 85 17 22 2 40 15 12
Costa Rica 20 Sep 1 1 2 5 0 0 2 0 10
Cuba 20 Sep 0 0 0 0 0 0 0 3 0 0 0 0 0 0
Dominica 20 Sep 0 0 0 0 0 0 0 4] 0 0] 0
Dominican Republic 20 Sep 1 0 1 0 0 0 17 21 0 0 4 6 1 2
Ecuador 20 Sep 0 0 0 19 0 0 42 89 19 32 17 15 148 67
El Salvador 20 Sep 0 0 0] 1 0 0 3 2 0 2
French Guiana 22 Mar 0 0 0 0 0
Grenada 20 Sep 0 0 0 0 0 0 0 0 0 0 0 0 0 0
Guadeloupe 22 Mar 72 0 72 1 0 0
Guatemala 20 Sep 2 0 2 0 0 0 5 2 6 10 0 0 92 24
Guyana 20 Sep 0 0 0] 0 0 0 0 0 0 0 0 0 0 0
Haitt 22 Mar 0 0 0 0 0
Honduras 20 Sep 0 4 4 1 0 0 5 9 1 4 0 0 121 134
Jamaica 20 Sep 0 0 0 0 0 0 2 4] 1 4
Martinique 22 Mar 0 0 0 0 0
Mexico 23 Aug 0 16 16 19 0 0 95 14 16 10 0 24 0
Montserrat 22 Mar 0] 0 0] 0 0 0 Q 0 0]
Netherlands Antilles 22 Mar 0 0 0 0 0
Nicaragua 20 Sep 0 0 0 1 0 0 10 10 0 1 0 0 41 6
Panama 20 Sep 0 0 0 0 0 0 1 2 1 0 0 0 84 0
Paraguay 20 Sep 30 1 31 4 0 0 24 23 11 8 0 0 24 13
Peru 20 Sep 0 1 1 63 o] 0 42 44 26 36 1 4 608 203
Puerto Rico 20 Sep 0] . 0 6 0 0
St Vincent/Grenadines | 20 Sep 0 0 0 0] 0 0 0 0 0 4]
St Kitts/Nevis 20 Sep 0 0 (4} 0 0 0] 0 0] 0 (¢}
St Lucia 20 Sep 0 0 0 0 0 0 0 0 9] 0
Suriname 20 Sep 0 0 0 0 0 0 2 4 0 1 0 0 0 2
Trnnidad & Tobago 20 Sep 1 0 1 0 o] 0 2 15 0 0 1 0 7 56
Turks & Caicos 20 Sep 0] 0 0 0 0 0 1 0 0 o]
United States 20 Sep| 107 . 107 440 0 0 481
Uruguay 20 Sep 0 0] 0 0 0 0 0 1 0 0 0] 0 10 15
Venezuela 20 Sep 1 0 1 12 0 0 18 6 5 0 0} 393 135
TOTAL 9,656 260 9,916 1,059 0 0 370 377 129 144 59 67 12,200 3,030

Data not available

—Clinically confirmed cases are not reported

*

Laboratory and clinically confirmed cases



First Ladies United Against Measles

The First Ladies of the Americas and designated repre- assistance toward this effort until measles is eradicated,” the
sentatives held their Seventh Conference of Wives of Heads final text says
of States and Government of the Ameri-
cas 1n Panama on October 8-9, 1997, ‘s The Fust Ladies recognized the

under the motto “Let us Build the _ -, valuable participation and contribu-
Future of the Americas with Human " "7 tionof nternational orgamzations and
Rights and a Culture of Peace”, to <- financial stitutions stating that they
evaluate achievements attained and re- have “supported our endeavors and
new theirr committment to address the _ are making possible the execution of
Region’s pressing social problems projects and programs that serve the
*~ most needy and vulnerable sectors of

“We reiterate our willingness to »
our societies

be mobilizers, facilitators or convenors
for social policies and programs serv-
ing our countries, focusing on vulner-
able groups, in accordance with our
respective national interests and 1n-
spwred by dialogue, negotiation and
mutual respect,” the First Ladies stated
m their final communique, the Panama
Declaration

The First Ladies of the Amernicas
have already been working on behalf
of measles eradication since 1995,

. The support of the First Ladies

- will be critical to provide greater dis-

* semunation of the measles eradication

" mhative at the national and interna-
" tional level

Major obstacles for the achieve-
ment of this goal are

Insufficient dissemnation and pro-
motion of the Plan of Action for
Measles Eradication at the national/

when they presented a Plan of Action : © .+ mumcipal level

during their Fifth Meeting 1n Bolivia, oL,

that complements the activities under- 'mnu:mmmm ﬁmm&mﬁﬁxwm% “ eInsufficient resources to achieve the
taken by each couniry Inthe Panama — SUESSEmestssdpssse Shmumaioing: ot measles eradication goal

[ e -
o tingy G %mm

Declaration, the First Ladies re-stated . *Routine vaccination coverage < 90%

their support to the Regional measles < e . p—
eradication goal by the year 2000 Sk e b Sty s e Inadequate logistical support for -

vestigating all suspected measles cases

“We value the work done 1n coun-

tries of the Region which support the *Limited participation of the private
elimination of measles and other preventable diseases in the sector and non-governmental organizations 1n reporting
Americas We also reiterate our commitment to continue our suspected measles cases

The EPI Newsletter 1s published every two months, in Spamsh and
English by the Special Program for Vaccines and Immunization (SVI) of the
Pan American Health Orgamzation (PAHO), Regional Office forthe Americas
of the World Health Organization (WHO) Its purpose 1s to facilitate the
exchange of 1deas and informatton concerning immunization programs 1n
the Region, 1n order to promote greater knowledge of the problems faced and
their possible solutions

References to commercial products and the publication of signed Pan American Health Or ganization
articles m this Newsletter do not constitute endorsement by PAHO/WHO, Pan American Sanitary Bureau

nor do they necessarily represent the policy of the Orgamzation Regional Office of the
World Health Orgamzation
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Immunization
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Measles in the Americas, 1997

Following an all-time record Regional low i the Ameri-
cas 0of 2,109 confirmed measles cases 1n 1996, there has been
a resurgence of the disease m 1997 m Brazil (Figure 1)
Through 29 November 1997, a total of 75,236 suspected

cases have occurred 1n young adults 20-29 years of age

The highest age-specific incidence rates are m infants,
young adults 20 to 29 years of age and children 1-4 years of
age, respectively To date, over twenty-five measles-related

measles cases were reported
from the countnes of the
Americas Of these, 26,950
(35 8%) have been con- Confirmed cases (thousands)
firmed, 24,527 (32 6%) have 54
been discarded, and 23,080

(30 6%) remain under inves- o5,

deaths have been reported,
most i mfants less than 1
year of age

Figure 1
Reported measles cases In the Americas, 1980-1997*

Routine infant vaccination coverage (%

ge (%) An 1nvestigation of
Catch-up campaigns 100 measles cases 1n adults
found that the majority were

- »
a3 >

[® Cases” — Coverage |

tigation Ofthetotal confirmed
cases, 26,508 (98 3%) have ,pp
laboratory confirmation of
measles infection or epide- 459
miological linkage to a labo-
ratory confirmed case, and 4qg
442 (1 6%) have been con-
firmed on clinical grounds sg
alone Together, Brazil
(25,900 confirmedcases)and ¢
Canada (577 confirmed
cases) accounted for 98 2%
of the total confirmed cases
in the Region However 1t
should be pomnted out that
Canada has had no cases for the last 18 weeks Other
countries reporting measles cases include Guadeloupe (128
cases), the United States (127 cases), Paraguay (124 cases),
Argentina (58 cases), Chile (47 cases), and Costa Rica (14
cases)

Source PAHO/WHO

The majonity of cases from Brazil have been reported
from Sao Paulo State, the only state i the country which did
not conduct a follow-up vaccination campaign m 1995 To
date, over 20,000 cases have been confirmed in this out-
break, with most cases nthe city of Sao Paulo Over 50% of

Inthisssue:

Measles In the Amencas, 1997 1
USAID Grant for Hib Survelfiance 3
Canbbean Meeting Stresses Surveillance 4
1998 Prices for Vaccines Purchased through the EPI Revolving Fund 8

80 81 82 83 84 85 86 87 88 89 90 91 92 93 94 95 96 97
Year

* Coverage for chiidren at one year of age
* Cases reported through 29 November 1997

gg OCCuUITing among young
adults who were members
of certain nsk-groups mn-
cluding men who recently
migrated to cities from ru-
40 ral areas in the Northeast of

the country to work 1 con-
op Structionprojects and other
manual labor, students,
health care workers, per-
sons working 1n the tourist
industry, and mulitary re-
cruts

Follow-up campaigns

>
60

Measles virus has been
1solated from several pa-
tients from this outbreak at the measles laboratory of the
Adolfo Lutz Institute in Sao Paulo Genomic sequencing of
these 1solates conducted at the Centers for Disease Control
and Prevention (CDC) Atlanta, USA, revealed that the virus
circulating 1n Sao Paulo 1s virtually 1dentical to virus cur-
rently circulating 1n Western Europe  Although an index
mmported measles case has not been 1dentified, the molecu-
lar eprdemiology data strongly suggest that the virus re-
sponsible for the Sao Paulo outbreak was imported from
Europe

Polio Survelllance Global Overview
Reported Cases of Selected Diseases
1997 PAHO Award for lrnmunization

0~



The Sao Paulo outbreak 1s waning after implementation
of an aggressive outbreak response, which mcluded a
Jollow-up campaign targeting all children 1-4 years old,
selective mop-up vaccmation 1n schools and vaccination of
young-adult members of groups at high-risk for measles

Measles virus has spread from Sao Paulo to nearly every
other state 1n Brazil States most affected include Rio de
Janeiro, Ceara, Minas Gerais, Bahia, Parana, Rio Grande do
Sul, Mato Grosso do Sul and the Federal District (Brasiha)
Moreover, spread has been reported from several other
countries in the Region, including Paraguay, Chile, Argen-
tina, Peru, Costa Rica, and the United States

A total of 577 confirmed measles cases were reported
from Canada A large outbreak with over 300 cases oc-
curred primarily among young adults affihated with Simon
Fraser Umiversity, near Vancouver This outbreak came
somewhat as a surprise since the Province of British
Colombia had just completed its school catch-up campaign
m 1996 Genomic analy-
s1s of measles virus ob-
tamned from this out-
break performed at the

Figure 2
Measles Importations into the Region of the Americas, 1997*

measles cases were reported The majority of cases oc-
curred 1n unvaccinated persons 12 to 18 years of age The
source of the outbreak 1s thought to be an unvaccinated 10
year old child visiting from metropolitan France Moreover,
genetic analyses of measles virus obtamned from the outbreak
revealed that the virus circulating m Guadeloupe 1s very
similar to virus circulating in Europe  The Ministry of Health
conducted a mass vaccination campaign in affected schools
Efforts were made to provide measles vaccine to all students
without documentation of having recerved two doses of
measles vaccine Over 3,000 students were vaccmated

Until 1997, the Enghsh-speaking Canbbean had not
reported a single confirmed case of measles i over 5 years
However, in 1997 two laboratory-confirmed measles cases
were detected The first confirmed case was reported from
the Bahamas The patient, a young adult, had rash onset
March The direct source of transmission was not identified,
however, 1t 1s strongly suspected that the patient contracted
measles from a tour-
1st A search has been
made 1n the country to
tdentify any additional

Laboratory Centres for
Disease Control sug-
gests that measles virus
was imported from Eu-
rope

Measles virus from
the British Colombiaout-
break spread to school-
aged children in Alberta, | X Asi
where 245 cases were | ssmzs
reported Other sporadic ::;::';:;ia
cases or small clusters | gingagore=1
have occurred 1n vari- | Tehm=1
ous Canadian provinces, | yeam e+
mostly among adults due

to mmportations Since
1996, a total of 17 1m-

cases of measles This
Europe search involved a re-
abania=1 | VIEW of over 80,000
France=3_ diagnoses from health
taly =8 facilities in the coun-
Spain = 1 try The second case
Dzenand =S| was reported from
Trimidad and Tobago
It occurred 1n a young
adultItalian sailor who
Africa had rash onset 1n
etope =1 | April The patient had
SAfica=1 | acquired measles 1n
Italy A specimen was
collected and found to
be positive for measles
IgM at the measles

ported measles cases Source SVI/PAHOand CDC

were documented 1n Canada, mostly from Europe and Asia
Since the end of July 1997, however, not a single measles
case has been detected and transmission appears to have
been mterrupted in Canada

To date, 127 confirmed measles cases have been re-
ported during 1997 in the United States Thus 1s the lowest
number of cases ever reported n the United States, and 1s
well below half the previous record low incidence of 309
cases m 1995 Almost half of the cases are documented
importations Spread from importations has been limited
and the largest outbreak this year 1s only 8 cases In 1995
and 1996, there were no measles importations from Latin
America or the Caribbean In 1997, however, there were 5
confirmed imported cases from Brazil

Between October 1996 and May 1997, a large measles
outbreak occurred in the French department of Guadeloupe
This 1sland had not implemented PAHO’s recommended
measles eradication strategy A total of 128 confirmed

2

laboratory of the Car-
ibbean Epidemiology
Centre (CAREC) No spread cases were 1dentified despite
careful investigation

* Data as of 29 November 1997

Editorial Note: While the resurgence of measles 1n the
Americas during 1997 represents a major mcrease com-
pared to cases reported in 1996, these cases represent only
about 10% of cases reported in 1990 Nevertheless,
tmportant lessons can be learned from this experience which
can be used to “fine-tune” the Region’s measles eradication
strategy and to assure its full implementation in all countries
The outbreak m Brazil can be considered a wake-up call to
the countries of this Hemusphere to demonstrate that the
absence of measles virus circulation does not mean absence
of risk from measles mfection

Several factors combmed to create conditions which
facilitated widespread measles transmission 1n Sao Paulo
First, the lack of a timely follow-up vaccination campaign in
1995 for children aged 1 to 4, combined with low routme
vaccination coverage (keep-up) among infants using a two-



dose schedule allowed for a rapid and dangerous accumula-
tion of susceptible children Second, the presence of large
numbers of young adults who, for a vanety of reasons,
escaped both natural measles infection and measles vaccina-
tion increased the nisk of a measles outbreak Third, measles
virus was imported mto Sao Paulo, probably from Europe
Fally, the high population density of the city facilitated
contact between persons mfected with measles and suscep-
tible persons

Measles case surveillance data, combined with molecu-
lar eprdemiologic nformation provided by PAHO s measles
laboratory network, suggest that the countries of the Ameri-
cas are constantly bemng challenged by mmported measles
virus from other regions of the world where measles
remains endemic Durning 1997, 23 separate importations of
measles virus were detected from Europe, 17 from Asia and
2 from Africa (Figure 2) that resulted 1n measles transmis-
ston These data, however, probably severely underestimate
the true number of measles importations since many 1m-
ported cases may not seek medical care and do not result m
further transmission

In addition to the challenge of imported measles virus,
the outbreaks 1 Brazil, Canada and other countries of the
Region suggest that there may be a significant number of
young adults who remain susceptible to the disease While
PAHO’s recommended vaccination strategy for measles
eradication primanly targets infants and children, a small
percentage of adolescents and young adults may have
escaped both natural measles infection and measles vaccina-
tion Furthermore, some young adults may have been
vaccinated, but failed to respond immunologically These
young adults remarn susceptible to measles

For practical purposes, persons born before 1960 mn
most countries of the Americas can be assumed to have been
exposed to naturally circulating measles virus, and thus be
1mmune to the disease Therefore, the overwhelming major-
1ty of adults are already immune, and most susceptible young
adults are at very low risk for being exposed to measles
virus Mass campaigns among young adults are not recom-
mended

Experience has shown that certain institutional settings
such as colleges and umversities, military barracks, health
care facilities, large factories and prisons can facilitate
measles transmission, 1f measles virus 1s mntroduced to such
populations The close contact among persons m these
settings increases the risk that a susceptible person can be
exposed to measles In fact, numerous measles outbreaks
among adolescents and young adults have been documented
m these settings, even in institutions with high measles
vaccmation coverage In addition to persons hving or work-
mg in these settings, adolescents and young adults who
travel to countries with endemic measles transmission are at
mcreased risk for being exposed to and contracting measles

Moreover, 1n recent years many countries have experi-
enced the migration of young adults from rural areas to
urban areas for economic reasons Because measles circu-
lates more freely in cities with ligh population densities,
persons who have recently migrated from rural areas with
low population densities (and therefore lower risk for having
been exposed to circulating measles virus), may be at

relatively mncreased risk of measles susceptibility When
these persons congregate mn institutional settings which can
facilitate virus transmission, they have greater nsk for
acquirg measles, should the virus be mtroduced

To prevent the occurrence of measles outbreaks among
adolescents and young adults, efforts are needed to assure
measles mmunity 1 groups potentially at high-nsk for
measles, including college and umversity students and pro-
fessors, health care workers, military personnel, young
adults working n large factories, young adults residing n
nstitutions such as prisons and long-term care facilities, and
persons traveling to measles endemic countries

Vaccination of adolescents and young adults entering
such facilities should be routine and ongoing and should take
place before persons begin working or living n these high-
risk settings Moreover, catch-up vaccination activities may
be considered for adolescents and young adults already
such settings Young adults who are planning to tfravel to
parts of the world where measles virus continues to circulate
should be advised to be vaccinated before departing These
measures will enhance immunity levels 1 such population
groups and help prevent measles outbreaks in these settings,
should the virus be mtroduced

The measles expenence of 1997, clearly demonstrates
that there are two major challenges to the Region’s measles
eradication goal by the year 2000 First, the countries of the
Americas need to keep up their guard by maintaimng the
highest population immunity possible i infants and children,
and targeting vaccination to adolescents and young adults
who are at lughest nsk for bemng exposed to measles virus
Second, increased efforts are needed 1n other regions of the
world to improve measles control and to decrease the
number of exported measles cases to the Americas  As long
as measles virus circulates anywhere i the world, the
Americas will remain at risk for measles The successful
completion of the measles eradication goal will require full
implementation of PAHO’s recommended vaccination strat-
egy m all countries of the Region and improved measles
control/elimination 1n other regions of the world, especially
Europeand Asia Asmentioned previously, the only way for
the Americas to assure regional measles eradication will be
through the ultimate global eradication of measles virus

USAID Grant for Hib Surveillance

The Unuted States, through its Agency for Internationat
Development (USAID) has approved a USS$ 50,000 graut to
support epidemiological surveillance of Haemophilus
tnfluenzae type b (Hibyn Latin America and the Caribbean A
Regional surveillance systern for Hib and other bacteria
responsible for menmguiis and resparatory diseases will gen-
erate important mformation o accyurately determume disease
burden and convince decision makers to incorporate a vac-
cmne agamst the disease in regular immumization programs

The overall mcidence of Hib meningitis at ages 0 to 4
years has been inttially estimated fo be at least 35 per 100,000
This means that there would be more than 20,000 cases
annpally in the Americas



Caribbean Meeting Stresses Surveillance

The following are some of the major conclusions and
recommendations of the Fourteenth Meeting of the Cartb-
bean EPI Managers held in Castries, Saint Lucia, from 18-
20 November 1997 The meeting was officially opened by
Her Excellency the Governor of Saint Lucia, Dr Pearlette
Lowisy and the Honorable Mwster of Health, Ms Sara
Flood delvered the keynote address

Measles Eradication

The English-speaking Caribbean still holds the longest
record m the Western Hemusphere of six years without
indigenous measles transmission Two recent importations
mto the Bahamas and Trimdad and Tobago stressed the
danger of importations and the need for adherence to
PAHO’s measles eradication strategy, particularly the main-
tenance of ligh levels of immumzation coverage and peri-
odic tmplementation of follow-up campaigns A large out-
break 1 Guadeloupe (please refer to page 2), 1n late 1996,
illustrates the vulnerability of the countries to measles
transmission if the strategy 1s not fully implemented

The measles laboratory at the Caribbean Epidemiology
Center (CAREC) provides confirmation for suspected measles
cases (Figure 1) The laboratory 1s able to test for IigM
anttbodies for measles, rubellaand dengue infections Through
week 44 of 1997, a total of 847 specimens had been
submitted for laboratory confirmation Of these, 2 (0 2%)
were positive for measles, 276 (31 5%) were positive for
rubella and 11 (1 3%) were positive for dengue All
specimens were tested and reported back to countries within
seven days of receipt

Figure 1
Measles surveillance indicators in the
English-speaking Caribbean and Suriname
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Source MOH Reports to EPI/CAREC
* Data as of 25 October 1997 (Epidemiological week 43)

Recommendations

* MR or MMR are the vaccines of choice for measles and
rubellaelimination

* Countries that are instituting a two-dose schedule should
be aware that even with such a regimen, susceptibles will
accumulate because coverage with two doses will never

achieve 100% and some children will remain unvacci-
nated Follow-up campaigns are required to maintamn
mterruption of transmission

¢ Tomaintain the English-speaking Caribbean and Suriname
free of measles, high vaccmation coverage must be
maintamned Efforts needto bemade to ensure that at least
95% of each birth cohort 1s vaccinated with measles-
contaming vaccine at 12 months of age

¢ The possibility of combining measles and rubella surveil-
lance should be explored

* To prevent the accumulation of susceptible preschool-
aged children from reachmg dangerous levels, follow-up
campaigns should be conducted among children 1-4
years every 4 years Countries should plan on conduct-
g follow-up campaigns i the year 2000

* The Brazil experience suggests that certain young adults
may be at risk for measles Efforts are needed to assure
measles vaccimation 1n young adults in high-risk groups,
which nclude students, migrant workers, health care
workers and the military

* As long as measles circulates anywhere in the world, the
English-speaking Caribbean will be at risk for measles
mportations Measles surveillance systems need to de-
tect these 1importations 1 a timely manner and respond
accordingly when they occur

Poliomyelitis

Presentations on pohio stressed the importance of con-
timmng techmical and political commuitment to surveillance
and vaccmation activities to keep the region polio-free
Although progress 1s being made towards global eradication
of polio, importations still represent the biggest threat All
English-speaking Caribbean countrnies were making great
efforts in sending all cases wrth stool samples for laboratory
testing, one of the surveillance indicators However, 1t was
noted that the other three critical surveillance indicators
were not consistently being met from countries that notified
cases Periodic evaluations of surveillance for acute flaccid
paralysis (AFP) were recommended at all major health
facilities to see 1f cases are being missed

Rubella and CRS

Since 1982 significant rubella virus activity has been
recorded 1n many CAREC-member countries, and cases of
congenital rubella syndrome (CRS) have been documented
as sequelae to these outbreaks Following a catch-up measles
campaign (Big Bang) m 1991, very low rubella incidence
(fewer than 2 0 cases per 100,000 population) was recorded
between 1992 and 1995 However, since the beginning of
1995 and continuing through 1997, sizable outbreaks of
rubella have occurred in Jamaica, Barbados, Trinidad and
Tobago, Guyana, and Belize In 1996, rubella incidence rates
of 10 3 cases per 100,000 population were recorded To
date, more than 20 cases of CRS have been reported since
1996

I



The Bahamas implemented a major campaign with
MMR targeting all individuals 4-40 years old tn July of this
year, aimed at the mterruption of rubella transmission The
lessons from this mitiative will be extremely useful to all
other countries that are planning to elimmnate rubella and
CRS

Recommendations

» Jt 1s imperative that Ministries of Health discuss and
arrive at a consensus position with regard to the objective
ofrubellaelimmation

¢ There 1s overwhelming evidence, both from estimated
figures as well as from data collected over the last year,
particularly in Guyana, Barbados and a regional review
presented by CAREC, that the burden of rubella and its
cost, both 1n financial terms and human suffering,
warrant efforts towards its elimination

* The Technical Advisory Group Meeting (TAG) held in
Guatemala in September, 1997 outlined the strategies for
the elimination and control of rubella and CRS These
mclude a one-time mass vaccination of all individuals,
male and female, within a certain age range that will vary
from country to country, but should cover indrviduals up
to 35 years of age The lower level age group will be
defined by the previous vaccination activities that -
cluded rubella-containing vaccine

¢ During 1998, semor MOH officials and political leaders m
all countries should define national policy regarding
rubella and CRS elimination, aiming at a Pan-Caribbean
mitiative The conference of Mimsters of Health, to be
held in April of 1998, their Caucus i September and the
current revision of the Caribbean Cooperation in Health
(CCH) represent excellent opportunities for achieving
consensus on this 1ssue

Immunization Ceoverage

The average coverage rates for all 19 countries were |
DPT 89%, OPV 89%, measles contamning vaccine 92%, and
BCG 95% Over 90% of the infant vaccinations m the
countries are administered by the public sector through a
network of climics However, not all countries have been able
to attain very high coverage, and some stll show rates
between 80-85% These are due to pockets of low coverage
occurring 1n certain geographic areas, e g, remote rural
areas and dense urban centers A review of coverage data for
the English-speaking Caribbean for the period 1994-1996,
indicates that special activities need to be carried out particu-
larly in Suriname, Grenada, Guyana and Belize to reach
coverage above 90%

Introduction of New Vaccines

Vaccines currently bemng discussed for introduction 1n
the English-speaking Caribbean are hepatitis B and
Haemophilus influenzae type b (Hib) These two vaccines
are already being admimistered, primarily by the private
sector in the English-speaking Caribbean In 1996, the
private sector bought 42,208 (20mcg) adult-dose vials of
hepatiis B Pediatric doses accounted for about 6,000, and
these could only fully immunize 1 4% of the birth cohort of
the Caribbean Member Countries

Whereas four countries are using hepatitis B vaccine n
the public sector (1 7% of the sub-region total birth cohort)
only two are using Hib vaccine The uptake m the private
sectors 1s 28,128 doses of Hib vaccine, which can only
vaccinate 5-9% of the region’s infants (the birth cohort for
1996 was 140,311)

Recommendations

¢ The mntroduction of new vaccines nto a national immuni-
zation program should not simply reflect their availability,
but should follow a careful investigation of their appro-
priateness to that particular epidemiology, and whenever
possible, evidence that their introduction mnto routine use
would be a cost-effective use of resources

* Theextensive expertence of the Caribbean in implement-
g immunization campaigns will be mvaluable m the
mtroduction of new vaccines for routine use All coun-
tries in the region should strive to introduce these
vaccines n the public sector within the next three years

Booster Dose Policy

A panel discussion revealed a great vanety of schedules
for booster doses in children, adolescents, adults and preg-
nant females Many countries are giving at least 3 boosters
between 1 year and the end of school Often, these do not
provide any protection or benefit to the recipient In many
mstances, t00 many unnecessary booster doses are bemg
administered, particularly for TT Therefore, 1t was agreed
that participants conduct a thorough review of schedules
and real need for boosters 1n the Canibbean The removal of
unneeded boosters would result in savings that could be
reallocated to the mtroduction of new antigens or strength-
ening of existing routine programs When booster doses are
needed, 1t 1s important to consider schedules that make 1t
easier for parents to comply

Surveillance of Adverse Events

Thorough surveillance of vaccine-associated adverse
events conducted during the recent mass MMR campaign in
the Bahamas has provided reassuring results about the safety
of the vaccine when used 1n older groups  These results may
help other countries gain better acceptance of similar cam-
paigns aimed at the elimination of CRS Draft gwidelines for
mmplementing a surveillance system for adverse events
following immunizations were developed and presented by
PAHO Participants noted that 1t was extremely encouraging
to see that many Caribbean countries had already developed
such surveillance systems

Surveillance Priorities at CAREC

CAREC has redefined its communicable disease prion-
ties, which will continue to include measles, polio, rubella/
CRS, diphthena, pertussis, tetanus and tuberculosis In
addition, CAREC wi1ll work with national EPIs to develop
surveillance systems for other diseases that are becoming
targets of national immumzation programs, such as Hib and
hepatitis B CAREC will also continue fostering partner-
ships with the private sector to strengthen their participation
and use of disease data, including the establishment of a
private physician sentinel surveillance system



Polio Surveillance: Global Overview

As the year 2000 draws closer, the polio eradication
mrtiative 18 gaining ground worldwide More countries than
ever before have begun to conduct surveillance for acute
flaccid paralysis (AFP)—126 of 146 polio-endemic coun-
tries according to the World Health Organization (WHO) In
1996, there were a total of 3,995 confirmed polio cases, and
as of 1 December 1997, 10,770 AFP cases were reported
and 906 were confirmed as polio The global AFP rate (per
100,000 children < 15 years of age) for the same period 1s
0 71, varying from 0 12 in the African Region to 1 22 1n the
Western Pacific

Figure 1
Global annual reported polio cases
1988-1996
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While there are no technical obstacles toward reaching
the goal of polio eradication by the year 2000, major
impediments include the mobihization of adequate resources
and the lack of public knowledge and support Approxi-
mately 80% of the total cost of eradication 1s bemng paid by
endemc countries, yet there 1s an estimated need for US$
600 million from collaborating countnies and orgamzations
to accomplish this goal

Table 1
AFP Surveillance Indicators

80% weekly 80% of cases 80% of cases AFP rate 2

reporting d wi dequat 1100 000 in

units within 48 hours |  stool sample children <15
taken years

Country
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El Salvador 2 S L
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* Data as of 6 December 1997
Source SVI/PAHO (PESS)

6

In the Region of the Americas, although polio has been
eradicated, constant guard must be maintained to prevent a
possible importation of wild poliovirus from resulting 1n the
spread of the disease Of continued concern 1s the decline 1n
comphance with ndicators for AFP surveillance, as can be
seen 1n the Table 1 The overall Regional AFP rate through
epidemiological week 49 was 0 99—the lowest for this
pertod since PAHO began to track this number in 1991 This
mdicator requires a minimum rate of 1 100,000 1n children
less than 15 years of age as a measurement of the sensitivity
of AFP surveillance. PAHO once again urges that the
mamntenance of polio eradication be a priority n all countries
ofthe Region until global eradication 1s achieved

98 is o isurch -
through the EPI Revolving Fund

Vaccine

Number of Prices per dose
doses per vial FOBUSS

BCG 10 (0.0048
20 0.045
DpPT 10 60647
20 0.0405
DT (adult) 10 00493
20 00370
DT (pediainc} 10 00495
20 0.0385
Measles 1 06000
10 0.1022
MMR 1 082
18 (4895
Polio {glass vial) 10 0.0800
20 40710
Polio{plastc) 10 00766
20 0066
iy 10 0.0350
20 0.0235
Haemophilus influenzae 1 335
type b wipre-filled syringe
Hepatitis Brecombinant 1 682
{20 meg)

*Not under EPL 1998 contract

Editorial Note: The table above mdicates vaccine
prices that members of the PAHO/EPI Revolving Fund will
pay for 1998 The Fund provides participating countries
with a remmbursement mechamism for the purchase of
vaccies, syringes/needles, and cold cham equipment
Orders are consolidated on an annual basis on behalf of
Member States and placed for mternational bidding Ascan
be seen in table above, the price of hepatitis B 1s US$ 0.82,
the lowest price ever for this vaccine! The Fund will
contmue playing a cntical role m ensuring that a wide
sector of the population enjoys the benefits of vaccmation
and that new vaccines can be added fo the regular EPI
schedule.



Number of reported cases of measles, poliomyelitis, tetanus, diphtheria, and whooping cough,

Reported Cases of Selected Diseases

from 1 January 1997 to date of last report, and the same epidemiological period 1 1996, by country

Date Measles Polhio Tetanus Diphthenia | Whooping
of Confirmed 1997 Confir- Cough

Country/Territory last |Labo- Clini- Total | med* Non Neonatal Neonatal

report {ratory cally 1996 | 1997 1996 | 1997 1996 | 1997 1996 | 1997 1996| 1997 1996
Anguilla 6 Dec 0 0 0 0 0 0
Antigua & Barbuda 6 Dec 0 0 0 0 0 0 0 0 0 0
Argentina 6 Dec 48 10 58 38 0 0 18 33 3 4 0 1 321 433
Bahamas 6 Dec 1 0 1 0 0 0 0 0 0 0 0 0 0 0
Barbados 6 Dec 0 0 0 0 0 0 0 0 0 0 0
Belize 6 Dec 0 0 0 0 0 0 2 0 1 0 0 0 0 0
Bermuda 6 Dec 0 0 0 0 0 0 0 0 0
Bolivia 6 Dec 1 0 1 4 0 0 2 4 7 6 1 1 77 11
Brazil 6 Dec | 25,495 405 25,900 209 0 0 304 708 45 64 150 137 548 1,055
Bntish Virgin Islands 6 Dec 0 0 0 0 0 0 0 0 0 0
Canada 6 Dec 577 __ 577 320 0 0 1 1,112
Cayman Islands 6 Dec 4] 0 0 0 0 0 0 0 0 0
Chile 6 Dec 47 0 47 0 0 0 4 10 0 2 0 1 825 766
Colombia 6 Dec 5 5 10 42 0 0 18 85 17 22 2 40 15 12
Costa Rica 6 Dec 1" 3 14 7 0 0 2 0 10
Cuba 6 Dec 0 0 0 0 0 0 0 3 0 0 0 0 0 0
Dominica 6 Dec 0 0 0 0 0 0 0 0 0 0 0
Dominican Republic 6 Dec 1 0 1 0 0 0 17 21 0 0 4 6 1 2
Ecuador 6 Dec 0 0 0 30 0 0 42 89 19 32 17 15 148 67
El Salvador 6 Dec 0 0 0 1 o 0 3 2 0 2
French Guiana 22 Mar 0 0] 0 0 0
Grenada 6 Dec 0 0 0 0 0 0 0 0 0 0 0 0 0 0
Guadeloupe 6 Dec 116 0 116 1 0 0
Guatemala 6 Dec 2 0 2 0 0 0 5 2 6 10 0 0 92 24
Guyana 6 Dec 0 0 0 0 0 0 0 0 0 0 0 0 0 0
Hait 22 Mar 0 0 0 4] 0
Honduras 6 Dec 1 5 6 3 0 0 5 9 1 4 0 0 121 134
Jamaica 6 Dec 0 0 0 0 0 0 2 1 4
Martimique 22 Mar 0 0 0 0 0
Mexico 6 Dec 0 8 8 84 0 0 142 165 39 64 0 0 199 32
Montserrat 6 Dec 0 0 0 0 0 0 0 0 0
Netherlands Antilles |22 Mar 0 0 0 0 0
Nicaragua 6 Dec 0 0 0 0 0 0 10 10 0 1 0 0 41 6
Panama 6 Dec 0 0 0 0 0 0 1 2 1 0 0 0 84 0
Paraguay 6 Dec 124 0 124 5 0 0 24 23 11 8 0 0 24 13
Peru 6 Dec 0 1 1 65 0 0 42 44 26 36 1 4 608 203
Puerto Rico 6 Dec 0o 0 7 0 0
St Vincent/Grenadines| 6 Dec 0 0 0 0 0 0 0 0 0 0
St Kitts/Nevis 6 Dec 0 o] 0 8] 0 o] 0 0 0 0
St Lucia 6 Dec 0 0 o] 0 0 0 0 0 0 0
Suriname 6 Dec o] 0 0 4} 0 (¢} 2 4 0] 1 0 0 0 2
Trinidad & Tobago 6 Dec 1 0 1 0 0 0 2 15 0 0 1 0 7 56
Turks & Caicos 6 Dec 0 0 0 0 0 0 1 0 0 4]
United States 6 Dec 127 127 466 0 0 481
Uruguay 6 Dec 0 0 0 0 0 0 0 1 0 0 0 0 10 15
Venezuela 6 Dec 3 15 18 35 0 0 18 6 5 0 0 393 135
TOTAL 26,560 452 27,012 | 1317 0 0 | 666 1,229 184 259 177 205 | 3,530 4,559

Data not available

—Clinically confirmed cases are not reported

*

Laboratory and clinically confirmed cases



1997 PAHO Award for Immunization

Dr Rosario Quiroga, EPI Program Manager from Bo-
livia, became the third recipient of the PAHO Immunization
Award, which recognizes outstanding contributions to a
national immunization program and to a country’s efforts in
controlling and/or eliminating vaccime-preventable diseases
The award includes a certificate and US$ 2,000 Previous
recipients were Ms
Clarice Watson, EP] i
Nurse Coordinator in '
Guyana, and Ms
Miriam Strul, EPI
Manager for Peru

ThePAHO Award
for Immumization was
established 1n 1993,
following the receipt
ofthe Prince Mahidol
Award by Dr Cio
de Quadros, Direc-
tor of PAHO’s Spe-
cial Program for Vac-
cines and Immuniza-
tton, for his contn-
bution to the 1991
eradication of polio- |
myelitis in the West-
ern Hemisphere A
portion of the mon-
etary component of
the Prince Mahidol Award was matched with funds from
PAHO to establish an annual Immunization Award Dr
Quiroga was selected by a Commuttee which 1s generally
mtegrated by the members of PAHO’s Technical Advisory
Group on Vaccine-Preventable Diseases (TAG)

Dr Rosario Quiroga addresses the XL Meeting of PAHO's Directing Council in September, upon
recetving her award for outstanding contribution

Dr Quiroga 1s a medical doctor with post-graduate
studies 1n the area of maternal and child health After
extensive field work, Dr Quiroga joined Bolivia’s EPI 1n
1987 1n charge of cold chain operations and was promoted
to EPI Manager in 1990 Under her leadership the national
immunization program in Bolivia has seen marked improve-
ments, particularly
in the development
of information sys-
tems at the local level
and 1 fostering ac-
tive community par-
ticipation for immu-
nization activities
Dr Quiroga has also
! been successful
mobilizing the sup-
port of several agen-
cies and organiza-
tions for the EPI

Immunization
coverage 1n Bolivia
© 15 now at 1ts highest
level, from an av-
erage of 48% for
BCG,DPT,OPVand
measles vaccines mn
1990, to an average
of 90% for the same
vaccmes 1 1996 Missed opportunities to vaccinate have
virtually been elimmated The country has also notably
mcreased 1ts national contribution for the procurement of
biologicals, and there has been increase i national resources
toward the areas of cold chain and social mobilization

The EPI Newsletter 1s published every two months, mn Spanish and

Englishby the Special Program for Vaccmes and Immunization (SVI) of the Pan
American Health Organization (PAHO), Regional Office forthe Americas of
the World Health Orgamzation (WHQ) Its purpose is to facilitate the
exchange of1deas and information concerning immunization programs in the
Region, morderto promote greater knowledge of the problems faced and thewr

possible solutions
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Pertussis Outbreaks in the Americas

In 1997-1998, several outbreaks of pertussis have been
reported n the Region The following article summarizes
preliminary information on the outbreaks occurring in
Guatemala and Brazil

Guatemala

An outbreak of pertussis 1s affecting the Department of
Quiche 1n Guatemala since November of 1997 The outbreak
started n Ilom, a community

Contributing factors to the outbreak include a large
number of susceptibles due to low vaccination coverage and
the prolonged absence of B pertussis circulation in an
1solated community with relatively low population mobuility
This area was also hard-hit by the long armed conflict
Guatemala, which ended in December of 1996 Factors
contributing to the high case-fatality rate observed 1n Ilom
mclude malnutrition, especially among children under 5,

mhabited primanly by indig-
enous populations that live
geographical 1solation Vacci-
nation coverage n these com-
munities 1s estimated to be ap-
proxmmately 13% The village
of Ilom has a health post at-
tended by a health worker

Rate per 100,000 population
25

20

Two months elapsed be- ®

tween the occurrence of the
first cases and deaths and the
actual notification to health au-
thorities By that time, 324
cases had been reported The
outbreak affected over 10% of
the population living in the vil-
lage Of the total reported

* Provisional data
Source SVIIPAHO

Figure 1
Annual incidence of pertussis and vaccine coverage
with DPT3n children less than 1 year of age
Region of the Americas, 1978-1997*
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poor hygiene and crowded con-
dittons

Different control measures
were put into place during the
outbreak There was a change
n the vaccination schedule for
DPT The first of 3 doses was
moved forward from 2 months
to 1 month, and intervals be-
tween vaccmation were moved
from 2 months to every 4
weeks Followmg the imtia-
tion of the outbreak, vaccina-
tion with DPT was performed
house-to-house 1n all commu-
nities As the outbreak devel-
oped and because of the con-
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cases, 17 persons died (case fatality rate = 5 2%) Highest
age-specific mcidence rates (48 9%) and case-fatahity rates
(9 4%) were observed 1 the population 0-5 years of age
Bordetella pertussis was 1solated 1n a nasopharyngeal sample
from a four-year-old child and serology was also positive in
four blood samples from the outbreak

During the second week of January of 1998, more cases
occurred affecting several neighboring commumities (they
share the road to the market) As ofthe end of January, there
were an additional 269 cases reported, predominantly among
children 5 to 9 years of age, who accounted for approxi-
mately 50% of the cases

Inthisissue:

Pertussis OQutbreaks inthe Amencas
importation of Measles to Costa Rica
Measles Vaccination Campaigns
Update Sao Patlo Measles Qutbreak .

G N -

trol measures. 1t was observed
that there were reduced number of cases among mnfants and
young children All cases and contacts have been treated
with the appropnate antibiotics

Source Muustry of Health, Guatemala
Brazil

Starting at the end of October 1997, several cases of
pertussis were reported among mdigenous communities in
the state of Acre These territories are near the Peruvian
border and there 1s frequent contact between the indigenous
populations on both sides During December, a group of
vaccinators coordinated by the Mmistry of Health visited the

Polio Surveillance
Reported Cases of Selected Diseases
Vaccnes of Quality

R~
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Upper Enviera River area 1n the mumcipality of Feyo, to
mvestigate the outbreak and vaccmate children under 7 years
of age with DPT vaccine This opportunity was also used to
vaccinate people with other antigens The total population
living 1n the area 1s approximately 2,500

Since a non-governmental organization left the area at
the end of 1995, vaccination coverage with three doses of
DPT has fallen from 73% m 1995 to 16% 1n 1996, and 9% n
1997 A total of 98 pertussis cases were clinically-confirmed
by the physician who accompanied the mvestigation team
The paroxysmal cough, cyanosis, and post-tussive vomiting
were some of the pertussis symptoms found m the children
Information was collected for 91 (93%) of the cases 17
(19%) occurred 1 children under 1 year, 40 (44%) m
children 1-4 years, 22 (24%) in children 10-14 years, and 6
(7%) m persons over 15 years of age Age was not known m
2 cases Forty-three (47%) cases had unknown vaccination
status, 42 (46%) were unvaccinated, and 2 (2%) occurred in
persons who had completed therr DPT vaccination sched-
ule Four (4%) cases occurred 1n persons who had been
partially vaccmated Ofthe total cases reported, there were 9
deaths (case-fatality rate = 10%), all occurring 1n children
under 2 years of age, six of whom were less than 1 year of
age The last 3 cases were reported i week 52 of 1997

As part of the outbreak control activities in the Upper
Enviera River, 91 children under 1 year of age were vac-
cmated with DPT, 52 of whom received their first dose In
addition, 455 children 1-6 years of age were vaccinated The
second and third doses of DPT will need to be applied, as
well as vaccination of nearly 14,500 infants from other hard-
to-reach indigenous populations in Acre

In December, cases were notified i the Rio Purus area
of the Santa Rosa municipality, also 1n the state of Acre
Preliminary data was obtained in only 3 of the 19 villages,
which reported a total of approxumately 100 cases with 5
deaths

Source GT Diphtheria and Pertussis, National Health Foundation,
Minstry of Health, Brazil

Editorial note: Pertussis 1s a highly transmuissible
bacteria (up to 90% 1n susceptile mdividuals), 1t affects all
age groups and can be deadly Deaths occur primanly mn

children under 2 years of age, with those less than 12 months
at highest risk Unlike measles, maternal antibodies do not
confer immunity to newborns, so nfants are susceptible
from birth

Vaccnation coverage with three doses of DPT vaccine
has mmproved notably in the Region during the past 20
years—from 12% n 1978 to 86% 1 1996 This has
produced a steady decline 1n reported cases over the same
pertod In 1978, over 100,000 cases were reported, com-
pared with 17,000 cases reported 1in 1996 (Figure 1)

There are, however, persistent problems with pertussis,
ncluding difficult diagnosts, poor surveillance, inadequate
laboratory support and high underreporting of cases
adolescents and adults Given 1ts chinical presentation, per-
tussis may often be confused with other acute respiratory
mfections and pneumoniae One of the major difficulties in
establishing pertussis surveillance is the variety of symp-
toms which can accompany the disease Symptoms range
from slight to fatal paroxysmal coughing and vormting, and
complications mnclude pneurnoma, encephahtis and nutri-
tional impairment The seventy of the disease 1s also related
to the age and vaccination status of the patient

As mentioned above, 1n 1996, Regional coverage with
DPT vaccine was 86% National average was below 80% n
only three countries—DBrazil, Guatemala and Venezuela (75%,
73% and 57%, respectively) During the last meeting of the
Technical Advisory Group on Vaccine-Preventable Dis-
eases (TAG) held in Guatemala in 1997, countries were
encouraged to strengthen surveillance activities, standardize
case reporting and laboratory diagnosis, reinforce routine
immunization to achieve and mamtain DPT3 coverage above
90%, and to implement selective investigation on distribution
by age and sex, case vaccination status, case-fatality and
mci-dence rates, particularly during outbreaks

These recent outbreaks i Brazil and Guatemala have
occurred primarily among indigenous people living in remote
arcas They were preventable and therefore, increased
efforts are needed to provide all recommended EPI vaccines
to the target populations throughout the Region, especially
persons living 1n areas with poor access to health services

L .

Importation of Measles to Costa Rica

From July through October of 1997, Costa Rica experi-
enced a measles outbreak with a total of 12 laboratory-
confirmed measles cases Ten clhimically-confirmed measles
cases were reported for the entire year The following article
summarizes the findings of the team that investigated the
outbreak

The measles elimination mitiative was launched in Costa
Rica mn 1993, but only 75% vaccmation coverage was
achieved in children under 15 years of age during the attack
phase (catch-up campaign) Since 1995, selective vaccina-
tion campaigns have been held annually, most recently n
Apnl 1997 The age for vaccmation with measles-mumps-

2

rubella (MMR) vaccine was 12 months of age prior to 1991,
18 months of age from 1991-1994, and 15 months of age
from 1994 onward In 1992, a booster dose was mmple-
mented at the age of 7 years (first grade of school) The last
measles epidemic occurred from 1990 to 1992, producing
more than 8,000 cases and 56 deaths The last confirmed
case of measles corresponds to that time

From January through June 1997, there had been 49
suspected measles cases reported Of these, 38 were dis-
carded, 10 were under mvestigation and one case was
clinically confirmed



Investigation

The first laboratory-confirmed measles case (index
case), was a 27 year-old from the county of Liberia in the
Northwest province of Guanacaste, who worked as a cook
at a restaurant on the El Tamarindo beach, a tourist complex
located approximately 60 km from Liberia with at least 60
hotels The case had rash onset on 22 July 1997, accompa-
nied by conjunctivitis and poor general condition On 25
July, the patient developed a generalized maculopapular
rash, and was adnutted to Liberia Hospatal for three days A
specimen from the patient tested positive for measles at the
national laboratory (INCIENSA) The result was confirmed
by the Measles Reference Laboratory of the Gorgas Center
in Panama

Twenty days prior to the illness, the patient had moved
from Libena to El Tamarindo beach to work mn a restaurant
The patient was living in Santa Rosa, approximately 10 km
from El Tamarindo, with a population of approximately
1,000 As cook, he did not have much contact with the
restaurant’s clients Community investigation did not show
any suspected measles cases i Santa Rosa The patient does
not remember being vaccinated against measles

The second documented case, a woman 33 years of
age, had rash onset on 11 August, and was hospitalized for
five days On 21 August, a third case was reported in a 12
month old child from Cuajimquil in La Cruz county, who was
hosprtalized that same day in Libernia Hospital The mother
revealed that her chuld had been previously hospitalized on 8-
9 August, with asthmatic bronchitis There were two
additional cases in Cuajiniquil, in children 13 and 14 months
of age, who had direct contact with this patient

On 9 September, two more cases were reported 1n
Liberia One, a girl of 7 months, was hospitalized from 21 to
25 August, with viral meningitis in Liberia Hospital Fever
and rash began ten days after her discharge, on 2 September
The other case was a girl 6 months of age, for whom there
was no determuned source of infection All cases m this
series were confirmed by INCIENSA and the Gorgas
Laboratory

A detailed mvestigation took place from 4-8 October,
1997 An analysis of vaccination coverage showed that at
least 3 of the 12 counties 1n the province of Guanacaste did
not achieve the required coverage rates for measles (more
than 90%) n children under 1 year of age in the last two
years

The epidemiological history of the index case indicates
that he hkely contracted the virus at El Tamarindo beach, a
popular tounst attraction Most visitors come from Europe,
North America, Canada, South America, and some from
Central America The largest hotels register between 35,000
and 40,000 tourists per year

All contacts of the mndex case at the restaurant were
interviewed without result Next, selected hotels were vis-
ited The manager of one said that in early July, three
Brazilian tourists were lodged, one of which presented fever
upon arrival and subsequently rash appeared A physician
diagnosed measles but did not report the case The three

guests left the hotel around 19 August 1997 Thishotel1sless
than 100 meters from the restaurant where the index case
worked, and 1t 1s probable that the tourists went to eat 1n that
restaurant Two other suspected measles cases were found
during the active search

PAHO contacted the Minstry of Health 1n Brazil to
investigate the suspected measles case from this Brazilian
tourist The case was confirmed as measles and 1t was also
determined that the case was from the Sao Paulo area

An analysis was carried out of all patients that entered
the Hospital of Libena from mid-July through the end of
September, to determine whether these patients had dis-
seminated the virus to other regions of the country upon
leaving the hospital It was found that patients from all 12
counttes of the Guanacaste province had been hospitalized,
as well as people from five other counties of the country,
including San José, and two patients from Nicaragua

Control Measures

Selective vaccination was carned out m the county of
Liberna targeting the entire population under 15 years of age
A national vaccination campaign agamst measles was imple-
mented on 20 October 1997

All countries in the Region of the Americas were alerted,
particularly those i Central America, of the high nisk of
importations, especially in areas with low vaccination cover-
age

Conclusions

Measles virus circulated 1n the province of Guanacaste
from July to October 1997 The first case was presented 1n
an adult of 27 years, hospitalized on 25 July 1n the hospital of
Libena Eleven more cases were confirmed, the last in
October No other cases have been confirmed either in the
Guanacaste province or in the rest of the country Almostall
the cases in the first generation 1n the counties of Liberia and
La Cruz had contact with the Liberia Hospital as source of
mfection and were linked to the imndex case This suggests
that transmission took place within Liberia Hospital

As recommended by the XII Techmcal Advisory Group
on Vaccine-Preventable Diseases (TAG) in Guatemala, 1t 1s
necessary to monitor vaccination coverage by district and to
characterize districts at high-nisk for measles (coverage less
than 90%) Viral 1solation 1s required from all chains of
transmission An adequate sample of urine should be taken
mn sterile contamer at first contact (preferably within one
week of rash onset) with suspected measles cases

Source Mimstry of Health, Costa Rica

Visit the new Measles News section
on the World Wide Web page of the
Special Program for Vacomnes and kamunization at
http:/lwww.paho.org/english/svihome.htm
This section contains up-to-date information on
the Regional measles initiative, including the latest
news, figures and graphs.
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Measles Vaccination Campaigns

Campaign 1-14 Average Campaign 1-4 Next
Region Country/Terntory (Catch-up) routine coverage (Follow-up) Follow-up
Year | Coverage 1994-1996 Year | Coverage Due
(%) _ (Keep-up) (%)
Andean Bolivia 1994 98 90 1998
Colombia 1993 96 93 1995 90 1999
Ecuador 1994 100 70 1998
Peru 1992 75 87 1995 97 1999
Venezuela 1994 100 75 1998
Brazil Brazil 1992 96 80 1995 77 1999
Central America | Belize 1993 82 82 1995 85 1999
Costa Rica 1993 75 90 - - 1998*
El Salvador 1993 96 89 1996 82 2000
Guatemala 1993 85 73 1996 60 2000
Honduras 1993 96 9 1996 85 2000
Nicaragua 1993 94 81 1996 97 2000
Panama 1993 88 86 1996 94 2000
English-speaking | Anguilla 1991 99 97 1996 100 2000
Canbbean and Antigua & Barbuda 1991 96 95 1996 92 2000
Suniname Bahamas 1991 87 91 1997 78 2001
Barbados 1991 96 98 1996 91 2000
Bntish Virgin Islands 1991 88 100 1996 90 2000
Cayman Islands 1991 85 92 - - -
Dominica 1991 95 95 1996 100 2000
Grenada 1991 98 89 1996 81 2000
Guyana 1991 94 84 1996 90 2000
Jamaica 1991 71 87 1995/6 85 1999
Montserrat 1991 100 100 1996 100 2000
St Kitts & Newvis 1991 98 100 1996 100 2000
St Lucia 1991 97 94 1996 85 2000
St Vincent & Grenadines 1991 97 100 1995 84 1999
Sunname 1991 89 75 1997
Trnidad & Tobago 1991 90 88 1997 96 2001
Turks & Caicos 1991 81 98 1996 95 2000
Latin Canbbean | Cuba 1987 98 100 1993 99 1998*
Dominican Republic 1993 77 84 1998*
Haiti 1994 94 28 1998*
Mexico Mexico 1993 88 91 1998*
Southern Cone Argentina 1993 97 98 1998*
Chile 1992 99 94 1996 100 2000
Paraguay 1995 70 78 1999
Uruguay 1994 95 88 1998
Data not available - No campaign * Overdue

Data as of 21 January, 1998

Follow-up vaccination campaigns are an essential com-
ponent of PAHO’s measles eradication strategy A follow-
up campaign 18 defined as a periodic measles vaccination
campaign which targets all children 1 to 4 years of age,
regardless of prior vaccmation status or disease history

However efficient the catch-up (vaccination campaign
aimmed at all children 1-14 years of age) and keep-up
(vaccmation through routine services) vaccination efforts
are, there will mevitably be an accumulation of measles
susceptible preschool-aged children over time The primary
purpose of follow-up campaigns 1s to prevent this accumu-
lation of susceptible children from reaching dangerous levels
which can increase the risk of a measles outbreak

4

Two factors contribute to the build-up of susceptible
children First, measles vaccine 1s less than 100% effective,
thus leaving some children unprotected following vaccina-
tion Second, measles vaccination coverage for each birth
cohort will almost always fall short of reaching all children

PAHO’s measles eradication strategy recommends that
penodic follow-up vaccination campaigns be conducted
whenever the estimated number of measles susceptible
preschool-aged children (children 1-4 years of age) ap-
proaches the size of an average birth-cohort The interval
between campaigns will depend upon the vaccination cover-
age obtamned among nfants through routine services since
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thelastcampaign The lower the average routine vaccination
coverage, the shorter the interval between campaigns For
example, 1f an average of only 60% routine coverage 1s
obtamed, a follow-up vaccmation campaign would be needed
approximately every two years, 1f 80% average coverage 1s
obtamned, then campaigns will be needed approximately
every four years The maximum allowable interval between
campaigns 15 4 years Most countnies of the Americas are
able to mamtain an average routine coverage of at least 80%
and conduct follow-up campaigns every 4 years

The table on page 4 summarizes available data concern-
g measles vaccination activities by country At this pomnt
there are several countries which are overdue for follow-up
campaigns or are due for campaigns in 1998 The followmng
countries overdue for a campaign are at relatively increased
nisk for measles outbreaks and should conduct follow-up
campaigns as soon as possible Argentina, Costa Rica,
Cuba, Dominmican Republic, Haiti, and Mexico The
following countries are due to conduct follow-up cam-
paigns in 1998 Bolivia, Ecuador, Venezuela and Uruguay

Update: Sao Paulo Measles Outbreak

This article updates the nformation published i the
June 1997 edition of the EPI Newsletter

During 1997 and through 20 January 1998, a provisional
total of 26,722 confirmed measles cases was reported from
the countries of the Amenicas Of these, 25,599 (96%) were
reported from Brazil Of the Brazil cases, 20,459 (80%)
occurred 1n the state of Sao Paulo The outbreak began
during late 1996 with a total of 27 confirmed cases During
1997, cases were reported from over 250 of the state’s 645
municipalities Of the total

* Selective vaccination of unvaccinated children under 5
years of age i June 1997 (161,987 doses admimistered)

* Vaccmation of health workers (182,562 doses adminis-
tered)

* Extended contact vaccination of persons under 30 years
of age, to reach those possibly exposed to cases of
measles, including households, neighborhoods, work-
place, schools and other high-risk groups (856,534 doses
admimstered)

e Indiscriminate vaccmation of

cases, 18,542 (91%) were re-
ported from the Greater Sao
Paulo metropolitan area

The age-groups most af-
fected by the Sao Paulo out- | . (Thousands)
break were infants under 1 year |4
of age, (440 cases/100,000 1
population), followed by young |3
adults 20-29 years, (164 cases/
100,000), children 1-4 years |,
(47 cases/100,000 ) and chil-
dren 5-9 years (32 cases/
100,000)

As 0f 20 January, atotal of |o
20 measles deaths were re-
ported (1 death per 1,022 re- |+as of 15 January 1998

1 Under Investigation
3 Discarded
Sl Laboratory canfirmed

IO UL

ported cases, total case-fatal- Source Center for Epidemiological Surveillance, Sao Paulo

Figure1
Classification of suspected measles cases
by week of rash onset
Sao Paulo, Brazil, 1997*
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Week of rash onset

children 6 months through 4
years 11 months of age m Au-
gust 1997 (3,085,221 doses
admumstered) Coverage 1s es-
timated to be 100% usmg offi-
cial population data

Vaccination campaign
* 6 months - 4 years)

* Selective vaccination of
school-aged children between
5-15 years of age between Sep-
tember and November 1997
(298,039 doses admmustered)

« Intensification of routine vac-
cination agamst measles for
children between the ages of 9
and 15 months of age

These 1nterventions ap-

ity rate of 0 10%), 17 (85%)
were residents of the Greater Sao Paulo metropolitan area

The age distribution of persons dying of measles 1s as
follows 11 (55%) were mfants less than one year of age, 3
(15%) were children 1-4 years of age, 2 (10%) were
children 5-9 years of age, and 4 (20%) were young adults
20-29 years of age The following age-specific case-fatality
rates were observed 1n mfants < 1 year of age (0 38%),
children 1-4 years of age (0 25%), children 5-9 years of age
(0 20%) and young adults 20-29 years of age (0 04%)

The following strategies were implemented with the
goal of reducing measles virus circulation

* Lowering the age of routine measles vacciation from 9
months to 6 months

peared to have been effective
1n slowing the epidemic From week 36 on (two weeks after
the indiscriminate vaccination campaign) there was a sharp
drop i the number of cases (Figure 1) In addition to this
drop, there was a marked reduction 1n the proportion of
suspected measles cases that were confirmed by laboratory
testing Prior to the campaign (weeks 24 to 33), 67% of
suspected measles cases were confirmed by laboratory, and
following the campaign (weeks 36 to 45) only 43% were
confirmed

The Center for Epidemiological Surveillance of the Sao
Paulo State Health Secretaniat, mn collaboration with the
National Health Foundation of the Ministry of Health and the
State Promotion for Mass Immunization and Education
(FESIMA), along with PAHO are conducting a detailed
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study to determine the risk factors for acquiring measles in
this outbreak This study seeks to track the dynamic of
measles virus transmussion and other factors that may
explam the occurrence of this epidemic

Source Centerfor Epidemiological Surveillance, Sao Paulo State Health
Secretariat, Brazil

Editorial Note Although the outbreak investigation 1s
continuing, the Sao Paulo experience clearly demonstrates
both the infectiousness and lethality of measles virus
Following a prolonged period of low measles incidence, the
virus returned with a vengeance m Sao Paulo State Measles
has demonstrated its ability to find susceptible persons, even
1n areas with high vaccination coverage

Several factors appear to have combined to create
conditions which facilitated measles transnussion mn Sao
Paulo Furst, the failure to conduct a follow-up vaccmation
campaign 1m 1995, combined with low routine vaccmation
coverage (keep-up vaccination) among infants allowed for
the accumulation of susceptible children 1n Sao Paulo
Second, the presence of large numbers of susceptible young
adults who, for a variety of reasons, escaped both natural
measles infection and measles vaccination mcreased the risk
of a measles outbreak Third, measles virus was imported
mto Sao Paulo, most probably from Europe Finally, the high
population density of the city facilitated contact between
persons mfected with measles and susceptible persons

Available surveillance data suggest that the major out-
break control activities implemented mn Sao Paulo helped to
reduce the number of susceptibles and slow the epidermc

However, these control measures were very expensive i
terms of financial and human resources, not to mention the
opportunity cost of the interventions Over 4 5 milhon
persons were vaccinated in these efforts Combined with the
direct costs associated with medical care and the indirect
costs due to decreased productivity, both acutely and
chronically, this outbreak was very costly

The overriding objective of PAHO’s measles eradica-
tion strategy 1s the prevention of measles outbreaks Itis far
better (and cheaper) to prevent an outbreak than to be forced
to attempt to control an outbreak Measles outbreaks can be
prevented by achieving and mamtaining high population
mmmunity i susceptible populations, combined with the
absence of imported measles virus

Sao Paulo will now need to redouble its efforts to
prevent future measles outbreaks High coverage levels of
measles vaccination must be achieved and mamntamned for
infants at therr first birthday Follow-up campaigns must be
conducted every four years to assure the highest possible
level of measles population immunity A two-dose schedule
1s clearly not an appropriate measles eradication strategy
unless nearly universal coverage can be assured 1n a timely
manner for both doses of measles vaccine Moreover,
efforts need to be made to assure immunity in adolescents
and young adults who are at mghest risk for exposure to
measles virus These interventions, combined with a the
reduction of measles importations from other regions of the
world, will greatly decrease the nsk of another major
measles outbreak in Sao Paulo or elsewhere in the Americas

Polio Surveillance

In 1998, the Region of the Americas will complete 1ts
seventh year since the last case of poliomyelitis was de-
tected, and the fourth year since polio was declared eradi-
cated in the Western Hemisphere by the International Com-
mussion for the Certification of Pohomyelitis Eradication
Still n front of us, however, 1s the projected worldwide
eradication of polio by the year 2000 While polio circulates
n other regions of the world, the Americas must remain alert
1n the surveillance for cases of acute flaccid paralysis (AFP)

The table at right compares countries’ fulfillment of
AFP surveillance criteriain 1994, the year polio was declared
eradicated, and 1n 1997 For the most part, countries have
been consistent 1n maintaining AFP surveillance However,
the mdicator measuring AFP rate per 100,000 has declined
sharply This 1s an mdication that fewer AFP cases are bemg
detected and entered into the surveillance system, which
subsequently tmpacts the other surveillance criteria

AFP Surveillance Indicators, 1994 and 1997*

80% weekly

AFP Rate >
Country reporting units

n stool 1100 000 in
48 hours sample taken | children < 15 years

1904 | 1997 | 1994 5 1997 | 1994 | 1997 | 1994 | 1997

80% of cases | 80% of cases with
d withi 1 ad

Argentina
Bolivia
Brazil

Chile
Colombia
Costa Rica
Cuba
Dominican Republic
Ecuador

El Salvador
Guatemala
Harh
Honduras

Mexico 7
Nicaragua

Panama

Paraguay

Peru

Uruguay

Venezuela

Total Countries 18 17 18 17 11 12 18 12

7770 Meet critena in 1997 B Meet cnteria in 1994
* Data as of 3 January 1998 (Week 53) Source SVI/PAHO (PESS)
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Number of reported cases of measles, poliomyelitis, tetanus, diphtheria, and whooping cough,

Reported Cases of Selected Diseases

from 1 January 1997 to date of last report, and the same epidemiological period m 1996, by country

Date Measles Polio Tetanus Diphthenia | Whooping
of Confirmed 1997 Confir Cough

Country/Territory last |Labo- Clim- Total| med* Non Neonatal Neonatal

report | ratory cally 1996 | 1997 1996 | 1997 1996 | 1997 1996 | 1997 1996| 1997 1996
Anguilla 3Jan 0 0 0 0 0 0 0 0 0 0 0 0 0 0
Antigua & Barbuda 3 Jan 0 o] 0 0 0] 0 0 0] 0 0 0 0 0 0
Argentina 3 Jan 48 10 58 59 0 0 18 41 3 4 0 0 321 767
Bahamas 3 Jan 1 0 1 0 0 0 0 1 0 0 0 0 0 0
Barbados 3 Jan 0 0 0 0 0 0 0 1 0 0 0 0 0 0
Belize 3Jan 0 0 0 0 0 0] 1 3 0 0 0 0] 0 1
Bermuda 3 Jan 0 0 0 0 0 0 0 0 0 0 0 0 3 0
Bolivia 3Jan 1 0 1 7 0 0 4 4 8 14 3 1 125 43
Brazil 3Jan |25,145 454 25,599 580 0 0 304 815 45 83 160 181 546 1,245
British Virgin Islands 3Jan 0 0 0 0 0 0 0 0 0 0 0] 0 9] 0
Canada 3Jan 580 __ 580 327 0 0 3 2 1 2,914 4,809
Cayman Islands 3 Jan 0 0 0 0 0 0 0 0 0 0 0 0 1 0
Chile 3 Jan 54 0 54 0 o 0 4 17 0 0 0 1 825 1,094
Colombia 3 Jan 5 5 10 160 0 0 21 7 24 26 2 40| 425 111
Costa Rica 3Jan 12 3 15 24 0 0 3 3 0 0 0 0 30 20
Cuba 3 Jan 0 0 0 0 0 0 0 3 0 0 0 0 0 0
Dominica 3 Jan 0 0 0 0 0 0 1] 0 0 0 0 0 0 0
Dominican Republic 3Jan 1 0 1 0 0 0 14 17 0 0 25 6 1 2
Ecuador 3Jan 0 0 0 42 0 0 39 88 25 36 19 22 245 163
El Salvador 3Jan 0 0 0 1 0 0 3 10 2 5 0 0 2 3
French Guiana 0 0 0 0 0
Grenada 3Jan 0 0 0 0 0 0 0 0 0 0 0 0 0 1]
Guadeloupe 3Jan 116 0 116 13 0 0
Guatemala 3 Jan 2 0 2 1 0 0 5 2 6 12 0 0 92 66
Guyana 3 Jan 0 0 0 0 0 0 0 2 0 0 0 0 0 44
Hat 26 Jul 0 0 0 1 0 0 0 33 0 0
Honduras 3Jan 1 5 6 4 0 0 10 20 1 4 0 0 160 200
Jamaica 3 Jan 0 0 0 4 0 0 6 13 0 0 0 0 4 22
Martinique 0 0 0 0 0
Mexico 3Jan 0 0 0 180 0 0 163 229 41 64 0 0] 206 32
Montserrat 3Jan 0 0 0 0 0 0 0 0 0 0 0 0 0 0
Netherlands Antilles 0 0 0 0 0
Nicaragua 3Jan 0 0 0 0 0 0 13 9 1 1 0 0 330 14
Panama 3Jan 0 0 0 0 0 0 1 3 1 0 0 0 103 44
Paraguay 3 Jan 124 0 124 13 0 0 28 16 15 10 0 0 27 40
Peru 3Jan 0 1 1 105 0 0 63 57 35 46 2 4 989 355
Puerto Rico 3 Jan 0o __ 0 8 0 0
St Vincent/Grenadines| 3 Jan 0 0 0 0 0 0 0 0 0 0 0 0 0 0
St Kitts/Nevis 3 Jan 0 0 0 0 0 0 0 1 0 0] 0 0 0 0
St Lucia 3 Jan 0 0 0 0 0 0 1 0 0 0 0 0 0 0
Suriname 3 Jan 0 0 0 0 0 0 0 4 0 o} 0 0 0 2
Trinidad & Tobago 3 Jan 1 0 1 0 0 0 4 5 0 o] 0 0 1 0
Turks & Caicos 3 Jan 0 0 0 [} 0 0 0 0 0 o] 0 0 0 0
United States 3Jan 135 135 489 0 0 42 5 0| 5461 7,796
Uruguay 3 Jan 0 0 0 2 0 0 1 1 0 0] 0 0 12 17
Venezuela 3Jan 3 15 18 89 0 0 12 65 7 14 0 0 609 443
TOTAL 26,229 493 26,722 2,109 0 0 763 1,439 | 247 319 | 217  255] 13,432 17,333

Data not available

—Clinically confirmed cases are not reported

*

Laboratory and clinically confirmed cases



Vaccines of Quality

This article is the first of a series summarizing quality
control tests performed by manufacturers and National
Control Authorities (NCA), to determine if a particular
vaccine lot 1s of known quality This article focuses on the
various safety tests that can be performed and thewr role
Future articles will address the topics of safety tests used for
specific vaccines, potency testing, and the importance of
planning to maintain adequate vaccine stocks

The quality of a vaccme or vaccmne lot 1s not only
determuned by the results of testing Quality begins durmg
the manufacturing process, as early as at the selection of the
seed lot (bacterial or viral stramn used to inttiate the growth
that will lead to the final product), culture media, reagents,
and through the quality of the manufacturing process (ad-
herence to Good Manufacturing Practices)

The NCA, through 1ts National Control Laboratory, may
decide not to perform all the tests, however, the manu-
facturer’s protocol must be thoroughly evaluated to assure
that testing has been performed

Quality control of a vaccme consists of two main
components safety, and potency or efficacy of the vaccine
Safety evaluations ensure that the vaccine does not contain
mgredients harmful to people or amimal These may include

* the agent itself in the case of a toxin, or the bacterial or
viral strain,

* chemicals added during the process intentionally that are
not completely removed,

* the substrate used, such as culture medium, culture cells,
eggs, serum or Liquids,

* chemucals or agents added unintentionally

Tests have been devised to address these different
problems

a Specific-toxicity tests have been designed to detect
residual toxicity (in the case of toxoids) or virulence
(incomplete nactivation of vaccine strain)

b An 1dentity test can also be included among the safety
tests, as 1t ensures that the antigen 1n the vaccine 1s the
same as indicated in the label

¢ Chemicals and substances are added to the vaccine
during the production processes anti-foaming agents,
mactivating agents, solvents, chemical reagents and
finally adjuvants and/or preservatives The concentra-
tion of these agents 1s usually momitored by chemical
reactions to ensure that the concentration is within
accepted specifications

d Other chemicals added unintentionally through contami-
nated equipment or reagents can be present and pass
undetected The abnormal toxicity test or mnocuity test
has been devised for this purpose

e Substrates used for the fermentation processes or cell
growth are a special risk factor Animal components of
culture media may be contaminated with microorgan-
1sms, or products thereof that are a serious threat to
human health Attention 1s thus being paid to detect
mucrobial contamination through the sterility test

f Microorganism contamination during the production
process can be also monitored through the pyrogen test
and/or the endotoxin test, which detect membrane com-
ponents (lipopolysaccharides) of Gram negative bacte-
na

It 1s important to note that each of the tests mentioned
above 1s used to evaluate a specific area of vaccine safety,
and that these test results can only be interpreted within that
context One cannot demand more from a test than what 1t
was developed to do

The EPI Newsletter 1s published every two months, 1n Spamsh and

Englishby the Special Program for Vaccmes and Immumization (SVI) of the Pan
American Health Orgamization (PAHO), Regional Office for the Americas of
the World Health Orgamzation (WHO) Its purpose 1s to facilitate the
exchange of1deas and information concerning immumzation programs in the
Region, morder to promote greater knowledge of the problems faced and their

possible solutions

References tocommercial products and the publication of signed articles
n this Newsletter do not constitute endorsement by PAHO/WHO, nor do

they necessarily represent the policy of the Organization
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Annex 7
Weekly Epidenuological Record, 20 March 1998 (73" Year, No 12, pp81-88)
Article: Progress towards elimination of measles in the Americas
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Expanded Programme on Immunization (EP1)
. Progress towards elmination of measles i the Americas (
|
i

In 1994, the countries in the WHO Region of the Americas
established the goal of measles eliminaton by the year
2000 To achieve this goal, the Pan American Health
Organizanon (PAHO) has developed a measles ehmina-
tion strategy '

The PAHO messles ehminauon strategy aims to
achieve and mamtain very hugh levels of measles immunity
in 1infants and children, and detect all chains of transmis-
sion of measles virus through careful surveillance The
strategy ncludes 3 vaccimation components First, a one-
ume ‘ catch-up measles vaccination 1s conducted with the
aim to vaccinate all children 9 months through 14 vears of
age, regardless of measles disease historv or vaccinaton
status Second, efforts are directed at strengthening infant
immunizattion through rouune vaccination services
(“keep-up™) 1 order to mamtam the nterrupuon of
measles virus circulanon If high coverage 1s achieved and
maintained, the risk of an infant being exposed to measles
virus 1s low and the age ar which routine measles vaccina-
tion 1s admnistered can be safely increased from 9 to
12 months, thus providing an increase m vaccine effective-
ness Efforts are made to achieve 90% coverage mn each
successive birth cohort Third, pertodic “follow-up” vacci-
naton campaigns are conducted targeung all children 1 to
4 years of age In fact, since measles vaccine 1s less than
100% effecuive and unuversal vaccination coverage 1s rarely
achieved, there will be an accumulation of susceptible
mnfants and children over nme, increasing the risk of a
measles outbreak should the virus be mtroduced The
mterval between “follow-up” campaigns 1s determined by
the vacciation coverage obtamned through routine vacci-
nation services, but in pracuce, should be conducted at
least every 4 years

!SeeNo 16 1995 pp 113-115

Programme élargi de vaccination (PEV)
Progres realises vers I"elimination de la rougeole dans les Ameniques

En 1994, les pays de la Region des Ameriques se sont fixe pour but
d’eliminer la rougeole d’1c1 I’an 2000 C’est a cette fin que 1’Orga-
nisation panamericame de la Sante (OPS) a elabore une strategle
d’elimination de la rougeole’

Cette strategie vise a obtenir et a2 mainterur un degre eleve
d’immunite anurougeoleuse chez les nournissons et les enfants et a
rechercher toutes les voies de transmission du virus rougeoleux
grace a une survelllance attentive Cette strategie preconise des
operanions de vaccination en 3 temps Premierement, on procedera
a une vaccinanon de «rattrapage» en une fois visant a vacciner tous
les enfants ages de 9 mois a 14 ans, qu’ils alent eu ou non la|
rougeole et qu’ils arent ete vaccines ou non Deuxiemement, on
cherchera a renforcer 'immunisation des nournissons a ’aide des
services de vaccinaton de routine (¢«muise a jour des vaccinanons»)
de fagon a mterrompre definiivement la crculation du virus rou-
geoleux Si1 l'on parvient a obtenir un fort taux de couverture
vaccinale et a le mamtenir, le nsque pour un nourrisson d’étre
expose au virus rougeoleux sera faible, et ’age de la vaccination
rougeoleuse pourra sans danger étre porte de 9 a 12 mots, permet-
tant ainst d’augmenter ’efficacite du vaccin Ainsi, on s’efforcera
d’cbtenir un taux de couverture vaccinale de 90% dans chacune
des cohortes successives constituees d’apres la date de naissance
Troisiemement, on menera des campagnes de vaccinanon de
«suvi» ciblees sur les enfants de 1 a 4 ans En effet, I’efficacite du
vaccin antirougeoleux n’atteint pas 100% et 1l est rare d’obtenir!
une couverture vaccinale totale — le nombre de nourrissons et
d’enfants sensibles va donc s’accroitre avec le temps, majorant le
nsque d'une flambee de rougeole en cas de remtroductuon du
virus L’intervalle separant chaque campagne de «suivi» est en
fonction de la couverture vaccinale obtenue par les services habi-
tuels de vaccinanon, mais en pratique de 4 ans au maximum
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Surveillance 15 a crincal component of PAHO's
measles elimnation strategy Efforts have been made to
mmprove measles surveillance throughout the Repion,
including the laboratory invesugation of suspected measles
cases Health~-care workers are requested to collect venous |
blood samples from suspected measles cases Samples are |
tested for the presence of anti-measles IgM anubodies
using a sensiuve and specific enzvme mmmunoassay To
obtain more informaton concerning the molecular epide-
miology of measles virus attemprs are made to collect
appropriate specimens for virus 1solation trom every chain
of transmussion 1n the Region

Every country 1n the Region, with the excepuion of the
United States of America and several French and Dutch
Caribbean territories, conducted some form of measles
“catch-up” campaign between the years 1987 and 1994,
the coverage achieved 1n these campaigns was 94% region-
wide, and the range 1n country-specific coverage was 71%
10 99% In addition, there has been a progressive increase
I routine measles vaccination coverage among mfanrts
from 42% 1n 1980 to 86% n 1996 (Fr¢ 1) In 1996, 27
(57%) of 47 countries/areas achieved a coverage of art least
90% 1n their routine vaccination services and only 5 (11°%)
presented a coverage below 80% Since 1994, 26 (55%) of
the 47 countriessareas have also conducted follow-up
vaccimarion campaigns )

La survetllance est un element capital de la strategie d’elimin®
nion de la rougeole de ’OPS Dans toure la Region, les efforts ont
ete axes sur "amelioratton de la surveillance, notamment en inst-
tuant I’etude au laboratowre des cas presumes de rougeole Il est
demande aux agents de somns de sante de prelever du sang veineux
en parell cas On recherche dans ces prelevements la presence
d’IgM anurougeoleuses au moyen d’un dosage immunoenzyma-.
tique sensible et specifique Pour obtenir davantage d’informations
sur I'epidemiologie moleculaire du virus rougeoleux, on essate de
recueillir des echantillons destines a ['1solement du virus dans
chaque chaine de transmission de la Region

Tous les pays de la Region, a ’exception des Etats-Unis |
d’Amenque et de plusieurs territoires francais et neerlandais des|
Caraibes, ont mene sous une forme ou sous une autre des campa- '
gnes de vaccination de «rattrapager entre 1987 et 1994, la couver-
ture atteinte pendant ces campagnes a ete de 94% au niveau de la
region, et se situait entre 71% et 99% selon les pavs De plus, la
couverture vaccinale des nourrissons s’est progressivement accrue,
passant de 42% en 1980 a 86% en 1996 (Frg 1) En 1996, sur
47 pays ou territorres de la Region, 27 (57%) ont atteint une |
couverture d’au moms 90% grace aux services de vaccmation de
rounine et seulement 5 (11%) avalent une couverture de moms de |
80°% Depus 1994, 26 des 47 pavs ou tertitorres (55%) ont egale-
ment mene des campagnes de vaccinaton de suivi

Fig 1 Confirmed measles cuses and vaccnation coverage, Region of
the Americas, 1980-199%

Fig 1 Nombre de cus de rougeole confirmes et couverture vacanale, Region des
Ameriques, 1980-199%
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Following the implementation of the strategies out-
lined above, there has been a maiked reduction 1n the
annual number of reported measles cases in the Region
(Fig 1) In 1996, the all-ume record low of 2 109 con-
firmed measles cases was reported from the countries of
the Americas Of the 47 countries/areas which provide
measles surveillance data to PAHO on a weekly basis, 29
(61%) reported zero confirmed measles cases and 38
(80%) reported 10 or fewer cases Most of the Region was
free of measles virus circulation durning 1996

In 1997, however, there was a resurgence of measles mn
the Region, especially in Sdoc Paulo State in Brazil Prowi-
sional data recewved at PAHO through Februarv 1998
indicate a total of 88 485 suspected measles cases reported

Suire a la muse en ceuvre des strategies decrites plus haut, on a,
observe un recul sensible du nombre annuel de cas de rougeole
rapportes dans la Region (Fig 1) En 1996, le chuffre sans prece-
dent de 2 109 cas confirmes de rougeole seulement a ete rapporte
pour les Ameriques Sur les 47 pays ou territoires qui transmettent
chaque semaine des donnees sur la surveillance de la rougeole a
’OPS, 29 (61%) n’ont eu aucun cas confirme de rougeole et
38 (80%) ont rapporte 10 cas ou momns En 1996, la circulation du
virus rougeoleux etait interrompue dans la majeure parne de la
Region |

Toutefors, 1997 a vu la resurgence de la maladie, en paruculier
dans ’Etat de Sédo Paulo au Bresil Les donnees provisoires dontl
disposart ’OPS jusqu’en fevrier 1998 indiquent un total de,
88 185 cas presumes de rougeole dans les Amenques, 27 635
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from the countries in the Americas Of these, 27 635
'31%) have been confirmed, 33 120 (37%) have been
discarded, and 27 730 (31°) remain under investigation
Of the total confirmed cases, 26919 (97%) were
confirmed by laboratorv testing or eprdemiclogical linkage
to a laboratory-confirmed case and 716 (3%) were con-
firmed on clinical grounds alone, withour laboratory inves-
ugation Together, Brazil (26 348 confirmed cases) and
Canada (570 confirmed cases) accounted for 97% of the
total confirmed cases in the Region Other countries/areas
reporung more than 10 confirmed measles cases durning
1997 include the United States (135 cases), Paraguav
(198 cases), Guadeloupe (116 cases), Argenuna

(96 cases), Chile (59 cases), Venezuela (27 cases), and }

Costa Rica (15 cases)

Of the total confirmed cases reported from Brazl,
20 186 (77%) were reported from Sdo Paulo State - the
only state 1n the country that did not conduct a “follow-
up’ measles vaccination campaign 1 1995 Most cases in
this outbreak occurred 1 persons living 1n the greater Séo
Paulo metropolitan area Of the 19 322 confirmed measles
cases reported from Sdo Paulo State whose ages were
recorded, 9 938 (51%) occurred 1n persons 20-29 years of
age The highest age-specific mncidence rates were reported
m infants less than 1 year of age (456 cases per 100 000),
young adults 20 to 29 vears of age (156 cases per 100 000),
and children 1-4 years of age (45 cases per 100 000) Many
of the voung adult cases occurred among persons who
were members of certain risk groups congregatng m en-
closed environments including male migrant workers from
rural areas students, health-care workers, tounst-industry
workers, and military recruits Twentv measles-related
deaths were reported, 17 (85%) occurred in mnfants less
than 1 year of age

Measles virus was 1solated from several patients during
this outbreak Genomic sequencing of these virus 1solates
performed at the Measles Laboratory, Centers for Disease
Control and Prevention (CDC), Adanta, Georgia, United
States demonstrated that the virus circulating i Sdo Paulo
15 simular to virus 1solates recently obtained from western
Europe, suggesting that the virus responsible for the out-
break may have been imported from Europe Measles virus
spread from S&o Paulo to nearly every other state in Brazil
Other Brazilian states reporting large numbers of measles
cases mclude Bahia (1 013 cases), Minas Gerais (626
cases), Ceara (594 cases), Rio de Janeiro (577 cases),
Parana (462 cases), and the Federal District (432 cases)
Spread from Sdo Paulo to several other countnes in the
Region was documented, including Argenuna, Chile,
Costa Rica, Paraguay, Peru, and the United States

A detailed epidermological mnvestigation 1s currently
under way to determune specific nisk factors for measles 1n
Sdo Paulo Several factors, however, may have facilitated
widespread measles transmuission 1n the greater Sdo Paulo
metropolitan area First, the lack of a ttmely “follow-up”
vaccination campaign m 1995 for children aged 1 to
4 years, combined with low routine vaccination coverage
among infants, allowed for a rapid accumulanion of suscep-
uble preschool-aged children in Sdo Paulo Second, the
presence of large numbers of suscepuble young adults who
had escaped both natural measles infection and measles
vaccination increased the nsk of a measles outbreak
Third, measles virus was introduced into Sdo Paulo most
probably as a result of an importation from Europe
Finally, the high population density of the city greatly
facilitated contact between persons infected with measles
and those who were susceptible

'

d entre eux (31%) ont ete confirmes, 33 120 (37%) elimunes, ct‘
27 730 (31%) sont encore a ’etude !

Sur ’ensemble des cas confirmes, 26 919 (97%) onr ete confir-
mes par des tests de laboratotre ou par un lien epidemiologique
avec un cas confirme au laboratoire et 716 (3%) ne 'ont ete que
d’apres les symptomes climiques, sans analvse de laboratoire Le
Bresil (26 348 cas confirmes) et le Canada (570 cas confirmes)
comptent a eux seuls 97% du nombre total de cas confirmes dans
la Region Parmu les autres pays ayant noufie plus de 10 cas
confirmes de rougeole en 1997, on citera les Etats-Unis d’Amen-
que (135 cas), le Paraguay (198 cas), la Guadeloupe (116 cas),
PArgennne (96 cas), le Chili (59 cas), le Venezuela (27 cas) et le
Costa Rica (15 cas)

Sur I'ensemble des cas confirmes notfies par le Bresil, 20 186 i
(77%) 'ont ete dans [’Etat de Siao Paulo, le seul Erat n’ayant pas|
mene une campagne de vaccinauon antirougeoleuse de «suviy en
1995 Lors de certe flambee, la plupart des cas se sont declares
chez des personnes vivant dans la zone metropolitamne du grand
S&o Paulo Sur les 19 322 cas confirmes nonfies dans ’Etat de
S30 Paulo pour lesquels 1’ige des patients etait connu, 9938
(51%) ont touche les 20-29 ans Les taux d'incidence par ige les
plus eleves ont ete rapportes chez les nourrissons de moins d’un an
(456 cas pour 100 000), les 20-29 ans (156 cas pour 100 000) et
les enfants de 1 a 4 ans (45 cas pour 100 000) Chez les jeunes
adultes, beaucoup de cas ont ete recenses chez les personnes
appartenant a certains groupes a risque vivant en collecuvite, par
exemple les travailleurs emigres des regions rurales, les etudxants,i
les agents de soins de sante, les employes de I'industrie du tou-|
nsme, et les conscrits On a rapporte 20 deces par rougeole, |

7 (85%) sont survenus chez des enfants de moins d’un an

Au cours de cette flambee, on a 1sole le virus rougeoleux chez
plusieurs panents Le sequencage genomique de ces isolements,
effectue au Laboratorre de la rougeole, Centers for Disease Control
and Prevennion (CDC) d’Atlanta, Georgie, Etats-Unis, a montre
que le virus circulant a Sdo Paulo etait le méme que celul qui a ete
retrouve dans des 1solements recemment effectues en Europe occi-
dentale, ce qui laisse a penser qu’il a peut-étre ete importe Ce virus
s’est propage dans presque tous les autres Erats du Bresil Parmu
les Erats qui ont nonfie un nombre important de cas de rougeole,
on citera Bahma (1013 cas), Minas Gerais (626 cas), Ceara
(594 cas), Rio de Janeiro (577 cas), Parana (462 cas), et le District
federal (432 cas) La dissemination a partir de Sdo Paulo a ete
attestee dans plusieurs autres pays de la Region, notamment en
Argentune, au Chuli, au Costa Rica, aux Etars-Unis, au Paraguay et
au Perou

On procede actuellement a une etude epidemiologique de-
talllee afin de determiner quels ont ete les facteurs de nisque
specifiques de la rougeole a Sdo Paulo Plusieurs d’entre eux ont pu
faciliter 1a dissemination de la maladie dans la zone metropolitaine
du grand Sio Paulo Premierement, I’absence d’une campagne de
vaccination de «survy en 1995 pour les enfants dges de 1 a 4 ans, |
associee a une faible couverture vaccinale de routine chez les
nourrissons, a permis l’accroissement rapide du nombre d’enfants
d’age prescolaire sensibles dans cette zone Deuxiemement, la
presence d’un grand nombre de jeunes adultes sensibles ayant
echappe a la fois a la rougeole et a la vaccination anurougeoleuse a,
majore le nsque de survenue d’une flambee de la maladie Trossie-|
mement, le virus rougeoleux a ete mtroduit a Sio Paulo tres}
probablement a la suite d’une importation d’Europe Enfin, la
forte densite de population de la ville a grandement facilite les|
contacts entre personnes infectees et personnes sensibles t
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Canada reported a total of 570 confirmed measles
cases during 1997 A large outbreak with over 300 cases
occurred 1n a unversity commumnity in Briish Columbia
Most cases occurred 1n young adults who had been previ-
ously vaccinated with 1 dose of measles vaccine Genomic
analysis of measles virus obtamed from patients during this
outbreak suggested that measles virus circulaung in Brinsh
Columbia was imported from Europe Measles virus from
the Brinsh Columbia outbreak spread to the neighbouring
province of Alberta, where 245 cases were reported, most
cases occurred in school-aged children who were previous-
lv vaccinated with 1 dose of measles vaccine

The United States reported a provisional total of
135 confirmed measles cases during 1997 Thss 1s the
lowest number of cases ever reported and 1s less than half
the previous record low mcidence of 309 cases 1 1995
During an 8-week period, no indigenous measies cases
were reported, suggesting an interruption of measles trans-~
mussion Fifty-seven (42%) of the reported cases were
documented international importations, primanly from
Europe and Asia In 1995 and 1996, not a single measles
importation from Laun Amencan or Canbbean countries
to the United States was reported In 1997, however, there
were 5 confirmed imported measles cases from Brazil, all
frem Sdo Paulo Spread from imported cases was limited
and the largest outbreak in the United States during 1997
amounted to only 8 cases

(Based on A report from the Special Program for Vaccines
and Immunizaton, Pan Amencan Health Organization,
Washington, DC)

Editorial Note Sigmificant progress has been made
towards eliminating measles virus from the Americas
Most countries have implemented PAHO’s measles ehmi-
natton strategy and indigenous measles virus circulanon
has been mterrupred in large geographical areas of the
Region In addition, marked umprovements have been |
made 1n measles surveillance throughout the Region, 1n- |
cluding the development of a regional measles laboratorv |
network with at least 1 measles reference laboratory in
every country

While the relative resurgence of measles in the Amer-
1cas during 1997 represents a major ncrease compared
with the number of cases reported 1n 1996, these cases snll
represent only about 10% of those reported in 1990
Moreover, the measles cases reported n the Americas 1n
1996 — the last year for which comparable data were
available ~ represented only 0 3% of the total reported
global cases Fimally, measles case surveillance data, com-
bined with molecular epidemiological informanon pro-
vided by PAHO’s measles laboratory network, suggest the
countries of the Americas are constantly being challenged
bv imported measles virus from other regions of the world
where measles remains endemic

The outbreak in Brazil can be considered as a “wake-
up” call to the countries in the Region, demonstraung that
the absence of measles virus circulation does not corre-
spond with the absence of risk for measles outbreaks This
outbreak highlights some of the major challenges facing
the Region in s fight against measles Among them, the
countries 1n the Amernicas need 1o be vigilant by mamtain-
ing the highest populaton mmmunity level possible m
infants and children, as well as supplementng exisung
strategies bv targeting measles vaccinaunon to those adoles-
cents and young adults who are at highest risk for being
exposed to measles virus Second, surveillance has to be |
strengthened to detect pockets of suscepubles and possible |

Le Canada a notifie au total 570 cas de rougeole confirmes en ‘
1997 Une importante flambee de plus de 300 cas s’est produire |
dans une universite de Colombie-Britannique La plupart des cas
ont touche de jeunes adultes ayant ete precedemment vaccines par
1 dose de vaccin antirougeoleux L’analyse genomique du virus
1sole chez certains malades au cours de cette flambee laisse a penser ,
que le virus ayant circule en Colombie-Britannique avait ete 1m-!
porte d’Europe Ce virus a gagne la province voisine d’Alberta, ou |
245 cas ont ete notfies, la plupart ont touche des entants d’age:
scolaire avant precedemment re¢u | dose de wvaccin anu-
rougeoleux

I
En 1997, les Etats-Unis d’Amerique ont noufie un total prow—}
sowre de 135 cas de rougeole confirmes Il s’agit la du nombre de |
cas le plus faible jamais notfie, qui represente mons de la moine
de 'mcidence la plus faible precedemment enregistree, a savoir |
309 cas en 1995 Durant 8 semaines, aucun cas autochtone de |
rougeole n’a ete notifie, ce qui indique une interrupuon de la
transmusston de la maladie pendant cette periode Cinquante-sept
des cas notifies (42%) ont ete provoques par des virus mmportes,
principalement d’Europe et d’Asie En 1995 et 1996, aucun cas de
rougeole onginaire des pays d’Amenque lanne ou des Caratbes|
n’avarr ete noufie aux Erats-Unis d’Amerique En revanche, en!
1997, 5 cas de rougeole importes du Bresil ont ete confirmes, tous
en provenance de Sdo Paulo La propagation a parur de ces cas
mmportes est restee limitee et la flambee la plus importante enregis-
tree en 1997 aux Ertats-Unis n’a concerne que 8 cas

(D’apres Un rapport du Programme special des Vaccins et Vacer-
nations, Organisation panamericamne de la Sante, Washington,
DC)

Note de la Redaction Des progres considerables ont ete realises
vers I’elimmation de wirus rougeoleux dans les Amenques La
plupart des pays ont mis en ceuvre la strategie d’elimination de la
rougeole de ’OPS et I'on a reuss: a mnterrompre la circulation |
autochtone du virus rougeoleux dans de vastes zones geographi-
ques de la Region En outre, la surveillance de cette maladie s’est
sensiblement amelioree dans ’ensemble de la Region, avec notam-
ment la mise en place d'un reseau regional de laboratoires de
survetllance de la rougeole, comprenant au momns 1 laboratowre de
reference par pays

S1 la resurgence relatnve de cette maladie au cours de 'annee
1997 montre une augmentation importante du nombre de cas par
rapport 2 1996, ce nombre ne represente qu’environ 10% de celu
notifie en 1990 De plus, les cas de rougeole nonfies dans les
Ameriques en 1996, derniere annee pour laquelle on dispose de
donnees comparables, ne representaient que 0,3% du nombre total
de cas rapportes dans le monde Enfin, les donnees de la surveil- |
lance, associees a celles de 'epidemiologie moleculare fournies par
le reseau de laboratowres de I’OPS, indiquent que les pays des!
Amerniques ont a faire face en permanence a des virus importes !
d’autres regions du monde ou la maladie reste endemique

|

La flambee survenue au Bresil doit étre consideree comme un ;
signal d’alarme par les pavs de la Region, car elle leur rappelle que\
[’absence de circulation du virus rougeoleux ne veut pas necessai-
rement dire absence de risque de flambee de rougeole Cette
flambee souligne certaines des grandes difficultes auxquelles se
heurte la Region dans sa lutte contre cette maladie Tout d’abord,
il faut que les pays des Ameriques restent vigilants et mamuennem)
chez les nourrissons et les enfants le degre dimmunite le plus eleve |
possible, tout en complementant les strategies existantes par la|
vaccination des adolescents et des jeunes adultes qui risquent le|
plus d’etre exposes au virus Ensuite, la surveillance doit éwre !
renforcee afin de deceler les poches d'individus sensibles et les[
foyers eventuels de transmission des virus importes Enfin, desJ
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foct of transmission established by measles importations '

Finallv, increased efforts for control and regional elimina-
tion are needed 1n other regions of the world to decrease
the quannty of measles virus that is exported to the
Americas, and as a step towards global measles eradica-
uon As long as measles virus circulates anywhere i the
world, the Americas will remain at risk

efforts accrus de lutte contre la maladie en vue de son ehminanon |
sur le plan regional sont necessaires dans d’autres regions du

monde s1 l'on veut abaisser le nombre de virus exportes vers les

Ameriques et progresser amnst vers Ieradication mondiale de cette’
maladie Tant que le virus rougeoleux contnuera a circuler dans |
une region quelconque du globe, 1l constituera une menace pour!
les Ameriques

1

Influenza A(H5N1) in Hong Kong Special
Administrative Region of China

The results from a case-control study on avian mfluenza
conducted 1 Hong Kong showed that visiung a poultrv ,
stall in the week betore becoming 1ll was the strongest risk |
factor 1n contracting the virus The aim of the case-control
studv was to compare different exposure risk factors be-
tween patients and controls It covered a number of areas
including exposure to the following live poultry, food
preparation, food eaten during the week before onset, and
human 1illness dunng the week before onset The results
supported earlier findings that human-to-human transmus-~
ston of the disease 15 weak

The case-control study was carried out jointly by the
Department of Health, Hong Kong and the Centers for
Disease Conrtrol and Prevenuon (CDC) in Atlanta,
Georgia, United States of America The results of the
study were released by the Hong Kong Department of
Health, and were also presented at a session of the Interna-
tional Emerging Infecnous Disease Conference held in
Atlanta

In all, 18 cases were confirmed influenza A(H5N1) in
Hong Kong The day of onset of illness of the last case was
28 December 1998 A 24-year-old female pauent 1s sull
under treatment and 1n stable conditton, while 11 others
have been discharged after recovery Six people died of the
disease

La grippe A(H5N1) d Hong Kong, Région
administrative spéciale de la Chine

Les resultats d’une etude cas-temoins sur la gnppe aviaire conduite |
a Hong Kong ont montre que le principal facteur de nisque etait la
visite d’un elevage de volailles dans la semame precedant le debut
de la maladie Le but de cette etude etait de comparer differents
facteurs d’exposition entre des malades et des sujets temoins Ellea
notamment porte sur les facteurs suivants contacts avec des
volaillles wvivantes, preparation d’alimnents, consommanon,
d’aliments, et exposition a des cas humains dans la semaine ayant!
precede le debut de la maladie Les resultats ont confirme les |
constatations anterieures selon lesquelles le niveau de la transmis-
sion mterhumaine est faible

L’erude cas-temoins a ete menee conjomtement par le Depar- 1
tement de la Sante de Hong Kong et les Centers for Disease Control |
and Prevention(CDC) d’Atanta, Georgie, Etats-Unis d’Amerique
Les resultats, qui ont ete communiques par le Departement de la
Sante de Hong Kong, ont egalement ete presentes a une seance de
la Conference internanonale sur les maladies infectieuses emer-
gentes tenue a Atlanta

En tout, 18 cas dus au virus grippal A(H5N1) ont ete confirmes
a Hong Kong Le dernier cas est tombe malade le 28 decembre
1998 Une femme de 24 ans, dont I'etat est stanonnaire, est encore |
en traitement Onze autres malades ont guer et quitte 'hépital et
6 personnes sont decedees

Influenza

Czech Republic (11 March 1998) ' Overall morbidity
rates from acute respiratory infections remained at around
1 800 per 100 000 populanon 1n the last week of February
and first week of March Most regions registered a
decrease of 8%-13% mn the first week of March, but
Prague and some districts in the south and east reported an
11% 1mncrease Four cases of mnfluenza A(H3N2) were
identified 1in Prague, and 1 case of influenza A(HIN1) was
diagnosed in the east in the first week of March

Greece (11 March 1998) 2 A local outbreak of influenza-
like 1llness occurred in Thessaloniki in February The out~
break, which affected all age groups but parucularly chil- !
dren under 15 years of age, reached a peak on around |
15 February Influenza A(H3N2) virus was 1solated from
2 cases

Italy (12 March 1998) - Influenza A(FH3N2) viruses con-
nunued to be reported from epidemics in the north (Parma
and Modena) dunng February In the past 2 weeks, cases ,
of influenza A and B were confirmed in children and adults !
during local outbreaks in Rome One influenza A virus
1solate from Rome was subtyped as influenza A(HINI1),
the first to be reported this season

'SeeNo 11 1998,p 79
See No 8 1998,p 56

1

|

|
Grippe }
!
Republique tcheque (11 mars 1998) ' Les taux de morbidite I
generale imputables aux infections respiratowres aigues se sont
mawntenus autour de 1 800 pour 100 000 au cours de la derniere
semamne de fevrier et de la premiere semame de mars Dans la!
plupart des regions, on a enregistre une reducuion de 8% a 13% au |
cours de la premiere semamne de mars, mas a Prague et dans
certams districts du sud et de 1’est, c’est une progression de 11%
qui a ete signalee Quatre cas de grippe A(H3N2) ont ete observes
a Prague et 1 cas de grippe A(HIN1) a ete diagnostuque dans 'est
au cours de la premiere semaine de mars

Grece (11 mars 1998) 2 En fevrier, une flambee locale de syn-
drome grippal s’est declaree a Thessalonique Cette flambee, qui a
touche I’ensemble des classes d’age mais plus paraculierement les
enfants de moins de 15 ans, a culmune vers le 15 fevrier On a 1sole
le virus A(H3N2) dans 2 cas

Italie (12 mars 1998) On a continue a signaler la presence de
virus A(H3N2) au cours de I’epidemie qui a sevi dans le nord
(Parme et Modene) en fevrier Au cours des 2 dernieres semaines,
la grippe A etla grippe B ont ete confirmees chez des enfants et des
adultes lors de flambees locales qui se sont produites a Rome

L’examen d’un 1solement de virus grippal A origmaire de Rome a
revele qu'll appartenait au sous-type A(HIN1), le premier a étre

signale cette saison :

"Voir N° 11,1998, p 79
Voir N° 8, 1998, p 56
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Norway (10 March 1998) ' Overall, the rate of influenza-
like 1illness declined after a peak in the third week of
February but 2 of the 3 northern counties sull experienced
increased activity in the first week of March Influenza A, |
which has predominated throughout the season, continued
to be diagnosed Of 10 cases further subtyped in early |
March, 5 were of the H3N2 subtype and 5 of the HIN!I |
subtype .

Slovakia (10 March 1998) Influenza acuvity reached a
peak in the third week of February, but remamed below
the average for the past 10 years Local outbreaks have
been reported among schoolchildren, mainly in the south-
western part of the country Influenza A and B have been
ciagnosed by antigen detection

Switzerland (13 March 1998) ? The percentage of medi-
cal consultations for influenza-like illness has declined to
5 84% after a peak at 6 5% 1n the first week of March Of
the 305 mnfluenza viruses mvesugared this season, 6 were |
influenza B and 299 were influenza A, of which 86 were |
further subtyped as influenza A(H3N2) and 7 as mn-
fluenza A(HIN1)

United Kingdom (17 March 1998) " The number of
cases of influenza and influenza-like 1illness has declined
after a peak in England n the third week of February and 1
in Wales in the second week of March The weekly number

of laboratory-confirmed cases declined in the first week |
of March Of the 440 mfluenza viruses investigated
centrally, 205 were mnfluenza A(HIN1) and 235 n-
fluenza A(H3N2) Influenza A(H3N2) has predominared
since the beginning of February !

' See No 10, 1998,p 71
See No 9, 1998,p 62

Norvege (10 mars 1998) ' Globalement, le taux de morbidite du a
des syndromes grippaux a recule apres avoir culmine au cours de la
troisieme semaine de fevrier, mais dans 2 des 3 districts du nord
I'activite grippale s’est poursuivie au cours de la premiere semame |
de mars C’est la gnippe A, qui avart predomine tout au long de la|
saison, qu’on a continue a diagnostiquer Sur 10 cas ayant fait \
I’objet d’une caracterisation plus poussee debut mars, 5 etatent dus |
a un virus appartenant au sous-type H3N2 et 5 a un virus du sous-
type HIN1

Slovaquie (10 mars 1998) L’activite grippale a culmine au cours
de la troisieme semamne de fevrier tout en restant inferieure a la
moyenne des 10 dernieres annees On a signale des flambees loca-
les chez des ecoliers, principalement dans le sud-ouest du pays La
grippe A et la grippe B ont ete diagnostniquees par mise en evidence
de leurs anugenes respectfs

Suisse (13 mars 1998) * Le pourcentage de consultarions medica- i

les pour svndrome grippal est tombe a 5,84% apres avoir culmimne a |
6,5% au cours de la premiere semaine de mars Sur les 305 wirus |
grippaux etudies au cours de cette saison, & appartenaient au |
type B et 299 au type A, 86 d’entre eux ayant ete caractensesl‘
comme appartenant au sous-type A(H3N2) et 7 au sous-

type A(HINI) ‘

Royaume-Unz (17 mars 1998) ° Le nombre de cas de grippe et
de syndromes grippaux a recule apres avorr culmune en Angleterre
au cours de la troisteme semaine de fevrier et au Pays de Galles au
cours de la deuxieme semaine de mars Le nombre hebdomadaire
de cas confirmes en laboratoire a recule au cours de la premiere
semamme de mars Sur 440 virus gnppaux qui ont fairt objet
d’un examen au niveau central, 205 appartenalent au sous-
type A(HIN1) et 235 au sous-type A(H3N2) Depuis le debut
fevrier, c’est le sous-type A(H3N2) qui predomine

' Voir N° 10, 1998, p 71
Voir N° 9, 1998, p 62

CORRIGENDUM
WER No 10, 1998, pp 6870

Dracunculiasis
Certification of fransmission-free status

On page 69, under Eastern Mediterranean Region,the
second paragraph should bedeleted and replaced by
In the WHO Eastern Mediterranean Region, Sudan
notufied 43 034 cases for the first 11 months of 1997
with an endemic reporting rate of 34%

RECTIFICATIF
REH No 10, 1998, pp 68-70

Dracunculose
Certification de |'absence de transmission

A la page 69, sous Region de la Mediterranee orentale, |
supprimer le deuxieme paragraphe et leremplacer par
Dans la Region OMS de la Mediterranee orientale, le Soudan a

declare 43 034 cas au cours des 11 premiers mois de 1997 avec
un taux de nonfication des villages d’endemte de 34%

Infected areas as at 19 March 1998

For critena used i compiling this list see No 40 1997 p 304
X Newly reported areas

Zones infectées av 19 mars 1998

Lus eniteres apphques pour fa compilaton de cette histe soat publies dans fe M40 1997 p 304
X Nouvelles zones signalees

APlugue o Peste

Afnico e Afrique

Madagascar
Antanananvo Pravince
Ambohsdratrimo § Pref

Antanananvo Avaradrano S Pref

Ambatolampy S Pref
Anpozorobe S Pref
Antgnanarnvo § Pref
Antapanarivo District
Antamforsy S Pref
Antstrabe 1 8 Pref
Anisirabe II' S Pref
Ambodata Disinet
Ambohitsimanova District
Ampasatanety Distner
Marandona Diserict
Soamindrariy District
Tsarofar District
Vinaninkarena District
Aricommamn S Pref

Betafo 5 Pref
Alakamisy-Anatvato District
tanandriuna § Pref
faratstho S Pr f
Manjakandriana S Pref
Miarnnarwo S Pref
Analavory Disinicet
Anosibe Ifanja Distnict
Remvohura § Pref
Soavinandnana S Pref
Ambatcasana Centre
Tsireanomandidy S Pref
Anisiranana Province
Andapa § Pref
Doany District
Tanaranisoa Provinice
Ambaiofinandrahana S Pref
Ambondronusotra District
Andrefambohitra District
Bevonotany District
Soaniherenana District
Amoohimahasoa S Pref
Manandroy District
Ambosura S Pref
Ambatomarina District
Ambohimahazo District

Ambovombe Cuntre
Andina District
Anjama N Ankona District
Anjoma Navona District
Ankazoambo Distnict
Ivato District
lvony Distriet
Talata-Volimena District
Tsarasaotra District
Fandrana S Pref
Fiadanana District
Tranarantsoa l S Pref
Maharsimjo Dismet
Fianaramisoa Il 5 Pref
Andoharanomaitso Distncr
Franarantsoa [I Distnct
Manandriana S Pref
Mahajanga Province
Toamasina Province
Moramanga § Pref

Mozambique
I e Protince
Mutarara District

Tanzama United Rep of
Tanzanie, Rep -Unie de
Tanga Regron

Lushoto District

Tanga District

Uganda ¢ Ouganda
Western Region
Nebbi Distnice

Zaire » Zaire
Haue Zare Province
Irurt Sub Region
Mahagi Admimistrative Zone

Zambia » Zambie
Southern Provirce
Namwala Distner

Amenico « Amenque

Bolivia » Bolivie |
| Lu Paz Department
[ Franz Tamavo Province |
Sud Yungas Province
‘ Valle Grande Province

Brazil » Bresil

Buahia Star.
Bmunga Municipio
Candeal Mumcipio
Central Municipio
Conceigao Municipio
Fetra de Santana Municipio
Iraquara Muncipio
Ircce Municipio
Itaberaba Mumcipro
Jussara Municipio
Reurolandia Mumncipto

Zimbabwe Riachao do Jacuipe Mumcipio
Malawt Matubeleland North Senhor do Bonfim Municipio
Southern Region Lupane Dusinct | Serrinha Mumcipro I
Nsanye Dastrict Nkay Distnict L Teofilandia Municipio J
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Paraiba State
Araba Municipio
Barra de § Rosa Municipio
Cubau Municipio
Olivedos Municipio
Queimadas Mun:icipio
Remigio Mumeipio
Salanca Mumcipio

Peru s Perou

Cupamarca Department

€ hota Province
Llama District
Miracosta District
Tocmoche Distnct

San Miguel Pravince
Nanchoc Distnct
San Gregorto District
San Maguel District

San Pablo Province
San Lous District

La Libertad Depariment
(Area not specified — Zone non
precisee)

Lambayeque Department
{Arca not specified — Zone non
precisec)

Prura Department

Ayabaca Province
Canales Distnict
Lagunas District
Montero District
Paimas District
Sapilhica District
Suyo District

Huancapamoa Province
C de la Frontera District
Canchaque Dismnct
Huancabamba District

Piura Province
Las Lomas District

Asic o Asie

Viet Nam

Gia Laz Province
Cong Tum Province
Lam Dong Province
Phu Khan Province

Cholera » Cholera
Mrico o Angue

Angola

Bengo Province

Benguela Province

Cubinda Province

Huambo Province

Huda Province

Kuando-Kubango Pravince

Kunene Province

Kwanza Norte Province

Kwanza-Sul Pravince

Luunda Province
Luanda Cap

Malanga Province

Numbe Province

Usige Provmce

Zare Province

Bentn ¢« Bemin
Departement de Borgou

Burkina Faso
Boulgou Province
Soum Province

Burund:
Bubanza Province
Bubanza Arrondissement
Cibitoke Arrondissemnent
Bujumbura Province
Bujumbura Arrondissement
Bururi Province
Makamba Arrondissement
Rumonge Arrondissement
Guega Province
Gitega Arrondissement
Maubamba Province
Nvanza lac Commune

Cameroon » Cameroun
Province de | Extreme-Nord
Diamare Departement
Logone et-Chan Departement
Mayo-Danai Departement
Mayo-Sava Departement
Mayo-Tsanaga Departement
Province Littoral
Moungo Departement
Wourt Departement
Province du Nord
Benoue Departement
Province de | Ouest
Haut Nkam Departement
Mufi Departement
Province du Sud
Occan Departement
Province du Sud~Ouest
Manyu Departement
Meme Departement

Cape Verdes Cap-Vert

Boa Vista Island - Ile de Boa Vista

Brava Island - lle d¢ Brava

Fogo Island - lle de Fogo

Maio Island - lle de Maia

Porto Novo Island - Ile de Porto
Novo

Sal Istand - He de Sal

Sanuvago Island - Ile de Sannago

Sao Nicolau Island - Ilc de Sao
Nicolau

Sao Vicente Island - Ile de Sao
Vicente

Central African Repubhic
Republique centrafricaine
Ouaka Prefecture

Kaouango Sous Prefecture

Chad » Tchad

Batha Prefecture

Bet Prefecture

Bilune Prefeciure

Chart Baguirn Prefeciure
Guera Prefecture

Kanem Prefecture

Lac Prefecture

Logone Occidental Prefecture
Lagone Oriental Prefecture
Njamena Prefecture
Quaddat Prefecture
Tundple Prefecture

Comoros ¢« Comores
Il. Grande Comare
X Dustrict de Foumbuni
Distnct de Mbent
X District de Mitsamioult
Distnict de Morom
% Dustrict de Ouziomi

Congo
Kouilou Region
Pomtc Nore

Cote d Ivoire
Departement du Centre
Bouake District
Departement du Nord
Touba Sous Prefecture
Departement de | Quest
Gglo District
Man Sous-Prefecture
Departement du Sud
Tabou District

Dem Rep of Congo
Rep dem du Congo
Bandundu Province
Bandundu Distriet
Lyuateur Province

Haut Zawre Province
Kinshasa Province
Barumbu Dismict
Kinshasa District
Limere/Kingaba District
Lingwala District
Kutanga Province (ex Shaba)
Kivu Province

Dnbouty

Ghana

4ccra Region
Accra Distnict
Greater Accra District

Ashant: Region

Central Region

Lastern Region

Upper East Region

Voita Region

Western Region

Guineae Guinee
Conakry Province
Forecariah Prefecrure

Guinea-Bissau

Guinee-Bissau
Bissau District
Biombo District
Gabu Distrct

Kenya

Nyanza Province
Homa Bay District
Kasumu District
Magor: Dismict
Rachuonyo Dismict
Suba District

Libena» Libena
Bong County
Montserrado County

Malaw

Northern Region
Chiupa District
Karonga District

Southern Region

Maly

Kuayes Regron
Kaves Cercle

Koulkoro Region
Nara Cercle

Moptr Regron

Segau Regron

Tombauctou Regron

Maurtania ¢ Mauritanie
Nouakchott District
1 Regon
Hodh ¢t Chargm
J¢ Region
Hodh el Gharby
3 Region
Assaba et Guidimakha
4 Region
Gorgol
5 Region
Brakna
6¢ Region
Trarza

Mozambique
Guza Province
Chokwe District
Macia District
Xar Xa1 City
Mupuio Province
Boane District
Manhica Dismict
Maputo City
Marracuene District
Moamba District
Sofula Province
Bewa Cuty
Niger
Dhffa Departement
Dosso Departement
Maradi Departement
Niamev Departement
Tahoua Departemen
Tllabery Departement
ZLinder Departement

Nigerta » Nigeria
Abuga State
Akwa 1bom State
Anambra State
Bauchs State
Bendel State
Bunue State
Borno Stare
Gongota State
Imo State
Kaauna State
Kano State
Kaisinag State
Kebbr State
Kwara State
Lagos State
Niger State
Ogun State
Ondo State
Ovo State
Platau State
Ruwers Stare
Sokoto State
Taraba State
Yobe State

Rwanda
Cyangugu Prefecture
Guenys Prefecture

Sao Tome and Principe
Sao Tome-et-Principe
Lumba Dastrict
Sao Tome

Senegale Senegal
Region de Dakar
Departement de Dakar
Departement de Pikine
Dcpartement de Rufisque
Regron de Diourbel
Departement de Louga
Departement de Mbacke
Departement de Touba
Region de Fleuve
Departement de St -Lous
Region de Thaes
Departement de Thies
Region de Sine-Saloum
Departement de Fauck

Sierra Leone
Narthern Province
Kambia District
Western Province
Freetown

Somalia » Somalhe
Baidoa District
Bardera Distict
Belet Uen District
Bossaso Distniet
Johar District
Kismayo Dastrict
Marca District
Mogadishu District

Swaziland
(Arca not specified - Zone non
precisee)

Togo
Golfe District
Kloto Distnct
kozah District
Lacs District
Ogou District
Sotouboua District
Vo District
Yato District

Uganda ¢ Quganda

Busaga Prosnce
Bugin Distnict

C ntral Province
kampala City

Wstern Province
kasese District

United Rep of Tanzania

Rep -Unie de Tanzante

Arusha Region

Coust (Pwani) Region

Dar es Salaum Regron
Ilala District
Kinondoni District

Dodoma Region

Aigoma Regron

Kilimanjare Region

Lind: Region

Mura Region
Mbiya Regran
Marogoro Region
VMiwara Region
Muanza Rugian
Rukwa Ruegion
Stumanga Region
lunga Reson
Lunsibar

Zambia » Zambie
Cuntral Pronince
Lusaka

Capperbelt Province
Lastern Province
Luapula Province
Northern Province
Soutnern Province

Amenca o Amenque
Argenunas» Argentine
Jwuy Province

Mendoza Province

Salta Province

Tucuman Provnce

Belize
Cayo Dsirtct
Toledo District

Bolivia » Bohvie

Beni Department
Chuquisaca Department
Cochabamba Department
Lt 4#to Department

La Paz Department
Oruro Department
Potost Department
Riberalia Department
Sunta Cruz Department
Tarya Department
Tupiza Department

Brazil » Bresil
Acre State

4lagoas Staie
Amapa Siate
Amazonas Srate
Batia State

Ceara State

Distruo Federal State
Lspirizo Sanio State
Maranhaa State
Vata Grossa State
Minas Geras State
Para State

Paraiba State
Parana State
Pernambuco State
Pau Swe

Rio de Janewro State
Rio Grande do Norte State
Rondonia State

Sao Paulo State
Sergipe State

Chile » Chil

Antofagasta Province

Aylla Solor Distnict

San Pedro de Atacama District

Colombia » Colombie
Amazaonas Department
Annoquta Department
Adantico Department

Boliar Department

Bovaca Department

Culdas Department

Cagqueta Intendency

Cauca Depariment

Cesar Department

Choco Department

Cordoba Department
Cundinamarca Department
Guayra Department

Huwila Department

Magdalena Department

Meta Depariment

Narino Department

Norte de Santander Deparment
Puntumayo Depariment
Quandie Department

Risaraida Department

Sun Andres Intendency

San Jose del Guaware Dupartment
Santa Fe dv Bogota Depariment
Santander Department

Sucre Department

Tolima Department

Valle Depariment

Costa Rica
Limon Province
Sun Jose Province

Ecuador ¢ Equateur
dzuay Prozince
Banizar Province
Canar Pravince
Curcht Province
Chimbarazo Province
Cotapax: Province

LI Oro Province
Lsmeraldas Province
Gulapagos Province
Guavas Province
Imbabura Province
Loja Province

Los Rios Province
Wanab: Province
Morona Province
Napo Province

Pastuza Provinee

Prchncha Provinge
Sucumbios Province

{ ungurahua Province
Lumara Chinchipe Province

ElSalvador
Ceniral Region
Metropoluan Region
Oc dentat Regron
Orientul Regron
Puracentral Region

Trench Guiana
Guyane frangaise

Guatemala
Alta V rapaz Departmem
Buaja Verapaz Dupariment
Chimaltenango Department
Chiquimula Department
LI Progresa Depariment
Lictantla Department
Guatemala Department
Huehuetenango Department
zabal Department
Javapa Department
Juniapa Department
Peien Department
Quetzalienango Department
Quiche Department
Retalhuleu Department
Sacatepequez Department
San Marcos Department
Santa Rosa Department
Solola Department
Suchitepequez Department
Totomcapan Departmeny
Zacapa Department

Guyana
Regron I (Barina/Wain)
Region 1l (PomeroontSupenaam)

Hounduras

Camayagua Siate

Choluteca Depariment

Cortes Department

LI Paraiso Department

1 rancisco Morazan Department
Omog State

Santa Barbara Department

| alle Department

Yaro Department

Mexico « Mexique
Campeche Staie
Chiapas Srate
Chihuahua State
Coltma State
Dustruze federal
Guanayuato State
Guerrero State
Hzdalgo State
Jalisco State

Mexico State
Michoacan State
Morelos State
Neuvo Leon State
Oaxaca Staze
Pugbla State
Quereraro State
Quintana Roe State
San Luis Potos: Staie
Sonora State
Tabasca State
Tumautipas State
Tlaxcala State
Viracruz State
Yucatan State
ZLucateca State

Nicaragua
Boaco Department
Carazo Department
Chinandega Department
Chontales Department
Lstels Department
Granada Department
Jinotega Department
Leon Department
Vadnz Department
Managua Department
Masaya Deparmment
Vatagalpa Depariment
Nueva Segovia Deparvment
Rro San Juan Department
Rivas Department

Panama

Colon Province
Comarca de San Blas
Daren Province
Panama Province

Peru e Perou
4mazonas Department
Ancash Dupartment
Apurimac Department
Arequipa Depariment
Avacuche Department
Cajamarca Department
Cullao Province

Cuzco Dupartment
Huancavehica Department
Huanuca Department
lea Department

Jumin Department

La Libertad Department
Lumbayeque Department
Lima Department

Lorete Department
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Vadre de Dios Depariment
Vloquegua Department
Pascp Department

Paira Department

Puno Department

San Alarun Department

7 acna Deparmment

Jumbes Drpariment
Ucayah Department

Suriname
Marowyne District

Venezuela
dnzoategu State
dpure State

Hragua Sutte
Burinas State

¢ urabobo State
Delta Amacura State
I cdvral Dustrict
Cuarico State
Venda State
Viwanda State
Vonaous Siate

\u ra Lsparia Sian
Suere State

Luackira State

ZLuha State

fsig o Aste

Afghamstan
Badarhshan Province
Baghlan Province
Balkh Province
Hylmand Province
Hyrat Province
Kabul Prouince
Randahar Province
Kapisa Province
Kunduz Province
Nangarhar Province
Labul Province

Bhutan ¢ Bhoutan
“Mongar District
Pemagatsel Distnice
Phunishohing Diswict
Punakha District
Samdrupongkhar Distnct
Tashigang District
Thimphu Distrct

Cambedia « Cambodge
Kampor Province
Fompong Cham Province

China » Chine
(Areca not specified -
Zane non precisee)

India * Inde

Andhra Pradesh State
Hydesabad Disuricr
Visakhapamam Dustrict

Deim Terntory

Guwarar Swate

Huaryana State

Karnataka (Mysare) State
Bangalore District
Bidar Disuict
Chitradurga Distnict
Gulburga Distrnict
Hassan Distriet
Kolar Dismict
“Mandsya Distnct
Rarchar Distnet
Tumkur Distnet

KAerala State

Muadhya Pradesh State

Viaharashira State

Akola District
Amrawaa Distct
i
i
)

Nagpur Dhstret
Nandad District
Osmanabad Disuct
Parbhan: Distnict
Pune Distrct
Sangl Distnct
Thane Distnict
Pumaé State

&

Tamif Nudu Statc
Anna Distnict
Chingleput District
Madras Diserict
Madura1 Disuncr
North Arcot Distriet
Pudukkottal District
Thanjavur District
Tiruchirapalh District
Tirunelveill Distct
Vellore District
Villipuram Distrct

Uttar Pradesh State

West Bengal State
Caleurta

Iran, {slamic Rep of
Iran Rep sslamique d’
Kerman Provinge
Khuzestan Provinee
Sistan and Baluchistan Province
Iranshahr Disteice
“akshahr Distniet

Lao People 5 Democratc
Republic
Repubhque democratgque
populaire lao
dnapue Province
Bokeo Province
Kahammouane Province
Luangnamtha Province
Lpuangprabang Province
Quodomxay Province
Saravanne Province
Savannakhet Province

Phine District
Sayaboury Province
Sekong Province
Malaysia ¢ Malasie
Selangar State
(Arcas to be novfied - Zones a
notfier)

Mongoha « Mongolie
Orkhon Province
Ulantolgol Distnict
Selenge Province
Khotol District
Tuu Promnce
Zaamar Distnet

Myanmar
Yangon Diwision
Yangon

Nepat ¢ Nepal
Baiadi Distnict
Jhapa Distnct
Khatmandu Distnet

Phihippines
Natonal Capual Region
Region 4
Aurora Pravince
Cavite Province
Mindero Province
Palawan Province
Ruzal Province
Region 5
Albay Province
Camarmes Norte Province
Camarines Sur Province
Catanduanes Province
Masbate Province
Sorsogon Province
Region 6
[totlo Province
Region 7
Ccbu Pravince
Repron 8
Lcvte North Province
Leyte South Province
Samar Western Province
Regwn 2
Zamboanga City
Zamboanga Norte Provinee
Region 1]
Davao City
Gen Santos Caty
R gran 12
Cotabato City

|

Srt Lanka

Pugcalam Health Division
Arachchikattuwa Distrct
Chitaw Distrier

Marawila Distnet
Kurenegala Health Dynsion
Binginya District

Viet Nam

Binh Trt Thien Provinc
Nghra Bink Prownince
Phu Khank Provirice

Yellow fever » Fievre juune

Afnica » Afrique
Angola
Bengo Province
{.uanda Provinee

Benin » Benin
Departement de ! Atakora
Kcrou $ Pref
Depariement du Borgou
Ranikoara § Pref
Bembereke S Pref
Gogounou S Pref
Kanmama § Pref
Malanville S Pref
Swnende § Pref

Cameroon ¢« Cameroun

Province de | Lxtreme-Nord
Mayo Sava Departement
Mayo Tsanaga Departement

Gabon
Prowncy Ogaoue fvindo
Makouko

Gambia » Gambie
Upper Ruver Division

Ghana

Upper East Region

(Arcas to be notified - Zones pon
cncore precisees)

Upper West Region

Jinpa Distnet

Guinea ¢ Guinee
Srguirs Region

Liberia » Liberna
Bassa County
Buchanan District
Bom County
Tubmanburg
Bong County
Satala

Lofa County
(distnict not yet noufied - distnct
pas encore notific)
Sinoe County
Greenville

Nigeria ¢ Nigerta
Anambra State
Bauch Stare
Bendel State
Benue State
Cross River Siaze
Kaduna Staze
Kwara Siaze
Imo State

Lagos Stete
Niger State
Ogun State
Ondo State

o State
Plateau State

Sierra Leone
Luastun Province
Kenema District

Sudan » Soudan
Termtory South of 122 N
Teratore situe au sud
du12° N

Zaire « Zarre
Termtory North of 10° 5
Territoire situe au nord
du10® S

|
|
|

Amernica » Amenque

Bolivia s Bolivie

Bem Department
Balliman Province
{tenez Pravince

Cochabamba Depariment
Ayopayo Province
Carrasco Province
Chapare Province

La Paz Department
Larecara Province
Munllo Provinee
Nor Yungas Province
Quinum Province
Sud Y ungas Province

Santa Cruz Department
Andres Ibanez Province
Cordsllera Province
Flonda Province
Guuerrez Province
Ichslo Province

Brazil » Bresil
dmapa State
Macapa Mumcipla
4mazonas Stare
Careizo Munmcipso
Maranhao Siate
Barra do Corda Mumcpo
Mirador Municipio
Para Stute
Agua Azul do Norte
Municipto
Alenquer Munscipio
Sao Felix do Xingu
Murnicipio
Tucuma Municipio

Colombia « Colombie
Annoguia Depariment
Anon Munmcipio
Taraza Mumcipio
Yondo Municip1o
Arauca Intendencia
Arauca Mumcipio
Saravena Municipio
Boyaca Department
Chita Municipio
Puerta Boyaca Municipio
Cuqueta [niendencia
Belen de los Andaquies
Municipio
El Doncello Municipio
San Vicente de Caguan
Municipio
Cusanare Intendencia
Hata Corozal Mumcipio
Tamara Municioio
Yopal Municipio
Cesar Department
Valled spar Municipio
Choco Department
Rio Suco Mumicipio
Cunamamarca Department
Maya Mumacipio
Guavare {ntendencia
Miraflores Municipio
San Juan del Guaviare
Municipio
Meta Intendencia
Cabuyaro Municipio
La Primavera Municipio
San Carlo de Guaroa

Muniaipio
Vitlavicencio Municipio
Vista Hermosa M pio

Ecuador « Equateur
Morona Santage Province
Napa Province

Humayacu District
Puastaza Province
Sucumbios Province
Lamora Ch nchipe Provinee

Peru e Perou
imazenas Deparoment
ncash Department
acuchn Departmen
Huanie Trovince
San Jose Santillana Dismict
« wsea Dupariment
Lu Convencion Province
Echarate District
katani District
Maranura Distnct
Santa Ana Distnct
Huunuco Department
Huumahes Province
Monzon District
L oncia Prado Province
Alomsa Robles Distnier
Aucayacu Districr
] C Castello Disrict
{ concio Prado Distoict
Maonzon District
P Lujando Distnet
Rupa Rupa District
Muranon Province
Cholon Distnict
Junn Depurtment
Cnanchamave Protince
Chanchamave District
Perene Distnct
San Lus Sevaro District
Viloc District
Suttpo Province
Coviriah District
Mazamarn District
Pangaa District
Pichanal District
Rio Negro District
Rie Tambo Distrier
Saupo Distnict
Loreto Department
Urayah Province
Conramana Disinct
Purus District
Madre de Dios Department
Manu Province
Madre de Dios District
Manu District
Tumbopara Province
Inambar: District
Las Piedras District
Tambopata District
Pasca Department
Tune Department
Sandia Province
San Juan del Ora Distnct
San Roman Distct
Vilcabamba Distnct
San Marun Department
Huallaga Province
Bellavista Dasmict
Saposoa Dismrict
Lumas Prouvmnce
Lamas District
Tabalazos District
Variscal Caceres Province
lla District

\orte Je Santander Department
Cucuta Municipso
Tibu Municipio
Cuouta Inzendencia
Taleda Municipio
Peuma jo Intendencia
Puerto Asis Mumcipte
Santander Department
Bucaramanga Municipio
Cimitarra Mumicipio
El Carmen Municipio
Vicnada Depariment
Puerto Trunllo Municipio

Sun Martn Province
Juan Guerra Distnct
Sauce Distnet

fovache Province
La Polvora Dismnct
Nucvo Progreso Distnict
Tocache Distner
Uchiza District

Leuvalt Department

€ oranel Porndlo Province
Callersa District

Padre Abad Province
Padre Abad Distnet
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Progress Toward Elimination of Measles from the Americas

In 1994, the Pan American Health Organization (PAHO) established the goal of
ehiminating measles from the Western Hemisphere by 2000 (7) To reach this goal,
PAHO developed a measles-elimination strategy that includes three vaccination com-
ponents (“catch-up,” “keep-up,” and “follow-up”*) and integrated epidemiologic and
laboratory surveillance (2-5) The aim of the strategy is to achieve and maintain high
levels of measles immunity among infants and children and detect all chains of trans-
mission of measles virus through careful surveillance This report updates measles
surveillance data through February 1998 and summarizes the impact of elimination
strategies on measles in the Americas

Each country in the Regton of the Americas, except the United States, the French
Antilles, and the Netheriands Antilles, conducted measles “catch-up” campaigns dur-
ing 1987-1994 Vaccination coverage achieved during these campaigns was 94% re-
gionwtde, and country-specific coverage ranged from 71% to 99% In addition, routine
measles vaccination coverage among Infants increased from 42% in 1980 to 86% in
1996 (Figure 1) In 1996, a total of 27 (57%) of 47 countres and terntories achieved
>90% coverage, 15 (32%) achieved 80%-90% coverage, and five (11%) achieved <80%
coverage in their routine vaccination services Since 1994, a total of 26 (55%) of
47 countries and territories also have conducted “follow-up” vaccination campaigns

The annual number of reported measles cases in the region decreased substan-
tially (Figure 1) In 1996, a record low 2109 confirmed measles cases was reported
from the region Of the 47 countries and territories that provided weekly measles sur-
veillance data to PAHQ, 29 (62%) reported no confirmed cases, and 38 (81%) reported
<10 cases Most of the region was free of measles virus circulation during 1996

In 1997, however, a resurgence of measles occurred in the region Provisional data
from January 1997 through February 1998 indicate that 88,485 suspected measles
cases were reported from the countries Of these, 27,635 (31%) have been confirmed,
33,120 {37%) have been discarded, and 27,730 {31%) are under investigation

Of the 27,635 confirmed cases in 1997, a total of 26,919 (97%) were confirmed by
laboratory testing or linked epidemiologically to a laboratory-confirmed case, and

*Catch-up 1s defined as a one-time vaccination campaign targeting all children aged 9 months—
14 years regardless of history of measles disease or vaccination status, keep-up is defined as
routine services aimed at vaccinating >90% of each successive birth cohort and follow-up 1s
defined as a vaccination campaign conducted at least every 4 years targeting all children aged

1-4 years
U S DEPARTMENT OF HEALTH AND HUMAN SERVICES
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FIGURE 1 Reported number of confirmed measles cases and reported measles
vaccination coverage, by year* — Region of the Amenicas, 1980-1997
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*Coverage for children at age 1 year through routine vaccination services (excluding Canada
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Source Pan American Health Organization/World Health Organization

716 (3%) were confirmed chnically, without laboratory investigation Brazil
(26,348 confirmed cases) and Canada (570 confirmed cases) accounted for 97% of the
total confirmed cases in the region The United States (135 cases), Paraguay (198),
Guadeloupe (116}, Argentina {96), Chile (59), Venezuela (27), and Costa Rica {15) all
reported >10 confirmed measles cases during 1997

Brazil

Of the 26,348 confirmed cases reported from Brazil, 20,186 (77%) were reported
from Sao Paulo (Figure 2), the only state that did not conduct a follow-up measies
vaccination campaign in 1995 Most cases during this outbreak occurred in persons
residing In the greater Sdo Paulo metropolitan area Of the 19,322 confirmed measies
cases reported from Sao Paulo for which patient age was known, 9938 (51%) occurred
in persons aged 20-29 years The highest age-specific incidence rates were reported
for infants aged <1 year {456 cases per 100,000 population), young adults aged 20~
29 years (166), and children aged 1-4 years (4b)

Many cases occurred among young adults who were members of groups congre-
gating in enclosed environments, including male migrant workers from rural areas,
students, health-care workers, tourist industry workers, and military recruits Twenty
measles-related deaths were reported, 17 (85%) occurred among infants aged <1 year

Genomic sequencing of virus isolates from Brazil, performed by CDC's Respiratory
and Enteric Viruses Branch, demonstrated that the virus circulating in Sdo Paulo was
similar to virus isolates recently obtained from Western Europe, suggesting that
the virus responsible for the outbreak may have been imported from Europe The
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FIGURE 2 Reported number of confirmed measles cases {(n=27,635), by country —
Region of the Americas, 1997

1 dot=5 Measles Cases

measles virus circulating in Sdo Paulo spread to almost every other state in Brazil
Other Brazilian states reporting large numbers of measles cases included Bahia
(1013 cases), Minas Gerais (626), Ceara (594}, Rio de Janeiro (577), Parana (462), and
the Federal District {432} Other countries in the region documenting spread from Sao
Paulo were Argentina, Chile, Costa Rica, Paraguay, Peru, and the United States
Epidemiologic investigation 1s under way to determine specific risk factors for mea-
sles in Sao Paulo

Several factors may have facilitated widespread measles transmission 1n the
greater Sao Paulo metropolitan area 1n 1997 First, the lack of a imely follow-up vac-
cination campaign in 1995 for children aged 1-4 years, combined with low routine
vaccination coverage amang infants, resulted in rapid accumulation of susceptible
preschool-aged children Second, the presence of large numbers of susceptible young
adults who had not had natural measles infection or measles vaccination increased
the nisk for a measles outbreak Third, measles virus was probably imported from
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Europe Into Sao Paulo Finally, the high population density of Sio Paulo greatly facili-
tated contact between infected and susceptible persons (6)

Canada

During 1997, Canada reported 570 confirmed measles cases Of these, >300 cases
occurred in a university community in British Columbia Most cases occurred in young
adults who had been vaccinated previously with one dose of measles vaccine
Genomic analysis of measles virus obtained from patients during this outbreak sug-
gested that measles virus circulating in British Columbia was imported from Europe
Measles virus from the outbreak in British Columbia spread to the nerghboring prov-
ince of Alberta, where 245 cases were reported, most cases occurred in school-aged
children who were vaccinated previously with one dose of measles vaccine

United States

During 1997, the United States reported a provisional total of 135 confirmed mea-
sles cases This I1s the lowest number of cases ever reported and is less than half the
previous record low incidence of 309 cases in 1995 During a 7-week period, no indige-
nous measles cases were reported, suggesting an interruption of measles transmis-
sion Fifty-seven (42%) of the reported cases were documented as nternational
importations, primarily from Europe and Asia In 1995 and 1996, no documented 1m-
portations from Latin American or Cartbbean countries to the United States were re-
ported TIn 1997, however, five confirmed imported measles cases were reported from
Brazil, all from S&o Paulo Spread from imported cases was Iimited, and the largest
outbreak in the United States during 1997 comprised etght cases
Reported by Special Program for Vaccines and Immunization, Pan American Health Organiza-
tron, Washington, DC
Editorial Note Substantial progress has been made toward eliminating measles virus
from the Amernicas Most countries have implemented PAHO’s measles-elimmation
strategy, and indigenous measles virus circulation has been interrupted 1n large geo-
graphic areas of the region In addition, improvements have been made In measles
survelllance throughout the region, including the development of a regional measles
laboratory network with at least one measles reference laboratory in every country

Although the relative resurgence of measles in the Americas during 1997 repre-
sented a major increase over the number of cases reported in 1996, these cases stiil
represented aonly approximately 10% of those reported in 1990 Maoreover, the measles
cases reported in the Americas in 1996, the last year for which comparable data were
available, represented only 0 3% of the total reported global cases (7) Measles case
survelllance data, combined with molecular epidemiologic information provided by
PAHO’s measles laboratory network, suggest the countries of the Americas are con-
stantly challenged by imported measles virus from other regions of the world in which
measles remains endemic (89)

The outbreak in Brazil demonstrates that the absence of measles virus circulation
does not indicate the absence of risk for measles outbreaks This outbreak highlights
several major challenges facing the regron First, the countries of the Americas need
to achieve and maintain the highest population immunity level possible in infants and
children and to supplement existing strategies by targeting measles vaccination to

Tin 1995 one case that could have been imported from a Latin American country was reported,
however subsequent investigation revealed no evidence of measles transmission in that
country

A
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adolescents and young adults at highest rnisk for exposure to measles virus Second,
surveillance needs to be strengthened to detect population groups susceptible to
measles and possible foci of transmission established by measles importations
Finally, increased efforts for control and regional elimination of measles are needed in
other regions of the world to decrease the quantity of measles virus exported to the
Americas as a step toward global measles eradication (70)
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Suicide Among Black Youths —
United States, 1980-1995

Although black youths have historically had lower suicide rates than have whites,
during 1980-1995, the suicide rate for black youths aged 10-19 years increased from
2 1 to 45 per 100,000 population As of 1995, suicide was the third leading cause of
death among blacks aged 15-19 years ( 7), and high school-aged biacks were as likely
as whites to attempt suicide (2) This report summarizes trends In suicide among
blacks aged 10-19 years in the United States during 1980-1995 and indicates that sui-
cidal behavior among all youths has increased, however, rates for black youths have
increased more, and the gap between rates for black and white youths has narrowed

Data for suicides were obtained from CDC's National Center for Health Statistics
Underlying Cause of Death Mortality file (3) and were based on the /nternational Clas-
sification of Diseases, Ninth Revision* Population estimates were obtained from the
Bureau of the Census decennial estimates for 1980 and 1990 Age-spectfic rates were
calculated per 100,000 population

During 1980-1995, a total of 3030 blacks aged 10-19 years committed suicide in the
United States During this period, the suicide rate for blacks aged 10-19 years in-
creased 114% [n 1980, the suicide rate for whites aged 10-19 years was 157% greater

*Suicide codes were for poisoning (E950 0-E952 9), strangulation {E953 0-953 9), firearms use
(E955 0-E955 4), and cutting (E956 0-E956 9)

\%°
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than the rate for blacks By 1995, the rate for whites was only 42% greater than the rate
for blacks

Among blacks and whites aged 10-19 years the suicide rate increased most for
blacks aged 10-14 years (233%), compared with a 120% increase for whites (Figure 1)
Among blacks aged 15-19 years, the suicide rate increased 126%, compared with 19%
for whites (Figure 2) Among black males aged 15-19 years, the suicide rate increased
146%, compared wrth 22% for white maies

Firearms use was the predominant method of suicide for blacks aged 10-19 years,
accounting for 66% of suicides in this group Among blacks aged 15-19 years, fire-
arms use accounted for 69% of suicides, followed by strangulation (18%) Among
black males aged 15-19 years, firearms use accounted for 72% of suicides, followed
by strangulation (20%) Firearm-related suicides accounted for 96% of the increase n
the suicide rate for blacks aged 10-19 years

During 1980~1995, trends in suicide rates for black youths differed by region T The
largest Increase In suicide rates occurred for blacks aged 15-19 years in the South
{214%), followed by the Midwest (114%) By sex, the largest increase in suicides
occurred among black males aged 15-19 years in the South (223%)
Reported by D of Violence Prevention National Center for Injury Prevention and Control, COC
Editorial Note Although suicides have increased overall among youths (4), the find-
ings in this report indicate that, during 1980-1995, suicide rates for black youths have

" Mortheast=Connecticut, Maine, Massachusetts, New Hampshire New Jersey New York, Pennsylvania Rhode
Island and Vermont Midwest=llinois Indiana lowa, Kansas, Michigan Minnesota Missouri Nebraska
North Dakota, Ohio, South Dakota and WisconsinSouth=Alabama Arkansas, Delaware District of Colum-
bia, Florida, Georgia, Kentucky Lowsiana Maryland, Mississippr North Carolina Oklahoma South Carolina
Tennessee Texas Virginia, and West Virginia West=Alaska Anzona California Colorado Hawai Idaho
Montana Nevada New Mexico Oregon Utah Washington and Wyoming

FIGURE 1 Suicide rates* for blacks and whites aged 10-14 years, by year — United
States, 1980-19957
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FIGURE 2 Suicide rates* for blacks and whites aged 15-19 years, by year — United
States, 1980-1995
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increased substantially, particularly in the South In addition, the difference in suicide
rates for blacks and whites has decreased substantially

Risk factors associated with suicides among youth include hopelessness, depres-
ston, family history of suicide, impulsive and aggressive behavior, social isolation, a
previous suicide attempt, and easier access to alcohol, tllicit drugs, and lethal suicide
methods (5) Changes in some risk factors {e g, breakdown of the family and easier
access to alcohol, illicit drugs, and lethal suicide methods) may account for the In-
creasing suictde rate among youths However, these changes may not account for the
increase i suicides among blacks aged 10-19 years One possible factor may be the
growth of the black middie class (6} Black youths in upwardly mobile families may
expenence stress associated with their new social environments Alternatively, these
youths may adopt the coping behaviors of the larger society in which suicide 1s more
commonly used in response to depression and hopelessness (7) Another factor may
be differential recording of suicide as a cause of death on death certificates Suicide as
a cause of death may be entered less readily for black youths than for white youths
(&)

In addition, risk factors associated with suictde among youths in general may not
predict suicidal behaviors among black youths Differences in the social environments
and hfe experiences of black and white youths suggest the need to determine whether
risk factors for suicide in black youths differ from those of whites For example, the
exposure of black youths to poverty, poor educational opportunities, and discrimina-
tion may have negatively influenced their expectations about the future and, conse-
quently, enhanced their resiliency to suicide (9}
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Although youth suicide prevention programs exist, little 1s known about their effec-
tiveness in reducing suicidal behavior ( 70) These programs also may not address the
risk factors associated with the increasing suicide rates for black youths If risk factors
for suicide differ for bfack and white youths, existing programs for suicide prevention
that target black youths may need to be modified

A better understanding of the risk factors associated with suicide among black
youths I1s needed to develop appropriate prevention and treatment programs Evalu-
ations of existing programs to prevent youth suicide should examine the potential for
differential effects on black youths
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Update Influenza Activity — United States, 1997-98 Season

In collaboration with the World Health Organization {(WHO), its collaborating labo-
ratories, and state and local health departments, CDC conducts surveillance to moni-
tor influenza activity and to detect antigenic changes in the circulating strains of
influenza viruses This report summarizes influenza surveillance in the United States
from September 28, 1997, through March 7, 1998, and presents reports of outbreaks
in long-term care facilities (LTCFs) in three states and at a military base The findings
indicate that this season has been dominated by influenza A(H3N2) viruses and char-
acterized by a sustained elevation in pneumonta and influenza (P&l)-related deaths

Influenza activity in the United States began during October, increased sharply dur-
ing December and January, peaked during late January through early February, then
declined From September 28, 1997, through March 7, 1998, WHO coliaborating labo-
ratories tested 64,421 clhinical specimens for respiratory viruses, and 10,264 (16%)
were positive for influenza Of these, 10,247 {99 8%) were influenza A, and 17 (0 2%)
were Influenza B Of 2453 influenza A isolates that were subtyped, 2447 (99 8%) were
A(H3N2), and six (0 2%) were A(H1N1) Of the H3N2 influenza A viruses, 188 were

)
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antigenically characterized by CDC, 44 (23%) were similar to A/Nanchang/933/
95(H3N2), the A/Wuhan/359/95(H3N2)-like component in the 1997-98 influenza vac-
cine and 144 (77%) were similar to A/Sydney/05/97(H3N2), a related but antigenically
distinguishable vanant of the A(H3N2) component of the 1997-98 influenza vaccine
All eight antigenically characterized influenza B and five of six antigenically charac-
terized influenza A(H1N1) viruses were similar to the 1997-98 influenza vaccine com-
ponents

State and territorial epidemiclogists first reported widespread influenza activity*
from Pennsylvania for the week ending December 20 Influenza activity peaked In the
United States during the week ending February 7, when 46 states and New York City
reported regional or widespread activity During the week ending March 7, the number
of states reporting regional or widespread influenza activity declined to 27

" The percentage of patient visits to sentinel physicians for influenza-like illness {ILI)

first exceeded baseline levels (0-3%) during the week ending January 3, peaked at
5% from January 18 through February 7 and returned to baseline levels during the
week ending February 21 The percentage of deaths attributed to P&l as reported by
the vital statistics offices of 122 cities first exceeded the epidemic threshold’ during
the week ending January 10 and has remained elevated for 9 consecutive weeks

As of March 7, a total of 359 outbreaks of ILI in LTCFs have been reported to CDC
from the state health departments in Connecticut, New York, and Virginia Three out-
breaks in LTCFs and one on a military base are described in this report In these inves-
tigations, disease and influenza vaccination status of residents of LTCFs and vac-
cination status of military squadron members were ascertained by medical record re-
view Among staff of LTCFs and among military squadron members, disease status
was ascertained by self-administered questionnaires ILI was defined as either 1) a
positive culture or rapid-antigen test for influenza in a person with respiratory symp-
toms or 2) cough and either percetved or measured fever (=100 F [>37 8 C]) or chills
For the LTCF in Connecticut, measured fever was defined as a temperature 21005 F
(=38 1 C) An influenza-related death was defined as a death that occurred within
2 weeks of onset of ILI, with no intervening asymptomatic period and no alternative
explanation (7) Vaccine effectiveness (VE) was calculated as VE=[ARU-ARV/ARU] x
100, ARU 1s the attack rate in unvaccinated persons, and ARV 1s the attack rate in vac-
cinated persons (2)

Connecticut

All Connecticut LTCFs are required to report outbreaks of respiratory disease to the
Connecticut Department of Public Health (CDPH) When reports are received, LTCFs
are encouraged to test for influenza Rapid-antigen testing and/or culture are made
available at no cost by the state laboratory during the influenza season LTCFs are
encouraged to implement influenza outbreak control measures as recommended by
the Advisory Committee on Immunization Practices (ACIP) (3)

*Levels of activity are 1) no activity; 2} sporadic—sporadically occurring influenza-like iliness
(ILI) or culture-confirmed influenza with no cutbreaks detected 3) regronat—outbreaks of ILI
or culture-confirmed influenza in counties with a combined population of <50% of the state’s
total population and 4) wrdespread—outbreaks of ILI or culture-confirmed influenza in counties
with a combined population of 250% of the state’s total popuiation

*The epidemic threshold 1s 1 645 standard deviations above the seasonal baseline The expected
seasonal baseline Is projected using a robust regression procedure in which a periodic regres-
sion model 1s applied tc observed percentages of deaths from P&l since 1983

o
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From December 1, 1997, through February 28, 1998, a total of 118 (44%) of
271 LTCFs reported respiratory outbreaks to CDPH, 21 were confirmed as influenza A
outbreaks On December 12, 1997, a LTCF in New Haven County reported an outbreak
of influenza A Because this was the first confirmed influenza outbreak in the state for
the 1997-98 season, an epidemiologic investigation was conducted

The LTCF has 172 staff and 131 residents distnbuted in four units Of naso-
pharyngeal swab specimens obtained from 42 residents with ILI, 20 {48%) were posi-
tive for influenza A by rapid-antigen testing Influenza A (H3N2) was identified by
culture in nine specimens at the state laboratory, and three 1solates were further char-
acterized at CDC by hemagglutination-inhibition testing as A/Sydney/05/97(H3N2)-like
Medical records of all residents were reviewed From December 6, 1997, through
January 3, 1998, a total of 57 (49%) of 116 vaccinated residents and seven {47%) of
15 unvaccinated residents developed ILI (VE=-5% [95% confidence interval (Cl)=-87%-~
41%]) Five (4%) vaccinated residents and one (7%) unvaccinated resident died from
influenza-related complications (VE=35% [95% Cl=-416 8%-919%]) Beginning
December 17, amantadine treatment was provided to two persons with ILI, and start-
ing December 19, amantadine prophylaxis was provided to 21 residents who were
asymptomatic

New York

Each year, the New York State Department of Health sends a memorandum
to LTCFs and other institutions recommending vaccination of residents, use of rapid-
antigen testing during outbreaks of ILI, and rapid implementation of ACIP-
recommended outbreak-control measures if influenza i1s confirmed (3)

From October 30, 1997, through February 17, 1998, a total of 213 (33%) of 650 LTCFs
in New York state reported laboratory-confirmed influenza A by rapid-antigen test or
culture, representing a 245% increase over the 87 laboratory-canfirmed influenza
A outbreaks reported during the 1996-1997 influenza season Of 47 facilities from
which complete data were available, all reported prophylactic use of amantadine/
rimantadine, and the median ILI attack rate was 12% (range 2%-49%)

On January 7, 1998, a LTCF in Westchester County reported a severe outbreak of ILI
The facility has 180 day-shift staff and 270 residents in six units On December 24,
1997, respiratory specimens were analyzed by a rapid immunofluorescent antibody
test and were negative for influenza However, on January 7, 1998, two specimens
cultured at the state laboratory were positive for influenza A(H3N2) One 1solate was
further characterized at CDC as A/Sydney/05/97(H3N2)-like Although rimantadine pro-
phylaxis was administered to eligible residents on January 7, 1998, the outbreak had
already peaked From December 16, 1997, through January 7, 1998, a total of 59 (22%])
of 264 vaccinated residents and one (17%) of six unvaccinated residents developed 1L
(VE=-34% [95% Ci=-714%-78%]) Four (2%) vaccinated residents and one (17%) unvac-
cinated resident died of influenza-related comphcations (VE=91% [95% CI=30 3%—
98 8%]) Among the staff, 172 (96%) of 180 day-shift staff persons completed a
self-administered questionnaire, 18 (30%) of 60 vaccinated and 36 (32%) of 111 un-
vaccinated persons developed ILI (VE=7 5% [95% C!=-48 1%—-42 2%])

Virginia
During the 1997-98 influenza season, the Virginia Department of Health (VDH) con-
ducted active surveillance for outbreaks of ILI in LTCFs and recommended that LTCFs
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confirm influenza using rapid-antigen tests provided by the state laboratory and im-
plement ACIP-recommended outbreak-control measures (3)

From January 26 through February 27, 1998, the VDH received reports of respira-
tory disease outbreaks from 28 (10%) of 290 licensed LTCFs On January 26, a LTCF in
Henrico County reported an outbreak of ILI On January 31, influenza A was cultured
at the state labaratory from five (71%) of seven nasopharyngea! swab specimens ob-
tained from ill residents Four 1solates were further characterized at CDC as A/Sydney/
05/97(H3N2)-like The facility had 202 staff members and 190 residents in five units

During January 7-31, a total of 42 (28%) of 150 vaccinated residents and 15 (38%)
of 40 unvaccinated residents developed ILI (VE=25% [95% Cl=-20 1%-53 6%]) Nine
{6%) vaccinated residents and two (5%) unvaccinated residents died from influenza-
related complications (VE=-20% [95% Cl=-434%~-73%]) When all deaths associated
with respiratory complications during the outbreak period were included, including
those not meeting the ILI case definition, 10 {7%) deaths accurred among the vacci-
nated and four {10%) among the unvaccinated {(VE=33% [95% Cl=-101 5%-77 9%])
Among the staff, 16 (16%) of 101 vaccinated persons and 18 {18%) of 101 unvaccinated
persons developed ILI (VE=11% [{95% Cl=-64 3%-51 9%]) Outbreak control measures,
including antiviral prophylaxis, were fuily implemented by January 31

Military Base

On January 15, 1998, an outbreak of ILI was reported among members of an Air
Force squadron in Hawau Influenza type A was i1solated at the base laboratory from
four nasopharyngeal swab specimens collected from squadron members One 1solate
was further characterized at CDC as A/Sydney/05/97(H3N2) Of 362 squadron mem-
bers, 254 (70%) completed the questionnaire

During January 1-30, 1998, a total of 40 (20%) of 197 vaccinated squadron mem-
bers and 13 (24%) of 54 unvaccinated squadron members had IL! {VE=16% [95% Cl=-
46 0%-51 3%]) Median duration of iliness was 6 days (range 2-14 days) among
vaccinated members and 5 days (range 3-21 days) among the unvaccinated Twenty-
four (63%) of 38 vaccinated persons who had ILI and seven (54%) of 13 unvaccinated
persons who had ILl and who responded to the questionnaire reported being sent
home by the squadron’s doctor and staying in bed because of symptoms (relative
risk=117, 95% Cl=07-2 1) Amantadine was not provided for prophylaxis, but was
used to treat 12 cases
Reported by ML Cartter, MD, Coordinator, Epidemiology Program, NL Barrett, MS, Connecticut
Dept of Public Health, DR Mayo, ScD, SH Egbertson, Connecticut State Laboratory, Hartford,
Connecticut D Ackman, MD, § Kondracki, G Brady, H Leib, ME Hennessy, R Gallo, L Grady,
PhD P Smuth, MD, State Epidemiologist, New York State Dept of Health S Jenkins, VMD, Acting
State Epidemiofogist D Woolard, PhD M Linn, MURF, E Barrett, DMD, J Rullan MD Office of
Epidemiology Virginia Dept of Health J Pearson DrPH, B Meisel, Virgima Div of Consolidated
Laboratory Sves C Thorpe MD P Young, Henrico Health District BG Regirer LLM S Jones
MD P Gershonoff V Altman Henrico County long-term care facility, Richmond Virgima N An-
derson, Univ of Michigan, Ann Arbor HJ Beecham I, MD, AJ Yund, MD, Navy Environmental
and Preventive Medicine Unit No 6 MB Weigner MD J Herbst BS Wiseman, Navy Medical
Chnie, Pearl Harbor, Hawan LC Canas Project Gargle, Brooks Air Force Base, San Antonio,
Texas Participating state and territorial epidemiologists and state public health laboratory
drrectors World Health Organization collaborating laboratories State Br, Epidermiology Program
Office, Influenza Br, Div of Viral and Rickettsial Diseases, National Center for Infectious Diseases,
coC

\Yid
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Edrtorial Note Both the 1996-97 and the 1997-98 seasons have been dominated by
influenza A(H3N2) viruses and characterized by sustained elevations in P&I-related
excess deaths The predominant A(H3N2) strains identified in the United States during
the 1997-98 season have been A/Sydney/05/97(H3N2)-hke, which are variants of the
strain contained in the 1997-98 vaccine Although influenza outbreaks among all age
groups have been reported to CDC, most have been reported in elderly nursing home
residents

The outbreak investigations reported here all were associated with A/Sydney/
05/97(H3N2)-like viruses and suggest that protection provided by the current vaccine
against 1liness caused by this varant strain may have been low This s consistent with
previous reports with varniant strains (4-6) In the outbreaks in Connecticut and New
York, influenza vaccination appeared to reduce death rates, even when it failed to pre-
vent IL! Although the reduced risk was statistically significant in only one of the out-
breaks, this also 1s consistent with previous studies (3,5-8) and underscores the
importance of vaccinating persons at high risk for influenza-related complications and
death even in years when the match between vaccine and circulating stramn is not
optimal {(2) The timely implementation of outbreak control measures within institu-
tions, including vaccination of residents, reduced contact between il and non-ill per-
sons, and antiviral prophylaxis of all non-ill persons and antiviral treatment of il
persons when the outbreak 1s caused by influenza type A, may reduce morbidity and
mortality (3)

Throughout the influenza season, survelllance data collected by CDC are updated
weekly and are available through the CDC voice information system, telephone (888)
232-3228, or the fax information system, telephone (888) 232-3299, by requesting
document number 361100, or through CDC's Influenza Branch, Division of Viral and
Rickettsial Diseases, National Center for Infectious Diseases World-Wide Web site
http /imwvww cdc gov/ncidod/diseases/flu/weekly htm Information about local influenza
activity i1s available from many county and state health departments
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FIGURE | Selected notifiable disease reports, comparison of provisional 4-week totals
ending March 14, 1998, with historical data — United States

DISEASE  DECREASE INCREASE CASE?,@EJESENT
Hepatitis A 1,139
Hepatitis B 386
Hepatitis, C/Non-A, Non-B 198
Legionellosis 54
Measles, Total 4
Meningococceal Infections 205
Mumps 35
Pertussis 207
Rubelia 33
7 T T T T
025 08 1 2 4

Ratio (Log Scale)*
Beyond Historical Limits
*Ratio of current 4-week total to mean of 15 4-week totals (from previous, comparable, and

subsequent 4-week periods for the past 5 years) The point where the hatched area begins 1s
based on the mean and two standard deviations of these 4-week totals

TABLE | Summary — provisional cases of selected notifiable diseases,
United States, cumulative, week ending March 14, 1998 (10th Week)

Cum 1998 Cum 1998
Anthrax Plague
Brucellosis 3 Poliomyehtis paralytic
Cholera Psittacosis 7
Congenital rubella syndrome Rabies human
Cryptosporidiosis* 286 Rocky Mountain spotted fever (RMSF) 13
Diphtheria Streptococcal disease nvasive Group A 369
Encephaliis  Califorma* Streptococcal toxic shock syndrome* 15
eastern equine* Syphilis congenital** 5
St Louts* Tetanus 1
western equing* Toxic shock syndrome 20
Hansen Disease 20 Trichinosis 1
Hantavirus pulmaonary syndrome** Typhotd fever 45
Hemolytic uremic syndrome past diarrheai* 1 Yeliow fever
HIV infection pediatnic*® 39

no reported cases
*Not notifitable in all states
* Updated weekly from reparts to the Division of Viral and Rickettsial Diseases National Center for Infectious Diseases (NCID)
% Updated monthly to the Division of HIV/AIDS Prevention-Surveillance and Epidemiology National Center for HIV STD and
TB Prevention {NCHSTP} last update February 22 1998
One suspected case of polio with onset in 1998 has also been reported to date
**Updated from reports to the Division of STD Prevention NCHSTP

o
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TABLE Il Provisional cases of selected notifiable diseases, United States,
weeks ending March 14, 1998, and March 8, 1997 (10th Week)

Escherichia
coft 0157 H7 Hepatitis
AIDS Chlamydia NETSS' PHLIS® Gonorrhea C/NA NB
Cum Cum Cum Cum Cum Cum Cum Cum Cum Cum

Reporting Area 1998* 1997 1998 1897 1998 1998 1998 1997 1998 1997
UNITED STATES 7 421 10995 81080 81773 137 45 51457 53 265 530 512
NEW ENGLAND 202 259 3577 3,315 19 8 999 1170 5 1"
Maine 4 16 195 161 9 8
NH 11 2 160 154 5 2 22 40 2
Vit 8 10 60 79 1 10
Mass 73 122 1638 1351 10 6 431 457 5 9
R! 21 29 476 402 1 62 112
Conn 85 80 1048 1168 3 474 543
MID ATLANTIC 2112 3537 11 050 10 655 8 1 6426 6 796 64 38
Upstate N Y 299 541 N N 8 718 1089 59 27
NY City 1160 1785 6767 5728 1 3185 2790
NJ 287 776 810 2025 77 1393
Pa 366 435 3473 2901 N 1806 1524 5 11
EN CENTRAL 512 727 15 840 13175 23 7 11090 8 546 86 133
Ohio 93 167 4,849 4099 8 2973 2790 5 5
Ind 81 87 1741 1674 § 3 1186 1201 2 1
1l 249 250 4402 2053 9 3475 1108 4 21
Mich 57 178 4025 3217 1 3161 2 557 75 106
Wis 32 45 823 2132 N 4 325 890
WN CENTRAL 162 264 5434 5909 11 ] 2134 2511 7 24
Minn 22 38 1041 1407 3 2 366 461
lowa 9 45 731 999 1 199 239 5 3
Mo 76 140 1624 2036 1 3 791 1318 66 16
N Dak 3 2 20 189 1 1 4 14 1
S Dak 5 2 338 188 59 28
Nebr 15 20 537 269 3 193 86
Kans 22 17 1143 821 2 522 367 4
S ATLANTIC 1890 279 19 347 15,626 20 6 16 146 16 289 31 43
Del 36 38 445 287 205
Md 239 316 1493 1180 9 4 1571 2 408 2 5
DC 192 192 N N 682 889
Va 114 245 2248 2202 N 2 1472 1704 1 4
W Va 19 17 597 649 N 161 206 2 1
NC 107 183 4072 3,519 6 3581 3122 7 16
SC 129 156 3505 2313 1 2345 2296 12
Ga 229 374 3804 1444 2 3432 2 340 6
Fla 825 1300 3183 4319 2 2615 3119 13 5
ES CENTRAL 291 318 6746 6066 7 3 6619 6 456 15 58
Ky 39 32 1194 1179 2 738 823 1
Tenn 107 135 2596 2171 3 3 2269 1930 12 24
Ala 86 89 2023 1530 2 2566 2223 3 4
Miss 59 62 933 1186 1046 1480 29
WS CENTRAL 896 942 4813 9172 1 4174 6 537 8 40
Ark 33 41 718 532 1184 860 1
La 153 169 2383 1154 2079 1230 28
Okla 52 47 1712 1039 1 XKl 824
Tex 658 685 6447 3623 8 n
MOUNTAIN 205 314 3568 4 260 12 5 1349 1481 131 57
Mont 9 8 175 126 8 g 4 3
ldaho 5 4 352 297 2 30 21 33 12
Wyo 5 187 91 9 10 60 19
Colo 39 96 408 2 1 516 399 7 7
N Mex 38 26 819 797 3 2 151 283 12
Ariz 60 71 1710 1788 N 2 562 578 g
Utah 26 23 215 248 3 25 33 8 1
Nev 28 81 140 535 2 43 148 7 2
PACIFIC 1161 1843 10 705 13595 36 9 2520 34798 119 108
Wash 77 92 2152 1742 10 3 369 423 2 5
Oreg 31 74 456 902 9 2 78 128 1 1
Cahf 1038 1681 7393 10 439 17 3 1946 2734 81 65
Alaska 16 368 261 56 113 1
Hawau 15 10 336 251 N 1 71 81 34 37
Guam 8 65 N 2 9
PR 273 284 U U 1 u 68 12 1 11
Vi 8 1 N N N u
Amer Samoa N U
CNMI N N N U 7 7 2
N Not notifiable U Unavadable no reported cases CNMI| Commonwealth of Northern Manana Islands

*Updated monthly to the Division of HIV/AIDS Prevention-Surveillance and Epidemiclogy Nationai Center for HIV STD and TB Prevention
last update February 22 1998
INational Electronic Telecommunications System for Surverllance

Public Health Laboratory Information System
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TABLE Il {Cont'd ) Provisional cases of selected notifiable diseases, United States,
weeks ending March 14, 1998, and March 8, 1997 {10th Week)

Lyme Syphilis Rabies
Legionellosis Disease Malana (Primary & Secondary) Tub lost: Ammal
Cum Cum Cum Cum Cum Cum Cum Cum Cum Cum Cum
Reporting Area 1998 1997 1998 1997 1998 1997 1998 1997 1998* 1997 1998
UNITED STATES 165 165 575 600 167 243 1188 1697 893 2 446 1135
NEW ENGLAND 7 12 65 118 5 7 13 27 36 59 210
Maine 1 U 5 28
NH 1 2 4 o 4 1 2 1 21
Vvt 2 2 1 5
Mass 3 4 21 21 5 5 12 15 25 28 59
Ri 3 13 12 8 5 18
Conn 3 27 79 1 12 u 20 79
MID ATLANTIC 35 30 378 400 50 59 45 74 75 349 231
Upstate NY 10 6 200 31 18 5 2 12 u 40 187
NY City 3 1 23 25 35 7 14 U 189 U
NJ 5 102 15 10 33 75 79 41
Pa 22 18 178 244 7 4 25 15 U a1 63
EN CENTRAL 46 64 19 4 g 23 183 156 48 31 8
Ohio 22 33 18 1 1 1 38 51 5 61 8
Ind 4 6 1 2 1 2 39 36 U 23
i 3 2 1 1 10 60 16 43 176
Mich 14 20 6 8 38 22 V] 33
Wis 3 3 U U 2 8 31 U 18
W N CENTRAL 13 12 4 1 3 3 20 35 32 64 85
Minn 1 g U 21 14
lowa 4 1 1 1 U 8 22
Mo 8 6 1 2 10 14 28 24 4
N Dak U 2 22
S Dak 4 1 14
Nebr 5 4 1 4
Kans 2 6 " U 8 g
S ATLANTIC 36 19 83 56 438 50 516 666 182 355 437
Del 4 2 10 1 2 5 3 7
Md 7 10 75 37 18 18 17 193 44 31 107
DC 2 1 3 4 3 4 14 25 19 15
Va 4 4 11 41 53 30 40 113
W Va N N 16 7 10
NC 4 3 2 5 2 150 132 73 53 103
SC 3 1 1 3 54 88 U 30 19
Ga 2 1 10 8 87 124 U 60 36
Fla 12 2 3 1 7 2 48 48 u 112 43
ES CENTRAL 2 7 9 14 4 5 230 376 181 35
Ky 1 1 25 26 U 26 5
Tenn 2 2 5 2 3 1 127 154 U 57 18
Ala 2 4 1 1 54 95 U 73 12
Miss 3 1" 2 24 101 u 25
WS CENTRAL 1 1 3 3 m 268 12 370 35
Ark 1 29 41 12 20 1
La 3 2 72 100 14
Okla 1 10 25 u 31 34
Tex 1 102 u 305
MOUNTAIN 11 12 1 12 13 40 34 42 67 17
Mont 1 1 2 2 5
idaho 1 1
Wyo 1 1 1 1 12
Colo 4 3 4 6 3 9] 10
N Mex 1 4 2 7 2
Arz 3 2 34 29 23 32
Utah 4 a4 1 2 1 8 1
Nev 1 1 1 3 1 4 U 19
PACIFIC 15 3 16 6 33 80 30 61 466 690 17
Wash 1 4 3 u a7
Oreg 2 6 4 1 1 U 22
Cahf 15 6 186 4 27 76 25 57 439 566 11
Alaska 8 19 6
Hawan 1 19 36
Guam 2 1
PR 2 56 43 15
2!
Amer Samoa
1 1 8

CNMI

N Not notifiable

*Additional information about areas displaying U

p 39

U Unavailable

no reported cases

{eg Tuberculosis) can be found 1 Notices to Readers MMWA Vol 47 No 2

b
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TABLE ilIl Provisional cases of selected notifiable diseases preventable by vaccination,
United States, weeks ending March 14, 1998,
and March 8, 1997 (10th Week)

H inflt Hepatitis {Viral) by type Measles {Rubeoia)
nvasive A B indigenous imported’ Total
Cum Cum Cum Cum Cum Cum Cum Cum Cum Cum

Reporting Area 1998* 1997 1998 1997 1998 1997 |1998) 1998 ]1998§ 1998 1998 1997
UNITED STATES 193 223 3069 4794 1138 1469 1 2 5 6 13
NEW ENGLAND 9 13 65 106 9 36 1 1
Maine 2 9 W3 2
NH 1 2 4 6 3 2
Vit 4 4 1
Mass 8 8 11 57 4 21 1 1
Ri 1 5 4 2 2
Conn 32 32 8
MID ATLANTIC 29 32 150 411 156 255 5
Upstate N Y 12 1 62 17 55 33 3
NY City 5 14 38 225 35 108 1
NJ 12 11 2 65 53 1
Pa 6 48 104 66 61
EN CENTRAL 31 38 448 538 141 246 1 1 2
Ohio 17 18 80 95 16 18
Ind 2 4 53 54 13 25
t " 11 46 189 10 73 1
Mich 4 251 158 98 113 1 1 1
Wis 1 1 18 42 4 17
WN CENTRAL 5 301 331 68 108
Minn 2 5 1 2
lowa 1 130 42 11 6
Mo 2 145 210 49 88 U U
N Dak 1 3 1
S Dak 1 5 1
Nebr 8 14 2 4
Kans 11 56 2 7 u
S ATLANTIC 60 36 338 299 189 154 1 2 3 4
Del 7 1
Md 13 15 77 84 26 33 - 1 1
aled 11 9 3 13
Va 6 2 42 33 16 16 2 2 2
W Va 1 2 3 1 4
NC 7 7 18 47 49 33
SC - 3 7 18 8 -
Ga 15 4 82 36 43 12
Fla 18 3 101 62 51 34 1 1
ES CENTRAL 7 14 84 124 87 115 1
Ky 1 22 6
Tenn 7 8 56 54 69 73
Ala 5 28 29 18 15 1
Miss 19 21 u ¥]
WS CENTRAL 1 9 201 672 64 76
Ark 1 9 42 15 11
La ] 1 4 25 4 g
Okla 5 6 90 310 7 4
Tex 1 1 98 285 38 52
MQUNTAIN 31 24 642 776 148 162
Mont 6 30 1 1
Idaho 43 38 4 6
Wyo 12 8 2 5
Cole 5 5 52 95 17 39
N Mex 1 38 60 54 55
Ariz 20 g 416 299 39 29
Utah 2 2 37 181 16 15
Nev 4 7 38 65 15 12
PACIFIC 15 52 840 1537 276 320 5
Wash 1 100 94 21 10
Qreg 12 8 62 86 21 24
Calif 41 670 1314 229 277 2
Alaska 1 1 1 8 2 5
Hawau 1 2 7 35 3 4 3
Guam 1 U U
PR 3 59 90 181
Vi U u
Amer Samoa U U
CNM! 2 1 7 11 U U 1
N Not notifiable U Unavailable no reported cases

*Of 41 cases among children aged <5 years serotype was reported for 13 and of those 6 were type b
tFor imported measles, cases inciude only those resuiting from impartation from other countries
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TABLE Il {Cont’d ) Provisional cases of selected notifiable diseases preventable

by vaccination, United States, weeks ending March 14, 1998,
and March 8, 1997 (10th Week)

Meningococcal

Disease Mumps Pertussis Rubella
Cum Cum Cum Cum Cum Cum Cum Cum
Reporting Area 1998 1997 1998 1998 1997 1998 1998 1997 1998 1998 1997
UNITED STATES 607 834 10 73 98 45 619 881 2 57
NEW ENGLAND 37 53 3 7 130 282 9
Maine 3 5 4 6
NH 1 5 1 12 34
Vit 1 2 19 91
Mass 16 34 1 6 92 141
RI 3 1 1 g
Conn 13 6 1 3 1 9
MID ATLANTIC 42 71 2 12 7 54 56 2 39
Upstate NY 16 14 2 2 7 54 23 2 39
NY City 7 15 1 15
NJ 19 15 2 5
Pa 27 7 13
EN CENTRAL 103 104 1 10 10 4 62 94
Ohio 47 39 7 3 2 33 42
Ind 18 10 2 4 2
I 17 34 2 2 3 12 -
Mich 12 8 3 2 14 18
Wis 9 13 1 8 20
WN CENTRAL 42 66 2 7 4 2 46 38
Minn 2 4 2 28 25
lowa 8 12 1 2 2 2 T 6
Mo 21 37 U U s V]
N Dak 1 1 1
S Dak 4 3 1
Nebr 1 3 2 2
Kans 8 9 U U 3 U
S ATLANTIC 127 155 15 11 1 56 83 2
Del 1 3
Md 14 18 2 9 a7
DC 4 2
Va 12 9 2 1 13
W Va 3 ] 3
NC 18 31 5 4 30 10 1
SC 13 31 3 1 5 4 1
Ga 35 21 2 2
Fia 31 33 3 3 1 12 2
E S CENTRAL 22 68 8 13 25
Ky 14 8
Tenn 22 25 3 4 5
Ala 22 2 9 7
Miss 7 3 U 5 U
WS CENTRAL 35 59 3 14 8 1 19 13 2
Ark 7 12 1 9 2
La 12 13 - 2
Okla 16 8
Tex 26 3 14 8 10 9 2
MOUNTAIN 45 51 4 6 16 176 160 5
Mont 2 4 1
Idaho 2 4 1 7 100 92
Wyo 3 1 3
Colo 1 8 2 3 17 50
N Mex 7 1 N N N 2 41 8 1
Anz 17 12 3 9 6 1
Utah 2 6 1 5 2
Nev 1 6 2 2 1 3 1 1
PACIFIC 154 207 4 21 36 7 63 130
Wash 20 18 1 2 3 7 54 42
Oreg 32 51 N N N 8 4
Cabf 99 136 2 11 27 78
Alaska 1 2 1 2
Hawau 2 2 1 6 5 1 4
Guam 1 U 1 U u
PR 4 3
'3l U U u
Amer Samoa U u U
CNMI U U U

N Not natifiable

U Unavailabte

no reported cases
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TABLE IV Deaths in 122 U S cities,* week ending
March 14, 1998 (10th Week)

All Causes By Age (Years) ped’ All Causes By Age (Years) pat’
Reporting Area All Total| Reporting Area All Total
Ages >65 ]456412544] 124 | <1 Ages >65 4564|2544 [124] <1
NEW ENGLAND 564 408 94 37 14 11 56 ] S ATLANTIC 1221 811 234 119 27 28 49
Boston Mass 152 94 34 11 8 5 16 Atlanta Ga ] U U U U U
Bridgeport Conn 34 26 6 2 4 { Baltimore Md 258 158 65 28 9 7 22
Cambndge Mass 9 9 1] Charlotte NC 124 82 25 10 2 5 5
Fall River Mass 21 17 1 3 Jacksonville Fla 163 112 28 19 2 2 4
Hartford, Conn 48 38 7 1 1 1 Miami Fla 116 77 22 13 1 2
Lowell, Mass 24 17 6 1 3 Norfolk Va 80 49 16 10 1 4 1
Lynn Mass 14 7 5 2 1 Richmond Va 84 61 19 4
New Bedford Mass 25 22 2 1 2| Savannah Ga 55 30 17 6 2 1
New Haven Conn 35 25 4 3 1 2 6 | St Petersburg Fla 39 30 3 3 2 1 2
Providence RI 70 50 11 6 2 1 5 Tampa Fla 210 144 35 19 7 5 12
Somerville Mass 6 5 1 Washington DC 73 50 13 7 1 2 2
a;)nngﬁeld CMass 39 Zg 7 1 1 2 6 | Wilmington Del 18 17 1
aterbury, Conn 32 2! 5 2 3
ES CENTRAL 1032 712 210 66 8 24 g7
Worcester Mass % 4 6 4 91 Brmmngham Ala 223 162 3 14 5 5 25
MID ATLANTIC 2231 1606 394 162 29 40 154 Chattanooga Tenn 85 70 13 2 8
Albany NY 40 35 2 3 3 Knoxvilie Tenn 90 63 21 6 1
Allentown Pa 27 20 5 2 2 Lexington Ky 63 43 12 5 3 3
Buffalo NY 80 61 10 5 1 3 5 Memphis Tenn 244 153 55 18 8 10 16
Camden N J 46 30 5 6 5 2 Mobile Ala 97 65 21 9 2 2
Ehizabeth N J 24 19 4 1 Montgomery Ala 69 45 15 6 2 1 11
Ere Pa 21 35 5 1 3 Nashwille Tenn 161 111 37 [ 1 5 "
‘I{leeﬁe‘»;oelitélt'\\‘/JN Y 1 122 752 21g 83 1(1) 1; 8? WS CENTRAL 1659 1075 384 142 34 30 108
Newark, N J 58 31 14 11 1 1 4 Austin Tex 107 70 23 8 2 4 6
Paterson N J 21 14 3 3 1 Baton Rouge La 50 34 10 4 1 1 2
Philadelphra Pa 300 210 s 23 7 5 21| CorpusChnst Tex 48 33 9 5 12
Pitsburgh Pa § 52 35 13 3 1 5 Dallas Tex 191 129 40 11 9 2 10
Reading Pa 31 2 5 2 2 1 3 El Paso Tex 81 a7 12 6 1 1 3
Rochester N'Y 150 118 19 8 3 2 17| Ft Worth Tex 106 76 22 5 a5
Schenectady NY 20 15 5 ) | Houston Tex 448 252 128 48 10 10 32
Scranton Pa 28 75 2 1 1 Little Rock Ark 86 58 18 8 1 1 7
Syracuse NY 104 7% 18 6 2 2 18 New Orleans La 107 64 30 10 3
Trenton N J 28 22 4 1 1 a1 San Antomo Tex 240 167 42 23 a4 4 17
Utica NY 15 14 1 Shreveport La 76 58 1 3 2 2 10
Yonkers NY U U U U u u u Tuisa Okla 119 87 19 11 1 1 14
MOUNTAIN 873 604 144 70 28 27 0
Elz\rlor?EnggAL 2 3‘253 ! 6334 4?2 152 5? 52 160 Albuquerque N M 89 62 13 6 3 5 1
Canton Ohio 3% 30 3 2 1 2 | Base idaho 52 43 6 3 6
Chicago Il 499 33 76 46 24 16 42 | Colo Springs Colo 51 39 9 2 1B
Cinctnnati Ohio 138 96 27 10 5 17 | Denver Colo U U U U U U U
Cleveland Ohia 169 114 33 12 4 6 g LasVegas Nev 213 48 42 14 5 4 18
Columbus Ohio 199 141 37 11 4 6 18] Ogden Utah 21 13 4 3 13
Dayton Ohio 114 81 26 4 1 2 5 Phoenix Arnz 166 106 33 15 8 4 19
Detroit Mich 243 149 55 3¢ 3 2 14| Pueblo Colo 21 18 4 1 5
Evansville Ind 35 24 9 1 1 2 Salt Lake City Utah 131 89 15 14 8 5 15
Fort Wayne Ind 59 52 14 2 1 g | Tucson Arz 29 88 18 12 4 717
Gary Ind 20 13 6 1
Grand Rapids Mich 7 51 12 3 5 3 PACIFIC 2163 1593 330 150 52 37 243
Berkeley Cal:f 15 10 1 1 1 2 2
Indianapoirs Ind 200 139 27 21 3 10 Fresng Calif 140 96 18 10 & 10 10
Lansing Mich % 3w 7 2 81 Glendale, Calif 39 31 3 4 17
Milwaukee Wis 110 82 20 3 2 3 13 Honolulu Hawart 82 62 9 6 2 3 3
Peoria Il 38 29 4 1 4 7] Long Beach Calf 51 40 7 2 1T 1 10
Rockford 1l 42 3% 3 2 1 3| LosAngeles Cahf 717 633 113 49 17 5 89
South Bend Ind 61 48 8 3 1 1
Pasadena Calf 2 13 4 1 3 1
Toledo Ohio 17 97 17 1 2 9
Portland Oreq 148 112 27 7 2 112
Youngstown Ohio 58 47 10 1 3 gacraomemocﬁafhf $gg 1?2 gg 1; ) 3 33
an Diego Cali 1 1 2 2 21
\6\;21 N%EI”;R?;'WB ZS ?gg 1%2 4# 1; 13 ?g San Francisco Calif 103 72 9 15 4 3 16
Dualuth Minn 21 14 4 2 1 1 | San Joss, Cahf 151 112 24 12 3 13
Kansas City Kans 37 18 39 7 12 1| SantaCruz Calif a9 28 9 3 §
Kansas Gity Mo 8 81 13 8 7 5| Seattle Wash 133 100 19 10 2 2 1
Lincoln Nebr 29 21§ 1 2 3| Spokane Wash 6 4 5 10
Minneapolis Minn 1;; 132 31 5 1 3 18 acoma Wash 98 76 14 4 3 10
Omaha, Nebr 54 9 3 1 5 1
St Louis Mo pot % 15 2 3 2 TOTAL 12847 90322305 950 267 272 1007
St Paul Minn 76 61 9 5 1 5
Wichita Kans 81 65 9 4 3 4

U Unavailable no reported cases

*Mortality data in this table are voluntarily reported from 122 cities in the United States mast of which have populations of 100 000 or
more A death 1s reported by the place of Its occurrence and by the week that the death cerhficate was filed Fetal deaths are not
included

Pneumonia and influenza

Because of changes in reporting methods in this Pennsylvania city these numbers are partial counts for the current week Complete
counts wilt be available i 4 to 6 weeks

ITotal includes unknown ages
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