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I. BACKGROUND 

I Project T~tle Accelerated Immun~zation Project Measles Erad~cation 
2 Project Number 598-0825 
3 Grant Number 598-0825-G-6-0 16-00 

A Results Package, whlch consists of a Strategic Objective and Intermedlate Level 
Objectives, was elaborated to guide the development and strengthening of national vaccination 
programs, part~cularly in the elght USAID target countries A set of indicators have been 
developed to monltor and evaluate progress ach~eved In the Strateg~c Objective and the 
Intermedlate Results Indicators at both levels are 

1. Strategic Objective: 

More effective delivery of sustainable and high qual~ty imrnmzation services 

2. Intermediate Results: 

2 1 Strengthen pollcy environment related to immunization programs 
2 2 Expanded and ~mproved immunization delivery by the public and prlvate sectors, 

including NGOs 
3 3 Strengthen and support the measles surveillance system 



I1 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 

Percentage of Countries that Meet Sustainability Criteria 

Sustamnbclzty zndzcntors: 

Durlng the XI1 TAG Meeting held in September 1997 in Guatemala, countries of the 
Reglon endorsed and agreed to use the following six indicators to monitor sustainability 

EPI Vaccination Coverage DTP3, OPV3, Measles, BCG, TT2 in women of 
childbearing age (WCBA) 
Program Access coverage w ~ t h  DTPl and BCG 
Program Efficiency Drop-out Rate ( DTP IiDTP3 and DTPIIMEASLES) 
% total of immunization program costs financed by the country 
% total of recurrent costs financed by the country 

Pi ogress on these specific indicators are reflected throughout thls Report 

Countries finance recurrent costs of immunization program delivery 

Overall allocation of national resources toward national immunization programs and for 
recurrent costs are being monitored through the Natlonal EPI Plans of Action that have been 
prepared by the eight target countries (Table 1) In the case of Boliv~a, 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 Nat~onal Plan of Action Boliv~a has notably Increased 
its national contribution for the procurement of biologicals and there has also been an increase in 
national resources toward the areas of cold chain and social mobilization In Nicaragua, the 
temporary reduction reflects higher donor contributions in 1997, to bulld and equip a new 
national biological warehouse and review cold chain operations at local centers The h n d s  come 
from the World Bank, the local USAID office and Luxembourg 



Table 1 
Proport~on of Fund~ng from Nat~onal Resources for the EPI Plans of Act~on, 

USAlD Target Countr~es In the Amencas, 1995-1997 

Country 
Bol~v~a 
Ecuador 

4s  can be seen In Table 3 the proportion of recurrent costs financed by nat~onal 
resources continued to Increase In several of the target countries wh~ch ind~cates the level of 
pi-lorit) obta~ned by national immunlzatlon programs In the Reg~on There have been temporary 
reductions m these figures due to donat~ons In the case of Guatemala. final analysis of national 
vis-a-vis international resources is not available due to the restructuring of the Health Ministry 
The government continues, however, to cover all recurrent costs 

Table 2 
Proport~on of Recurrent Costs Financed by Nat~onal Resources* 

USAlD Target Countrres In the Amencas, 1995-1997 

1995 
81% 
86% 

El Salvador 
Guatemala 
Halt1 
Honduras 
N~caragua 
Peru 

r ~ o u n t r v  1995 1996 1997 1 

Source Country EPI Plans of Act~on 
data not ava~lable 

* Data as of December 1997 

95% 
83% 
22% 
82% 
82% 
91 % 

I 

88% 
70% 
19% 
78% 
74% 
93% 

1996 
60% 
94% , 

97% 

25% 
81 % 
79% 
95% 

1997 
61 % 
96% 

Bol~v~a 
Ecuador 
El Salvador - -. 

Guatemala 
Halt1 

* bacclnes, syrlnges and cold-cham 
I I I 

Source Countrv EPI Plans ot Act~on 

49% 
69% 
100% 

Honduras 
Nicaragua 
Peru 

Number of poilo cases 

100% 
19% 

S~nce August 1991 there have been no cases of wild pollov~rus in the Reg~on of the 
Americas (F~gure 1) (Annex 2, Polzovzrus Survezllance Bulletzn, week ending 3 January 1998) 

72% 
81 % 
100% 

78% 
67% 
97% 

68% 
77% 
1 00% 

92% 
22% 
82 % 
76% 
99% 

25% 
96 % 
78% 
100% 



Frgure 1 Annual polro rncrdence rates In the Regron of the 
Americas, 1969-1 997* 

Rate per 100 000 populat~on 
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0 1 
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69 70 71 72 73 74 75 76 77 78 79 80 81 82 83 84 85 86 87 88 89 90 91 92 93 94 95 96 97 

SOURCE EPllPAHO 
YEAR 

Data as of 31 December 1997 

The Hemisphere continues to be free from wlld pol~ovlrus and surve~llance lndlcators for 
the Region as a whole show that most countrles are conducting adequate survelllance for acute 
flaccld paralysis (AFP) as shown In Table 3 The table below compares countries' fulfillment of 
4FP survelllance crlterla In 1994, the year polio was declared eradicated. and in 1997 For the 
most part countrles have been consistent In malntalnlng AFP survelllance However, the 
indicator measuring AFP rate 21 100,000 has decllned sharply Thls IS an ~ndlcat~on that fewer 
cases are belng detected and entered Into the surveillance system, which subsequently impacts 
the other surveillance cnterla 



Table 3 
AFP Surve~llance Ind~cators, 1994 and 1997* 

( - Meet cr~ter~a 
* Data as of 3 January 1998 (Week 53) 
Source SVIIPAHO (PESS) 

Number of measles cases 

There was a resurgence of measles in 1997 In Brazil (Figure 2). following an all-tlme 
record Regional low in the Amerlcas of 2 109 confirmed measles cases In 1996 As of March 20, 
1998 a total of 89 435 suspected measles cases were reported from the countries of the 
Americas Of these 27 798 (31%) have been confirmed, 34 290 (3S0/0) have been discarded and 
27 357 (31%) remain under Investigation Of the total confirmed cases 26 948 (97%) hake 
laborator) confirmation of measles infection or epidemiological linkage to a laboratory 
confirmed case. and 850 (3%) have been confirmed on cl~nical grounds alone Together, Brazll 
(26,348 confirmed cases) and Canada (570 confirmed cases) accounted for 97% of the total 
confirmed cases in the Reg~on 



F~gure 2 Reported measles cases 
Reg~on of the Americas, 1980-1997* 
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2 
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Year 

-Cases *Coveragel 
Source PAHOlWHO 
Coverage for chlldren at one year of age 

#Data as of 23 March 1998 

Other countnes reporting laboratory and clinically confirmed measles cases in 1997 
include Guadeloupe (1 16 cases), Peru (9.51, Paraguay (198 cases), Argentina (125 cases), Chile 
(61 cases), Costa Rica (26 cases), Bolivia (8), Colombia (43). Venezuela (27), Guatemala (8). 
Honduras (5), Bahamas (I), Trinidad and Tobago (1) Dominican Republic (1) and Uruguay (2) 
Countries w ~ t h  probable importat~ons from the Brazilian outbreak are Argentina Chile, Costa 
Rica, Paraguay, Peru and the Un~ted States (Table 4 and Figure 3) 

Table 4 
Countrres w ~ t h  measles outbreaks rn the Region of the Americas, 1997 

*Data as ot 3 1 December 1997 



Figure 3 Measles Importations ~nto  the 
Regron of the Americas, 1997 

Japan = 4 
Paklslan = 3 
Ph~l~pplnes = 3 
Singapore = 1 
Tahlti = 1 
Tonga = 1 
Vietnam = I 

Source SVliPAHO 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-zip vaccinatlon campaign in 1995 Over 50% of cases 
have occurred in young adults 20-29 years of age The hlghest 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 m infants less than 1 year of age 

An investlgatlon of measles cases m adults found that the majority were occurring among 
young-adult members of certaln risk-groups ~ncluding 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 in the tounst ~ndustry, and military recruits 

Measles virus has been isolated 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 
circulat~ng In Sao Paulo is v~rtually identical to vlrus 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 is waning after implementation of an aggressive outbreak 
response, wliich included a follow-zip campaign target~ng all children 1-4 years old select~ve 
mop-up vaccinatlon In schools and vaccination of young-adult members of groups at h~gh-risk 
for measles Over 4 5 million persons have been vaccinated 

Of the eight target countries, Halt1 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, Bolivla, Ecuador and Guatemala should conduct follo~v-up campaigns 

in 1998, and Haiti is overdue for their campaign 



Table 5 
Measles Vacclnat~on Campa~gns in the 8 USAID Target Countr~es 

- No carnpargn 
* Overdue 
Last updated 21 January 1998 

Measles situat~on in Halt1 

Halt1 conducted a catch-up measles vacclnat~on of the populat~on 9 months through 14 
years of age uslng a rolling approach from "departemant" to "departement'. from October, 1994 
through June 1995 Overall, 95% vacclnat~on coverage was ach~eved Although surve~llance is 
lncomplete. not a slngle suspected measles case has been confirmed slnce the campaign 
Moreover, vlsits to hosp~tals throughout the Island and discuss~ons w ~ t h  health care workers 
strongly suggest that measles transmlss~on has been Interrupted on the Island 

Since the campalgn, however. rout~ne measles vacc~natlon coverage has been poor Whlle 
preclse figures are not available, it IS est~mated that the annual measles vacclne coverage among 
ch~ldren 12-23 months of age has been only 33-28% Based on t h ~ s  coverage, ~t IS est~mated that by 
the end of 1998, there will be over 900,000 children less than 5 years of age who are suscept~ble to 
measles Thls represents over 3 blrth cohorts who are not protected aga~nst measles When measles 
v ~ m s  is re-~ntroduced Into Ha~tl, the large number of susceptible children w11 likely result In a 
large measles outbreak w ~ t h  up to 180,000 measles cases and perhaps 2,000 deaths In add~t~on  to 
low measles population ~mmunlty, there IS also low ~mmunity to polio among children born slnce 
the last campalgn 

An emergency follow-up measles vaccination campaign needs to be conducted as soon as 
poss~ble The number of susceptlble ch~ldren IS lncreaslng every day as IS the rlsk of a measles 
outbreak Other ant~gens, especially pollo vacclne, should be Included In thls campalgn Long-term 
efforts need to be made to Improve the routine vacclnatlon infrastructure In Halt1 It m111 be very 
difficult to malntaln the absence of measles vlrus circulat~on In Halt1 if the ovenvhelmlng majorlty 
of Infants every year do not recelve measles vacclne Measles surve~llance data are lncomplete 
Howe~er. the sentlnel surveillance system proposed by PAHO and Inst~tut H a ~ t ~ e n  de I'enfance 
ma) pro\ ide the bas~s for developing effectlve measles and acute flacc~d paralys~s surve~llance 
Although the nat~onal measles laboratory appears capable of performing measles IgM testlng, it 



will be extremely d~fficult to malntaln thls laboratory, lf only 5-9 specimens are tested each year 
The CAREC measles laboratory wl l  need to collaborate closely wth the national measles 
laboratory m Halt1 to assure hlgh quality measles test~ng 

The resurgence of measles In the Amerlcas durlng 1997 represents a major Increase 
compared to cases reported In 1996, st111 these cases are only about 10% of cases In 1990 The 
outbreak In Brazll has become a wake-up call to all countrles of thls Hemisphere to demonstrate 
that the absence of measles vlrus circulation does not mean absence of rlsk from measles 
lnfectlon Important lessons are belng drawn to Jine-tzme the Reglon's measles eradlcatlon 
strategy Countr~es are belng alerted through varlous channels that the successful completion of 
the measles eradlcatlon goal will requlre the implementation of PAHO's recommended 
vacclnatlon strategy In full m all countrles of the Reglon 

The two major challenges to the Reglon's measles eradlcatlon goal by the year 2000 are 

Countr~es of the Amerlcas need to keep up thelr guard by malntalnlng the hlghest population 
lmmunlty posslble In Infants and children and targeting vacclnatlon to adolescents and young 
adults who are at hlghest rlsk for exposure to measles vlrus 

Increased efforts are needed in other regions of the world to improve measles control and to 
decrease the number of exported measles cases to the Amencas 

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

In 1996, the Reglon of the Amerlcas achleved the goal established by WHO for the 
ellmlnatlon of NNT as a publlc health problem Prellmlnary data for 1997 for the Reglon shows 
continued decllne In the number of cases (Flgure 4). as In the number of d~strlcts wlth multiple 
cases Ellmlnatlon efforts are focused on hlgh-rlsk areas that have cases. w ~ t h  emphasls In 
Ecuador, Honduras and Peru 



F~gure 4 Neonatal Tetanus Cases Per Year 
In Selected countr~es*, 1985-1 997 
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Argentina Bollv~a Brazll Colombla Dornlnlcan Republlc Ecuador El Salvad6matemala Halb 
Honduras Mexlco N~caragua Panama Paraguay Peru y Venezuela 

Table 6 below presents an analys~s of WCBA in seven of the e~ght target countries, which 
are part of the 16 NNT endem~c countr~es in the Americas Under the category of "High-Risk 
Areas", the WCBA are dlv~ded into two groups The first group includes all the WCBA currently 
living m h~gh-r~sk areas wh~ch have reached the maintenance phase, meanlng they have ach~eved 
the WHO goal of <1/1000 cases of NNT per munic~pal~ty Vaccination wlth tetanus toxoid IS 

carried out through routine immunization services The second category Includes WCBA living 
In 111gh-rlsk areas whlch hate not achieved the WHO goal for NNT elim~nat~on, and therefore 
more intensive immunization actir ltles are needed 

Table 6 
Women of chrldbear~ng age (WCBA) l lv~ng In hlgh-r~sk areas In 7 USAlD target countr~es, 1996 

Based on the results of these evaluations. PAHO has recommended that countr~es 
contlnue improving ep~demiological surveillance and case in\est~gatlons In 111gh-r~sk areas of 
endemic countries. particularly In those from which lnformat~on on coverage and cases is 
lack~ng Vaccinat~on of all WCBA in these risk areas will be essential to contlnue controlling the 
d~sease In this regard, emphasis should also be glven to the complete el~mination of missed 
opportunities to r acclnate and especiall\. monitor protection from tetanus In mothers when 
children recelbe the~r  first dose of DPT Furthermore criterla of high-risk areas need to be 

Country 

El Salvador 
Guatemala 
Honduras 
Nicaragua 
Bollvla 
Ecuador 
Peru 

Total WCBA 

1,154,657 
2,493,041 
1 463,150 
1,293,099 
1,632,983 
2,966,130 
6,272,949 

Hlgh-Rlsk Areas 
Total WCBA 

1,025,025 
1,149,640 

770,599 
602,166 
767,997 
828,236 

3,472,655 

Ma~ntenance 
Phase 
949,335 
520,794 
577,921 
437,432 
479,181 
452,583 

2,256,487 

Attack Phase 

75,690 
628,846 
192,678 
164,734 
288,726 
375,653 

1,216,168 



standardized and disseminated Migrat~on should be factored In when determining areas and 
populations at risk and trainlng of midwives w ~ l l  be necessary to guide in assisting patlents in 
completing their vacc~nation schedule 

• Number of casestdeaths due to d~phtheria, pertussis and tuberculosis meningltls 

As can be seen in Table 7, vaccination programs continued to have considerable impact 
on lacclne-preventable diseases In terms of measles and meningitis tuberculosis morbidity, 
there were important improvements in some of the e~ght  target countr~es 

Table 7 
Morb~d~ty Data In 8 USAlD Target Countries, 1996-1997* 

I country I D~phther~a I Pertuss~s ( Measles*" I Tetanus I Neonatal I M e n ~ n g l t ~ s  [ 

Data not ava~lable 

" 31 December 1997 
** Includes laboratory and clln~cally conf~rrned cases 

Source Country Reports 

F~gure 5 Annual pertuss~s, drphtherra and measles 
rncrdence rates rn the Regron of the Americas, 1978-1 997* 

Rate per 100 000 population 
80 - 
70 -. 

78 79 80 81 82 83 84 85 86 87 88 89 90 91 92 93 94 95 96 97 

Year 

+Pertussis -Diphtheria ,Measles 
Source SVIIPAHO 
* Data as of 31 December 1997 



There was an Increase m the morbidity and mortal~ty of pertuss~s in the Region due to 
outbreaks In Guatemala and Brazll The pertussis outbreak of Guatemala started late 1997 and IS 

affecting prlmarlly lndlgenous populat~ons In the Department of QulchC, that llve In geographical 
[solatlon Contrlbutlng factors to this outbreak Include a large number of suscept~bles due to low 
~accinatlon colerage and the prolonged absence of Bordetella pertussrs In an Isolated 
community wlth relatively low population morbldlty Factors contr~but~ng to the high case- 
fatality rate, shown In Table 8, Include malnutr~tlon. especially among chlldren under 5, poor 
hyglene and crowded cond~tlons Control measures have been Implemented whlch Include a 
change In the vacclnatlon schedule for DPT The first of 3 doses was moved forward from 2 
months to 1 month, and Intervals between vacclnatlon were moved from 2 months to every 4 
weeks Following the lnltlatlon of the outbreak. vacclnatlon wlth DPT was performed house-to- 
house In all communltles As the outbreak developed and because of the control measures, there 
was a reduction In the number of cases among Infants and young chlldren 

The outbreak In Braz~l also affected indigenous communltles In the state of Acre 

Table 8 
Mortal~ty Data In 8 USAlD Target Countries, 1996-1997* 

Source Count rv  Reports 
* Data as ot 3 i ~ e i e m b e r  1997 

Figure 6 Annual mortality rates for diphtheria, measles and 
pertussis in the Region of the Americas, 1985-1 997* 

Rate per 100 000 populat~on 
2 

1 5  

85 86 87 88 89 90 91 92 93 94 95 96 97 

Year 
- - - - - - -- 

-Pertuss~s +Measles ++Dlphthena 
'Data as of 17 October 1997 

- . - - - - - - 
Source SVIIPAHO 



90% of vaccination coverage wlth all EPI core antlgens In ch~ldren <1 year of age. 

Of the SIX indicators measuring progress toward the Strategic Objective, key IS the one 
related to 90% coverage w ~ t h  each EPI antigen among children under 1 year of age in 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 it Data for 1997 is not 
complete, but the same trend is expected 

Table 9 
Vacc~nat~on Coverage In 8 USAlD Target Countr~es 

1996-1 997* 

Data not available * prov~s~onal data as of 31 December 1997 

Reg~onlCountry 

Bol~v~a 

Ecuador 

Peru 

El Salvador 

Guatemala 

Honduras 

Nicaragua 

Halt! 

BCG 

1996 

98 02 
99 00 
99 00 
99 00 
7650 
9900 
99 00 

OPV 

1997* 

82 00 
94 00 
94 00 
93 00 
8400 
9900 
99 00 

DPT 

1996 

82 14 
89 00 
99 00 
96 21 
7317 
9416 
99 27 

1996 

81 66 
87 45 
99 00 
97 51 
7276 

9349 
90 67 

Measles 

1997* 

68 00 
77 00 
88 00 
96 00 
7800 
9500 

99 00 

1997* 

6700 
75 00 
88 00 
97 00 
7800 
9300 
94 00 

1996 

9800 
78 87 
86 76 
96 02 
6950 
9118 
89 98 

1997" 

9400 
74 00 
81 00 
97 00 
7400 

9500 
94 00 



Table 9a 
Vaccination Coverage In the Amer~cas 

1997* 

* Provlslonal data 
- No report 

Reg~onICountry 
Andean 

Bollvla 
Colombia 
Ecuador 
Peru 
Venezuela 

# Measles data are based on MMR data reported for the following countries 
Colombia, Cuba 
The Caribbean, Belize, Bermuda 

Population I DPT-3 I OPV-3 1 BCG I Measles# 
P 

Jamaica 
Monserrat 
St Vlncent & Grenadines 
Turks & Caicos 
British V~rgln Islands 

Lat~n Cartbbean 
Cuba 
Dom~nican Republtc 

Mex~co 
North Amertca 

Bermuda 
Southern Cone 

Paraguay 

TOTAL 

230 246 
893,469 
295,898 
589,405 
561,035 

67 
84 
75 
88 
55 

68 
85 
77 
8 8 
72 

57,370 
118 

2,297 
350 
320 

82 
9 8 
94 
94 
79 

90 
86 
99 
99 
99 

90 
87 
99 
99 
96 

94 
76 
74 
8 1 
6 3 

9 7 
70 

99 
99 

152,261 
241,102 

8 8 
76 
99 
99 
99 

96 
75 

98 
76 

8 5 
95 

2,069,9931 94 

99 
78 

94 99 89 

8301 91 94 8 8 
- =  - 

154,4641 67 67 I 75 46 

9,432,878 1 72 77 89 78 



90% of coverage wlth TT2 in women of chlldbearlng age In high-nsk areas 

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

Frgure 7 Curnulat~ve TT2 coverage rn women of chrldbear~ng 
age In h~gh-risk d~strrcts In 10 Latin Arner~can countries, 

1992 - 1996 
Coverage (%) 

100 

86 

80 

PAN ECU GUT NIC COL MEX BOL HON PER ELS 

SOURCE SVllPAHO 

All vacclnes used in immunlzat~on programs meet WHO standards 

With the goal of assuring the quality of vaccines used in the Region, SVIIRDV has 
established a Regional Network of Vacc~ne Quality Control Laboratories with the participation 
of the Natlonal Control Laboratories (NCLs) of the eight DTP-producing countries (Argentma, 
Brazil Chile, Cuba, Colombia, Ecuador, Meuco and Venezuela) This Network IS promoting the 
implementation of the SIX baslc functions of a Natlonal Control Authority and is providing 
participating laboratorles with back-up services for thelr regular functions, as well as working as 
an external quality control system 

Activities have included the development of regional reference reagents and reference 
vacclnes, as well as the harmonization of quality control methodolog~es Among the 
collaborators are also the United States Food and Drug Administration (FDA) and Canada's 
Bureau of Biologics from the Drug Directorate During 1997, a network of National Control 
Authorities was organized wlth the participation of 12 countries The maln function of this 
network wlll be the harmonlzatlon of all regulatory actlvitles related to vacclnes Both networks 
are fundamental for assurlng that vaccines used In nat~onal ~mmunlzatlon programs are of known 
q ~ ~ a l ~ t ?  Computer s?stems were purchased and partlc~patlng laboratorles were connected to a 
communication network that fac~l~tates the e\change of ~nformatlon among themselves and also 
with PAHO 

Also In the area of quality control, SVI continued to support the program of Certificat~on 
of Vaccine Producers, which guarantees that vacclnes produced in the Region follow 



international regulat~ons and Good Manufacturing Practices (GMP) This certification program 
was initiated with vis~ts to the DTP-producing facilities in Mexico, Chile and the Inst~tuto 
Butantan, Brazll Workshops on GMP and validation were held to train personnel from the 
vaccine-producing laboratories and to prepare GMP Inspectors at National Control Author~ties 
This program IS being extended to other vacclnes being produced in the Region. like BCG, 
rab~es measles polio and hepatltls B 

PAHO's EPI Revolving Fund has and will also contlnue play~ng a crltlcal role In ensurlng 
high-quality vacclnes at a low cost In the Reg~on 



2 Indicators at the Intermediate Lewel 

2.1 Improved Policy Environment Relatlng to Vacc~nation Programs 

Number of Inter-agency Meetlngs per Quarterlper Country wlth Agenda and Minutes 

Table 10 shows the number of ~nter-agency meetings held during 1996 and 1997 that 
Included agendas. mlnutes and final decisions The frequency of meetlngs under the ICC 
umbrella has decreased Nevertheless ~nter-agency meetings are taklng place on a regular bass  
In thls context, SVI/PAHO IS collaborat~ng with the Ministries of Health to moblllze resources at 
the national level and on technical aspects as described in this report Given the chang~ng policy 
environment PAHO has also ~ntensiiied its d~alogue wlth countries to contlnue a high level of 
coordination of natlonal and lnternatlonal efforts In the field of lmmunlzatlon so that program 
goals are met m all areas of a country 

Table 10 
Inter-agency Coordlnat~ng Comm~ttee Meetlngs In the Amer~cas 

1995-1997 

Source Country Reports 
* 411 meetlngs had agendas mlnutes and dec~s~ons  

Honduras 
N~caragua 
Peru 
Total 

Countries wlth Nat~onal Plans of Actlon 

PAHO has provided support to all USAID target countries in preparing National 
Irnrnunlzatlon Plans of Action for 1996 and 1997 These plans are available at the PAHO office 
in Washington, D C 

3 
4 
4 
38 

3 
4 
4 
32 

3 
3 
0 
21 

Yes 
Yes 
Yes 

Yes 
Yes 
Yes 

Yes 
Yes 
Yes - 



Number of NGOs that participate or are represented at ICC meetings. 

Table I I 

No Data 

Percentage of Countries w ~ t h  Vacclne Leglslatlon to Flnance Procurement of Vacclnes 
and Syrlnges 

In 1996, the Andean Parliament and m July 1997, the PAWATNO (Latm Arnerlcan 
Parliament) passed resolutions calling on all countrles in the Region to establlsh specific budget 
lines for national Immunization activities that would assure the payment for vaccines, syringes 
and needles required for natlonal immunization programs To date Venezuela and Ecuador have 
won congressional approval of a Vaccine Law SVI, together with the Public Pollcy and Health 
unlt of the Division of Health and Human Development is providing technical assistance to other 
countrles to ensure that similar laws are enacted elsewhere 

Percentage of Countr~es w ~ t h  Natlonal Adv~sory Cornrn~ttee on Irnrnunlzatlon Pract~ces 

Bollvia, Nicaragua and Peru are work~ng to establlsh a Natlonal Advisory Committee on 
Imrnunlzatlon Pract~ces Guatemala and El Salvador are also lnltiatlng the process of setting up a 
committee on immunlzatlon practices 

Number of Countr~es w ~ t h  Prlvate Sector Partlclpatlon In Prornotlng and Irnplernentlng 
Irnrnun~zat~on Pollcy 

Countries st111 lack appropriate means to systemat~cally coordinate and collect 
~nformation on prlvate sector partlclpatlon Thelr participation continues to be primarily 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% in 1997 



Table 12 
Number of doses of vaccine glven by the pr~vate sector In N~caragua, 1996-1997 

2.2 M~ssed Opportunlt~es Reduced by 10% 

Table 13 
M~ssed Opportunlt~es Stud~es and Follow-Ups In Pr~ority Countr~es 

2.3 Strengthening and support of the measles surveillance system and other 
vaccme-preventable d~seases 

Country 

Bollvla 
Ecuador 
El Salvador 
Guatemala 
Honduras 
N ~caragua 

Peru 

Reg~onal Network of Reference Laboratories cons~sting of 10 laboratories for confirmat~on 
of Measles D~agnos~s 
% of Samples Rece~ved at Laborator~es are Properly Invest~gated 
O h  of all Report~ng un~ts  in all Countr~es Report the Weekly Presence or  Absence of Measles 
Cases 
% NGO Part~c~pating In Weekly Surve~llance System 

Laboratory 

Source EPI Country Reports 
Data not available 

Year of 
study 
1990 
1989 
1989 
1990 
1988 
1987 

1990 

The Reg~onal Reference Laboratories have rece~ved the necessary material and 
computers to f~~nct ion  effect~velq During the per~od under review a total of US$ 41 655 of 
laboratory supplies were provided to regional reference laboratories, and towards improving 
laboratory diagnost~c capab~lit~es in the USAID target countries 

M~ssed 
opportun~t~es (%) 

32 
34 

50 5 
45 1 
66 0 

52 0 

Year of 
follow-up 

1998 
-- 

October 1998 
1998 
1997 
1995 

1995 

Missed 
opportunities (%) 

2 1 % ( < 2 years) 
13% WCBA 

9% 
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Table No 1 
Classlficatlon of Sus~ected Measles Cases 

No report rece~ved 





Annex 2 
Polzo Weekly Bulletzn, Volume 12, Number 53 



PAN AMERICAN HEALTH ORGANIZATION 
PAN AMERICAN HEALTH SANITARY BUREAU REGIONAL OFFICE OF THE 

WORLD HEALTH ORGANIZATION 
- - 

Expanded Program on lmmunizatron Weekly Bulletin for the week 
VOI 12, NO 53 ~o~iomye~itrs suieillance in the Americas ending 3 January 1998 

P o l  i o v i r u s  S u r v e i l l a n c e  
b 

I POLIO HAS BEEN ERADICATED FROM '.RE AMERICAS 

I The last wild poliovirus was detected on September 5 1991, in Peru 

Each sample relates to an rndlv~dual Case samples only 

Table No 2 
Status of Pollonrvs Pendrne Intratmlc D~fferenhat~on 

Last 52 ~eeks?!37/01 :b/53) 

Case samples only 



A c u t e  F I a c I d  P a r a I y s I s  S w r v e l l I a n c e  

Vol. 12,53 

I Table No 1 
CASES OF  ACUTE FLACCID PARALYSIS UNDER INVESTIGATION 1 - 

Table No 2 
C4SES OF  AFP REPORTED, RATE PER 100,000 <I5 yrs , 

% INVESTIGATED WITHIN 48 hrs,  % WITH 1 ADEQUATE 
SAMPLE AND & OF SITES REPORTING WEEKLY 

AS OF WEEK 53 

1 

SlTE 

ARG 
BOL 
BRA 
CAN 
CAR 

CHI 
COL 
COR 
CUB 
DOR 
ECU 
ELS 
G U i  
HA1 
HON 
MEX 
NIC 
PAN 
PAR 
PER 
URU 
USA 
VEN 

TOTAL 
NR - No 

Table No 3 
CONFIRMED CASES OF  POLIOMYELITIS 

BY WEEK OF  ONSET 

SITE 

ARG 
BOL 
BRA 
CAN 
CAR 
CHI 
COL 
COR 
CUB 
DOR 
ECU 
ELS 
GUT 
HA1 
HON 
MEX 
NIC 
PAN 
PAR 
PER 
URU 
USA 
VEN 

TOTAL+ 

Table No 4 
POLIO COMPATIBLE CASES 

BY WEEK O F  ONSET 

TOTAL 
1996 

2 
I 

22 
NR 
3 

0 
10 
S 
0 
0 
0 
2 
0 
1 
0 
0 
0 
0 
0 
0 
5 

NR 
I 

55 
report recmved 

* Adjusted +Taken wlrhln 14 days of onset of paralysis 
+ Excludrng Canada and USA 

CUM 
1997 
19 

269 
NR 

103 

2 

0 
9 

8 
2 

2 
NR 

753 

CASES 
1996 
41 
42 
460 
NR 
20 
76 
243 
8 

24 
IS 
47 
59 
49 
1 

44 
556 
35 
9 
19 

103 
5 

NR 
103 
1962 

TOTAL 
RATE 
1996 
042 
131 
0 87 

075 
1 88 
2 11 
073 
I 
066 
107 
2 53 
117 
004  
1 92 
1 69 
1 97 
1 07 
110 
118 
0 64 

1 36 
1 20 

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

BY WEEK OF  REPORT 

CASES 
1997 
20 
49 
375 

11 
75 
175 
11 
31 
21 
50 
38 
69 
0 
42 

413 
15 
8 
10 
84 
7 

92 
1626 

1-4 
2 

2 4 0 0 0  
8 
NR 

1 2 0 0 0  

2 
1 1 0 1 1  
3 2 6 3 5  

2 7 0 1 0  
2 1 0 1 0  
3 9 0 0 0  

0 

9 6 1 0 0  
1 0 0 0 0  

2 7 2 0 3  

NR 
I 5 0 0 0  

22 

RATE 
1997' 
0 20 
150 
069 
NR 
041 
182 
149 
099 
135 
076 
112 
160 
162 
000 
180 
1 23 
249 
0 93 
057 
094 
088 
NR 
1 20 
0 98 

5-8 
11 

13 
NR 

2 

0 0 1  

0 
0 0 0  

1 0 0  
0 0 0  

0 0 1  
NR 

32 

912 
1 

29 
NR 

2 8 0 0 0 0 0 0  
8 

0 

NR 

49 

CUMULATIVE 
%INV 
c48 hrs 

80 
90 
84 

73 
92 
89 
82 
97 
86 
92 
92 
86 
0 
95 
99 
98 
63 
100 
96 
100 

97 
92 

19-16 
4 
0 
28 
NR 
2 

1 
2 
0 
0 
0 
0 
NR 
0 
2 
0 
0 
0 
0 
0 

NR 
0 

44 

%I 
Sample+ 

20 
73 
55 

9 
83 
86 
55 
97 
90 
82 
95 
57 
0 
83 
77 
100 
88 
80 
82 
57 

93 
74 

17-20 
1 
2 

24 
NR 

I 

1 
2 
0 
0 
1 
3 

NR 
0 
0 
0 
0 
0 
0 
0 
NR 
0 
42 

40 
Repon 

0 0 
84 7 
907 

99 8 
82 9 
96 7 
97 5 
87 7 
909 
95 4 
82 3 

80 0 
93 6 
985 
92 8 
91 1 
92 4 

83 8 
89 9 

21-24 
0 
3 
22 
NR 

I 

5 7 1 2 9 6  
0 
3 
0 
2 
2 
2 

NR 
0 
1 
0 
2 
0 
0 
0 

NR 
0 

50 

25-28 
0 
5 

25 
NR 
2 

1 

1 
6 
0 
I 
4 
1 

NR 
0 
3 
0 
0 
0 
3 
0 

NR 
0 

59 

29-32 
0 
6 
19 

NR 
0 

4 

0 
0 
0 
4 
3 
8 
NR 
0 
6 
0 
1 
0 
1 
0 

NR 
0 

60 

WEEKS 

33-36 
0 
0 
25 
NR 
2 

3 
9 
0 
I 
0 
1 
4 
8 

NR 
0 
15 
0 
1 
0 
0 
0 

NR 
1 

70 

37-40 
0 
3 
26 
NR 
1 

5 
11 
4 
2 
0 
7 
3 
6 

NR 
0 
21 
0 
0 
0 
3 
0 

NR 
1 

9'1 

41-44 
NR 
1 

NR 
I 
6 
16 
0 
2 
1 
4 
1 
10 

NR 
3 

36 
2 
0 
0 
5 
1 

NR 
5 

120 

45-48 
NP 
2 

NR 
2 

9 
11 
1 
0 
0 
2 
2 
1 

NR 
6 
11 
6 
2 
0 
2 

NR 
NR 
3 

75 

49 
NR 

NR 

0 
3 
1 
0 

0 
NR 

0 

I 

NR 
NR 

16 

50 
NR 

2 4 1 7 4 4 1 0 0  
NR 

0 
1 
0 
0 

0 
NR 

NR 

NR 
NR 

12 

51 
NR 

0 0 0 0 0  

NR 
0 1 0 0 0  

0 

0 
0 

0 0 0 0 0  
0 3 1 0 1  
N R N R N R N R N R  

NR 
NR 

0 0 0 0 0  
NR 

0 2 0 0 0  
1 0 0 0 0  

3 0 2 1 2  
NR 
NR 

3 0 0 0 0  
5 

52 
NR 

NR 

NR 
I 0  

NR 
NR 

NR 
NR 

NR 

I O O N R  

NR 
NR 

1 

33 
NR 

NR 

NR 
NR 
NR 
NR 

NR 
NR 

NR 

NR 
NR 

3 
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- - About measles 

@Current 
Outbreaks 

S5o Paulo, Brazll 
Costa R~ca 

0 "Follow-up" 
Campa~qns 
9 

Recommendations 
TAG XI1 
Car~bbean 

Meetlnq 
@ Measles Graphs 
@ Measles Weekly 

Bulletln 
(English version 

only) 

Measles News 
Measles in the Americas, 1997 

Following an all-time record Regional low in the Americas of 
2,109 confirmed measles cases in 1996, there has been a 
resurgence of the disease in 1997 in Brazil Through 2 January 
1998 (epidemiological week 53), a total of 78,033 suspected 
measles cases were reported from the countries of the 
Americas Of these, 27,443 (35 2%) have been confirmed, 
27,032 (34 6%) have been discarded, and 23,558 (30 2%) 
remain under investigation Of the total confirmed cases, 
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 it should be pointed 
out that Canada has had no cases for the last 18 weeks Other 

View/ Download : countries reporting measles cases include Guadeloupe (1 28 
@ Case cases), the United States (1 35 cases), Paraguay (1 24 cases), 

Investlaat~on Form Argentina (58 cases), Chile (54 cases), and Costa Rica (1 5 
(PDF f~le, cases) 

s1ze:9.7 Kb) 
The malority 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 in 1995. To date, over 
20,000 cases have been confirmed in this outbreak, with most 
cases in the c ~ t y  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 in infants less than 1 year of age An investigation of 
measles cases in adults found that the majority were occurring 
among young adults who were members of certain risk-groups 
including men who recently migrated to cities fi-om rural areas 
in the Northeast of the country to work in construction projects 
and other manual labor, students, health care worlters, persons 
working in the tourist ~ndustry, and military recnuts 

Measles virus has been isolated fi-om several patients from this 
outbreak at the measles laboratory of the Adolfo Lutz Institute 
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in Sao Paulo Genomic sequencing of these isolates conducted 
at the Centers for Disease Control and Prevention (CDC) 
Atlanta, USA, revealed that the virus circulating in Sao Paulo 
is virtually identical 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 is 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 in 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 in Brazil 
States most affected include Rio de Janeiro, Ceara, Minas 
Gerais, Bahia, Parana, Rio Grande do Sul, Mato Grosso do Sul 
and the Federal Dlstrict (Brasilia) Moreover, spread has been 
reported from several other countraes in 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 Britlsh Colombia had just 
completed its school catch-up campaign in 1996 Genomic 
analysis of measles virus obtained from this outbreak 
performed at the Laboratory Centres for Dlsease Control 
suggests that measles virus was imported from Europe 
Measles virus fi-om 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 
~mportations Since 1996, a total of 17 Imported measles cases 
were documented In 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 
interrupted In Canada 

To date, 13 5 confirmed measles cases have been reported 
during 1997 in the United States This is the lowest number of 
cases ever reported in the United States, and is well below half 
the previous record low Incidence of 309 cases in 1995 
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Almost half of the cases are documented importations Spread 
from importations has been limited and the largest outbreak 
this year is 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 Island had not implemented PAHO's recommended 
measles eradication 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 is thought to be an unvaccinated 10 year old child 
visiting fiom metropolltan France Moreover, genetic analyses 
of measles virus obtained from the outbreak revealed that the 
virus circulating in Guadeloupe is 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 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 in 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 m March The direct 
source of transmission was not identified, however, it is 
strongly suspected that the patient contracted measles from a 
tourist A search has been made in the country to identify 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 in a young adult Italian sallor who had rash onset in 
April The patient had acquired measles in 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 identified despite careful 
investigation 

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

@Return to SVI 
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I. Introduction 

The Fourteenth Meeting of the Canbbean EPI Managers was held in Castries, Saint 
Lucia, from 18-20 November 1997 The Meeting was officially opened by Her Excellency the 
Governor General of Ssunt Lucia, Dr Pearlette Louisy, and The Honorable Mimster of Health, 
Ms Sarah Flood delivered a keynote address Dr Peter Figueroa, Chef Medical Officer at the 
Ministry of Health m Jamaica chaired the plenary sessions, and Dr Ciro A de Quadros, Director 
of PAHO's Special Program for Vaccines and Irnm~~llzation, served as Secretary 

The Meeting brought together over 70 health officials from 20 countnes of the English- 
speahng Canbbean, Aruba, Sunname. Haiti, and the French Departments of Guadeloupe and 
Martimque Also present were representatives from the Laboratory Center for Disease Conbol 
(LCDC), Ottawa, Canada, the United States' Centers for Disease Control and Prevention (CDC), 
PAHO's Canbbean Epidemiology Center (CAREC), UNICEF, the Children's Chstian 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 mdigenous measles transmission, although two recent importations into the 
Bahamas and Tnmdad and Tobago stressed the danger of importations and the need for 
adherence to the measles elimination strategies, particularly the maintenance of h g h  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 in late 1996, illustrates the vulnerability of countries to measles transmission if the 
strategies are not fully implemented Presentations on the msuntenance of the Region's polio-free 
status emphasized the importance of continuing the countnes' h g h  degree of political 
commitment to surveillance and vaccination achvities to keep the region polio free The 
Bahamas implemented a major campaign wth  MMR targeting all individuals 4-40 years old to 
interrupt rubella transmission The lessons from this imtiative will be extremely useful for all 
other countnes that are p l m n g  to ellminate rubella and congenital rubella syndrome (CRS) 
Although progress is being made towards the global eradication of poliomyelitis, importations 
still represent the biggest threat to the Cabbean's polio-fiee status The efforts of the countnes 
towards the mtroduction of new vaccines into national immunizations programs was updated 

11. Objectives of the Meeting 

The m a n  objectives of the Meeting included the review of the EPI program in the 
participating countries to identify obstacles whch might impede acheving 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 its cost components The 
epidemiological situation and control/eradication activities related to poliomyelitis, measles, 
rubella and that of congenital rubella syndrome (CRS) in the Canbbean were thoroughly 
reviewed by meeting participants 



111. Conclusions and Recommendations 

1. Rubella and CRS ControYElimination Strategies in the Caribbean 

Sigmficant rubella virus activlty has been recorded in many CAREC-member countries 
since 1982, and cases of congenital rubella have been documented as sequelae to these outbreaks 
Subsequent to the "BIG BANG catch-up measles vaccination campsugn, which was conducted 
in the sub-region dutlng 1991, very low rubella Incidence rates-fewer than 2 0 cases per 
100,000 population-were recorded between 1992 and 1995 Beginning In 1995 and cont~nuing 
through 1997, sizable outbreaks of rubella have occurred in Jamaica, Barbados, Trinidad and 
Tobago, Guyana, and Belize Rubella incidence rates of 10 3 cases per 100,000 population were 
recorded in 1996 

A prototype surveillance system for CRS, Including case definit~ons, case ~nvestigation 
forms and reporting algorithms was developed and d~sseminated in 1996 to all CAREC-member 
countries Not unexpectedly, cases of CRS have occurred in Jamaica, Barbados, Tnnidad and 
Tobago, Belize, Guyana and Smarne,  for a total of 20 cases to date in 1997 The 
epidem~ological details related to these cases have been captured through the newly introduced 
su.rveillance system Subsequent to the cost-benefit and cost-effectiveness analyses undertaken at 
the 1996 meeting of the Cmbbean EPI Managers, prelimnary stud~es were conducted in 
Guyana, Tnnidad and Tobago, Barbados and Jamsuca to document the cost burden of CRS in the 
populat~ons The direct costs associated wth  CRS, whch include acute care for physician and 
hospital services, long-term care, institutional care; and special educational care are much higher 
than the cost of prevent~on For example, in Guyana, it has been estimated that the lifetime cost 
for prevalent and Incident cases of CRS between 1992 and 1997 is US$ 1 9 million Barbados 
estimated that the cost of treatlng CRS cases m the next 15 years would be US$ 5 5 million, 
compared with US$ 1 1 million for an el~minat~on ~mtiative Such costs are eminently avoidable 
if the populations were protected against rubella 

In response to the emerging rubella situation and wrthin the context of already planned 
follow-up measles vaccination campaigns, and followng recommendations of the 1 3th Meeting of 
the Cmbbean EPI Managers held in 1996, the Bahamas imtiated a MMR vaccination carnpalgn 
for its population aged 4 to 40 years aimed at the interruption of rubella transmission Although 
t h s  campaign is still ongoing, coverage rates to date are in the order of 78%, representing a first 
in the world effort Trinidad and Tobago and Barbados are initiating 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 w r k n  Ministries of Health together wth  
national epidemiologists should collate and analyze relevant epidemological 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 polit~cal 
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: 

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

There is overwhelming evidence, both from estimatedfigures 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. 

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 prevsous vaccination activsties that 
included rubella-con faining vaccine. 

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

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

Recently, molecular epidemiology has begun to be used as a tool for rubella surveillance, 
as it has been for measles surveillance The goal is to use molecular epidemiology to identify the 
different rubella virus strains associated wth each outbreak or isolated case and attempt to 
determine the usual geographc spread of each stran Determirung the spread of each stram wl l  



help m improving strategies for rubella elimination in the United States and other Interested 
countnes 

2. Measles Elimination 

2.1 English-speaking Caribbean & Suriname 

The "Big-Bang" measles catch-up campagn was conducted in 1991 throughout the 
English-speaking Caribbean and Smnarne. Vaccine coverage m t h s  campaign was over 92% 
1991 has been the year of hghest MMR/measles vaccine coverage, and except for a decrease in 
1992 (See Graph in cover page), there has been a steady increase. 

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

In Sunname, a follow-up campsllgn has started m the intenor, and one is scheduled for the 
coastal area in December 1997 

Table 1 
Status of Follow-Up Campaign 1995-1997 

English-speaking Caribbean and Suriname 
Country 

Angurlla 
Antrgua 
Bahamas 
Barbados 
Bermuda 
Belrze 
Brrtrsh Vrrgrn Islands 
Cayman Islands 
Dornrnrca 
Grenada 
Guyana 
Jamarca 
Montserrat 
St Krtts & News 
St Lucra 
St Vrncent 
Surlnarne 
Trrnrdad & Tobago 
Turks & Carcos 

Year of 
campalgn 

1996 
1996 
1997 
1996 

Vaccine 
used 
MMR 

Measles 
MMR 

Measles 

Target 
pop. 
1,097 
6,208 

100,000 
19,054 

No Campargn 
1995 
1996 

Age range 
target pop. 

1-1 5 yrs 
1-2 yrs 

4-40 yrs 
1-5 yrs 

% Population 
vacc~nated 

100 
92 
78 

25,258 
292 

No Campargn 

1-5 yrs 
4-15 yrs 

1996 
1996 
1996 

1995-6 
1996 
1996 
1996 
1995 

85 
90 

Measles 
MRIMMR 

10,620 
84,839 

497,009 
735 

3,060 
9,000 

10,860 
Campaign Slated for December, 1997 

2-10 yrs 
1-5 yrs 
1-5 yrs 
1-1 0 yrs 
4-10 yrs 
1-5 yrs 
2-5 yrs 
1-4 yrs 

E 100 
8 1 
90 
95 

100 
100 
85 
84 

1997 
1996 

MMR 
MMR 
MMR 
MMR 
MMR 
MMR 

Measles 
MMR 

120,000 
1,410 

1-6 yrs 
1-5yrs 

96 
95 

MMR 
MMR 



Measles Surveillance 

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

Flgure I. Classification of Suspected Measles Cases 
In the English-speaking Car~bbean, 1991 -1997 

Confirmed measles 
0 2% 

Rubella 

Dengue 
2 5% 

D~scarded-unknown 
74 8% 

Source MOH Reports to CARECISVIIEPI 
*As of 25 October 1997 (Ep~dern~olog~cal week 43) 

In order to momtor and assess the surveillance system, a set of indicators were designed 
During 1993-1997, there has been steady improvement in the performance of these indicators 
(Figure 2) 

F~gure 2 Status of ind~cators of Measles Sunre~llance In the 
Engl~sh-speak~ng Car~bbean and Sur~narne 

1993-1 997* 

1993 1994 1995 1996 1997 

Years 

0% Sltes Reporting weekly m% Cases wlth Complete Inv 
=%Suspected Cases c 48 hrs I% Samples wlth Results 47 dys 

Source MOH Repolls to EPUCAREC 
Data as of 25 Oclober 1997 (Ep~dem~olog~cal weak 43) 

Presently, over 90% of sites report weekly, and 89% of all suspected cases have complete 
investigation wth  an adequate blood specimen collected The "first contact" strategy has been 
implemented by most countries Many health providers have been sensitized and trained, 



resulting in an improvement of case investigation activities, and therefore in the surve~llance 
indicators Ninety-five percent of cases in 1997 have been investigated w&un 48 hours, 
compared to 79% in 1996, and 65% of investigation forms have been complete in 1997 

Three thousand one hundred and twenty-five (3,125) suspected measles cases were 
reported dmng 1991 to 1997 (week 43) Of these, 2,202 cases were discarded wth  four 
laboratory confirmed cases of measles (two m 1991 and two in 1997), all due to importations, 
and 57 classified as clinically confirmed The cl~nically confirmed cases represent a fsulure of the 
surve~llance system. 

In 1996, four hundred and seventy-one (471) suspected measles cases were notified As 
of week 43 (25 October) in 1997, 862 suspected cases have already been notified The suspected 
cases range from 2 months to 50 years of age, wth  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 patlent, a young adult, had 
rash onset in March, but a blood specimen was not received at CAREC until a month after being 
collected Direct source of transmission was not identified, however, it is strongly suspected that 
the patient contracted measles from a tourist A search was c m e d  out in the country to identify 
any addrt~onal measles cases This involved a review of over 80,000 diagnoses from health 
facilities in the country 

The second case was reported from Trinidad and Tobago, whch occurred in a young- 
adult Italian ssulor who had rash onset in Apnl The patient had acquired measles in Italy The 
patient received care 111 a pnvate sector clmic, and it was th s  provider who made the prelminary 
diagnosis and notification A specimen was collected and tested positive for measles IgM at 
CAREC No sp~ead cases were identified despite a careful investigation 

Laboratory Support 

The measles laboratory at CAREC provides laboratory confirmation foi suspected 
measles cases The laboratory is 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 countlies wthin 
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 Ths  island 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 
unvaccinated 10 year-old chld visiting from Europe Moreover, genetic analysis of measles virus 
obtained from the outbreak revealed that the virus circulating in Guadeloupe is very sirmlar to 
virus circulating in Europe In response to the outbreak, the Mmstry of Health conducted a mass 
vaccination campaign in affected schools, reachng 3,000 students Efforts were made to provide 
measles vaccine to all students wthout 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 occmng among unvaccinated young adults and 
infants under 12 months of age Measles virus has spread fiom Sao Paulo to other states m Bravl 
and several other countnes in the Region 

A detsuled investigation of measles m young adults in h o  de Janeiro county found that 
the majonty of cases were occurring in members of certsun risk-groups including young adults, 
particularly men, who recently migrated to urban areas fiom rural areas to work on construction 
projects, students, health care workers, persons worlung in the tourist industry, and military 
recruits 

The outbreak appears to be wmng, following the implementation of an aggressive 
response, whch included a follow-up campaign targeting all chldren 1-4 years old, and mop-up 
vaccination in all schools sumed at unvaccinated students and high-risk adult groups 

It must therefore be emphasized once again that: 

MR or MMR are the vaccines of choice for measles and rubella eliminatzon. 

0 Countrzes that are instituting a two-dose schedule should be aware that even with such a 
regzmen, susceptibles will accumulate because coverage wzth two doses will never achieve 
100% and some children will remain without any dose. Follow-up campaigns are 
necessary to mazntain interruption of transmission. 

To maintain the English-speaking Caribbean and Suriname free of measles, high 
vaccznation coverage must be maintazned. Efforts need to be made to ensure that at least 



95% of each brrth cohort is vaccinated with measles-containing vaccine at 12 months of 
age. 

The possibility of combining measles and rubella surveillance should be explored 

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 campargns in the year 
2000. 

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. 

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

2.2 Measles Elimination in Canada and the Un~ted States 

a. Canada 

Despite 97% measles vaccme coverage of 2 year olds, the number of measles cases 
reported Increased significantly in 1995, due mostly to an outbreak in Ontano It was estimated 
that over 20,000 cases might have occurred in 1996 lf no action was taken, and wthout 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 
Immumzatlon strongly recommended the routlne administration of a second MMR dose, as well 
as the implementation of school catch-up campaigns to admimster a first or second doses of 
measles vaccine to all children and adolescents Subsequently, all provinces/terntones have now 
introduced a routine second MMRIMR vaccination at either 18 months or 4-6 years Also six 
provinceslterntones representing 80% of the population completed a mass catch-up program for 
all school-aged chldren A more limlted catch-up program was also started In two other 
provinces Finally, a catch-up program involving all chldren m grades 1 through 9 was started in 
Apnl 1997 in Alberta Altogether, over 4 million chldren have been immumzed through these 
carnpsllgns In the three provinces (representing 7% of the population) that have not yet 
implemented catch-up campaigns, there still remam 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 whlch 
had completed its school catch-up campaign In 1996 This outbreak spread to school aged 
cluldren in Alberta before t h s  province had started its catch up campaign 



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 million population Thls is the 
lowest ever in the United States, and is well below half the previous record low incidence 
Almost half of these cases are documented importations Although there are roughly as many 
importations in 1997 as in 1996, the overall number of cases has markedly decreased In 1996, 
importations resulted in several moderate outbreaks especially among school chldren who had 
not received a second dose of measles vaccine In 1997, spread from importations has been 
limited, 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 is under investigation 

The reasons for decreased incidence are the increased on-time delivery of the first dose of 
measles vaccine, increased coverage w t h  two doses of vaccine among school children and 
decreased importations from the Amencas Following the resurgence of measles in 1 989- 1 99 1 in 
the Umted States, which resulted in over 55,000 cases and 120 deaths, immunization 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 whch allowed federal funds to 
pay for vaccmes admimstered in the pnvate sector, linlung of vaccination status with social 
welfare programs, measuring coverage at the clinic level and promoting systems to identify and 
contact defaulters T h s  has resulted in the hghest-ever measles vaccme coverage w t h  a first 
dose by two years of age which has remaned at 90% since 1994 

Measles surveillance is a cntical component of the Umted States Measles Elimination 
Strategy To continue improving the surveillance system, key surveillance indicators are 
momtored for each state immulllzation program 

In summary, the Unlted States is committed to continue working towards the elimination 
of measles by focusing on the timely delivery of the first dose of measles vaccine, accelerating 
second dose coverage of school chldren, vaccinating adults m lngh-risk settings, continually 
improving surveillance systems and worlung with other countries to promote global measles 
eralcation 



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 msuntcun th~s  rate, the countries of the region need to report 26 cases 
annually A total of 26 cases were reported in 1995,25 in 1996, and 12 by week 43 in 1997 

Systematic reporting has been sent in from all the countries In 1996, all countnes except 
Domimca reported weekly The 26 cases were notified from 7 countnes Antigua and Bahamas 
met all four cntena and Guyana and Tnnidad and Tobago met three 

In 1997 as of week 43, 12 cases were reported fiom six countries All countries reported 
Two countnes met all four cntena-Belize and Guyana, while the other four countnes met two 
cntena The indicator that seems most problematic is investigation within 48 hours T h s  
indicator is crucial and needs to be met 

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

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

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

4. Immunization Coverage 

One of the main pnonties of the EPI has been to assist countries m establishng 
immwuzation programs that can deliver the pnmary munization series to over 95% of the 
birth cohort, and hence reduce the health burden of vaccine preventable diseases Countnes 
imtially focused on vaccination for six diseases, however in the past few years additional 
vaccines are being added to the same schedule The vaccines 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 in the countries are given by the public health sector 
through their network of clinics Vaccination figures fiom the pnvate sector are routinely 
collected fiom private practihoners in most countries (Figure 3) 

However, not all countnes have been able to attslln very hgh  coverage, and some still 
show rates between 80-85% Irnmu~llzation coverage ranged fiom 80% to 100% for DPT, and 



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

The review of coverage data for the countrzes for the period 1994-1996, zndicates that 
special activities have to be implemented especial& in Suriname, Grenada, Guyana, and 
Belize to increase coverage above 90%. 

Table 2 
Vaccines Included in Immunization Schedules by Country - 1997 

1 DPT + Hlb No 1 Yes (~n 2 countries) 1 BARIBAH I 
Sources MOH Reports to CAREC 

C 

HEP B 
Hlb 

Figure 3 lmmun~zation coverage for selected ant~gens 
Engl~sh-speak~ng Caribbean & Suriname, 1996 

Remarks 
All countr~es 
*ANG/BLUCAYlDOMlGUYIJAMI 
MON STVISTLKUR 

Vaccine 
DPTIOPVIMMR 
BCG 

I DPT OPV BCG MMRlMeasles I 

**Yes ( ~ n  5 countr~es) 
+ Yes ( ~ n  2 countries) 

I Source MOH Reports to CARECIEPIISVI I 

Public Sector 
Yes 

*Yes ( ~ n  9 countries) 

5. Introduction of New Vaccines 

Private Sector 
Yes 
Yes 

Yes 
#Yes (in 5 countries) 

Many effective vaccines such as hepatitis B, Haemophzlus znfluenzae type b, vmcella, 
hepatitis A and acellular pertussis are available for introduction into the EPI schedule Two 
vaccines currently being discussed for introduction in the English-spealung Cmbbean-hepatitis 
B and Haemophzlus znjluenzae type b (Hib) 

**ANGIBERISCNISTVI CAY 
+ BERICAY 



These two vaccines are being adrnmstered by the private sector in many countries of the 
English-spealung Caribbean In 1996,42,208 20 mcg adult-dose vials of hepatitis B were bought 
by the pnvate sector Pediatric doses accounted for about 6,000, whch could fully imrnuze  
only 1 4% of the birth cohort of the CMCs (Table 3) 

Whereas four countnes 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 wl l  only vaccinate 5-9% of the region's infants (Table 4) 
The b~rth cohort for 1996 was 140,3 1 1 

In spite of the progress achieved in high coverage rates in most countnes, there are 
pockets of low coverage occumng in certan geographc areas, e g , remote rural areas and dense 
urban areas 

Table 3 
Hepatitis B Vaccine Procurement (No. of Doses) 1996 

English-speaking Caribbean 
Country 
Antigua 

Barbados 

These high-nsk areas wl l  need special activities to increase coverage Countnes with 
borders such as Belize and Suriname face special problems in defining the target population of 
their border areas, and in reducing their attrition rates Border meetings have been instituted in 
one of the countries and thls is proving effective 

3,204 
1,335 
801 

Bahamas 
Bermuda 

Cavman Islands 
Grenada 
Jama~ca 

St Kitts & Nevis 
St Lucla 

St V~ncent 
Trln~dad & Tobago 

TOTAL 

Sustsunability of vaccine supply is still an issue for some countnes However, t h s  should 
not deter discussions about the potential introduction of new vaccines Various creative methods 
wl l  have to be employed to finance imrnumzation programs 

M~n~stry of Health 
- 

271 
- 
- 

- 
20,000 
3,000 

- 
- 

4,000 
27.271 

Prrvate Sector 
60 

1.129 
3,204 
1,335 
801 

Total 
60 

1.400 

81 0 
1,360 

- 
75 

1,200 
8,263 

18.207 

810 
21,360 
3,000 

75 
1,200 

12,263 
45.508 



Table 4 
Hib Vaccine Procurement (No. of doses) 1996 
English-speaking Caribbean (Private Sector) 

Bermuda 
Curacao 

Total Country 

I 
-. - . - ~  

I 
. - 

I 
- - - 

I , - - -  

I I I t Bahamas I 5,326 I 1.900 I 7.226 I 

Aruba I 216 I - I 216 
2,255 
976 

Tr~n~dad & Tobaao 

Hlb 

- 

National program managers now face a wde array of new vaccines, either already 
available or shortly to be available These vaccines include new multivalent combination 
products such as DTP-Hib, combinations whch include hepatitis B vaccine, and DTP vaccines 
where the pertussis component is based on acellular pertussis vaccine In a number of countries, 
hepatitis A vaccines are licensed, as is varicella vaccine In the near future, there are likely to be 
safe and effective vaccines available to prevent menlngococcal C infections in young children, as 
well as conjugate pneumococcal vaccines In the longer term, it can be expected that vaccines 
against rotavirus infection, herpes viruses, respiratory syncitial virus, and even vaccines to 
prevent malignant and chronic diseases will become avalable 

DPT + Hlb 

- 

6.548 
1,730 

- 
Barbados 

Cayman Islands 

The introduction of new vaccines into a natzonal immunization program should not szmply 
reflect their availabilzty, but should follow a careful znvestigation of their appropriateness 
to that particular epidemiology and whenever possible, evidence that their introduction 
into routzne use would be a cost-effective use of resources. 

2,255 

6.548 
2,750 
8.674 

1,020 

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

530 I I ,506 

Jama~ca I 8.674 

2,930 

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

TOTAL 

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

- 

The extensive experzence in the Caribbean with implementation of zmmunzzation 
campaigns will be invaluable in the introduction of new vaccines into routine use, 
therefore, all countries in the region should strzve to introduce these vaccines in the public 
sector wlthin the next three years. 

2,930 
27.945 4.1 60 32.1 05 



6. Vaccine Logistics and Procurement 

Dmng 1997, over 90% of the countries were able to benefit Erom a steady supply of 
vaccines. synnges 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, whch 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 wrth respect to immumzation of health 
workers Most countnes give at least 3 booster doses between 1 year and end of school Also, 
several booster doses are admimstered to pregnant females In some countnes, the schedule is 
further complicated by the fact that some pnvate practitioners do not follow public-sector 
recommendations Cntical is the inconsistent use of Td instead of TT in adults from one country 
to the other With a very marginal added cost, countnes should consider using the Td vaccine to 
improve herd i rnmuty against diphtheria Of concern is also the refusal of some health workers 
to be immunrzed against hepatitis B despite a national policy of providing such vaccine in some 
countnes It was noted that booster doses may provide an additional opportunity to review 
pnmary immunization 

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

It ts 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 adrmmstration are coincidental due to the 
large number of vaccine doses adminrstered The number of adverse events detected may be 
particularly high in the context of campaigns when large number of doses are admimstered over a 
short period of tlme This does not necessary indicate a rate of adverse events in excess of what 
would be expected 

The thorough surveillance of vaccine-associated adverse events conducted during the 
recent mass MMR campaign m the Bahamas has provided reassmng results about the safety of 



the vaccine when used in older age groups These results may help other countnes gain better 
acceptance of similar campaigns aimed at the elimination of CRS 

Draft guidelines developed by PAHO for implementing a surveillance system for adverse 
events followng immunizations were presented The purpose of these guidelines is to help 
countnes implement a reporting system for adverse events followng immuzation, and give 
general pnnciples that even countnes wth  currently existing momtonng programs might find 
useful to improve their system It is hoped that prompt feedback from countnes on the content of 
the document w11 help to finalize it wthin a year International collaboration and exchange of 
information is extremely Important Proper trainlng of health care providers and cornrn~~llcation 
mth the public and the media are important elements of a surveillance system 

It is extremely encouraging to see that many Caribbean countries have already developed 
such survezllance 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 andfine tuning. 

9. Safe Syringe Practices 

A panel of three countries presented procedures for safe synnge practices for single-use 
disposable synnges The purpose of the panel was to remind countries to routinely review the 
safe use and disposal of syringes withn their health services and to make sure that EPI synnges 
are not reused The panel presentations confirmed that in all three countnes, procedures are in 
place for the safe collection and disposal of single-use synnges The moderator also confirmed 
that in these countnes, health workers responsible for irnrnumzation do not recap needles before 
depositing them in a contamer, whch is then collected and then taken for incineration or burial 
The panel moderator emphasized that the PAHOIWHO recommendations for safe disposal of 
used synnges calls for mcineration-bmal is no longer acceptable At the conclusion of the 
panel discussions, the moderator called on all countries to routinely review safe synnge practices 
with health services durlng 1998 to assure that safe procedures are in place and documented 
during supervisory visits 

IV. CAREC Surveillance Priorities 

The countnes of the English-speakmg Cmbbean have wdely varying 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-mcreasing 
movement of people m 1996, there were over 14 million stay-over amvals and 7 million cruise 
s h p  anvals, w t h  implications for the introduction and transmission of diseases, including 
measles, polio and rubella 



In the face of this complex situation, CAREC has redefined its cornmumcable disease 
prionties, which wl1 continue to include measles, polio, rubella/CRS, diphtheria, pertussis, 
tetanus and tuberculosis In addition, CAREC wll  work wth  the EPI to develop a surveillance 
system for other diseases that are becoming target of national irnmuruzation programs, such as 
Haemophzlus znfluenzae type b and hepatitis B 

CAREC will also continue fostering partnershps wth  the pnvate sector to strengthen 
their participation and use of disease data, includmg the establishment of a pnvate physician 
sentlnel surveillance system. Surveillance un~ts wll be established in hospitals to improve the 
detection of problems that result in hospitalizat~on, (e.g haemorrhagic fevers and rnenmgitis) and 
a laboratory surveillance network is being established to momtor entenc orgatllsms 
Establislunent of an Internet-based network to link countnes to each other and to CAREC will be 
developed, whle molecular epidemiology work started at the Center dmng 1997 

V. Financial Analysis of 1998 National Work Plans 

All countnes have presented and discussed their 1998 National Work Plans, outlining all 
the techca l  components and activities, including the cost per activity and area of action The 
total cost for the EPI in the English-speaking Caribbean and Sunnarne for 1997 is on the order of 
US$ 8,983,780, 92% of whch wl l  come from national budgets The following is the distribution 
of these funds by source of funhng, 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 
fixther 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 followng areas of action 

B~olog~cal and Log~st~cs 
Cold Cham 
Traln~ng 
Soc~al Mobll~zat~on 
Operat~ng Costs 
Superv~s~on 
Surve~llance 
Research 
Evaluat~on 
TOTAL 

Of note dmng 1997 was the strong bilateral support of the Government of Japan, which 
provided approximately US$1 million dollars to mne countnes, Including MMR vaccine, 



vehicles, cold chain equipment, autodestruct syringes and safety boxes It is expected that this 
collaboration will continue dmng the coming years 

Statement by UNICEF 

UNICEF/CAO based zn Barbados u commenczng a new 5-year program cycle zn 1998 
As part of the program development process, sztuatzon analyses were prepared and thzs was 
followed by extenszve consultatzons wzth governments and NGO counterparts to determzne 
pr zorzty areas for actzon Governments generally felt that they had made excellent progress zn the 
area of health as evzdenced by low IMR, hzgh zmmunzzatzon rates, low levels of under nutrztzon 
and, wzth the exceptzon of Surzname and to a lesser extent Trznzdad and Tobago, zt was generally 
felt that health zssues were under control zn relatzon to UNICEF support 

New przorzty areas zdentzjied for UNICEF asszstance zncluded adolescent concerns 
bhyszcal and mental health, sexualzty, educatzon), pre-przmary and baszc educatzon, 
establzshment and monztorzng of ssczal zndicators, chzld abuse preventzon and management, 
vzolence in homes and parentzng In those communztzes where health mdzcators fell below the 
natzonal average and there was an zdentzjied need for UNICEF support thzs would be contznued 

Thzs revzsed mandate and approach of necesszty has zmplzcatrons for the contznued 
UNICEF support zn the tradztzonal form 

Tlze UNICEF ofices zn Guyana, Belzze and Jamazca wzll contznue to provzde support to 
zmmunzzatron programs based on the agreements reached wzth the governments zn these 
countrzes 

VI. Future Meeting Plans 

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

En respuesta a1 compromso contraido por Mkx~co en la Cumbre Mundial en Favor 
de la Infancia, celebrada en la ciudad de Nueva York el 30 de septiembre de 1990, se cred 
el Programa de Vacunac~dn Universal (PVU), el cud est6 onentado a fortalecer las 
acciones de prevencidn y control de las enfennedades mmunoprevenibles, dicho programa 
sefiala como meta pnontana lograr la equ~dad en matena de vacunaci6n de todos 10s 
menores de cinco aiios 

Para coordinar y apoyar las acciones que en matena de inmunizaciones desarrollan 
las instituciones del Sistema Nac~onal de Salud, se cre6 el Consejo Nacional de 
Vacunacidn por Decreto Pres~dencial del 22 de enero de 1991, publicado en el Dimo 
Oficlal de la Federacidn el 24 de enero del rmsmo aiio Desde su creacidn, el Consejo 
Nacional de Vacunacidn ha vigilado el desarrollo del Programa de Vacunaci6n Universal e 
incorporado nuevas estrategias operat~vas Se@n 10s datos disponibles se han logrado 
resultados muy alentadores, tanto en coberturas de vacunacidn comc, en impacto 

Estos datos indican que en 1996, el 97% de 10s niiios de uno a cuatro aiios de 
edad habian sido completarnente vacunados, de acuerdo con el esquema bkico 
vigente Las tasas de morbilidad y mortalidad debidas a 10s padecimentos que estas 
vacunas prevlenen, son las mas bajas jam& alcanzadas, de manera especial, destaca la 
ausencia de casos de poliomielitis durante 10s iiltirnos siete aiios y de casos de difteria 
durante 10s ultimos seis aiios El descenso en la morb~lidad deb~da a1 sarampidn es 
man~fiesto, de manera tal que durante el ultimo quinquenlo solo se acumularon 12 casos 
confirmados, en 1996 Gnicamente se confirmaron dos casos y durante 1997 la Secretaria de 
Sdud no ha reportado caso alguno de esta enfermedad 

Los pnncipales hallazgos de la evaluacldn indican que la SSA, el IMSS y el ISSSTE 
han confendo un alto grado de prioridad a las actividades de vacunacibn, asignando 
10s recursos necesanos y adoptando una visidn estratggica para la incorporaci6n de nuevas 
vacunas al esquema de vacunacidn, incluso aqukllas que beneficiarh a la poblacidn adulta 
y/o previenen 10s defectos congkn~tos Esto ha conclent~zado ampliamente al personal de 
las instituciones del Sistema Nacional de Salud y a la comunldad msma, con respecto a la 
irnportancla de la vacunacidn El impacto de las estrategias utilizadas por el P W ,  que 
~ncluyen la vacunacldn permanente y las jornadas intensivas de vacunacidn, ~ndica que 
estas han sido adecuadas y que deben contmuar y fortalecerse en el futuro 

TambiCn se alcanzaron ya niveles adecuados de coord1nacl6n entre las instituclones 
del Sistema Nacional de Salud, hacia el intenor de ellas en todos sus niveles y se ha 
fortalecido la colaborac~dn de otras organlzaciones que laboran en el 6rea de la salud, 
especialmente la OPS y el UNICEF 



En el Informe de la evaluac~dn se detallan 10s logros del P W  en sus diferentes heas de 
acc16n y se ~dent~fican 10s pnnc~pales cuellos de botella o debilidades que deben tomar en 
consideracidn las autondades de salud 

Las pnnclpales observaciones y recomendaciones incluyen 

La vig~lancia epidemol6gica y la capacidad de aniil~s~s riipldo han alcanzado un alto 
nivel de calldad a nivel central, per0 se ident~ficd a nlvel junsd~cclonal y local que 
existen importantes aspectos que necesitan acc16n inmedlata, 
La calidad de la lnformacidn a nivel local es dudosa, llega a1 nivel central de manera 
inoportuna y no se retroalimenta a 10s nlveles operatlvos, 
Falta capacitacidn actuallzada en vig~lancia epidemoldg~ca a nlvel del personal 
operatlvo y se desconocen las razones que fundamentan la vigllancia, 
Los puntos antenores alertan sobre la posibilldad de que pudiera existir un subregistro 
de casos sospechosos de sarampldn, conslderando que durante 1997 se ha notificado un 
gran nfimero de casos de rubedla y dengue sln confmaci6n de laboratono y que existe 
un gran brote de sarampidn en Sao Paulo, Brasll, el cual ya se extend16 hacia otras heas 
de ArnGnca Latlna 
Se debe agillzar la ~nfonnacidn de 10s resultados de laboratono para que lleguen con 
prontitud al nivel local, 
Existe la necesidad de adecuar el PROVAC para su utilizac~dn a nivel local, 
favorec~endo la participacidn de ese n~vel en la programac16n y evaluacldn de las 
actividades, 
Es importante revlsar la reglonal~zacidn actual, especlalmente en el Dlstnto Federal, 
para que cumpla su funcidn de optimzar recursos y evitar duplicidades, 
Es importante buscar 10s mecanlsmos que aseguren la 1ntroduccl6n y disponibliidad de 
la vacuna Hlb en todos 10s serviclos de salud, unlficando las acciones de vacunacidn en 
todos 10s nlveles de las instituclones de salud, 
A medida de que se lncluyan nuevas vacunas, serii necesano empezar de lnmedlato las 
activldades de vigilancla de las enfermedades que pasen a ser objeto del programa, 
Se sugiere revisar el esquema actual de vacunacidn, en particular acerca de la necesidad 
del refuerzo con la vacuna DPT a 10s 18 meses de edad, 
Se debe incluir la vacunacldn contra la rubCola a todas las mujeres en edad fCrtiI, 
Es Importante que el sector pnvado participe en todas las actividades del programa, 
especialmente en las de vacunacidn y v~gllancia epidemoldgica 

En las slgulentes secclones del Informe se presenta un listado detallado de todos 10s logros 
y problemas ldentificados en las distintas heas de accidn del programa y se hacen una sene 
de recomendaclones que podrian facilitar la solucidn de 10s problemas Finalmente, se 
sugiere una linea general para la elaboraci6n de un plan de acci6n de mediano plazo que 
puede fac~litar la implementation de las recomendaciones 



1. ANTECEDENTES 

El Programa Arnpliado de hmunizaciones (PAI) es un componente fundamental dentro de 
las estrategias de atenci6n pnmma para la salud y en la entrega de servicios biisicos de 
salud a la poblaci6n Su prop6sito es el de lograr el acceso universal a 10s servicios de 
inmunizaci6n a todos 10s niiios y poblaciones a nesgo de contraer enfermedades prevenlbles 
por vacunaci6n Entre sus metas especificas para el aiio 2000 se encuentra la erradicacidn 
global de la poliomelitis, el control del tttanos neonatal y la elirmnacidn del sarampl6n en 
la Regidn de las Arntncas 

Actualmente la mayoria de 10s paises utilizan por lo menos seis vacunas, para prevem 
algunas enfermedades que son pnncipales causas de morbilidad y mortalidad en 10s paises 
en vias de desarrollo poliomelitis, tosfenna, sarampi6n, tttanos, diftena y tuberculosis. 
Mas reclentemente, algunos paises han introducido otras vacunas que previenen otras 
importantes causas de morbilidad y mortalidad como suelen ser la rubtola, la parotidltis y 
las infecciones invasoras por el Hem6philus influenzae 

En el futuro cercano, otras importantes enfermedades tarnbitn se rh  objeto de prevencldn a 
travCs de la vacunaci6n 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 vmas enfermedades que hoy 
son importantes causas de morbilidad y mortalidad puedan ser prevenibles por vacunaci6n 
hace hincapiC que todos 10s paises revisen sus politicas de salud publica para que se pueda, 
por un lado, mantener 10s logros alcanzados hasta la fecha con la vacunas en uso rutinmo, y 
por otro asegurar la incorporaci6n de las nuevas vacunas en 10s esquemas nacionales de 
vacunacidn Esto se hace aun mas necesano en el momento en que todos 10s paises aceleran 
10s procesos de descentralizaci6n con la reforma del sector salud 

A medida que se ejecuta un programa nacional de inmunizaci6n, surgen problemas que 
van siendo superados Uno de ellos es la falta de un sistema regular de evaluacidn, 
ind~spensable para 10s admnistradores nacionales para identificar 10s problemas que 
impiden la buena ejecuci6n del programa Por consiguiente, a fin de corregir esas 
deficiencias, la OPS estableci6 una metodologia para la evaluacidn de 10s programas de 
inmunizaci6n El prop6sito de la evaluacidn es ofrecer a 10s admnistradores nacionales un 
espectro de posibles soluciones e informaci6n destinada a mejorar el proceso de adopci6n 
de decisiones relativas al programa 

Dentro de estes pnncipios, el Sr Secretano de Salud de MCxico, a travCs de comunicacl6n 
fechada el 3 de Marzo de 1997, solicito al Sr Director de la OPS que llevara a cab0 una 
evaluacidn del P W ,  que pemtiera "valorar su desempeiio, detectar insuficienclas y 
deterrmnar la potencial~dad de crecirmento en la produccidn de vacunas en uso y en la 
generaci6n e incorporacidn de nuevas vacunas que actualmente ya tienen llcencia " 



Componentes de la Evaluaci6n 

El proceso de esta evaluac16n bene tres componentes 

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

2 Estudio de viabilldad de producci6n de vacunas mediante la incorporac16n de 
tecnologias de punta a la Gerencia General de Biol6gicos y Reactlvos, que pos~billte su 
expans1611 y pueda cubnr las necesidades actuales y futuras que demandara el pais Este 
estudio esta s~endo desarrollado en este momento 

3 Evaluaci6n general de las fireas prograrnaticas del P W ,  la cual esta contenida en este 
In forme 

Los objetlvos pnncipales de la evaluacidn del componente P W  fueron 

1 Descnbir el desarrollo del Programa de Vacunac16n Universal (1990-1997), 

2 Descnbir en forma cuantitativa 10s logros alcanzados y las activldades realizadas, 

3 Identificar 10s problemas del Programa de Vacunaci6n Universal, 

4 Recomendar las acciones necesanas para solucionar 10s problemas, 

5 Definir las actividades fact~bles y aplicables en relaci6n con el proceso de 
descentralizaci6n para alcanzar en un tiempo determnado 10s objetlvos trazados 

Los resultados relatlvos a la evaluacidn de cada kea prograrnatica del P W ,  indicando 10s 
logros, 10s problemas y las recomendaciones corresponcllentes a cada uno, fueron agrupados 
de la manera siguiente 

I Organizaci6n y coordinacibn (institucional, Intennstituclonal, Extrasectonal) 

I1 Programacidn 

lII Recursos humanos, fisicos y financieros 

IV Capacitacidn 

V Supervisi6n 

VI Vlgllancia epidemol6glca 

VII Sistema de informacidn 

VJII Comunicacidn social y participaci6n de la comunidad 



Metodologia 

La metodologia utilizada para la evaluacidn general del PVU incluyo 

1 Recoleccidn y anaisls de datos dsponibles, 

2 Visita en terreno, 

3 Entrevistas personales y observacidn 

Estas actividades se realizaron en 10s 3 niveles de la estructura del sistema de salud 
nacional, estatal y local y abarcaran visitas a las seguientes insbtuciones del sector- SSA, 
IMSS e ISSSTE 

Los instrumentos utilizados para la evaluacidn de las diferentes Areas constaron de 
encuestas y guias, con un tlpo de cuestionano para cada nlvel 

Guia de evaluacidn para nivel nacional, 

Guia de evaluacidn para nivel estatal y junsdiciond, 

Guia de evaluacidn para nivel local 

Se incluyeron una hea geogrU~ca (Distnto Federal) con cobertura menor al 90% y uno 
Estado (Yucath) con cobertura supenor al95%, y en cada una de estas Areas se visitaron 
unldades de salud de diferentes niveles de complexidad y hierarquizacion 

De 10s estados con cobertura menor al90%, por su importancia en el context0 nacional, 
se evalud el Distnto Federal, 

Del grupo de mayores al95%, Yucath 

Junsdiccidn sanitaria v nivel local Una vez seleccionado el nivel estatal, se identificaron 
las junsdiccidn samtana y las unidades de salud de dlstinta complejidad que fueron 
visitadas Esta decisidn se tom0 en conjunto con 10s responsables del nivel estatal en 
terreno 

Nivel naclonal Se visitaron las Areas normativas de la SSA, IMSS e ISSSTE 

IMSS Coordinaci6n de Salud Cornunitana 

ISSSTE Medicina Preventlva 

Otros UNICEF, RTNSALUD, OPS 

El informe final consolida 10s datos obtenidos en cada una de las noventa unidades de salud 
visitadas en las tres instituciones 

Seguimiento del Plan de acci6n 

La SSA, el IMSS e ISSSTE serh  10s responsables del segulrmento de las actividades 
propuestas para alcanzar 10s objetlvos definidos en la evaluacidn Con tal fin es necesano 



realizar reuniones conjuntas y continuas para medir cdmo se es th  llevando a cab0 las 
actividades Penbdicamente se debe elaborar un Informe resurmdo de las acciones 
realizadas para el cumplirmento de las recomendaciones 

2. LOGROS, PROBLEMAS Y RECOMENDACIONES 

ORGANIZACION Y COORDINACION 

Logros 

Hay coordinacidn inter-institutional en el sen0 del CONAVA con alcances estatales y 
junsdiccion~es 
El programa utiliza diferentes estrategias y ticticas que han demostrado alto impact0 
epidermoMgico 
La actual organizacidn del programa cuenta con alta pnondad, en todas las instituciones 
y todos 10s niveles del sector salud 
Existe coordinacidn con agencias nacionales e internacionales (en especial OPS y 
UNICEF) para beneficlo del programa 
Hay actlva parhcipacldn de las orgatllzaciones civlles y de la comun~dad 
Se cuenta con el seiialamento de ireas de responsabllidad de las instituciones 
Hay un equipo sdlido y fuerte a nlvel local que reconoce su Area de responsabilidad 

Problemas 

En algunas zonas la regionallzacidn operativa supera a la capacidad de recursos humanos 
y de transportacidn disponibles en las unidades de salud para trabajarla En algunos 
hospitales con trabajo extrarnuros son mAs evidentes estas deficiencias 
Poca participacidn del rnCdlco a nivel operativo en el equipo de trabajo de vacunacidn 
Es insuficiente la coordinac~dn con el sector pnvado para la operacibn del programa. 
Las heas de trabajo en vacunacidn permanente no siempre coinciden con las 6reas de 
control 
No siempre se idenhfican las heas de nesgo en forma coordinada 
Las ireas de trabajo de vacunacidn en algunas ocasiones no coinciden con las ireas de 
vigilancia ep~dermoldgica 
Algunas lnstituclones de salud no ofrecen algunas vacunas que otros SI 

Los grados de comunicacidn entre lnstituciones y entre niveles no son ideales 

Recornendaciones 

Revisar y actuallzar la reg~onallzacidn operativa, con la penodicidad necesana y 
flexibllidad adecuada, a las circunstancias 



Incluir sistemAhcarnente al sector pnvado al programa 
Garantizar que se disponga de 10s recursos necesanos en cada nivel de operacidn para 
atender la responsabilidad delegada 
Incorporar en todas las instltuciones que conforman el sistema nacional de salud todas 
las vacunas que contempla el nuevo prograrna de vacunaci6n 
Mejorar 10s mecanismos de coordinaci6n sectorial e intersectonal con Cnfasis en las 
iireas de nesgo 
Mejorar substancialmente 10s niveles de comunicaci6n con respecto a la operaci6n y 
alcances del prograrna en todos 10s nlveles e inst~tuciones particlpantes 
Fortalecer la participacidn coordinada de las distlntas agencias nacionales e 
lnternacionales en favor del programa 

Logros 

Los aciertos de las estrategias, la existencia de programs de trabajo en todos 10s niveles 
y la suficienc~a de biol6gicos han permtido alcanzar altos niveles de vacunaci6n en el 
pais 
Existe un censo normnal de menores de cinco af~os, el cual facilita la programaci6n de 
las actividades de inmunizaci6n 
Se cuenta con regionalizacibil operativa del PVU lo que perrmte la participaci6n 
coordinada de las instituciones piiblicas de salud al nivel local 
En la mayoria de las unidades de salud visitadas, se encontraron prograiias de trabajo 
con 10s objetivos y metas del PVU, asi como croquis de sus 6reas de responsabilidad 
( AGEBs) 
Se tienen metas de vacunaci6n para el programa permanente y para las fases intensivas 
Existen manuales y normas de programacibn, sin embargo no todos 10s responsables de 
las actividades de vacunaci6n 10s tienen o 10s conocen 
En las unidades de salud la vacunaci6n se programa en forma conjunta con otras 
actividades 

Algunas instituciones no incorporan aun las nuevas vacunas a1 programa de 
vacunaci6n (triple viral y DPT-Hib) 
La programaci6n aiin no se hace desde 10s niveles locales, lo que 11mta la 
participaci6n del personal operativo, as1 como la evaluaci6n del cumplimento de 
metas 5gil y oportuna en las unidades de salud 
Las acciones de actualizacidn del censo nominal se dificultan por la escasez de 
recursos humanos, la lejania de las iireas geogrtificas de responsabilidad, la falta de 
actualizac~dn de 10s croquis de las AGEBs, la rmgracidn y la inseguridad, 
particularmente en las areas marginadas de las grandes ciudades 



En el D F es deficiente, la incorporaci6n oportuna de 10s recitn nacidos a1 censo 
nomnal 
El PROVAC impone la necesidad de contar con equipos de ctimputo con una 
capacidad cada vez mayor, 10s que dificilmente se tienen en 10s niveles estatales y 
jurisdiccionales 
Se detectaron vanaciones en la metodologia utilizada para la especificacidn de nietas 
de vacunacidn, pnncipalmente del programa permanente, msmas que se traducen en 
dificultades para especificar las coberturas reales A veces se establece competencla 
por grupos poblacionales durante las acciones de tipo intensive 

Los mecanismos de evaluaci6n de avances son lirnitados por la falta de especificaci6n 
de criterios operativos y la falta de partlc~pacibn del personal de las un~dades de salud 
durante la elaboracibn de las metas 
En algunas unidades de salud, persisten debilidades para mantener la estrategia de 
vacunacidn permanente, por lo cud se depende en exceso de la vacunacibn 
dormcilima durante fases intensivas 
Se desconoce el papel que juega la medicina privada en materia de vacunacidn y se 
carece de mecanismos para permtir la incorporacicin de ese subsector, lo cual puede 
ser de creciente importancia en las keas urbanas m8s desarrolladas 

Recomendaciones 

Incorporaci6n en todas las instituciones de salud del nuevo esquema de vacunacibn, 
que incluye a la vacuna triple viral y la cuidruple (DTP-Hib) 
Estandanzar la metodologia para la programaci6n de metas, revisando la utilidad y 
limitaciones del PROVAC en lugares como el D F 

Considerar implantar un sistema de encuestas de cobertura sistematizadas con 
peridicidad tnmestral en lugares como el D F , como un mecanismo de informacidn y 
evaluacidn de 10s logros en cobertura de vacunacidn 
Fortalecer 10s grupos de trabajo interinstitucional a todos 10s niveles 
Mantener actualizado el censo nomnal, mejorando la incorporacibn oportuna de 
recitn nacidos y la realizaci6n de actividades intensivas con enfoque de nesgo para 
cubrir las Areas geogriificas priontarias 
Mejorar la capacidad del equipo de cdmputo para dismnuir las limtaciones 
operacionales del PVU 
Explorar al mvel del CONAVA las posibilidades de incorporac~dn paulauna de otras 
vacunas, en otros grupos poblac~onales (p ej rube6la en mujeres en edad fertll, 
polisacfindos de neumococo en ancianos, etc ) 

RECURSOS 

Logros 

Personal operativo identificato con el PVU con una gran rmstica de trabajo 
Suficiencia presupuestana a nivel nacional para cubnr 10s actuales esquemas de 
vacunaci611, lo que refleja la alta pnondad politica dada a1 PVU 



Suficiencia de biologicos e insumos de acuerdo a metas en todas las unidades 
Permanente busqueda de otras fuentes de financiaxmento para las activ~dades de 
vacunacion intensiva 
La coordination intennstitucional cumple con el papel de suplir las carencias 

Problemas 

Insufic~encla presupuestana para la lncorporacu~dn de nuevas vacunas 
Insuficlenc~a de personal para actrvldades de campo, sobre todo de enfermena, en las 
unidades de pnmer nivel 
Dificultad para utilizar ingresos por recuperaci6n en algunas heas de la SSA 
Inoportunidad o carencia de transporte y de recursos para el pago de pasajes y viiiticos 
Diferencias en el pago por la msma jomada de trabajo de 10s vacunadores entre las 
instituciones de salud 
Inadecuada red de computaci6n por obsolescencia de 10s equipos, que retrasan el 
desarrollo del programa 

Recomendaciones 

Supervlsar y venficar que 10s recursos Sean suficientes y lleguen con oportunidad hasta 
las unidades m h  pequeiias 
Completar plantillas de acuerdo a indicadores, con Cnfasis en el iirea de enfermeria para 
actividades de campo 
Gestionar el uso de cuotas de recuperaci6n para las unidades, etiquethdolo hacia 10s 
conceptos de gastos autonzados 
Apoyo de transporte para las actividades extramuros 
Homologar 10s pagos de pasajes y viiiticos entre las instituciones de salud 
Dotaci6n de adecuado equipo de computo e incluir en futuro presupuestos de inversi6n a 
las unidades, dentro del programa de modemizaci6n admnistrativa 

CAPACITACION 

En general, el personal de todos 10s niveles est5 bien capacitado en normas y 
procedimentos de vacunaci6n 
Existen normas y manuales de vacunaci6n disponibles en todos 10s niveles e 
instituciones visitadas 
La mayoria de las visitas de supervisi6n son consideradas como oportunidades de 
capacitaci6n en las unidades de salud 
Los cursos de capacitaci6n son evaluados con pre- y post-tests 



Problemas 

Falta, insuficiencia o demora de la capacitacidn en vig~lancia epidemoldgica (VE) En 
algunas ireas la capacitaci6n en VE no se program6 para las actividades de 1997 
En muchas ireas ~610 se reallzan actividades de capacitaci6n 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 10s manuales 
Deficlente evaluacidn y capacitacidn en oportunidades perdidas de vacunxidn 
La capacitacidn en VE esti restnngida generalmente a 10s mkd~cos y no se involucra a 
las enfenneras 
No todas las supervisiones son capacitantes 

Recomendaciones 

Hacer capacitacidn en VE y otros componentes del programa de manera oportuna y 
conjunta para todo el personal mC&co, de enferrnen'a, y del laboratono en todos 10s 
niveles 
Enfat~zar la VE de las Enfermedades Febnles Exantemitica (EFEs), dado que se tlene 
como meta la elimnaci6n del sarampibn 
Capacitar al personal del nivel local en el uso de la informacidn para la accion 
(especialmente la informacl6n de VE) 
Evaluar si 10s cursos de capacitaci6n cambian el comportmento, y no ~610 el 
conocimento de 10s trabajadores de la salud 
Desarrollar un manual dnico de aplicacidn de vacunas avalado por las tres instituciones 
SSA, IMSS, e ISSSTE que incluya a las nuevas vacunas 
Capacitar al personal de todos 10s niveles sobre las nuevas vacunas (tnple viral, y DTP- 
Hlb) 
Incluir en la curricula de las facultades y escuelas de medicina, enfennen'a, y saldd 
p6blica, aspectos de inmunizaciones, incluyendo VE, nuevo esquema de vacunacidn y 
funcionmento de 10s servicios de vacunacidn 
Realizar evaluaciones de oportunidades perd~das de vacunaci6n, para capacitar a1 
personal de salud en estrategias de abatimento en las unidades mCdicas del sector salud 

Logros 

En 10s niveles estatales y junsdlcclona~es, se tienen activ~dades rutinanas y formales de 
supervisi6n 
Se cuenta con cronograrna de visitas a las junsdicciones y unidades de salud 
Se cuenta con guias de supervisi6n 
Se deja informe escnto y se hace seguimento de las recomendaciones 
El personal supervisor est6 capacitado para realizar esta func16n 



Problemas 

Insuficiente supervisi6n de vigilancia epidemoldgica 
El programa permanente recibe menos supervisidn que las jornadas intensivas 
No se supervisan las actividades de las parteras tradicionales en las Areas de nesgo para 
tCtanos neonatal 
Falta clandad a las guias de supervisidn en algunos de 10s aspectos supervisados 
En algunas un~dades del D~stnto Federal no se encontraron evidenc~as del segulrmento 
de las recomendaciones de supervlsiones previas 
Es poco comcn la supervisidn intennstitucional 

Recomendaciones 

Supervisar las actividades de vigilancia epidemol6gica en las unidades de salud, y 
revisar 10s diagndsticos emtidos en la consulta en el mes previo a la visita de 
supervisi6n, para evaluar si al@n padecimento podria haber entrado a sistema de 
vigilancia epidermol6gica 
Incrementar las visitas de supervisidn del programa permanente 
Revisar expedientes de mujeres embarazadas y visitar a las parteras tradicionales para 
venficar las acciones de prevencidn y vigilancia del T6tanos Neonatal que la unidad de 
salud debe realizar 
Reelaborar las guias de supervis~dn, acompaiihdolas de un instructive de llenado 
Hacer seguimento de las recomendaciones de la supervisidn anotando en la libreta de las 
unidades de salud el avance del cumplimento de las msmas 
Hacer supervisiones intennstitucionales tanto del programa perrnanente como de las 
jomadas intensivas, por lo menos una vez a1 aiio 

VIGILANCIA EPIDEMIOLOGICA 

Logros 

Existe capacidad tCcnica y recursos suficientes en el n~vel nacional para la vigilancia 
Existen tkcnicos responsables en 10s niveles nacional, estatal y junsdiccional del sector 
Existen normas y manuales de vlgilancla epidermol6gica dlsponlbles en la mayoria de 
las unidades vlsltadas 
Exlsten fichas de investigaci6n de casos en 10s niveles estatales y junsdicclonales 
Exlste una red de Notlficac16n semanal a nivel naclonal que comprende a vmas 
instituciones del sector 
Se realizan anilisis tnmestral de datos epidermoldg~cos en detalle a nivel naclonal y 
estatal Se cuentan con senes histdncas de casos y defunciones 
Se publican boletines epidermoldgicos en forma diana y semanal 
El Laboratono Nacional de Referencia (INDRE) cuenta con recursos y capacidad tknica 
de diagndstico para las enfermedades inmunoprevenibles 



Existe un algontmo formal y normas para envio y andisis de muestras de casos de EFEs 
al INDRE 
Esta en proceso de implementaci6n la vlgilancia de algunas enfermedades de 
introducci6n reciente de vacunas (RubCola, SRC y  HI^) 
Se esta implementando la vigilancia hospitalana de eventos adversos post vacunales en 

el RHOVE 

Problemas 

Insuficlente recursos a nivel operativo 
Algunas unidades de salud no tienen personal encargado de la vigllancia 
Insuficiente participacidn del personal de enfermeria en la v~gilancia epidemol6gica 
(VE) 
Algunas unidades operativas no cuentan con normas y manuales de vigilancia o no estan 
actualizados 

* Fichas de investigaci6n de casos incompletas o lnexistentes a nivel local 
No participaci6n de fuentes alternativas de Notificaci6n (sector pnvado, escuelas, 
promotores, comumdad) en todos 10s mveles 
No en todas las unidades operativas, se realiza la Notificaci6n negativa (escnbir 
especificarnente " 0  o "no hubo cases" en 10s reportes semanales) 

* Falta de informaci6n sobre casos importados de sararnpldn u otras enfermedades 
previsibles por vacunaci6n en todos 10s niveles y servicios m6dicos para tunstas 
Poco o inexistente an5lisis de la informaci6n a nivel local Este se centraliza a nivel 
junsdiccional y estatd 
Alto subregstro de EFEs y Tos fenna 
Retroalimentaci6n de la informaci6n inadecuada para 10s nlveles operativos 
Recursos insuficientes o subutilizacidn del laboratono a mvel estatal 
Solamente 22 estados cuentan con capacidad diagndstica para las EFEs El INDRE actiia 
como laboratono estatal del D F 
La mayoria de 10s casos registrados de enfermedades inrnunoprevenibles a nivel local se 
basan en diagn6stlcos clinicos 
Poca comun1caci6n entre 10s diferentes niveles e instituciones sobre 10s resultados de 
laboratono 
Apllcaci6n inadecuada de las normas de laboratono en todos 10s niveles 
No se tlenen ident~ficados en el pais el ndmero de laboratonos que conservan poliovirus 
activos 
No esta programado hacer un sistema de vigilancia para parotiditis 
Deficiencia en la v~glanc~a sistem5tica de eventos adversos post vacunales en el pnmer 
nivel 

Recomendaciones 

Asegurar la asignaci6n de recursos a mvel operativo para las acciones de vigilancia 



Involucrar al personal de enfermeria en todas las actividades de vigilancia en 10s 
diferentes niveles 
Habilltar al personal de las unidades operativas para ejecutar actividades de VE 
Capacitar de forma oportuna a 10s pasantes de enfermen'a y medicina y actualizar al 
personal de base de 10s niveles operatwo y junsdiccional 
Fortalecer el uso adecuado de las fichas de investigaci6n y el seguirmento de casos a 
nivel local 
Incluir lo m& pronto posible al D F en la supervisi6n integral que esti siendo llevada a 
cab0 a nivel nacional 
Identificar e incluir la participaci6n de otras fuentes de Notificaci6n en todos 10s nlveles 
Promover la part1cipaci6n de 10s promotores de salud en la Notificaci6n activa de 
enfermedades prevenibles por vacunaci6n 
Estimular la Notificaci6n negativa en el nivel operativo 
Desarrollar un sistema de viglancia activa para la detecci6n oportuna de casos 
importados de Efes (hoteles, agencias de viajes, aeropuertos, mtdicos pnvados, etc ) 
Asegurar que se tomen muestras de onna de casos sospechosos de sarampi6n para 
posible aslarmento viral 
Reforzar la capacidad analitica de 10s niveles operativos 
Implantar actividades de busqueda activa y fortalecer la vigilancia de EFEs y tos fenna 
en todo el pals 
Aseg~rar la retroalimentaci6n en 10s niveles operativos 
Ampliar y/o incluir la vigilancia y diagn6st1co de laboratono para las otras enfermedades 
en que se introducen las nuevas vacunas 
Completar la red de laboratonos estatales de salud publica 
Asegurar que las otras insbtuciones del sector salud, Sean autosuficientes para realizar 
pruebas de tamzaje 
Comunicaci6n oportuna de 10s resultados de laboratono a todos 10s niveles y cuidar que 
llegue esta informacidn a 10s niveles operativos 
Garantizar la aplicaci6n de las normas de laboratono en el envio de muestras 
Concentrar 10s poliovirus existentes en otros laboratonos del pais en el INDRE, e 
instrumentar un sistema de segundad, hasta la erradicaci6n global de la poliormelitls 
Ampllar e incluir la vigilancia y diagn6stico de laboratono para las otras enfermedades 
de reciente y pr6xima introducci6n en el programa de vacunaci6n 
Ampliar y fortalecer la vigilancia de eventos adversos en toda la estructura del sector 

SISTEMA DE INFORMACION 

Logros 

Hay un responsable del sistema de mformaci6n en todos 10s niveles del sector salud 
En 10s niveles estatales, junsdiccionales y grandes un~dades de salud se cuenta con el 
Manual de Informaci6n PROVAC 
En todos 10s niveles del sector salud se cuenta con informaci6n demogrsca por grupo 
de edad, 6rea de influencia y sex0 



La cartllla de vacunaclcin es ampliamente utilizada en todas las unidades del sector salud 
En la mayoria de las unidades de salud se encontrd el censo normnal y el listado de 
esquemas lncompletos del PROVAC 
Existe un informe mensual de 10s avances del P W  en todos 10s niveles y 
tnmestralmente se envia una evaluacidn al nivel naclonal 
El PROVAC es un sistema valioso que pemte  hacer seguirmento de 10s nifios y conocer 
la cobertura de vacunacidn 
Existe coordinacidn entre enfermeria y el sistema de informacldn y buen conocimento 
de las coberturas por AGEB, por ejemplo en algunas unldades 10s captunstas participan 
en el trabajo de carnpo 
Se han hecho encuestas ripidas que muestran coberturas lguales o supenores a Ias 
registradas por el PROVAC 

Problemas 

En algunas ireas 10s l~stados llegan en forma inoportuna al n~vel local 
No hay concordancla entre el censo mecanizado y la capitacidn de niiios en el censo 
normnal en el nivel local de algunas iireas 
Muchas de las unidades tlenen equipo de computo con capacidad msufic~ente para 
operar el software del PROVAC y falta personal para mantener actualizados 10s datos 
No todos 10s nacimentos son captados por el sistema de informacicin 
No hay conocirmento del procedimento a utilizar para segulr a un nino que ha rmgrado 
en el PROVAC 
Hay falta de evaluacidn de calidad de informacidn 
Alto subreg~stro observado en el censo normnal en el D F 
El intercarnbio de informacicin entre las instituciones a nlvel local, a veces es tardio o no 
se presenta 
La regionalizacidn en el D F es muy compleja, el ires de Influencia no colncide con el 
iirea de responsabilidad del programa en las unidades de salud 
No se realiza anidisis de datos en el nivel local 
En algunas umdades no se tiene desagregado al grupo de menores de un aiio del de 0 a 4 
afios en la p i r h d e  poblacional 
Dificultad para instalar y operar la liltima versldn del PROVAC 

Recomendaciones 

Revisar y actualizar la regionalizacidn en las inst~tuciones del sector con la participacidn 
del nivel operativo para mejorar la eficacia y asegurar la cobertura terntonal del 
programa 
Hacer andisis de la ~nformacidn, para optmuzar el trabajo de vacunacidn casa a casa en 
iireas de nesgo con baja coberturas, con la finalidad de que las acciones tengan m k  
impact0 
Mayor asignacidn de recursos incluyendo la participacicin del personal de nivel operativo 
para operar el PROVAC 



Mejorar la capacitacidn a nivel operativo 
Desarrollar un sistema de evaluaci6n de calidad de informaci6n 
Implementar un mecanismo de registro de nacimentos mas oportuno 
Mejorar el intercambio de informacidn, estableciendo un sistema de calidad continua 
Solicitar la cart~lla nac~onal de vacunacidn en 10s t r h t e s  oficiales (escuelas, guarderias, 
consulta midica y otros servicios) 
Mejorar el sistema de registro de mujeres en edad firti1 y embarazadas 
Realizar encuestas rgpidas de cobertura en forma sistemAtica y con penodicidad 
tnmestral en iireas donde el PROVAC presenta insuficienc~as, como es el caso del D F 
Capacitar al personal operativo en la correcta elaboraci6n de la p r r h d e  poblacional de 
su Area de influencia 

Lonros: 

Todo el personal de salud entrevistado conocia la utilidad y el impact0 de 10s matenales 
de promocidn producidos a nivel nacional 
Existe alta pnondad y recursos para la promocidn del programa, lo que perrmte que el 
CONAVA cuente con un Area de Comunicac~dn Social que le da unifomdad a 10s 
mensajes emtidos por el sector salud 
Exlste coordinaci6n del personal de sector salud con autondades y lideres naturales de la 
comunidad 
Se transmten mensajes promocionales en espailol y otras lenguas que se hablan en el 
pais 
Se elaboran matenales educativos a nivel local, ademis de 10s enviados por 10s niveles 
nacional y estatal 
Existe gran aceptacidn del Programa de Vacunacidn Universal en la comunidad 
Se utilizan diferentes medios de comunicaci6n social para la divulgacidn y promocidn 
del PVU, como radio, TV y prensa escnta, entre otros 
Existe Participac~dn Social en todo el pais como apoyo al PVU, pnncipalmente en las 
Semanas Nac~onales de Salud 

Problemas 

No se hacen acciones permanentes de promoci6n especificas para problemas particulares 
y geogrSicarnente localizados (EFEs, TNN, poblaciones renuentes, etc ) en la mayoria 
de las unidades visitadas 
Insuficiente participaci6n de parteras en 10s aspectos de promoci6n del PVU 
Insuficiente coordinaci6n con el sector de salud pnvado en las actlvidades del P W  
Insuficiente comunicacidn con grupos politico-partidanos y/o religiosos que en 
ocasiones impiden la entrada al personal de salud en estas keas, dificultando el trabajo 
de promocldn y educacidn del P W  
Insuficientes actividades de promoci6n para el Programa Permanente 



En algunos lugares el matend promoclonal llega muy tardiamente al nlvel local de 
salud 
El costo de producci6n de 10s matenales de promoci6n nacional del CONAVA no es th  
compartidos entre todas las instituclones de salud 

Recomendaciones 

Identificar heas de nesgo para realizar actw~dades especificas de promoc16n y de 
educacidn para la salud, por ejemplo bajas coberturas, presencla de casos de 
enfermedades inmunoprevembles, municlpios repetidores de TNN, parteras repetldoras 
de TNN, y grupos Ctnlcos o religiosos, relacionados con renuencla a1 programa 
Capac~tar a las parteras tra&aonales en su propla lengua 
Crear estrategas y mecanismos para integrar aI sector de salud pnvado en Ias actividades 
del P W ,  en todos 10s niveles 
Intensificar la promocidn del programa permanente de vacunac16n para lncrementar la 
demanda esponthea a 10s servlcios de salud. 
Asegurar que el matenal de promocldn del PVU llegue oportunamente a todos 10s 
niveles 
Compartir el costo de producci6n del matenal de promocldn del programa entre todas las 
instituclones del sector salud 
Actualizar 10s libros de texto gratuito y capacltar a 10s maestros en el nuevo esquema de 
vacunac~dn 
Mejorar la coordmaci6n interna para vlncular la promoci6n del PVU con las otras heas 

de la SSA que desarrollan actlvidades de Promoci6n de la Salud 





P R O G R A M A  D E V A C U N A C I O N  U N I V E R S A L  
E V A L U A C I O N  E X T E R N A  

P L A N  D E A C C I O N  

AREA DE ACCION: PROGRAMACION 
I ---..-A- I I .  L ------.- - -. - ------a -.-- .-- 1 

GHUNWHRNIA UESWNSABLE 

I I WBSERVAC;IONt=S 

A C T I V I D A D E S  9 7  1 1998 1999 x I 
- Destinar 10s recursos para implementar de 

inmediato en todo e l  pals el  esquema actualizado de 
vacunacidn 

- Realizar talleres de programaci6n con enfasis en 
las nuevas vacunas y con la  partlcipacidn de todo e l  
n~vel operativo, organizado por 10s COEVAS 

- Los COEVAS deben convocar a una reunidn con 
hosp~tales y Reglstro CIVII para f a c ~ l ~ t a r  l a  
lncorporacidn oportuna en e l  censo nominal de 10s 
recidn nacidos 

- Realizar un taller para desarrollar un concenso 
sobre 10s criterios de riesgo para ident i f~car  las 
Areas geogrlficas prioritarias. 

- Realizar talleres jurisdiccionales para fortalecer 
e l  programa permanente de vacunaci6n en e l  n ~ v e l  
operativo 

4 

X 

X 

X 

X 

X X 

X 

X 

X 

IMSS/SSA/ISSSTE 

NlVEL ESTATAL, 
JURISDICCIONAL 
IMSS/SSA/ISSSTE 

COEVAS, NlVEL 
ESTATAL, 
JURlSDlCClONAL 
IMSSISSAIISSSTE 

CONAVA 

CONAS, 
IMSS,ISSSTE,SSA, 
JURlSDlCClONES 
SANITARIAS. 

1 2 3 4 1 2 3 4  
- - 

Por ejemplo instalar 
PROVAC en algunos 
hospitales. 

Necesidad de incluir  
IMSSISSAIISSSTE en todos 
sus niveles. 

- 





P R O G R A M A  D E V A C U N A C I O N  U N I V E r  
E V A L U A C I O N  E X T E R N A  

P L A N  D E A C C I O N  

AREA DE ACCION: RECURSOS 

A C T I V I D A D E S  

Asegurar financiamiento para l a  adquisici6n y 
aplicacibn de nuevas vacunas SRP y DPTHib 

Supervisar y verif icar que 10s recursos Sean 
suficientes y oportunos en todos 10s niveles 

Completar plantillas de personal de acuerdo a modelos 
de atenc16n 

Gestionar la autorizaci6n del uso de cuotas de 
recuperacibn para las unidades de primer nivel 

Proveer recursos para transporte, vihticos y pasajes 
del personal vacunador, homologando estos pagos 
entre las instituciones del Sector 

Dotar equipos de cdmputo adecuado a l  Programa de 
Vacunac16n Un~versal en todos 10s n~veles 

RESPONSABLE 

SSA y CONAVA 

SSA, IMSS e 
ISSSTE 

SSA, IMSS, ISSSTE, 
en todos 10s 
niveles 

SSA 

SSA,IMSS,ISSSTE, 
en todos 10s 
niveles 

SSA, IMSS, ISSSTE 
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P R O G R A M A  D E V A C U N A C I O N  U N I V E R S A L  
E V  A ' L U  A C  I O t N  E X T E R N A  

P L A N  D E  A C C I O N  
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P R O G R A M A  D E V A C U N A C I O N  U N I V E R S A L  
E V A L U A C I O N  E X T E R N A  

P L A N  D E A C C I O N  

AREA DE ACCION: VlGlLANClA EPIDEMIOLOGICA 

A C T I V I D A D E S  

- Ampliar e l  sistema de notificacldn semanal a todas 
las unidades del Sistema de Salud 

- lncluir l a  participacidn de 10s promotores de salud 
en l a  notificacidn de las enfermedades prevenibles por 
vacunacibn. 

- Completar l a  red naclonal de laboratorios estatales 
asegurando e l  cumpl~miento inmediato del algor~tmo 
de dlagnSstico de sarampibn, rub6ola y dengue 

- Enviar oportunamente 10s resultados del laboratorio 
a los nlveles correspondientes 

9 7 
4 

X 

X 

X 

- 

X 

RESPONSABLE 

IMSSISSAIISSSTE 
NIVELES 
NACIONAL, 
ESTATAL, 
JURISDICCIONAL 

IMSSISSA/ISSSTE 
NIVELES 
NACIONAL, 
ESTATAL, 
JURISDICCIONAL 
Y LOCAL 

COORDlNAClON OE 
VIGILANCIA 
EPIDEMIOLOGICA, 
INDRE, DGAE. 
AREAS 
RESIWWWLES 
DEL IMSS E ISSSTE 

IMSS/SSA/ISSSTE 
N WELES 
NACIONAL, 
ESTATAL, 
JURlSOlCClONAL 
Y LOCAL, INDRE, 
DGAE, Y 
LABORATORIOS 

OBSERVACIONES 

Lograr e l  100% de ias 
1 5,000 unidades 
identificadas. 

Evaluar l a  experfencia y 
resultados del sistema de 
vigilancia epldemiolt5gica 
slmplificada. 

Asegurar que las otras 
instituciones del sector 
salud sean autosuficientes 

Yen las pruebas de tamizaje 
para e l  diagndstico de las 
Effi 

, 

CRONOGRAMA 
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X 
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P R O G R A M A  D E V A C U N A C I O N  U N I V E R S A L  
E V A L U A C I O N  E X  T . E  R N A 

P L A N  D E A  C  C I 0  N 

OBSERVACIONES I 
AREA DE ACCION: VIGILANCIA EPlDEMlOLOGlCA 

Los recursos estaran d 

A C T I V I D A D E S  

-As~gnar mds recursos a n~ve l  operativo para 
garanhzar las acciones de V E l  vlnculadas a I progiarna 
de trabajo 

- Fomentar l a  participacidn del personal de 
enfermerla en todas las actividades de vigilancia 
med~ante talleres u otras actividades de capacitacidn 

- Verificar l a  utilizacidn adecuada de 10s formatos de 
~nvestigac~dn y seguimiento de 10s casos de las 
enfermedades inmunoprevenibles a nivel local 

-1ncluir y monitorear la  participacidn de otras 
fuentes de not~ficacidn en todos 10s niveles 

RESPONSABLE 

IMSS/SSA/ISSSTE 

CRONOGRAMA 
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1 2 3 4 1 2 3 4  
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X 

X 

NIVELES NACIONAL 
Y ESTATAL 

IMSSISSNISSSTE 
NIVELES 
NACIONAL, 
ESTATAL, 
JURlSDlCClONAL 
Y LOCAL 

IMSS/SSA/iSSSTE 
NIVELES 
NACIONAL, 
ESTATAL, 
JURlSDlCClONAL 
Y LOCAL 

IMSSISSNISSSTE 
NIVELES 
NACIONAL, 
ESTATAL, 
JURlSDlCClONAL 

acuerdo a las necesidades de 
cada instituci6n. 

\ 

No requiere presupuesto 
propio. lniciarlo de 
inmediato y por etapas 
trimestrales (3), evaluarlo y 
darle beguimiento. 

- Otras fuentes: Medicina 
privada, escuelas, 
promotores y comunidades 



P R O G R A M A  D E V A C U N A C I O N  U N I V E R S A L  
E V A L U A C I O N  E X T E R N A  

P L A N  D E A C C I O N  

AREA DE ACCION: VIGILANCIA EPIDEMIOLOGICA 
CRONOORAMA RESPONSABLE OBSERVACIONES 

X 

X 

X 

A C T I V I D A D E S  97 

1 2 3  
X 

X 

X 

X 

- lncluir en las capacitaciones del  programa l a  
vigilancia de rubdola, SRC, parotidltis, Hib, y eventos 
adversos post vacunales. 

- implantar las pruebas necesarias para e l  
diagndstico laboratorial de las enfermedades 
preventbles por vacunacldn de reciente introduccidn 

- Establecer sit ios centinela de vigilancia actlva de 
casos importados en 10s lugares turlsticos y medicos 
privados 

- Dlstribulr oportunamente 10s boletines 
epldemiol6gicos hasta el nivel operatlvo 

X 

X 

X 

1998 

X 

X 

X 

X 

X 

X 

X 

X 

4 
X 

X 

X 

X 

1999 
1 2 3 1 4  

X 

X 

X 

X 

X 

X 

X 

D 

X 

X 

X 

CONAVE, D.GAE, 
CONAVA 
INDRE Y 
IABOFWTORlO 
NACIONAL DE 
SALUO PUBLICA 

INDRE Y 
LABORATORIOS 
ESTATALES CE 
SALUD PUBLICA. 

DGAE., CONAVA, 
IMSS/SSA/ISSSTE 
NIVELES 
NACIONAL, 
ESTATAL, 
JURlSDlCClONAL 
Y LOCAL 

IMSS/SSA/ISSSTE 
NIVELES 
NACIONAL, 
ESTATAL, 
JURlSDlCClONAL 
Y LOCAL 

Es una accidn Indispensable 
para l a  actuallzacidn y e l  
fortalecimiento de los 
niveles locales. 



P R O G R A M A  D E V A C U N A C I O N  U N I V E R S A L  
E V A L U A C I O N  E X T E R N A  

P L A N  D E A C C I O N  



P R O G R A M A  D E V A C U N A C I B N  U N I V E R S A L  
E V A L U A C I O N  E X T E R N A  

P L A N  0 E A C C I O N  

AREA DE ACCION: SISTEMA DE INFORMACION 

A C T I V I D A D E S  

Realizar cursos de capacitaci6n para 10s capturistas, 
epidemiblogos, y enfermeras a nlvel operativo en e l  
nuevo sistema de informacidn 

Desarrollar e implantar un slstema de evaluacibn de 
calidad de la informacidn 

I 

Desarrollar un sistema de registro de mujeres de edad 
f6rt1l e implantarlo 

ldent~f icar  Breas que requieren encuestas rdpidas de 
cobertura y realizarlas, priorizar el D F. 

RESPONSABLE 

SSA, IMSS, ISSSTE, 
en todos 10s 
niveles 

SSA, IMSS, ISSSTE, 
DGEl y CONAVA 

SSA, IMSS, ISSSTE, 
DGEI, CONAVA y 
DGSR 

SSA, IMSS, ISSSTE, 
en todos 10s 
nlveles 
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P R O G R A M A  D E V A C U N A C I O N  U N I V E R S A L  
E V A L U A C l O N  E X T E R N A  

P L A N  D E  A C C I O N  

AREA DE ACCION: COMUNICACJON SOCIAL Y PARTlClPAClON 

A C T I V I D A D E S  

ldenttf~car tireas de riesgo para actividades 
especlf~cas de prornoci6n 

D~stribuir material de promocidn al sector privado 

lntensificar l a  promoci6n del Programa Permanente a 
travds de 10s rnedios de comunicaci6n 

Asegurar l a  oportunidad en l a  recepcidn de 10s 
materiales de promocibn hasta el primer nivel 

lncorporar en 10s l~bros de texto gratuito e l  nuevo 
esquema de vacunaci6n 

Realizar reuniones para vincular l a  promoci6n del 
P.V.U con otros programas de promoci6n 

Producir e imprimir rnateriales de producci6n en todas 
las ~nst~tuc~ones del Sector 

DE LA COMUNIDAD 
RESPONSABLE 

SSA, IMSS,ISSSTE 

Estatal Y 
Jurisdiccional 

SSA, IMSS, ISSSTE 

Estatal Y 
Jurisdiccional 

SEP y SSA 

CONAVA, SSA, 
IMSS e ISSSTE 

SSA, IMSS e 
ISSSTE 
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SVI Technical Advisory Group Meets 
The Twelfth Technical Advzsory Group Meetlng on state and local level and to take corrective actions should 

Vacczne-Preventable Dzseases (TAG) was held zn Guate- problems be detected 
ma la^ September 8-12? 1997 Formed In 1985 during the Vaccination and surveillance programs should be con- 
poho eradzcatzon campazgn, the TAG meets every two years sidered essential public goods and funded with public 
and functzons as the leadzng forum to promote regzonal resources 
znztzatzves azmed at controllzng and elzmznatzng vacczne- Within the context of a changing environment to im- 
preventable dzseases One of zts mazn objectzves has been to prove access to health services, vaccination coverage strengthen the polzcy dzalogue on lmmunzzatzon among gov- should be an indicator of the success of local and state ernments In the Regzon and partzczpatzng agenczes The delivery of services and a measure of the success of the followzng are some of the major 

- - -  health care reform and decen- concluszons and recommenda- tralization process tzons 

Immunizahon in a Measles Eradication 
Changing Policy Substantial progress has 
Environment been made towards achieving 

All countnes are movlng to- the goal of measles erad~ca- 

ward delegating greater respon- tion ~n the Amencas Trans- 

slbility for dellvery and manage- mlssion has been interrupted 

ment of health care servlces to in many countnes of the Re- 

local levels This provides an gion The PAHO vaccination 

opportunity to promote commu- strategy (catch-up, keep-up 

nity participation and commit- and follow-up), where fully 

ment of local health authonties implemented, has proven to 
be highly effective However, 

However, with decentral~za- TAG po~nted out that low lev- 
t ~ o n  there remains a requirement els of incidence can lead to a 
at the central level to assure that false sense of secunty In the 
immunization program goals are Children wave their certificates proving that they have completed the~r absence of measles transmls- 
met m all areas of a country ~~~t~$$~~' of sion, susceptibles accumulate 
Because almost all vaccine-pre- in a community, as a result of 
ventable diseases can widely, Successful control or fa~lure to vaccinate all chlldren and because primary vaccl- 
ehmlnatlon requires coordinated natlonal and international nation does not protect 5 to 10% of those These 
efforts so that no area becomes a reservoir to seed infection susceptibles can sustaln future measles outbreaks To main- 
~ n t o  other communities and countries tam a measles-free state will require ongoing efforts to 
Recommendations mlnimlze suscept~bility uslng the complete strategy 

Nat~onal governments must maintain authority to moni- The measles eradicat~on effort is not a local or even a 
tor the implementation of ~mmun~zation programs at the national campaign but a hemisphere-wide program which 

In this issue: 
SVI Techn~wl Advisory Group Meets 1 Safe Destruction of Vacune Vials 
Th~rd Global Roundtable on Measles Conttol and Ebrn~n~tton 4 Reported Cases of Selected Diseases 
Ecuador Approves Vacc~ne Law 5 F~rst Ladles United Aganst Measles 
Measles Update 6 



can only be as strong as its weakest component This is true 
on a global scale as well because many cases in this Region 
have been linked either epidemiologically or virologically 
to lrnportations from outside this hemisphere Thus, better 
worldwide measles control is important to the continued 
success of measles eradication in the Americas 

Recommendatlons 
General 

The occurrence of epidemic measles m a major urban 
area poses, by far, the most serious threat to the overall 
program because of the possibility of widespread disease 
dissemination Accordingly, it is important that program 
success m all urban areas O;>opulation of >=1,000,000) be 
mon~tored on an ongoing bas~s by national authontles 
and reported to PAHO 

Vacctnatzon Strategies 
Routlne vaccination of infants (keep-up vaccination) is a 
mtical component of the PAHO measles eradication 
strategy 
To mamtam high population immunity among preschool- 
aged children, follow-up measles vaccination campaigns 
should be conducted whenever the esbmated number of 
susceptible children 1-4 years of age approaches the 
number of children in one birth cohort 

Surveillance and Laboratory 
Each country should penodically evaluate the qualtty of 
its surveillance system PAHO has developed a protocol 
for rapid evaluation of surveillance systems which should 
be disseminated to all countnes of the Region A plan 
should be made for these evaluations in all countnes as 
soon as possible 
Laboratory confirmation is an essential part of the re- 
gional measles surveillance system A single serum speci- 
men collected at first contact with the health care system 
is sufficient for confirmmg measles 
Vuologic surveillance is important Clintcal specimens 
for vual isolation should be obtained from every chain of 
transmission Unne, the most practical specimen to col- 
lect, should be obtained within 7 days of rash onset and 
forwarded to a laboratory to be properly processed 

Outbreak Response 
Countnes should not implement indiscriminate cam- 
paigns to vaccinate all adults against measles Most 
adults are likely to be immune and achieving signifi- 
cantly higher levels of coverage among adults is ex- 
tremely difficult However, where surveillance has iden- 
tified specific nsk groups for measles among adults, such 
as university students, health care workers, or others, 
targeted vaccination efforts may be useful 

Management Indicators 
The following indicators are essential for monitonng 

the performance of the program 

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

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

r 80% of suspected measles cases are investigated within 
48 hours of report 
2 80% of suspected measles cases have a blood speclmen 
collected if there is not an epidemiological link to a 
laboratory confirmed measles case 
r 80% of measles chains of transmission have an identi- 
fied source of infection 
Laboratory 
2 80% of specimens with results within 7 days of receipt 
in laboratory 

Poliomyelitis 
The hemisphere conttnues to be free of wild polio virus 

and surveillance indicators for the Region, as a whole, show 
that most countnes are continuing to conduct adequate 
surveillance for acute flaccid paralysis (AFP) cases How- 
ever, the TAG noted a substantial detenoration in surveil- 
lance in some of the countnes of the Region, raising con- 
cerns that future importations of wild vrrus could be missed 

All countnes must assure that adequate resources are 
devoted to polio surveillance AFP surveillance must 
continue with ascertainment of at least one case annually 
of AFP per 100,000 < 15 years of age 
For laboratory diagnosis, only one stool, collected wtthin 
15 days of onset of paralysis, is needed Such specimens 
should be collected from at least 80% of AFP cases 
An inventory of all laboratones in the hemisphere which 
have wild polio virus stocks should be completed as a 
first step toward the eventual destruction of all wild polio 
vmses as part of the global certification process 
OPV remains the vaccine of choice in the Arnencas 
because it induces gut immunity, thus preventing spread 
ofwild vuuses if introduced, it is easy to administer, and 
it is relatively inexpensive 

Neonatal Tetanus 

Acceleration of NNT elimination activities in the Re- 
gion of the Amencas began in 1988 and great progress has 
been made The annual number of cases in the Region 
decreased from 1,470 in 1988 to 3 12 in 1996, and the 
number of districts with multiple cases of NNT has also 
decreased 

Recommendations 
Td should replace TT any time TT is 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 in risk areas of endemic countries, particularly 
m areas from which informatton on coverage and cases is 
lacking 

Rubella and Congenital Rubella 
Available data indicate that rubella is prevalent through- 

out the Amencas Cases of congenital rubella syndrome 



(CRS) and fetal infection have been documented in Barba- 
dos, Belize, Brazil, Cuba, Jamaica, Mexico, Panama, and 
Tnnidad It has been estimated that there are more than 
20,000 infants born with CRS each year in the Amencas m 
the absence of major epidemics 

Recommendations 
- All countries should incorporate rubella vaccine (as MR 

or MMR) Into 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 implementing childhood rubella programs 
should make efforts to reduce the accumulation of sus- 
ceptible adult female groups, such as post-partum vacci- 
nation, immunization 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 unmunity to 
measles 
Surveillance of CRS (and rubella) should be initiated 
throughout the Amencas and should begin before, or at 
the same time as, implementation of a rubella vaccina- 
hon program 
Countnes wlshing 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 
Countnes wishing to prevent and control both rubella 
and CRS promptly should carry out a one tlme mass 
campaign to vaccinate 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 hepahtis B occur annually in the Amen- 
cas Two thlrds of them are believed to occur in South 
Amenca, pnmanly in areas within the Amazon Basln 

Recommendations 
Routine vaccination of all children livlng in the Amazon 
Basm is recommended as well as in other areas, if any, 
with high endemicity (HbsAg prevalence equal or greater 
than 7%) 
Routine vaccination is also recommended for those at 
high nsk of infection, such as health care workers and 
hospltal staff 

Yellow Fever 
Between 1990 and 1996, 1,287 cases of yellow fever 

were reported in the Americas As d u n g  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 immunization programs in high-nsk areas and 
ensure that adequate quantities of vaccines and other 
supplies necessary to immunize against this disease are 
available at local health services 

Haemophilus InjZuenzae type b (Hib) 
Safe and effective vaccines against Haemophllus 

znjluenzae type b (Hib) have had an enonnous Impact in 
industrialized countnes on Hib dlsease incidence, particu- 
larly men~ngltis and epiglottitis Similar effects have also 
been observed in some countnes in the Region (e g Uru- 
guay and Chile) that have introduced Hib vaccine in thelr 
national immunization programs It is possible that a larger 
impact on pneumonia will be observed in developing coun- 
tries, as Haemophzlus lnjluenzae type b is an important 
pathogen in childhood pneumonias 

Recommendations 
The TAG recommends the introduction of Hib vaccine ln 
national immunization programs provided that adequate 
additional funds can be Identified However, ~mplemen- 
tation of Hib should not divert resources needed to 
sustaln and enhance exlstlng immunization efforts 

Vaccines of Quality 
Quallty of vacclne is assured through both quality 

control of the final product, as well as Good Manufacturing 
Practices (GMP) dmng the entire manufactumg process 
Both manufacturers and governments using vacclnes are 
responsible for quality Manufacturers must adhere to GMP 
that assure high quality of every lot (consistency of produc- 
tion) Governments must have adequate capacity to monltor 
manufacturers and thelr products 

Recommendations 
Local vaccine manufacturers should participate in the 
PAHO Certification Program for Vacclne Producers 

Local manufacturers should perform feasibility and vi- 
ablllty studies ofvaccine production to demonstrate thelr 
capability to supply vaccines of quallty to immunization 
programs m a timely and continuous manner 

Governments ln the Reglon must institute National Con- 
trol Authonhes (NCA) appropnate to their vaccine pro- 
duction and purchasmg pollcles 

Immunization program managers should use only vac- 
cines of known quality in thelr immunization programs 

Research and Development: the Regional Vaccine 
Initiative. 

Although governments recognize that vaccine and im- 
munlzation are key to the control, ellminabon 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 in the Region are few and 
not coordinated among themselves or with vaccine produc- 
ers The introduction of new vaccines into national irnrnuni- 
zation programs in the Region may be facilitated if some 
existing public laboratories participate in the process 

Results obtained by the Pneumococcal Surveillance 
Network demonstrate the importance of inter-country col- 
laboration and coordination to standardize laboratory and 
epidemiological methodologies for monitonng a specific 



pathogen, to determine regional burden of disease, and to 
define particular charactenstics of the burden such as sero- 
type distribution or anhmicrobial resistance This system 
can be established and developed as the basis for a more 
comprehensive surveillance network for vaccine-prevent- 
able diseases 

Recommendations 
Formal programs for vaccme research and development 
must be established with appropnate financial resources, 
together with strong coordination at the country and 
regional level in order to potentiate existing research, 
development and produchon capab~lities 
This initiative should give pnonty to the development of 
polysacchande and polysacchande conjugated vaccines 
as this methodology will provlde vaccines against sev- 
eral important childhood pathogens such as Haemophzlus 
znfluenzae, Nezsserza menzngztzdu, Streptococcus 
pneumonzae, Salmonella typhi, and Shzgella sp , respon- 
sible for significant mortality and morbidity in the Re- 
gion 

The Network should collect information on cases and 
correlate those data with laboratory information to an- 
swer queshons such as whether the increasing trend of 
antibrotic resistance has been assoc~ated with increased 
disease seventy, complicat~ons, and cost These data . 
will be important in guiding clinical management and 
future policies for pneurnococcal vacc~nation 

Technical Advisory Group Members 
Peter Figueroa (Jamaica) 
Donald A Henderson, Chairman (United States) 'I 

Aklra Homrna (Brazil) 

John La Montagne (Un~ted States) 

Joseph Z Losos (Canada) 

Fernando Muiioz Porras (Chile) 

Walter Orenstein, Rapporteur (Un~ted States) 

Roberto Tapia Conyer (Mexico) 

For a complete verslon ofthe TAG conclusions and recommendations, 
please contact SVI m Washmgton, D C 

Third Global Roundtable on Measles Control 
and Elimination 

The Thzrd Meetzngon Advances m Measles Control and 
Elzmznatzon was held zn August 27-29, zrz Atlanta, Georgza 
nzs consultatzve meetzng is CO-sponsored by PAHO, the 
Centers for Dzsease Control and the World Health Organl- 
zatzon 

The progress made in the global fight agalnst measles 
and interruption of transm~ssion has been demonstrated in 
several countnes, reinforcmg the view that measles eradica- 
bon is technically feasible uslng existlng vaccines and mter- 
venhon strateg~es Thls has generated a positive trend in 
measles control and ellmination (Figure 1) 

Figure I 
Global annual reported vaccine coverage and 

measles cases 
1974-1996 

Reported Cases Routlne vacclne coverage 
(rnill~ons) 

74 75 76 77 78 79 80 81 82 83 84 85 86 87 88 89 90 91 92 93 94 95 96 
Year 

Source WHOIEPI Information System 

The countnes of the Amencas are well underway in 
their efforts to eliminate the d~sease by the year 2000 and the 
Pacific Island nations are expected to make a similar com- 
m~tment in the near future The European Advisory Group 
has recommended an elimination target date of 2007 and it 1s 
anticipated that the Regional Committee will consider this 
goal at its 1998 meeting The Regional Committee of the 
Eastern Mediterranean will consider an elimination target of 
2010 China and several southern Ahcan countnes have 
embarked on accelerated measles control/elimination ap- 
proaches 

A decis~on to eradicate measles worldwide will have a 
tremendous impact on Infant morb~dity and mortality De- 
spite the availability of an effective vaccine, measles contin- 
ues to cause 42 m~llion cases and nearly 1 million deaths per 
year worldwide Global coverage with measles vaccine is 
estimated at 79% Most measles deaths occur among chil- 
dren under five years of age living m developing countnes, 
particularly in Afnca This is because many children remain 
unprotected, particularly in poor urban areas where the case 
fatality is highest The d~sease thnves in cities, in poor urban 
areas where crowding, poor sanitation and low measles 
vaccination coverage ensure ongolng circulation of the 
virus Partic~pants at the Atlanta meeting agreed it would be 
important to support urban immunization strategies to con- 
trol measles in low-income countnes with high population 
density, with special emphasis on populations that have not 
yet been reached 



The successful completion of the global polio initiative 
will facilitate M h e r  progress towards measles elimination 
There was consensus that polio eradication and measles 
elimmation activities can be mutually reinforcing and repre- 
sent a natural joinmg of efforts However, participants 
highlighted that while the global efforts to eradicate polio 
are progressing well, much remains to be done, particularly 
in the Indian sub-continent and Afnca Therefore, while it is 
important to start p l a m g  for regonal elimination of measles 
and ultimate eradication before the polio goal is completed, 
new measles activities should not jeopardize progress to- 
ward polio eradication It will be mportant to mitiate 
programs to interrupt transmission early m some of the most 
difficult countries m Afnca, to determe the most effective 
strategies in these settmgs and demonstrate what can be 
done 

Sustaming interruption of measles transmission is diff- 
cult and expensive As increasing areas ofthe world achieve 
elimination, participants agreed that the goal of global 
measles eradication be set and achieved in a short penod of 
hme This will requlre close and effective partnerships 
between official agencies, pnvate and voluntary sectors, 
and external donors as it was done m the Amencas d u n g  
the polio erad~cation years A major hurdle to further im- 
prove control m areas that have obtained the greatest case 
reductions, such as the Amencas and the United Kmgdom, 
is the ongoing circulation of measles w u s  in other parts of 
the world While the reported incidence rate in the Amen- 
cas was only 0 7 cases per 100,000 population m 1995, the 
reported rates in other regions were much higher The rate m 
Afnca was 83 times greater than the rate in the Amencas, 
and the rate m Europe and the Western Pacific region were 
13 to 10 times greater respechvely 

For sustainable impact, there was consensus that it 
would be important to continue strengthening the pnmary 
health care system and EPI in developing countnes to 
achieve and maintain acceptable levels of measles control 
Measles elimmahon is already underway in many areas but 
global eradication will most likely pose a number of addi- 
tional challenges Elimination activities must be integrated 
within pnmary health care to ensure the maintenance of 
progress and to pave the way for future elimination/eradica- 
tion initiatives 

Next Steps 
Programmatic and financial obstacles must be over- 

come if eradication is to be achieved and strategies will need 
to be adjusted based on accumulating expenence Compet- 
ing pnonties may create difficulties in raising political 
commitment to measles controWelimination/erad~cation 
Many of the poorest countnes will require significant exter- 
nal support The amount of additional backing needed 
should be estimated soon to enable appropnate 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 It will also important to consider the 
marginal and opportunity costs of undertaking elimination 
or eradication 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 is highly-cost effective and 
that improvements in control are also highly cost-effective 
and may be cost-saving in some countnes Greater agree- 
ment on appropnate approaches to economic analysis would 
be useful, particularly with respect to eradication 

Measles eradication can convey two lastmg benefits 
The Jirst, absence of measles disease (and the need for 
measles immunization), is obvious and indisputable The 
second, permanent contribution to the development ofhealth 
services, is a potenhal benefit whlch requlres specific atten- 
tion to maximlze the benefits that can accrue to the overall 
health system from eradication efforts Specific benchmarks 
should be developed to monitor Interaction of eradicahon 
efforts and pnmary health care development 

Once countnes progress from control to elimination 
goals, surveillance strategies need to be fiu-ther developed 
and implemented to allow assessment at the most peripheral 
level Based on the expenence in the Amencas, partrcipants 
representing developed and developmg countnes stressed 
the need to lrnplement the recommended vaccination strate- 
gies for measles eradication in full throughout a country or 
region PAHO's vaccination strategy for measles eradica- 
tion, which has been adopted in most countnes in the 
Region, consists of a one-time mass vaccination campaign 
of all children 1-14 years of age, high coverage through 
rouhne vaccination of 1 year olds, and penodic follow-up 
vaccination to reduce the accumulation of susceptible m- 
fants and children 1-4 years of age 

Ecuador Approves Vaccine Law 
Ecuador has jorned Venezuela m w d g  congres- 

sronal approvaf of a Vaccrne Law m September, 1997 
Venezuela approved an  atio ion Law m March of 
1996, whch hclndea a specific xtem addressrng the mail- 
ability of vaccules for the corntry's imtmzations pro- 
grams, This bre&hrough in both countnes i s  an indica- 
tion of nahonal c o m t m e n t  for m n i z a t r o n  programs 
by all branches ofgovmment, PAHO is actively collabo- 
rating wrtfi legislators m the Regton to ensure that samlar 
taws are enacted elsewhere, 

h Ecuador, the Vacciae Law was an initlatwe of 
Congressman Miguel Lopez (Pachakutdc), Following the 
lamchmg oftheEF1 m the Americas in 1877, Ecuador was 
the fvst country 20 inrtiate a natxonal EPf At the trme Dr. 
Asdrubal de la Tone beld the post of Mmster of Health. 
T w e w  yeas later, Dr de la T o m  has played a key role m 
making Ecuador adopt a law that will ensure the 
sustarnability of routme imim,izatlon programs. 

Startmg fkom 1998, a specific budget h e  of no less 
than US$2.5 m~llxoa mU be iacorporated into the national 
budget to cover recurrent costs of vaccines and other 
inputs needed for the country's EP1. The law stxpulates 
that this amount cannot be used for other purposes, nor 
shall there be any reductions, 



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 IS the most densely populated state of the 
country So far 12,343 cases have been confmed, most of 
them by laboratory testing, with a positive finding of IgM in 
blood samples 

Only two states (Acre and Roraima) have not reported 
confirmed cases of measles The incidence rate by 100,000 
lnhabltants is the highest in Sao Paulo (28 2), second and 
th~rd are Brasilia, the Federal Capital, and the state of Ceara 
(see map) Several municipalities with borders with Para- 
guay, Uruguay, Argentma and Bolivia have confirmed cir- 
culatlon of measles vlrus and include P Velho in the state of 
Rondonia (2 cases), three municipalittes in the state of 
Paranh (70 cases), four munic~palities in the state of Santa 
Catama (20 cases) and one municipality In the state of k o  
Grande do Sul (1 case) The most notable international 
transmission can be observed between the border cihes of 
Foz de Iguaqu in Brazil and Cludad del Este, Paraguay, with 
more than 90 cases This area attracts many tounsts because 
of the Iguaqu waterfalls and there IS also high cornmerc~al 
activity here between the two countries 

In the current outbreak, infants and persons between 
20 and 29 years of age have been the most vulnerable Thelr 
respective attack rates were 45 3 and 19 1 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 hlghest 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 vaccmatlon, but too late to 
have been exposed to circulating measles vlrus The groups 
between 1 and 20 years old who have benefited from 
vaccination present the lowest attack rates in this outbreak 

In the state of Sao Paulo a campaign aimed at children 
under the age of 5 was organized in August, reaching 100 % 
of children in that age group, regardless of previous vaccina- 
hon status A preliminary analysis has shown that the 
number of confmed cases from Sao Paulo has dropped 
fi-om approxlrnately 700 cases per day m August before the 
campaign, to approximately 50 cases per day in September 
At the national level, a campaign was held on October 25, 
dmng which most children under 5 years of age were 
vaccinated against poliomyelitis and measles 

lnc~dence rate of conf~rmed measles cases by state 
Braz~l, 1997 

Rora~ma 

A 

Source GT-SararnpolCNDIICENEPllFNSlMS 
lnc~dence rate per 100.000 populat~on 
Data as of week 40,1997 

Safe Destruction of Vaccine Vials 

Recently, there have been several inqumes from health recommended time (see EPI Newsletter, August 1992, 
services in the Region regarding the safe ddtsposal of page 4), even if stored at the proper temperature 
vaccine v1a1s In an effort to standardize procedures, SVI In order to avoid the improper use of vaccines that fit 
recommends the followng the above descnption outside the health services and to 

prevent accidental injunes that can be caused by glass 
Vaccine wals should be d~scarded when vials, SVI recommends the following two disposal meth- 

they are past their expiration date and the quantity of ods 
vacclnes InvoIved does not justify re-testmag, or 

Inc~neratton 
* they have been exposed to excessive heat and the 

quantity involved does not justifjt re-testing, or ' Burying 
Incineration is the preferred method for the destruc- they have been re-tested and have shown t' have lost 

tion of unused vaccine vials for health services that have 
theu potency, or access to this technology If not available, the health 
open vaccme vials have not been used w~thm the 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 in 1996, by country 

Data not available 
-Cllnlcally conf~rrned cases are not reported 
* Laboratory and cllnlcally conf~rrned cases 



First Ladies United Against Measles 

The Flrst Ladies of the Amencas and designated repre- assistance toward this effort until measles 1s eradicated," the 
sentatives held their Seventh Conference of Wzves ofHeads final text says 
ofstates and ~overnment of thedmen- 
cas in Panama on October 8-9, 1997, 
under the motto "Let us Build the 
Future of the Amencas with Human 
Rights and a Culture of Peace", to 
evaluate achievements attained and re- 
new their commitment to address the 
Region's pressing soclal problems 

"We reiterate our willingness to 
be mob~llzers, fac~litators or convenors 
for social policies and programs serv- 
ing our counlmes, focuslng on vulner- 
able groups, ln accordance with our 
respective national interests and in- 
spired by dialogue, negotiation and 
mutual respect," the Flrst Ladies stated 
in thelr final communique, the Panama 
Declaration 

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

The Flrst Ladies recognized the 
valuable participation and contnbu- 
tion of international organizations and 
financial institutions stating that they 
have "supported our endeavors and 
are mak~ng poss~ble the execution of 
projects and programs that serve the 
most needy and vulnerable sectors of 
our soclet~es " 

The support of the First Ladies 
w~l l  be cnt~cal to provide greater dis- 
semlnation of the measles eradication 
in~tiative at the national and interna- 
tlonal level 

Major obstacles for the achieve- 
ment of this goal are 

-Insufficient d~ssemination and pro- 
motion of the Plan of Action for 
Measles Eradication at the national1 

when they  resented a Plan of Action a munic~oal level - r dmng thki; Fifth Meet~ng in Bolivia, - - ,  

that com~lements the actlvitles under- wan'# G~~~ 
" *Insufficient resources to achieve the 

taken bieach country In the Panama - b - * * l d 4 f  measles erad~catlon goal 
Declaration, the First Ladies re-stated *Routine vaccination coverage < 90% 
thelr support to the Regional measles - 

eradication goal by the year 2000 wW- c + ~ * ~  * *Inadequate logistical support for in- 
- 

"We value the work done in coun- 
vestigatlng all suspected measles cases 

lmes of the Region which support the *Limited participat~on of the pnvate 
elimination of measles and other preventable diseases in the sector and non-governmental organizations m reporting 
Amencas We also reiterate our comrmtment to continue our suspected measles cases 
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Measles in the Americas, 1997 
Following an all-time record Regional low in the Amen- cases have occurred in young adults 20-29 years of age 

cas of 2,109 confirmed measles cases in 1996, there has been The highest age-specific incidence rates are in infants, 
a resurgence of the disease in 1997 in Brazil (Figure 1) young adults 20 to 29 years of age and children 1-4 years of 
Through 29 November 1997, a total of 75,236 suspected age, respectively To date, over twenty-five measles-related 
measles cases were reported deaths have been reported, 

Figure 1 
from the countries of the Reported measles cases I" the Amencas, 1980-1997*# most in Infants less than 1 
Amencas Of these, 26,950 year of age 
(35 8%) have been con- 
f m e d ,  24,527 (32 6%) have 
been discarded, and 23,080 
(30 6%) remain under inves- 
tlgatlon Ofthetotalconfirmed 
cases, 26,508 (98 3%) have 
laboratory confirmation of 
measles infection or epide- 
miological llnkage to a labo- 
ratory confmed case, and 
442 (1 6%) have been con- 
firmed on clinical grounds 
alone Together, Brazil 
(25,900 confmed cases) and 
Canada (577 confirmed 
cases) accounted for 98 2% 
of the total confirmed cases 
in the Region However it 

Confirmed cases (thousands) Routine Infant vacc~natron coverage (%) 

Year 
Source PAHONVHO 
*Coverage for children at one year of age 
#Cases reported through 29 November 1997 

An investigation of 
measles cases in adults 
found that the majonty were 
occurring among young 
adults who were members 
of certain nsk-groups in- 
cluding men who recently 
migrated to cities from ru- 
ral areas in the Northeast of 
the country to work in con- 
struction projects and other 
manual labor, students, 
health care workers, per- 
sons worklng in the tourrst 
industry, and military re- 
cruits 

Measles v m s  has been 
should be- pointed out that 
Canada has had no cases for the last 18 weeks Other 
countnes reporting measles cases include Guadeloupe (128 
cases), the Un~ted States (127 cases), Paraguay (124 cases), 
Argentlna (58 cases), Chile (47 cases), and Costa Rica (14 
cases) 

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

In this Issue: 
Measles In the Amences, 1997 
USAID Grant for  HI^ Suwetllance 

isolated from several pa- 
tients 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) Atlanta, USA, revealed that the virus 
circulating in Sao Paulo is virtually identical to virus cur- 
rently circulating in Western Europe Although an Index 
imported measles case has not been identified, the molecu- 
lar epidemiology data strongly suggest that the virus re- 
sponsible for the Sao Paulo outbreak was imported from 
Europe 

1 
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The Sao Paulo outbreak is wanmg after implementation measles cases were reported The majonty of cases oc- 
of an aggressive outbreak response, which included a curred in unvaccinated persons 12 to 18 years of age The 
follow-up campaign targeting all children 1-4 years old, source of the outbreak is thought to be an unvaccinated 10 
selective mop-up vaccinat~on in schools and vaccination of year old child visiting from metropolitan France Moreover, 
young-adult members of groups at hgh-nsk for measles genetic analyses ofmeasles v m s  obtained from the outbreak . 

Measles virus has spread from Sao Paulo to nearly every revealed that the virus circulating in Guadeloupe is very 

other state in Brazil States most affected include Rio de similar to virus circulating in Europe The Ministry ofHealth - 
Janelro, Ceara, Minas Gerais, Bahia, Parana, Rio Grande do conducted a mass vaccination campaign in affected schools . 
Sul, Mato Grosso do Sul and the Federal Disttlct (Brasilia) Efforts were made to provide measles vaccine to all students 

Moreover, spread has been reported from several other without documentation of having received two doses of ,- 
counttles in the Region, includmg Paraguay, Chile, Argen- measles vaccine Over 3,000 students were vaccinated 

tina, Peru, Costa Rica, and the United States Until 1997, the English-spealung Canbbean had not 
reported a single confmed case of measles in over 5 years 

A Of 577 cases were However, m 1997 two laboratory-confirmed measles cases from Canada A large outbreak with over 300 cases oc- 
curred pnmanly among young adults affiliated with Simon were detected The first confirmed case was reported from 

Fraser University, near Vancouver This outbreak came the Bahamas The patlent, a young adult, had rash onset in 

somewhat as a surprise since the Province of British March The dlrect source of transmission was not identified, 

Colombia had just completed its school catch-up campaign however, it is strongly suspected that the patient contracted 

m 1996 Genormc analy- measles from a tour- 

sis of measles vuus ob- F~gure 2 1st A search has been 

tained from this out- Measles lmportat~ons Into the Reg~on of the Amer~cas, 1997* made in the country to 

break performed at the identify any additional 

Laboratory Centres for cases of measles This 

Disease Control sug- search involved a re- 

gests that measles v m s  view of over 80,000 

was mported from Eu- diagnoses from health 

rope facilities in the coun- 
try The second case 

Measles vlrus from Suntzerland = 5 was reported from 
the Bnhsh Colombiaout- Tnnidad and Tobago 
break spread to school- It occurred in a young 
aged children m Alberta, adult Italian sallor who 
where 245 cases were had rash onset in 
reported Other sporadic Apnl The patient had 
cases or small clusters acqulred measles in 
have occurred in van- Italy A specmen was 
ous Canadian prowces, collected and found to 
mostly among adults due be positive for measles 
to mportations Since IgM at the measles 
1996, a total of 17 im- 

Source SVIfPAHO and CDC * Data as of 29 November 1997 laboratory of the Car- ported measles cases ibbean Epidemiology 
were d~cumented in Canada, mostly from Europe and Asla Centre (CAREC) No spread cases were identified despite 
Since the end of July 1997, however, not a single measles careful investigation 
case has been detected and transmission appears to have 
been interrupted m Canada Editorial Note: While the resurgence of measles in the 

Amencas dunng 1997 represents a major increase com- 
To date, 127 cxmfhr~ed measles cases have been re- pared to cases reported in 1996, these cases represent only 

ported dmng 1997 in the United States This 1s the  owes st about 10% of cases reported in 1990 Nevertheless, 
number of cases ever reported in the United States, and 1s important lessons can be learned from this experience which 
well below half the previous record low incidence of 309 can be used to "fine-tune7' the Region's measles eradication 
cases m 1995 Almost half of the cases are documented strategy and to assure its full implementation in all countries 
importations Spread from importations has been limited The outbreak in Brazil can be considered a wake-up call to 
and the largest outbreak this year 1s only 8 cases In 1995 the countries of this Hemisphere to demonstrate that the 
and 1996, there were no measles importations from Latm absence of measles virus circulation does not mean absence 
Amenca or the Canbbean In 1997, however, there were 5 of nsk from measles infection 
confmed imported cases from Brazil Several factors comb~ned to create conditions which 

Between October 1996 and May 1997, a large measles facilitated widespread measles transmission in Sao Paulo 
outbreak occurred m the French department of Guadeloupe Flrst, the lack of a timely follow-up vaccmation campaign in 
This island had not unplemented PAHO's recommended 1995 for children aged 1 to 4, combined with low routine 
measles eradication strategy A total of 128 confmed vaccinat~on 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 nsk of a measles outbreak Thlrd, measles 
vlrus was imported mto Sao Paulo, probably from Europe 
Finally, 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 epidemiologic mforrnation provided by PAHO's measles 
laboratory network, suggest that the countnes of the Ameri- 
cas are constantly bemg challenged by Imported measles 
virus from other regions of the world where measles 
remains endemic Dunng 1997, 23 separate importations of 
measles virus were detected from Europe, 17 from Asia and 
2 from A h c a  (Figure 2) that resulted in measles transmis- 
sion These data, however, probably severely underestimate 
the true number of measles importations since many im- 
ported cases may not seek medical care and do not result in 
further transmission 

In ad&hon to the challenge of imported measles v~rus, 
the outbreaks in Brazil, Canada and other countnes 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 pnmanly 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 remain susceptible to measles 

For practical purposes, persons born before 1960 in 
most countnes of the Amencas can be assumed to have been 
exposed to naturally circulating measles virus, and thus be 
immune to the disease Therefore, the overwhelming major- 
ity of adults are already immune, and most suscepbble young 
adults are at very low nsk for being exposed to measles 
vlrus Mass campaigns among young adults are not recom- 
mended 

Expenence has shown that certam institutional settings 
such as colleges and universities, military barracks, health 
care facilities, large factones and pnsons can facilitate 
measles transmission, if measles virus is introduced to such 
populations The close contact among persons in these 
settings increases the nsk that a susceptible person can be 
exposed to measles In fact, numerous measles outbreaks 
among adolescents and young adults have been documented 
m these settmgs, even in institutions with high measles 
vaccination coverage In addition to persons llving or work- 
mg in these settmgs, adolescents and young adults who 
travel to countnes with endemic measles transmission are at 
increased nsk for being exposed to and contracting measles 

Moreover, in recent years many countnes 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 high population densities, 
persons who have recently migrated from rural areas with 
low population densities (and therefore lower nsk for having 
been exposed to circulating measles virus), may be at 

relatively increased nsk of measles susceptibility When 
these persons congregate in institutional settings which can 
facilitate virus transmission, they have greater nsk for 
acqumng measles, should the vlrus be introduced 

To prevent the occurrence of measles outbreaks among 
adolescents and young adults, efforts are needed to assure 
measles immunity in groups potentially at high-nsk for 
measles, including college and university students and pro- 
fessors, health care workers, military personnel, young 
adults working m large factones, young adults residing in 
institutions such as pnsons and long-term care facilities, and 
persons traveling to measles endemic countnes 

Vaccination of adolescents and young adults entenng 
such facilities should be routine and ongoing and should take 
place before persons begin worlung or living in these high- 
nsk settings Moreover, catch-up vaccination activities may 
be considered for adolescents and young adults already m 
such settings Young adults who are planning to travel to 
parts of the world where measles vlrus contmues to cuculate 
should be advised to be vaccinated before departing These 
measures will enhance m u n i t y  levels in such population 
groups and help prevent measles outbreaks m these settings, 
should the m s  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 Flrst, the countnes of the 
Amencas need to keep up theu guard by maintaining the 
highest population immunity possible m infants and children, 
and targeting vaccination to adolescents and young adults 
who are at highest nsk for bemg exposed to measles virus 
Second, increased efforts are needed in other regions of the 
world to improve measles control and to decrease the 
number of exported measles cases to the Amencas As long 
as measles virus circulates anywhere m the world, the 
Amencas will remain at nsk for measles The successful 
completion of the measles eradication goal will require full 
implementation of PAHO's recommended vaccination strat- 
egy m all countnes of the Region and unproved measles 
controVelimination in other regions of the world, especially 
Europe and Asia As mentioned previously, the only way for 
the Amencas to assure regional measles eradication will be 
through the ultimate global eradication of measles virus 

USAID Grant Tar Hib Surve$llance 
The Uruted Sf&%, Ebrough its Agemy for h k m h ~ n a l  

Development (lXUdD) has approved a US$50,000 grant. to 
support epidemnological surveillance of Naemophilus 
taflueazue type b @lib) m Latin America axld the Cartiean A 
Reglond smcs~llance system for Hrb and other bacteria 
respons~ble far aen~regjtis and respxcatary diseases will gen- 
erate important rnfionrlatto~ ta accurately determine hsease 
burdm ;and cotwince decisrorm makers to incoprate a vac- 
cine agamst the disease in regular immmizatzon programs 

The overall zmidence of Hi& rnenagitgs at ages O to 4 
years has been initiafly e s t i m d  tobe at lest 35 per 100,000 
This means ghat: them wou% be more than 20,000 cases 
maually in the h e r r c a s  



Caribbean Meeting Stresses Surveillance 

The followzng are some of the major conclusions and 
recommendations of the Fourteenth Meeting of the Canb- 
bean EPI Managers held m Castrzes, Saznt Lucza, from 18- 
20 November 1997 The meehng was ofJiczally opened by 
Her Excellency the Governor of Saznt Lucza, Dr Pearlette 
Louzsy and the Honorable Mznuter of Health, Ms Sara 
Flood dekvered the keynote address 

Measles Eradication 
The English-spealung Canbbean still holds the longest 

record m the Western Hemsphere of svr years without 
ind~genous measles transrmssion Two recent nnportahons 
mto the Bahamas and Tnnidad and Tobago stressed the 
danger of importations and the need for adherence to 
PAHO's measles eradication strategy, particularly the mamn- 
tenance of high levels of ~mrnunuation coverage and pen- 
o&c implementatton of follow-up campaigns A large out- 
break in Guadeloupe (please refer to page 2), m late 1996, 
illustrates the vulnerability of the countnes to measles 
transmission if the strategy is not fblly implemented 

The measles laboratory at the Canbbean Epidemiology 
Center (CAREC) prowdes confirmahon for suspected measles 
cases1 (Figure 1) The laboratory IS able to test for IgM 
antibodes for measles, rubella and dengue mfecttons 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 
speclrnens were tested and reported back to countnes within 
seven days of receipt 

F~gure 1 
Measles surve~llance ~nd~cators In the 

Engl~sh-speaking Car~bbean and Surlname 
1993-1 997' 

achleve 100% and some children will remain unvacci- 
nated Follow-up campaigns are requlred to maintam 
interruption of transmission 
To mamtain the English-speakmg Canbbean and Sunname 
fi-ee of measles, high vaccination coverage must be 
maintamed Efforts need to be made to ensure that at least 
95% of each blrth cohort is vaccmated with measles- 
containmg vaccine at 12 months of age 
The possibility of combining measles and rubella surveil- 
lance should be explored 
To prevent the accumulat~on of susceptible preschool- 
aged children from reaching dangerous levels, follow-up 
campaigns should be conducted among children 1-4 
years every 4 years Countnes should plan on conduct- 
ing follow-up campaigns in the year 2000 
The Brazil expenence suggests that certain young adults 
may be at nsk for measles Efforts are needed to assure 
measles vaccmation in young adults in high-nsk groups, 
which include students, migrant workers, health care 
workers and the military 
As long as measles circulates anywhere m the world, the 
English-speakmg Canbbean will be at nsk for measles 
importahons Measles surveillance systems need to de- 
tect these importations in a hmely manner and respond 
accordingly when they occur 

Poliomyelitis 
Presentations on polio stressed the importance of con- 

hnuing technical and polittcal commitment to surveillance 
and vaccination activihes to keep the regon polio-free 
Although progress is being made towards global eradication 
of polio, mportahons still represent the biggest threat All 
English-spealung Canbbean countnes were making great 
efforts m sending all cases mth stool samples for laboratory 
testmg, one of the surveillance indicators However, it was 
noted that the other three cntical surveillance indicators 
were not consistently being met from countnes that notified 
cases Penodic evaluations of surveillance for acute flaccid 
paralysis (AFP) were recommended at all major health 
facilihes to see if cases are being missed 

Rubella and CRS 
Since 1982 significant rubella virus activity has been 

recorded in many CAREC-member countnes, and cases of 
congenital rubella syndrome (CRS) have been documented 
as sequelae to these outbreaks Following a catch-up measles 
campaign (Big Bang) in 199 1, very low rubella incidence 

Source MOH Reports to EPIICAREC 
* Data as of 25 October 1997 (Ep~dernrolog~cal week 43) (fewer than 2 0 cases per 100,000 population) was recorded 

between 1992 and 1995 However, since the beginning of 
Recommendations 1995 and continuing through 1997, sizable outbreaks of 

MR or MMR are the vaccines of choice for measles and rubella have occurred in Jamaica, Barbados, Trinidad and 
rubella e lmat ton Tobago, Guyana, and Belize In 1996, rubella incidence rates 
Countnes that are instituting a two-dose schedule should of 10 3 cases per 100,000 populahon were recorded To 
be aware that even with such a regimen, susceptibles will date, more than 20 cases of CRS have been reported since 
accumulate because coverage with two doses will never 1996 



The Bahamas mplemented a major campaign wth 
MMR targehng all individuals 4-40 years old in July of this 
year, amed at the mtermphon of rubella transmission The 
lessons from this mitiatwe will be extremely useful to all 
other countnes that are planning to eliminate rubella and 

* CRS 

Recommendations 
It is imperahve that Ministries of Health discuss and 
m v e  at a consensus posihon w t h  regard to the objective 
ofrubella ellmination 
There is overwhelming evidence, both from esbmated 
figures as well as fiom data collected over the last year, 
particularly m Guyana, Barbados and a regional review 
presented by CAREC, that the burden of rubella and its 
cost, both in financial terms and human suffenng, 
warrant efforts towards its elimmation 
The Technical Advisory Group Meebng (TAG) held in 
Guatemala in September, 1997 outlmed the strategies for 
the elirmnation and control of rubella and CRS These 
include a one-time mass vaccination of all mdividuals, 
male and female, within a certain age range that will vary 
fiom country to country, but should cover individuals up 
to 35 years of age The lower level age group will be 
defined by the previous vaccination activities that m- 
cluded rubella-containmg vaccine 
Dumg 1998, senior MOH officials andpolitxal leaders m 
all countnes should define national policy regardmg 
rubella and CRS elimination, aiming at a Pan-Canbbean 
mitiative The conference of Ministers of Health, to be 
held m Apnl of 1998, their Caucus in September and the 
current revision of the Canbbean Cooperation in Health 
(CCH) represent excellent opportunities for achievmg 
consensus on this issue 

Ilnmunization Coverage 
The average coverage rates for all 19 countnes were : 

DPT 89%, OPV 89%, measles contaming vaccme 92%, and 
I BCG 95% Over 90% of the infant vaccmations in the 

countnes are admmistered by the public sector through a 
network of clinics However, not all countnes have been able 
to attain very high coverage, and some still show rates 
between 80-85% These are due to pockets of low coverage 
occmng in certain geographic areas, e g , remote rural 
areas and dense urban centers A review of coverage data for 
the English-speahng Canbbean for the penod 1994- 1996, 
indicates that special activities need to be carried out particu- 
larly in Smname, Grenada, Guyana and Bellze to reach 
coverage above 90% 

Introduction of New Vaccines 
Vaccines currently bemg discussed for introduction in 

the English-speaking Caribbean are hepatitis B and 
Haemophalus znJluenzae type b (Hib) These two vaccines 
are already being administered, pnmanly by the pnvate 
sector in the English-speaking Canbbean In 1996, the 
pnvate sector bought 42,208 (20mcg) adult-dose vials of 
hepatitis B Pediainc doses accounted for about 6,000, and 
these could only fully m u n i z e  1 4% of the birth cohort of 
the Canbbean Member Countries 

Whereas four countnes are usmg hepatitrs B vacclne in 
the public sector (1 7% of the sub-region total blrth cohort) 
only two are using Hib vaccme The uptake in the pnvate 
sectors is 28,128 doses of Hib vaccine, which can only 
vaccinate 5-9% of the region's infants (the blrth cohort for 
1996 was 140,311) 

Recommendations 
The introduction of new vaccines into a nabonal imrnuni- 
zahon program should not simply reflect thelr availability, 
but should follow a careful mvestigation of thelr appro- 
pnateness to that particular epidemiology, and whenever 
possible, evidence that their introduction into routine use 
would be a cost-effective use of resources 
The extensive expenence of the Canbbean in mplement- 
ing ~mmun~zation campaigns will be invaluable m the 
introduction of new vaccines for routine use All coun- 
tries in the region should stnve to introduce these 
vaccines in 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 countnes are givlng at least 3 boosters 
between 1 year and the end of school Often, these do not 
provide any protechon or benefit to the recipient In many 
instances, too many unnecessary booster doses are bemg 
administered, particularly for TT Therefore, it was agreed 
that parhcipants conduct a thorough revlew of schedules 
and real need for boosters in the Canbbean The removal of 
unneeded boosters would result in savings that could be 
reallocated to the introduction of new antigens or strength- 
ening of existing routine programs When booster doses are 
needed, it is important to consider schedules that make ~t 
easier for parents to comply 

Surveillance of Adverse Events 
Thorough surveillance of vaccine-associated adverse 

events conducted d m g  the recent mass MMR campaign m 
the Bahamas has provided reassuring results about the safety 
of the vaccine when used in older groups These results may 
help other countiles gain better acceptance of similar cam- 
paigns aimed at the elimination of CRS Draft guidelines for 
implementing a surveillance system for adverse events 
following immunizations were developed and presented by 
PAHO Participants noted that it was extremely encouraging 
to see that many Canbbean countnes had already developed 
such surveillance systems 

Surveillance Priorities at CAREC 
CAREC has redefined its communicable disease pnon- 

tles, which will continue to include measles, polio, rubella1 
CRS, diphtheria, pertussis, tetanus and tuberculosis In 
addition, CAREC will work with national EPIs to develop 
surveillance systems for other diseases that are becoming 
targets of national immunization programs, such as Hib and 
hepatitis B CAREC will also continue fostenng partner- 
ships with the pnvate sector to strengthen then- parhcipation 
and use of disease data, including the establishment of a 
pnvate physician sentmel surveillance system 



Polio Surveillance: Global Overview 

As the year 2000 draws closer, the polio erahcation 
init~ative is gaining ground worldwide More countnes than 
ever before have begun to conduct surveillance for acute 
flaccid paralysis (AFPh126 of 146 polio-endemic coun- 
tries accordmg 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 poho The global AFP rate (per 
100,000 children < 15 years of age) for the same penod is 
0 7 1, varymg from 0 12 in the Ahcan Region to 1 22 m the 
Western Pacific 

F~gure I 
Global annual reported pollo cases 

1988-1 996 
Reported cases 
40,000 1 

- 
88 89 90 91 92 93 94 95 96 

Year 
Source WHOIGPVIEPI 

While there are no technical obstacles toward reach~ng 
the goal of polio eradication by the year 2000, major 
~mpediments Include the mobilization of adequate resources 
and the lack of public knowledge and support Approxi- 
mately 80% of the total cost of eradication is being paid by 
endemic countaes, yet there is an estmated need for US$ 
600 m~llion from collaboratmg countnes and organizations 
to accomplish this goal 

Table 1 
AFP Surve~llance lndlcators 

80% weeldy 80% of cases 80% of cases AFP rate z 
Country reporting ~ n v m  ated wth 1 adequate 1 100 000 an I 8 1 w o u  I m e  children 4 5  

1 Venezuela . . .  . 5 . -  d -+ zxc 8 " w 

Meet crlterla 
* Data as of 6 December 1997 
Source SVIIPAHO (PESS) 

In the Region of the Amencas, although polio has been 
eradicated, constant guard must be maintained to prevent a 
possible importation of wild poliovirus from resulting in the 
spread of the disease Of continued concern is the decline in 
compliance with indicators for AFP surve~llance, as can be . 
seen in the Table 1 The overall Regional AFP rate through . 
epidemiological week 49 was 0 99-the lowest for this 
penod since PAHO began to track this number in 199 1 This . 
indicator requires a minimum rate of 1 100,000 in children 
less than 15 years of age as a measurement of the sensitivity 
of AFP surveillance. PAHO once agaln urges that the 
maintenance ofpolio eradication be a pnonty in all countries 
of the Regon unhl global eradication is achieved 

1998 Prices far Vamines Pur~hased 
thmugh the EPI RevuIvirag Fund - - 

Var;cine Number of Pr~ces per dose 
doses w r  vhli FOBtfS;S, 

DT (adult) 

Measles 1 0 6000 
18 0.1022 

Pdio @lets$ vial) 

* N d  under EPt 1998 contract 

Edigarial Note: The table above xndicates vaccine 
pnces that members of the PAHOlEPI Revolv~ng Fund w~l l  
pay for 1998 The Fund provides partxc~pating countaes 
with a reunbursement mechanism for the purchase of 
vaccmes, synngeslneedles, and cold chain equipment 
Orders are consolidated on an annual basis on behalf of 
Member S.tates and placed formternatlonai b i a n g  As can 
be seen in table above, the price ofhepaQt~s B IS US$0.82, 
the lowest pnce ever for this va~cinel The Fun$ wiI1 
contznue playing a cnbcal role m ensmng that a w ~ d e  
swtor of the pqulatim eqjoys the benefits of vaccmat~on 
and that new vacclnes can be ac%ded to the regular EPX 
schedule. 



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 in 1996, by country 

Data not ava~lable 
-Cl~n~cally conf~rrned cases are not reported 
* Laboratory and clln~cally conflrmed cases 



1997 PAHO Award for Immunization 

Dr Rosmo Qulroga, EPI Program Manager from Bo- Dr Qulroga is a medical doctor with post-graduate 
livia, became the thud recipient of the PAHO Immunization studies in the area of maternal and child health After 
Award, which recognizes outstandmg contributions to a extenslve field work, Dr Quiroga joined Bolivia's EPI in . 
national immunization program and to a country's efforts in 1987 in charge of cold chain operations and was promoted . 
controlling andlor ellmmatmg vaccme-preventable diseases to EPI Manager in 1990 Under her leadership the national 
The award includes a certificate and US$ 2,000 Previous immunization program in Bolivia has seen marked improve- 
recipients were Ms ments, particularly 
  la ice Watson, EPI 
Nurse Coordinator in 
Guyana, and Ms 
Miriam Strul, EPI 
Manager for Peru 

ThePAHO Award 
for Immuruzahon was 
established in 1993, 
following the receipt 
ofthe Pnnce Mahidol 
Award by Dr Clro 
de Quadros, Direc- 
tor of PAHO's Spe- 
clal Program for Vac- 
cines and Immuniza- 
tion, for his contn- 
bution to the 1991 
eradlcatlon of pollo- 
myelltls In the West- 

in the development 
of information sys- 
tems at the local level 
and in fostenng ac- 
tive community par- 
ticipation for Immu- 
nization activities 
Dr Quiroga has also 
been successful in 
mobilizing the sup- 
port of several agen- 
cies and organiza- 
tlons for the EPI 

Immunizat~on 
coverage in Boliv~a 
is now at its highest 
level, from an av- 
erage of 48% for 
BCG, DPT, OPV and 

em Hemisphere A measles vaccines in 
Dr RosarloQulroga addresses the XL Meetlng of PAHO's Dlrect~ng Councll In September, upon 

portion of the rece~v~ng her award for outstanding contnbut~on 1990, to an average 
etary component of of 90% for the same 
the ~nnce- ahi idol Award was matched with funds from vaccmes m 1996 Missed opportunities to vaccinate have 
PAHO to establish an annual Immunization Award Dr virtually been elimmated The country has also notably 
Qulroga was selected by a Cornmttee whlch is generally Increased its national contribution for the procurement of 
mtegrated by the members of PAHO's Technical Advisory biologicals, and there has been increase m national resources 
Group on Vaccine-Preventable D~seases (TAG) toward the areas of cold chain and social mobilization I 

The EPI Newsletter is published every two months, In Spanlsh and 
Englishbythe Special Program forvaccmes andImrnun~zabon (SVI) ofthe Pan 
Amencan Health Organizatlon (PAHO), Regional Office forthe Arnencas of 
the World Health Organizatlon (WHO) Its purpose is to facilitate the 
exchange of Ideas and information concerning lmmunizatlon programs ln the 
Region, m orderto promote greater knowledge ofthe problems faced andthelr 
possible solutions 
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Pertussis Outbreaks in the Americas 
In 1997-1998, several outbreaks ofpertusszs have been 

reported zn the Region The following artzcle summarzzes 
prelzmznary znformatzon on the outbreaks occurrzng zn 
Guatemala and Brazzl 

Guatemala 
An outbreak of pertussis is affecting the Department of 

Quiche in Guatemala smceNovember of 1997 The outbreak 
started in Ilom, a community 
Inhabited pnmanly by mdig- 
enous populations that live m 
geographical isolation Vaccl- 
nation coverage in these com- 
munities IS estimated to be ap- 
proximately 13% The village 
of Ilom has a health post at- 
tended by a health worker 

Two months elapsed be- 
tween the occurrence of the 
first cases and deaths and the 
actual nobfication to health au- 
thonties By that time, 324 
cases had been reported The 
outbreak affected over 10% of 
the populahon livmg m the vil- 
lage Of the total reported 
cases, 17 persons died (case fatality rate = 5 2%) Highest 
age-specific incidence rates (48 9%) and case-fatahty rates 
(9 4%) were observed in the population 0-5 years of age 
Bordetellapertusszs was isolated in a nasopharyngeal sample 
fi-om a four-year-old child and serology was also positive m 
four blood samples from the outbreak 

F~gure 1 
Annual ~nc~dence of pertuss~s and vacclne coverage 

w~th DPT3 In ch~ldren less than 1 year of age 
Region of the Americas, 1978-1997* 

Rate per 100,000 populat~on Coverage (%) 
25 100 

20 I Incidence 80 

15 60 

10 40 

5 20 

0 0 
78 79 80 81 82 83 84 85 86 87 88 89 90 91 92 93 94 95 96 97 

Year 
* Prov~slonal data 
Source SVllPAHO 

Dunng the second week of January of 1998, more cases 
occurred affecting several neighbonng communities (they 
share the road to the market) As of the 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 

In this issue: 

Contnbuting factors to the outbreak include a large 
number of susceptibles due to low vaccmatlon coverage and 
the prolonged absence of B pertussis circulation in an 
isolated community with relatively low populahon mobility 
This area was also hard-hit by the long armed confllct in 
Guatemala, which ended in December of 1996 Factors 
contnbuting to the h~gh case-fatality rate observed in Ilom 
mclude malnutntion, especially among chlldren under 5, 

poor hygene and crowded con- 
dibons 

Different control measures 
were put into place dunng the 
outbreak There was a change 
in the vaccination schedule for 
DPT The first of 3 doses was 
moved forward from 2 months 
to 1 month, and intervals be- 
tween vaccmabon were moved 
from 2 months to every 4 
weeks Following the ~nitia- 
tion of the outbreak, vaccina- 
tion with DPT was performed 
house-to-house in all commu- 
nities As the outbreak devel- 
oped and because of the con- 
trol measures. it was observed 

that there were reduced number of cases among infants and 
young children All cases and contacts have been treated 
with the appropnate antibiotics 

Source Ministry of Health, Guatemala 

Brazil 
Starting at the end of October 1997, several cases of 

pertussis were reported among indigenous communities in 
the state of Acre These terntones are near the Peruvian 
border and there is frequent contact between the andlgenous 
populations on both sides Dunng December, a group of 
vaccinators coordinated by the Mmistry of Health vlsited the 

Pertussis Outbreaks inthehencas 
Importatton of Measles to Costa Rlca 
Measles Vacanat~on Campatgns 
Update Sao Paula Measles Outbreak , 

1 Pollo Su~erllance 
2 Repotted Cases of Selected D~seases 
4 Vaccmes of Qualrty 
5 



Upper Enviera River area m the munlcipallty of Feljo, to 
lnvestlgate the outbreak and vacclnate chlldren under 7 years 
of age with DPT vacclne Thls opportunity was also used to 
vacclnate people with other antigens The total population 
living in the area 1s approxlmately 2,500 

Since a non-governmental organlzat~on left the area at 
the end of 1995, vacclnat~on coverage w~th  three doses of 
DPT has fallen from 73% In 1995 to 16% in 1996, and 9% In 
1997 A total of 98 pertuss~s cases were clm~cally-confirmed 
by the physlc~an who accompan~ed the lnvestigat~on team 
The paroxysmal cough, cyanosis, and post-tussive vomltlng 
were some of the pertussis symptoms found m the children 
Informalon was collected for 91 (93%) of the cases 17 
(19%) occurred m children under 1 year, 40 (44%) in 
children 1-4 years, 22 (24%) in chlldren 10-14 years, and 6 
(7%) m persons over 15 years of age Age was not known in 
2 cases Forty-three (47%) cases had unknown vaccination 
status, 42 (46%) were unvacc~nated, and 2 (2%) occurred In 
persons who had completed thelr DPT vaccination sched- 
ule Four (4%) cases occurred in persons who had been 
part~ally vaccinated Of the total cases reported, there were 9 
deaths (case-fatahty rate = lo%), all occurnng in chlldren 
under 2 years of age, SIX of whom were less than 1 year of 
age Th; last 3 cases-were reported In week 52 of 1997 

As part of the outbreak control activ~ties m the Upper 
Env~era Ever, 91 children under 1 year of age were vac- 
cinated w~th DPT, 52 of whom recelved the~r first dose In 
add~t~on, 455 chlldren 1-6 years of age were vaccinated The 
second and thlrd doses of DPT will need to be applied, as 
well as vacclnation ofnearly 14,500 infants from other hard- 
to-reach indigenous populations ~n Acre 

In December, cases were not~fied in the Rio Purus area 
of the Santa Rosa municipality, also in the state of Acre 
Preliminary data was obtalned in only 3 of the 19 villages, 
whlch reported a total of approxlmately 100 cases w ~ t h  5 
deaths 

Source GT Dlphthena and Pertussis, Natlonal Health Foundation, 
Mln~stry of Health, Brazil 

Editorial note: Pertussis 1s a highly transmiss~ble 
bactena (up to 90% in susceptlle mdlv~duals), it affects all 
age groups and can be deadly Deaths occur pnmanly in 

children under 2 years of age, w~th those less than 12 months 
at highest nsk Unl~ke measles, maternal ant~bodies do not 
confer mnnunity to newborns, so Infants are suscept~ble 
from birth 

Vacclnat~on coverage with three doses of DPT vacclne 
has Improved notably m the Reg~on dunng the past 20 
years-from 12% in 1978 to 86% In 1996 This has 
produced a steady decllne In reported cases over the same 
per~od In 1978, over 100,000 cases were reported, com- 
pared w~th  17,000 cases reported m 1996 (Flgure 1) 

There are, however, persistent problems w~th pertussis, 
Including d~fficult diagnosls, poor surveillance, Inadequate 
laboratory support and high underreporting of cases in 
adolescents and adults Given its clinical presentat~on, per- 
tussis may often be confused w~th  other acute respiratory 
infections and pneumoniae One of the major d~fficult~es m 
establ~shing pertussis surve~llance is the vanety of symp- 
toms which can accompany the disease Symptoms range 
from sl~ght to fatal paroxysmal coughing and vom~t~ng, and 
compl~cat~ons Include pneurnoma, encephalitis and nutn- 
tional impaument The seventy of the disease 1s also related 
to the age and vacclnation status of the patient 

As ment~oned above, m 1996, Reg~onal coverage with 
DPT vacclne was 86% National average was below 80% in 
only three countries-Brml, Guatemala and Venezuela (75%, 
73% and 57%, respectively) Dunng the last meetlng of the 
Techn~cal Advisory Group on Vaccine-Preventable DIS- 
eases (TAG) held in Guatemala In 1997, countries were 
encouraged to strengthen surveillance actlv~t~es, standard~ze 
case reporting and laboratory diagnosls, reinforce routine 
~mmunizat~on to ach~eve and malntain DPT3 coverage above 
90%, and to implement selectlve investigation on d~stnbution 
by age and sex, case vacclnat~on status, case-fatality and 
mcl-dence rates, part~cularly dmng outbreaks 

These recent outbreaks in Bran1 and Guatemala have 
occurred pnmanly among ind~genous people llving m remote 
areas They were preventable and therefore, increased 
efforts are needed to prov~de all recommended EPI vaccines 
to the target populat~ons throughout the Region, especially 
persons llvlng In areas w~th poor access to health servlces 

Importation of Measles to Costa Rica 
From July through October of 1997, Costa Rzca experi- 

enced a measles outbreak wzth a total of 12 laboratory- 
conjirmed measles cases Ten clznzcally-confirmed measles 
cases were reportedfor the entire year The following artzcle 
summarzzes the findzngs of the team that investigated the 
outbreak 

The measles elimination initiative was launched In Costa 
Rica In 1993, but only 75% vacclnation coverage was 
achieved In chlldren under 15 years of age dunng the attack 
phase (catch-up campaign) Since 1995, selectlve vaccma- 
tlon campalgns have been held annually, most recently ~n 
Apnl 1997 The age for vacc~nat~on w~th measles-mumps- 

rubella (MMR) vacclne was 12 months of age pnor to 199 1, 
18 months of age from 1991-1994, and 15 months of age 
from 1994 onward In 1992, a booster dose was imple- 
mented at the age of 7 years (first grade of school) The last 
measles ep~dem~c 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 dls- 
carded, 10 were under investigat~on and one case was 
clln~cally confirmed 



Investlgation 
The first laboratory-confirmed measles case (index 

case), was a 27 year-old from the county of Libena in the 
Northwest province of Guanacaste, who worked as a cook 
at a restaurant on the El Tamanndo beach, a tounst complex 
located approximately 60 krn from Libena 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 

4 rash, and was admitted to Libena Hospital 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 pnor to the illness, the patient had moved 
from Liberia to El Tamanndo beach to work in a restaurant 
The patient was living in Santa Rosa, approximately 10 km 
from El Tamanndo, 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 in 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 Cuajmiquil in La Cruz county, who was 
hospitalized that same day in Libena Hospital The mother 
revealed that her child had been previously hospitalized on 8- 
9 August, with asthmatic bronchitis There were two 
additional cases in Cuajmiquil, in children 13 and 14 months 
of age, who had dlrect contact with this patient 

On 9 September, two more cases were reported in 
Libena One, a girl of 7 months, was hospitalized from 2 1 to 
25 August, with viral meningitis in Libena Hospital Fever 
and rash began ten days after her discharge, on 2 September 
The other case was a glrl6 months of age, for whom there 
was no determined source of infection All cases in this 
series were confirmed by INCIENSA and the Gorgas 
Laboratory 

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

The epidemiological history of the index case indicates 
that he likely contracted the vuus at El Tamarind0 beach, a 
popular tounst attraction Most visitors come from Europe, 
North Arnenca, Canada, South Arnenca, and some from 
Central Arnenca The largest hotels register between 35,000 
and 40,000 toutlsts per year 

All contacts of the index case at the restaurant were 
interviewed without result Next, selected hotels were v ~ s -  
ited The manager of one said that in early July, three 
Brazilian tounsts 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 This hotel is less 
than 100 meters from the restaurant where the index case 
worked, and it is probable that the tounsts went to eat in that 
restaurant Two other suspected measles cases were found 
dmng the active search 

PAHO contacted the Ministry of Health in Brazil to 
investigate the suspected measles case from this Brazilian 
tourist The case was confmed as measles and it was also 
determined that the case was from the Sao Paulo area 

An analysis was camed out of all patients that entered 
the Hospital of Liberia 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 
counties of the Guanacaste provlnce had been hospitalized, 
as well as people from five other counties of the country, 
including San Jose, and two patients from Nicaragua 

Control Measures 
Selective vaccination was carned out m the county of 

Libena targeting the entire population under 15 years of age 
A national vaccination campaign against measles was imple- 
mented on 20 October 1997 

All countries ~n the Region ofthe Amencas were alerted, 
particularly those in Central Arnenca, of the high nsk of 
importations, especially in areas with low vaccination cover- 
age 

Conclusions 
Measles vlrus circulated m the province of Guanacaste 

from July to October 1997 The first case was presented in 
an adult of 27 years, hospitalized on 25 July in the hospital of 
Libena Eleven more cases were confmed, the last in 
October No other cases have been confirmed either in the 
Guanacaste province or in the rest of the country Almost all 
the cases in the first generation in the counties of Libena and 
La CI-UZ had contact with the Libena Hospital as source of 
infection and were linked to the index case This suggests 
that transmission took place within Libena Hospital 

As recommended by the XI1 Technical Advisory Group 
on Vaccine-Preventable Diseases (TAG) in Guatemala, it is 
necessary to monitor vaccination coverage by distnct and to 
charactenze districts at high-nsk for measles (coverage less 
than 90%) Viral isolation is required from all chains of 
transmission An adequate sample of unne should be taken 
in stenle container at first contact (preferably within one 
week of rash onset) with suspected measles cases 

Source Ministry of Health, Costa Rica 

Wslt the new W f t ~ i t ~ l t f ~  News secban 
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the Regional mit$lt?& inEiat'w, iracludmng the IafesI 

news, fqures and graphs, 



Measles Vaccination Campaigns 

Data not ava~lable - No carnpalgn * Overdue 
Data as of 21 January, 1998 

Reg~on 

Andean 

Braz~l 
Central Amer~ca 

Engl~sh-speak~ng 
Canbbean and 
Sunname 

Lat~n Caribbean 

Mex~co 
Southern Cone 

Follow-up vaccination campaigns are an essential com- Two factors contribute to the build-up of susceptible 
ponent of PAHO's measles eradication strategy A follow- children Fzrst, measles vaccine is less than 100% effective, 
up carnpalgn is defined as a penodic measles vaccination thus leaving some children unprotected following vaccina- 
campaign which targets all children 1 to 4 Years of age, tion Second, measles vaccination coverage for each blrth 
regardless of pnor vaccmation status or disease history cohort will almost always fall short of reaching all children 

However efficient the catch-up (vaccination campaign 
aimed at all children 1-14 years of age) and keep-up PAHO's measles eradication strategy recommends that 

(vaccmation through routine services) vaccmatlon efforts penodic vaccination campaigns be 
are, there will ~nevitably be an accumulation of measles whenever the estimated number 
susceptible preschool-aged children over time The pnmary ~reschool-aged children (children 1-4 Years of age) aP- 
purpose of follow-up campaigns is to prevent this accumu- proaches the size of an average birth-cohort The interval 
lation of susceptible children fiom reachmg dangerous levels between campaigns will depend upon the vaccination cover- 
which can increase the nsk of a measles outbreak age obta~ned among infants through routlne services since 
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Country/Terntory 

Bol~v~a 
Colomb~a 
Ecuador 
Peru 
Venezuela 
Braz~l 
Bel~ze 
Costa R~ca 
El Salvador 
Guatemala 
Honduras 
N~caragua 
Panama 
Angullla 
Ant~gua & Barbuda 
Bahamas 
Barbados 
Bnt~sh V~rg~n Islands 
Cayman Islands 
Dom~n~ca 
Grenada 
Guyana 
Jama~ca 
Montserrat 
St K~tts & News 
St Luc~a 
St V~ncent & Grenad~nes 
Sur~name 
Tr~n~dad & Tobago 
Turks & Ca~cos 
Cuba 
Domrn~can Republ~c 
Halt1 
Mex~co 
Argentma 
Ch~le 
Paraguay 
Uruguay 

Average 
rout~ne coverage 

1994-1 996 
(Keep-up) 

90 
93 
70 
87 
75 
80 
82 
90 
89 
73 
91 
8 1 
86 
97 
95 
91 
98 
100 
92 
95 
89 
84 
87 
100 
100 
94 
100 
75 
88 
98 
100 
84 
28 
9 1 
98 
94 
78 
88 

Campa~gn 

Year 

1994 
1993 
1994 
1992 
1994 
1992 
1993 
1993 
1993 
1993 
1993 
1993 
1993 
1991 
1991 
1991 
1991 
1991 
1991 
1991 
1991 
1991 
1991 
1991 
1991 
1991 
1991 
1991 
1991 
1991 
1987 
1993 
1994 
1993 
1993 
1992 
1995 
1994 

1-14 
(Catch-up) 

Coverage 
(%) 
98 
96 

100 
75 

100 
96 
82 
75 
96 
85 
96 
94 
88 
99 
96 
87 
96 
88 
85 
95 
98 
94 
71 

100 
98 
97 
97 
89 
90 
81 
98 
77 
94 
88 
97 
99 
70 
95 

Next 
Follo w-up 

Due 

1998 
1999 
1998 
1999 
1998 
1999 
1999 
1998* 
2000 
2000 
2000 
2000 
2000 
2000 
2000 
2001 
2000 
2000 

2000 
2000 
2000 
1999 
2000 
2000 
2000 
1999 

2001 
2000 
1998* 
1998* 
1998" 
1998* 
1998* 
2000 
1999 
1998 

Campa~gn 

Year 

1995 

1995 

1995 
1995 

1996 
1996 
1996 
1996 
1996 
1996 
1996 
1997 
1996 
1996 

1996 
1996 
1996 

199516 
1996 
1996 
1996 
1995 
1997 
1997 
1996 
1993 

1996 

1-4 
(Follow-up) 

Coverage 
(%) 

90 

97 

77 
85 

82 
60 
85 
97 
94 

100 
92 
78 
91 
90 

100 
81 
90 
85 

100 
100 
85 
84 

96 
95 
99 

100 



the last campaign The lower the average routine vaccination 
coverage, the shorter the interval between campaigns For 
example, if an average of only 60% routine coverage is 
obtamed, a follow-up vaccmation campaign would be needed 
approximately every two years, if 80% average coverage is 
obtained, then campaigns will be needed approximately . every four years The maximum allowable interval between 
campaigns is 4 years Most countnes of the Amencas are 
able to maintain 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- 
ing measles vaccination activities by country At this point 
there are several countnes which are overdue for follow-up 
campaigns or are due for campaigns in 1998 The following 
countnes overdue for a campaign are at relahvely increased 
nsk for measles outbreaks and should conduct follow-up 
campaigns as soon as possible Argenhna, Costa Rica, 
Cuba, Domin~can Republic, Haiti, and Mexlco The 
following countnes are due to conduct follow-up cam- 
paigns in 1998 Bolivia, Ecuador, Venezuela and Uruguay 

Update: Sao Paulo Measles Outbreak 

Thzs arhcle updates the znformatlon published zn the Selective vaccinabon of unvaccinated chlldren under 5 
June 1997 edztzon of the EPI Newsletter years of age in June 1997 (1 61,987 doses administered) 

Dunng 1997 and through 20 January 1998, a provisional 
total of 26,722 confmed measles cases was reported from 
the countnes of the Amencas Of these, 25,599 (96%) were 
reported from Brazil Of the Brazil cases, 20,459 (80%) 
occurred m the state of Sao Paulo The outbreak began 
d m g  late 1996 with a total of 27 confirmed cases D m g  
1997, cases were reported from over 250 of the state's 645 
municipalities Of the total 
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- 
break were mfants under 1 year 
of age, (440 cases/100,000 
populahon), followed by young 
adults 20-29 years, (164 cases/ 
100,000), chldren 1-4 years 
(47 cases/100,000 ) and chil- 
dren 5-9 years (32 cases/ 
100,000) 

As of 20 January, a total of 
20 measles deaths were re- 
ported (1 death per 1,022 re- 
ported cases, total case-fatal- 
ity rate of 0 lo%), 17 (85%) 
were residents of the Greater Sao Paulo metropolitan area 

Vaccination of health workers (1 82,562 doses adminis- 
tered) 
Extended contact vacc~nation 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-nsk groups (856,534 doses 
administered) 

Figure 1 
Classification of suspected measles cases 

by week of rash onset 
Sao Paulo, Brazil, 1997* 

O Under lnvestlgahon 

O 1 2 3 4 5 8 7 8 9 10 12 14 18 18 20 22 24 28 28 30 32 34 38 38 40 42 44 48 48 

Week of rash onset 
*As of 15 January 1998 
Source Center for Ep~dern~ologtcal Surve~llance, Sao Paulo 

The age distnbution of persons dying of measles 1s as 
follows 11 (55%) were infants lew 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 in infants < 1 year of age (0 38%), 
chlldren 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%) 

Indiscmmate vaccmation of 
children 6 months through 4 
years 11 months of age in Au- 
gust 1997 (3,085,221 doses 
admmistered) Coverage is es- 
hmated to be 100% using offi- 
cial population data 

Selective vaccination of 
school-aged children between 
5-1 5 years of age between Sep- 
tember and November 1997 
(298,039 doses admmistered) 

Intensification ofroutme vac- 
cination against measles for 
chlldren between the ages of 9 
and 15 months of age 

These interventions ap- 
peared to have been effective 

in slowing the epidemic From week 36 on (two weeks after 
the indisc~imin~te vaccination campaign) there was a sharp 
drop in the number of cases (Figure 1) In addition to this 
drop, there was a marked reduction in 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 confmed by laboratory, and 
following the campaign (weeks 36 to 45) only 43% were 
confirmed 

The followmg strategies were implemented with the The Center f ~ r  Epidemiological Surveillance of the Sao 

goal of reducing measles virus circulation Paulo State Health Secretanat, in collaboration with the 
National Health Foundabon ofthe Ministrv ofHealth and the 

Lowenng the age of routine measles vaccination from 9 State Promotion for Mass ~mmunizatidn and Education 
months to 6 months (FESIMA), along with PAHO are conducting a detailed 



study to determine the nsk factors for acqumng measles in 
this outbreak This study seeks to track the dynamic of 
measles vlrus transmission and other factors that may 
explam the occurrence of this epidemic 

Source Center for Ep~demologcal Surveillance, Sao Paulo State Health 
Secretanat, Brazil 

Editorial Note Although the outbreak mvestigation is 
continuing, the Sao Paulo expenence clearly demonstrates 
both the infectiousness and lethality of measles virus 
Following a prolonged penod of low measles incidence, the 
v m s  returned with a vengeance m Sao Paulo State Measles 
has demonstrated its ability to find susceptible persons, even 
in areas with high vaccination coverage 

Several factors appear to have combined to create 
conditions which facilitated measles transmission in Sao 
Paulo Flrst, the failure to conduct a follow-up vaccination 
campaign in 1995, combined with low routine vaccmation 
coverage (keep-up vaccination) among infants allowed for 
the accumulation of susceptible children in Sao Paulo 
Second, the presence of large numbers of susceptible young 
adults who, for a vanety of reasons, escaped both natural 
measles infechon and measles vaccmatlon mcreased the nsk 
of a measles outbreak Thlrd, measles virus was imported 
mto Sao Paulo, most probably fi-om Europe Finally, the high 
population density of the city facilitated contact between 
persons lnfected with measles and susceptible persons 

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

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

The ovemd~ng objective of PAHO's measles eradica- 
tion strategy is the prevention of measles outbreaks It is 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 maintaining high population 
immunity in susceptible populahons, combined with the 
absence of imported measles v m s  

Sao Paulo will now need to redouble its efforts to 
prevent future measles outbreaks High coverage levels of 
measles vaccination must be achieved and mamtained for 
infants at thelr first blrthday Follow-up campaigns must be 
conducted every four years to assure the highest possible 
level of measles population immunity A two-dose schedule 
is clearly not an appropnate measles eradication strategy 
unless nearly universal coverage can be assured in a tlmely 
manner for both doses of measles vaccine Moreover, 
efforts need to be made to assure immunity in adolescents 
and young adults who are at highest nsk for exposure to 
measles vlrus These intervenhons, combined with a the 
reduction of measles importations fi-om other regions of the 
world, will greatly decrease the nsk of another major 
measles outbreak in Sao Paulo or elsewhere in the Amencas 

Polio Surveillance 

In 1998, the Region of the Amencas will complete its AFP Surve~llance Ind~cators, 1994 and 1997* 

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 Internahonal Com- 
mission for the Certification of Poliomyelihs Eradication 
Still in front of us, however, is the projected worldwide 
eradication of polio by the year 2000 While polio circulates 
in other regions of the world, the Amencas must remain alert 
in the surveillance for cases of acute flaccid paralysis (AFP) 

The table at nght compares countnes' fulfillment of 
AFP surveillance critena in 1994, theyear polio was declared 
eradicated, and in 1997 For the most part, countnes have 
been consistent in maintaining AFP surveillance However, 
the mdicator measmng AFP rate per 100,000 has declined 
sharply This is an indication that fewer AFP cases are being 
detected and entered into the surveillance system, which 

0 Meet cr~ter~a ~n 1997 Meet cr~ter~a ~n 1994 
subsequently impacts the other surveillance cntena * Data as of 3 January 1998 (Week 53) Source SVIIPAHO (PESs) 



Reported Cases of Selected Diseases 
Number of reported cases of measles, pohomyelitis, tetanus, diphtheria, and whooping cough, 

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

Data not available 
-Clinically confirmed cases are not reported 
* Laboratory and clinically confirmed cases 

CountrylTerr~tory 

Angullla 
Ant~gua & Barbuda 

Argentma 
Bahamas 
Barbados 
Bel~ze 
Bermuda 
Bol~v~a 
Braz~l 
Britah V~rg~n Islands 
Canada 
Cayman Islands 
Ch~le 
Colomb~a 
Costa Rica 

Date 
of 
last 

report 

3 Jan 
3 Jan 
3 Jan 
3 Jan 
3 Jan 
3 Jan 
3 Jan 
3 Jan 
3 Jan 
3 Jan 
3 Jan 
3 Jan 
3 Jan 
3 Jan 
3 Jan 

Measles 
Conf~rmed 1997 

Labo- Cl~nl- Total 
ratory cally 

0 0 0 
0 0 0 

48 10 58 
1 0  1 
0 0 0 
0 0 0 
0 0 0 
1 0  1 

25,145 454 25,599 
0 0 0 

580 - 580 
0 0 0 

54 0 54 
5 5 10 

12 3 15 

Pollo 

1997 1996 

0 0 
0 0 
0 0 
0 0 
0 0 
0 0 
0 0 
0 0 
0 0 
0 0 
0 0 
0 0 
0 0 
0 0 
0 0 

Conf~r- 
med* 
1996 

0 
0 

59 
0 
0 
0 
0 
7 

580 
0 

327 
0 
0 

160 
24 

Tetanus D~phtherla 

1997 1996 

0 0 
0 0 
0 0 
0 0 
0 0 
0 0 
0 0 
3 1 

160 181 
0 0 
1 
0 0 
0 1 
2 40 
0 0 

Non Neonatal 
1997 1996 

0 0 
0 0 

18 41 
0 1 
0 1 
1 3 
0 0 
4 4 

304 815 
0 0 
3 2 
0 0 
4 17 

21 7 
3 3 

Whooplng 
Cough 

1997 1996 

0 0 
0 0 

321 767 
0 0 
0 0 
0 1 
3 0 

125 43 
546 1,245 

0 0 
2,914 4,809 

1 0 
825 1,094 
425 111 

30 20 

Neonatal 
1997 1996 

0 0 
0 0 
3 4 
0 0 
0 0 
0 0 
0 0 
8 14 

45 83 
0 0 

0 0 
0 0 

24 26 
0 0 



Vaccines of Quality 

Thzs artzcle u theJirst of a serzes summarizzng qualzty 
control tests performed by manufacturers and Natzonal 
Control Authorzaes (NCA)), to determzne I f  a partzcular 
vacczne lot u of known qualzty Thzs artzcle focuses on the 
varzous safety tests that can be pe~ormed and thezr role 
Future articles wzll address the topzcs of safety tests usedfor 
speczJic vaccznes, potency testzng, and the zmportance of 
plannzng to maintazn adequate vacczne stocks 

The quality of a vaccine or vaccme lot 1s not only 
determined by the results of teshng Quality begins d w g  
the manufactunng process, as early as at the selechon of the 
seed lot (bactenal or vlral strain used to initiate the growth 
that will lead to the final product), culture media, reagents, 
and through the quality of the manufactunng process (ad- 
herence to Good Manufacmng Practices) 

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

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

the agent Itself in the case of a toxm, or the bactenal or 
vlral strain, 
chemicals added dmng the process mtentionally that are 
not completely removed, 
the substrate used, such as culture medium, culture cells, 
eggs, serum or liquids, 

chemicals or agents addedunlntent~onally 

Tests have been dev~sed to address these different 
problems 

a Specific-toxicity tests have been designed to detect 
residual toxicity (in the case of toxoids) or m l e n c e  - 
(incomplete inactivation of vaccine strain) 

b An identity test can also be included among the safety * 

tests, as it ensures that the antigen in the vaccine is the 
same as indicated in the label 

t 
c Chemicals and substances are added to the vaccine 

dmng the production processes anti-foaming agents, 
inactivating agents, solvents, chemical reagents and 
finally adjuvants andor preservatives The concentra- 
tion of these agents is usually monitored by chemical 
reactions to ensure that the concentration is within 
accepted specificahons 

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

e Substrates used for the fermentation processes or cell 
growth are a special nsk factor Animal components of 
culture media may be contaminated with microorgan- 
isms, or products thereof that are a senous threat to 
human health Attent~on is thus being paid to detect 
mcrobial contamination through the sterility test 

f Microorganism contamination d u n g  the production 
process can be also monitored through the pyrogen test 
andor the endotoxin test, which detect membrane com- 
ponents (lipopolysacchandes) of Gram negative bacte- 
na 

It 1s important to note that each of the tests mentioned 
above is 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 fiom a test than what it 
was developed to do 
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Artrcle: Progress towards elrminatzon of measles in the Americas 



Orgon~sotion mond~ole de 10 Sonte, Geneve 

20 MARCH 1998 73rd YEAR 73' ANNEE 20 MARS 1998 

Expanded Programme on Immunization (EPI) 
Progress towords elrmlnotlon of measles In the Amerlcos 

i 

Programme elargi de vaccination (PEV) 
I 

Progres reolrses vers I'elrminot~on de lo rougeole dons les Amerlques 1 
I 

I tion strategy 
The PAHO measles el~minanon strategy alms to Cette strategle mse a obten~r et a malntenlr un degre eleve 

I achieve and malntain very high levels of measles immunity d'immunite annrougeoleuse chez les nournssons et les enfants et a 
In Infants and ch~ldren, and detect all chains of transmis- rechercher routes les voles de transmission du mrus rougeoleux 

1 slon of measles v~rus through careful surve~llance The grace a une surveillance attentwe Cette strategie preconise des 

I In 1994, the counmes in the WHO Regon of the Amencas 
established the goal of measles elimlnanon by the year 

strategy Includes 3 vacclnatlon components Flrst, a one- operations de vaccination en 3 temps Premlerement, on procedera 
clme ' catch-up measles vacclnation 1s conducred ulth the a une vacclnanon de wattrapage* en une fo~s vlsant a vacclner tous 
alm ro vaccinate a11 chlldren 9 months through 14 vears of les enfants ages de 9 mois a 14 ans, qu'lls alent eu ou non la I 

age, regardless of measles dlsease historv or tacclnauon rougeole et qu'lls alent ete vaccines ou non Deux~emement, on1 

En 1994, les pays de la Reglon des Amenques se sont fixe pour but 
d'ellrniner la rougeole d'lcl l'an 2000 C'est a cette fin que l'Orga- 

stams Second, efforts are d~rected at strengthening infant 
lmmunizatlon through routlne vacclnatlon semces 
("keep-up") in order to mainram the interrupnon of 
measles vlrus clrculanon If h ~ g h  coverage 1s achleved and 
maintamed, the nsk of an Infant belng evposed to measles 

2000 T o  achleve thls goal, the Pan Arnencan Health , nlsanon panarnencalne de la Sante (OPS) a eiabore une strateg~e 
1 Organization (PAHO) has developed a measles elimina- I d'elirninanon de la rougeole' 

mrus is low and the age at wh~ch routlne measles vacclna- 
tlon is admin~stered can be safely Increased from 9 to 
12 months, thus providing an Increase In vacclne effectlce- 
ness Efforts are made to ach~eve 90°' coverage In each 
successive birth cohort Third, periodic "follow-up" vaccl- 

' natlon campaigns are conducred targeting all chlldren 1 to 

cherchera a renforcer 1'1mmunlsat1on des noumssons a I'a~de des 
semces de vaccinanon de routine (clm~se a lour des vaccinanonss) 
de faqon a interrompre defininvement la clrculanon du mrus rou- 
geoleux SI I'on pament a obtenir un fort taux de couverture 
vacc~nale et a le malntenir, le nsque pour un noumsson d'itre 
expose au v~rus rougeoleux sera faible, et I'ftge de la vacclnanon 
rougeoleuse pourra sans danger Ptre porte de 9 a 12 mois, perrnet- 
tant ainsl d'augmenter l'efficaate du vaccln Ainsl, on s'efforcera 
d'obtenir un taux de couvermre vacc~nale de 90% dans chacune 
des cohortes successlves constituees d'apres la date de naissance 
Trolsiemement, on menera des campagnes de vaccinanon de 

4 years of age In fact, slnce measles vacclne 1s less than / asuimv clblees sur les enfants de 1 a 4 ans En effet, I'efficacite du 1 

Exponded Progromme on ~mmunlzohon (EPI) - 
Progress towords ellmlrahon of meosles In the Arner~cos 

Influenza A(H5N1) In Hong Kong Speciol Admln~strohve Reg~on of Chlno 
lnfluenzo 
Corrigendum Drocuncul~os~s - Cemflcohon of transmlsslon free status 
List of Infected oreos 
Dlseoses sublect to the Regulohons 

100% effective and un~versal vacclnation coverage 1s rarely vaccln antlrougeoleuv n'attelnt pas 100% et 11 est rare d'obten~r I 
ach~eved, there wll be an accumulanon of suscept~ble I une couvemre vacclnale totale - le nombre de noumssons et 

Progromme elor I de vacclnatlon (PEV) - 
Progres re0 lses vers I'ellm~nohon de la rougeole dons les Arner~ques 

85 Lo grlppe A(H5N1) a Hong Kong, Reg~on admln~strohve speciale de la Chlne 
85  Grlppe 
86 Rechhcohf Drocunculose - Cerhficahon de I'obsence de tronsmlsslon 
86  L~ste des zones ~nfectees 
88 Moladies sournlses au Reglernent i 8 1 

Infants and children over nme, increasing the nsk of a 
measles outbreak should the vlrus be introduced The 
interval between "follow-up" campaigns IS determ~ned by 
the vaccinanon coverage obtalned through rounne vaca- 
natlon semces, but in pracnce, should be conducted at / least every Q years 

d'enfants senslbles va donc s'accroitre avec le temps, malorant le 
nsque d'une flambee de rougeole en cas de reintroduction du 
mrus L'intervalle separant chaque campagne de esuivls est en 
foncnon de la couverture vacc~nale obrenue par les semces habl- I 
tuels de vacclnanon, mals en pranque de 4 ans au maxlrnum 1 

I 

/ 1SeeNo16 1095 pp 113-115 I ' V o l r N  L6 1995 pp 113-115 i 
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/ Surveillance IS a cnncal component of PAHO's / La survelllance est un element capltal de la stratege d';brnln$ 
I measles ellmination strategy Efforts have been made to 1 

Improve measles surve~llance throughout the R e ~ o n ,  
including the laboratory lnvesngauon of suspecred measles ) 
cases Health-care workers are requested to collect venous I 
blood samples from suspected measles cases Samples are 1 
tested for the presence of antl-measles IgM annbodies 
using a sensinve and specific enzvme lmmunoassav T o  
obtaln more lnformat~on concerning the molecular ep~de-  
miology of measles vlrus attempts are made to collecr 

tlon de la rougeole de I'OPS Dans toute la Reglon, les efforts ont 
ete axes sur I'amelloranon de la survelllance, notamment en lnsu- 
tuant l'etude au laboratolre des cas presumes de rougeole I1 est 
demande aux agents de solns de sante de prelever du sang velneux 
en parell cas On recherche dans ces prelevements la presence 
d'IgM ant~rougeoleuses au rnoyen d'un dosage Immunoenzyma- 
t ~ q u s  senslble et spec~fique Pour obtenir davantage d'~nformatlons 
sur I'ep~demiologe molecula~re du vlrus rougeoleuu, on essalr de 
recuelllir des echantillons destlnes a 1'1solement du virus dans 

appropriate specimens for Lirus isolation trom everv cham chaque chalne de transmission de la Reg~on 
of transmission In the Reg~on 

1 Every country In the Reglon, w t h  the eucepnon of the / Tous les pays de la Regon, a I'eucepnon des Etats-Un~s 
Unlted States of Arnenca and several French and Dutch d'Amenque et de plus~eurs remtolres fran~als er neerlandals des i 
Caribbean temtones, conducted some form of measles Caraibes, ont mene sous une forme ou sous une autre des campa- 1 I "catch-up" campalgn between the years 1987 and 1994, gnes de vacclnanon de ciram-apageo entre 1987 et 1994, la couver- 
the coverage achleved In these campalgns was 94% reglon- ture attelnte pendant ces campagnes a ete de 94% au mveau de la i 
mde, and the range m country-speclfic coverage was 71% 1 reglon, et se sltualt entre 71% et 99% selon les pavs D e  plus, la 
to 99% In add~non, there has been a progress~ve Increase 1 couvemre vacclnale des nournssons s'est progresslvement accrue, 
In rounne measles vacc~nation coverage among Infants passant de 42% en 1980 a 86% en 1996 (Fzg I) En 1996, sur 
from 42% In 1980 to 86% In 1996 (Fzg 1) In 1996, 27 I 47 pays ou remtolres de la Reglon, 27 (57%) ont attelnt une I 

1 (57%) of 47 countnestareas achieved a coverage of at least couvemre d'au rnolns 90% grace aux servlces de vacclnanon de 
90% in t h e ~ r  routlne vacclnanon semces and only 5 ( 1  1"'n 1 rounne et seulement 5 ( 1  1%) avalent une couverture de moms de 1 
presented a coverage below 80% Slnce 1994, 36 (55"') ot 80% Depuis 1994, 26 des 47 pavs ou rerntolres (55'6) ont egale- 
the 47 counrneslareas have also conducted follow-up ment mene des campagnes de vaccrnation de sulw 
vaccination campaigns I 

Fig 1 Confirmed meosles cases and votcinatron coverage, Region of Fig 1 Nombre de tas de rougeole tonfirmes et couverture vactinale, Region des 
the Americas, 1980-1 99P Ameriques, 1980-1 99P 

Catch up carnpalgns 
Campagnes de rartrapage - 

m; 
Follow up campalgns m a  

Campagnes de surv! 
I ? c 

0 in > w 0 1 - 60 - - 
m m 
C = - - 
i _ u - 

40 2 

0 0  - , 
80 81 82 83 84 85 86 87 88 89 90 91 92 93 94 95 96 97 

Year - Annee 

Case= - Cas -A- Coverage - Couverture 

a Coverage fa rnldren ?I I iea, a! age - -ouverrj e des er'anrs a 1 aged un an 

Following the implementation of the strategles out- 
lined above, there has been a malked reducuon In the 
annual number of reported measles cases In the Regon 
(Fzg 1) In 1996, the all-nme record low of 2 109 con- 
firmed measles cases was reported from the counmes of 
the Arnencas Of the 47 countnes/areas whlch provlde 
measles survelllance data to PAHO on a weeMy basls, 29 
(61%) reported zero confirmed measles cases and 38 
(80%) reported 10 or fewer cases Most of the Reglon was 

Suite a la mlse en ceuvre des strategles decntes plus haut, on a ,  
observe un recul sensible du  nombre annuel de cas de rougeole 
rapportes dans la Regon (Ftg I) En  1996, le chiffre sans prece- 
dent de 2 109 cas confirmes de rougeole seulement a ete rapporre 
pour les Amenques Sur les 47 pays ou remtolres q u ~  transmettent 
chaque semalne des donnees sur la surveillance de la rougeole a 
I'OPS, 29 (61%) n'ont eu aucun cas confirme de  rougeole er 
38 (80%) ont rapporte 10 cas ou moms En 1996, la clrculat~on du  

I 
vlrus rougeolew etalt lnterrompue dans la majeure partle de la 1 

/ free of measles virus c~rculat~on dunng 1996 1 Reson  I 

! In 1997, however, there was a resurgence of measles In Tourefols, 1997 a vu la resurgence de la maladle, en partlculier 
1 the Reglon, especially in S l o  Paulo State in B r a d  Prow- dans I'Etat de S lo  Paulo au Bresll Les donnees provlsolres donr 

slonal data recelved at PAHO through Februarc 1998 dlsposair I'OPS jusqu'en fevner 1998 ~ n d ~ q u e n t  un total de 
lndicare a total of 88 485 suspected measles cases reporred 88 185 cas presumes de rougeole dans les Amenques, 27 635 

- -  A-- 

82 
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from the counrnes in the Amer~cas Of these, 37 635 d entre eux (31%) ont ete confirmes, 33 120 (37%) ellmines, et  
'31% J have been confirmed, 33 120 (37%) have been 27 730 (31'6) sont encore a l'etude I 

d~scarded, and 27 730 131'"O) remaln under inbestigahon 
Of the toral confirmed cases, 26 919 (97%) were Sur I'ensemble des cas confirmes, 26 919 (97%) ont ete confir- I 

/ Canada (570 confirmed cases) accounted for 97% of the comptent a eux seuls 97% du nombre total de cas confirmes dans 
total confirmed cases in the Reglon Other countnesiareas , la Regon Parml les autres pays ayant notlfie plus de 10 cas 

1 repomng more than 10 confirmed measles cases dunng 1 confirmes de rougeole en 1997, on citera les Etats-Unls d'Amen- 
I 1997 include the United States (135 cases), Paraguav / que (135 cas), le Paraguay (198 cas), la Guadeloupe (1 16 cas), I 

(198 cases), Guadeloupe (116 cases), Argentina / I'Argennne (96 cas), le Chlh (59 cas), le Venezuela (27 cas) et lei 
(96 cases), Chile (59 cases), Venezuela (27 cases), and , Costa &ca (15 cas) 
Costa R c a  (1 5 cases) 1 

Of the total confirmed cases reported from Brazil, Sur I'ensemble des cas confirmes notlfies par le Bresll, 20 186 / 
20 186 (77%) were reported from SHo Paulo State - the 1 (77%) l'ont ete dans 1'Etat de SHo Paulo, le seul Etat n'ayant pas 1 
only state m the country that did not conduct a "follow- / mene une campagne de vaccinatlon antirougeoleuse de  clsulwa e n /  

confirmed by ldboratorv testlng or epidemlologlcal llnkage 
to a laboratory-confirmed case and 716 (3%) were con- 

/ firmed on cllnical grounds alone, wlthout laboratory inves- 
/ tlgation Together, Brazll (26 348 confirmed cases) and 

mes par des tests de laboratotre ou par un hen ep~demlologque 
avec un cas confirme au laboratoire et 716 (3%) ne l'ont ete que 
d'apres les syrnptomes cliniques, sans analvse de laboratolre Le 
Bresil (26 348 cas confirmes) et le Canada (570 cas confirmes) 

cases reported from S lo  Paulo State whose ages were S lo  Paulo pour lesquels 1'Lge des panents etalt connu, 9 938 
recorded, 9 938 (51%) occurred m persons 20-29 years of (51%) ant  touche les 20-29 ans Les taux d'mcidence par Lgc les I 

I up' measles vaccination campaign In 1995 Most cases in 
t h ~ s  outbreak occurred In persons livlng m the greater SHo 
Paulo metropolitan area Ofthe 19 322 confirmed measles 

1995 Lors de cette flambee, la plupart des cas se sont declares 
chez des penonnes vlvant dans la zone metropolitaine du  grand 
S l o  Paulo Sur les 19 322 cas confirmes nonfies dans 1'Erat de  

of the voung adult cases occurred among persons who appartenant a certalns groupes a nsque vivant en collecuv~te, par I 
were members of certaln nsk groups congreganng In en- evemple les travallleurs emigres des reaons ruraies, les etud~ants, / 
closed environments including male mlgrant morkers from les agents de soins de sante, les employes de l 'lndustr~e d u  tou- I 

1 age T h e  h~ghest age-spec~fic incidence rates were reported 
1 In Infants less than 1 year of age (456 cases per 100 OOO), 

young adults 20 to 29 vears of age (156 cases per 100 OOO), 
I and children 1-4 years of age (45 cases per 100 000) Many 

rural areas students, health-care workers, tounst-industn nsme, et les conscnts On a rapporte 20 deces par rougeole, I 

plus eleves ont ete rapportes chez les nournssons de  moms d'un an 
(456 cas pour 100 OOO), les 20-29 ans (1 56 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 

workers, and military recrults Twentv measles-related 17 185%) sont survenus chez des enfants de moms d'un an 
deaths were reported, 17 (85%) occurred in infants less 
than 1 year of age 

, Measles v~rus  was isolated from several patlents dunng 
this outbreak Genomic sequencing of these wrus rsolates 
performed at  the Measles Laboratory, Centers for Disease 

, Control and Prevention (CDC), Atlanta, Georga, United 

I probably as a result of an Importation from Europe I probablement a la sulte d'une importation d7Europe Enfin, la ;  

Au cours de cette flambee, on a lsole le wrus rougeoleuv chez 1 
plusleurs panents Le sequeqage genomlque de ces isolements, 
effectue au Laboratoire de la rougeole, Centers for Dzrease Conrrol 
and Prevennon (CDC) d'Atlanta, George, Etats-Un~s, a montre 

is slmllar to mrus isolates recently obtained from western 1 retrouve dans des lsolements recemment effemes en Europe occi- 
Europe, suggesting that the wrus responsible for the out- dentale, ce q u ~  lame a penser qu'il a peut-Ctre ete lmporte Ce wrus 
break may have been imported from Europe Measles vlrus s'est propage dans presque tous les autres Etats du  Bresil Parml 
spread from SHo Paulo to nearly every other state m Brazll les Etats qui ont notifie un  nombre Important de cas de rougeole, 
Other Brazlhan states report~ng large numbers of measles on citera Bah~a (1 013 cas), Minas Gerais (626 cas), Ceara 
cases Include Bahia (1 013 cases), Minas Gera~s (626 I (594 cas), h o  de Janelro (577 cas), Parana (462 cas), et le D~s tnc t  
cases), Ceara (594 cases), R o  de Janelro (577 cases), 1 federal (432 cas) La dtssem~nanon a pamr de SHo Paulo a ete 

States demonstrated that the mrus c~rculatmg In SHo Paulo / que le vlrus circulant a SHo Paulo etalt le mCme que celui q u ~  a ete 

I 

Parana (462 cases), and the Federal Dlstnct (432 cases) 
Spread from SHo Paulo to several other counmes in the 

, Reglon was documented, including Argennna, Chile, 
Costa Rca ,  Paraguay, Peru, and the United States 

A detalled epidemiological investlgatlon IS currently 
I under way to determine spec~fic nsk factors for measles m 

SQo Paulo Several factors, however, may have faalltared 
wdespread measles transm~ssion in the greater SQo Paulo 

/ metropollran area Flrst, the lack of a tlmely "follow-up" 

anestee dans plusleurs autres pays de la Reglon, notamment en 1 
Argenune, au Chll~,  au Costa h c a ,  aux Etats-Unls, au Paraguay et  
au Perou 

On procede actuellement a une etude epidemlologque de- 
talllee afin de determiner quels ont ete les facteurs de nsque 
spenfiques de la rougeole a SHo Paulo Plusieurr dyenrre eux ont pu 
faclllter la dtssem~nanon de la maladle dans la zone meuopo l~ ta~ne  
du grand SPo Paulo Premierement, l'absence d'une campagne de 

1 F~nally, the hlgh population dens~ty of the clty greatly 
facil~tated contact between persons infected wrth measles 
and those who were susceptible 

vaccination campalgn in 1995 for chlldren aged 1 to / vaccinatlon de ~sulvls en 1995 pour les enfants Pges de 1 a 4 ans, , 
' 4 years, combined w t h  low routlne vacclnatlon coverage ' assoclee a une fa~ble couverture vacclnale de routlne chez les 

among infants, allowed for a r ap~d  accumulat~on of suscep- nournssons, a permls l'accro~ssement rapide du nombre d'enfants ' 
tible preschool-aged children In SHo Paulo Second, the d'age prescolaire sensibles dans cette zone Deuulemement, la 
presence of large numbers of suscept~ble young adults who presence d'un grand nombre de leunes adultes sens~bles ayant 
had escaped both natural measles lnfectlon and measles echappe a la f o ~ s  a la rougeole et a la vaccinatlon antirougeoleuse a 
vacclnatlon increased the nsk of a measles outbreak majore le nsque de survenue d'une flambee de la maladie Trolsie- 1 

Thlrd, measles vlrus was rntroduced Into S lo  Paulo most I I 
mement, le wrus rougeoleux a ete introduit a SHo Paulo tresi 

forte densite de population de la ville a grandement f a c ~ l ~ t e  les; 
contacts entre personnes infectees et personnes sensibles I 



cases occurred in school-aged children who were prewous- 1 rougeoleux 

WEEKLY EPIDEMIOLOGICAL RECORD, No 12.20 MARCH 1998 RELEVE EPIDEMIOLOGIQUE HEBDOMADAIRE, N 12 ,20  MARS 1998 

Canada reported a total of 570 confirmed measles 
cases dunng 1997 A large outbreak with over 300 cases 
occurred m a unlverslty community m Bntlsh Columbia 
Most cases occurred In young adults who had been previ- 
ously vacclnated wlth 1 dose of measles vacclne Genomlc 
analys~s of measles v~rus obtalned from panents dunng this 
outbreak suggested that measles wrus clrculanng in Bnnsh 

i 
En 1997, les Etats-Unis d'Amerique ont nonfie un total prow- 

solre de 135 cas de rougeole confirmes I1 s'aglt la du nombre de / 
cas le plus faible jamals nonfie, q u ~  represente moms de la molne 
de l'lncidence la plus falble precedemment enreglsuree, a savolr 1 
309 cas en 1995 Durant 8 semalnes, aucun cas autochtone de ' 
rougeole n'a ete notifie, ce qul lndlque une Intenupnon de la 
transmlsslon de la maladle pendant cette penode Cmquante-sept 
des cas notlfies (42%) ont ete provoques par des wrus Importes, 
pnnclpalement d'Europe et d'Asie En 1995 et 1996, aucun cas de 
rougeole ongnaire des pavs d14mmque lanne ou des Caralbes / 
n'avalt ete nonfie auv Etats-Unis d'Amenque En revanche, en 1 

1997, 5 cas de rougeole Importes du Bresil ont ete confirmes, tous 
en provenance de SBo Paulo La propaganon a partir de ces cas 

I 

Le Canada a notlfie au total 570 cas de rougeole confirmes en / 
1997 Une Importante flambee de plus de 300 cas s'esr produlte 1 
dans une unlvers~te de Colombte-Bntannique La plupart des cast 
ont touche de jeunes adultes ayant ete precedemment vaccines par 
1 dose de vaccln antirougeoleuv L'analyse genomlque du wrus 
lsole chez certalns malades au coun de cette flambee lame a penser , 
que le virus ayant clrcule en Colomble-Bntannique avait ete im- 1 

lv vaccinated wlth 1 dose of measles vaccine 1 
The Unlted States reported a prowslonal total of / 

and the largest outbreak in the Unlted States dunng 1997 lmportes est restee llmitee et la flambee la plus importante enregs- 
amounted to only 8 cases I tree en 1997 auu Etats-Unls n'a concerne que 8 cas 

I 

Columbia was Imported from Europe Measles wrus from , pone d'Europe Ce wrus a gagne la prov~nce volsine d'iUberta, ou I 

the Brlnsh Columbia outbreak spread to the nelghbourlng I 245 cas ont ere nonfies, la plupart ont touche des entanis d'age 
province of Alberta, where 245 cases were reported, most scolaire avant precedemment requ 1 dose de vaccln anti- 

135 confirmed measles cases dunng 1997 Thls 1s the 
i lowest number of cases ever reported and IS less than half 
/ the previous record low Incidence of 309 cases In 1995 
1 Dunng an 8-week penod, no indlgenous measles cases 

were reported, suggesnng an interrupnon of measles trans- 
mlsslon Wfty-seven (42%) of the reported cases were 
documented lnternanonal importations, pnmanly from 

I Europe and Asla In 1995 and 1996, not a slngle measles 

1 (Based on A report from the Speclal Program for Vacclnes I (D'apres Un rapport du Programme special des Vaccins et Vaccl- I 

' 

and Immunizanon, Pan Amencan Health Organuanon, 
Washmgton, D C  ) 

importanon from Latln Amencan or Canbbean countnes 
to the Unlted States was reported In 1997, however, there 
were 5 confirmed imported measles cases from Brazil, all 
frcm SBo Paulo Spread from lmported cases was limited 

Edtonal Note Significant progress has been made 
towards ellmlnanng measles wrus from the Amencas 
Most countnes have implemented PAHO's measles ellmi- 
nation srrategy and indlgenous measles wrus clrculanon 
has been ~nterrupted in large geographical areas of the 
Reglon In addltlon, marked improvements have been 

natlons, Organisatlon panamencame de la Sante, Washington, 
D C  

I 
Note de la Redaction Des progres considerables ont ete reallses 
vers l'ellmlnauon de wrus rougeoleux dans les Amenques La 
plupart des pays ont mis en euvre la surategie d'eliminatlon de la 
rougeole de I'OPS et I'on a reussl a interrompre la clrculanon I autochtone du wrus rougeoleux dans de vastes zones geographl- I 

ques de la Regon En outre, la surveillance de cene maladie s'est 1 
made in measles survelllance throughout the Reson, In- / sensiblement amelloree dans l'ensemble de la Reglon, avec notam- I 

1 Moreover, the measles cases reported m the Amencas In 
1996 - the last year for whlch comparable data were 
available - represented only 0 3% of the total reported 
global cases Flnally, measles case surve~llance data, com- 

cluding the development of a reglonal measles laboratorv / ment la mlse en place d'un reseau reglonal de laboratolres de 
network with at least 1 measles reference laboratory in surveillance de la rougeole, comprenant au moms I laboratolre de 
every country , reference par pays i 

Amenques en 1996, dernlere annee pour laquelle on d~spose de 
donnees comparables, ne representalent que 0,3% du nombre total 
de cas rapportes dans le monde Enfin, les donnees de la suwell- I 

lance, associees a celles de I'epidemiologie moleculaire fournles par 1 

While the relanve resurgence of measles In the Amer- 
lcas dunng 1997 represents a major increase compared 
with the number of cases reported m 1996, these cases snll 
represent only about 10% of those reported ~n 1990 , 

I bined w t h  molecular ep~derniological informanon pro- , le reseau de laboratoires de I'OPS, lndiquent que les pays des / 
v~ded by PAHO's measles laboratory network, suggest the Amenques ont a faire face en permanence a des v~rus lmporres 1 

countnes of the Amencas are constantlv being challenged d'autres regions du monde ou la rnaladie reste endemique 
bv imported measles virus from other regions of the world 

Si la resurgence relanve de cette maladie au cours de I'annee , 
1997 monrre une augmentanon importante du nombre de cas par I 
rapport a 1996, ce nombre ne represente qu'enwron 10% de celut 
notlfie en 1990 De plus, les cas de rougeole notlfies dans les 

where measles remains endemic 1 
The outbreak in Brazil can be considered as a "wake- 1 La flambee survenue au Bresll dolt etre consideree comme un i 

up" call to the counmes In the Region, dernonstranng that 
8 the absence of measles v~rus clrculauon does not corre- 

spond with the absence of nsk for measles outbreaks T h . 1 ~  

1 outbreak h~ghlights some of the malor challenges faclng 
/ the Regron in ~ t s  fight agalnst measles Among them, the 
/ counmes In the Amencas need to be wglant by malntaln- 
1 mg the hlghest populanon lmmunlty level possible m 1 infants and children, as well as supplemennng exlsnng 
I swategles bv targenng measles vaccinanon to those adoles- 

cents and young adults who are at hlghest rlsk for being 
1 exposed to measles wms Second, survelllance has to be 

slgnal d'alarme par les pavs de la Region, car elle leur rappelle que 
I'absence de clrculanon du wrus rougeolew ne veut pas necessal- 
rement dire absence de nsque de flambee de rougeole Cene 
flambee soullgne certaines des grandes dificultes auxquelles se 
heurte la Reglon dans sa lutte contre cette maladie Tout d'abord, I 
11 faut que les pays des Amenques restent wglanrs et malnuennent / 
chez les noumssons et les enfants le degre d'lmmunite le plus eleve, 
possible, tout en complementant les strategies exlstantes par la 1 
vaccination des adolescents et des jeunes adultes qui risquent le / 
plus d'etre exposes au wrus Ensuite, la survelllance dolt Sue i 
renforcee afin de deceler les poches d'lndlwdus senslbles et les I 

strengthened to detect poclzets of suscepnbles and poss~ble I foyers evenruels de transmission des v~rus Importes Enfin, des , 
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/ foc~  of transmlsslon establ~shed by measles Importations ' efforts accrus de lutte contre la maladle en vue de son el~mlnanon I 

/ Flnallv, Increased efforts for control and reg~onai ellmlna- sur le plan reglonal sont necessalres dans d'autres reglons du 
tlon are needed In other reglons of the world to decrease monde SI I'on veut abalsser le nombre de vlrus exportes vers les 
the quannty of measles VINS that IS exported to the Amsnques et progresser alnsl vers I'erad~cat~on mond~ale de cette 
Amencas, and as a step towards global measles eradlca- I maladle Tant que le wrus rougeoleuv connnuera a clrculer dans 1 
tlon 4s long as measles wrus c~rculates anywhere In the ' une reglon quelconque du globe, 11 constlruera une menace pour! 

, world, the Amencas wl l  remaln at nsk / les Amenques 

I 
lnfluenza A(HSN1) in Hong Kong Special 1 Adminirfrative Region of China 

i 
I The results from a case-control study on awan Influenza 
1 conducted In Hong Kong showed that vlsltlng a poultrv 
I stall In the week before becomlng 111 was the strongest rlsk 
I factor In contracnng the nrus  The alm of the case-control 
I studv was to compare d~fferent exposure nsk factors be- 
' tween panents and controls It covered a number of areas 
' lncludlng exposure to the following Ilve poultry, food 

preparanon, food eaten dunng the week before onset, and 
human illness dunng the week before onset The results 
supported earher h d l n g s  that human-to-human transrms- 
slon of the disease is weak 

The  case-conmol study was carned out jointly by the 
Department of Health, Hong Kong and the Centers for 
D~sease Conuol and Prevennon (CDC) In Atlanta, 
Georga, U n ~ t e d  States of Amenca The  results of the 
study were released by the Hong Kong Department of 

La grippe A(HSN1) a Hong Kong, Region 
administrative speciale de la Ch~ne 

Les resultats d'une etude cas-temo~ns sur la gnppe awalre condulte 1 

a Hong Kong ont montre quc le pr~nc~pal  facteur de nsque etalt la 
vlslte d'un elevage de volallles dans la semalne precedant le debut 
de la maladle Le but de cette etude etalt de comparer d~fferents 
facteurs d 'e~posl t~on entre des malades et des sulets temolns Elle a 
notamment pone sur les facteurs sulvants contacts avec des 
vola~lles vlvantes, preparanon d'allments, consommanon , 
d'al~ments, et exposlnon a des cas humans dans la semaine ayantl 
precede le debut de la maladle Les resultats ont confinne les 1 
constatanons anteneures selon lesquelles le nlveau de la transmis- 
sion lnterhumalne est faible 

L'erude cas-temoins a ete menee conlolntement par le Depar- ~ 
tement de la Sante de Hong Kong et les Centers for D~sease Conroll 
and Prevennon (CDC) d'Atlanra, George, Etats-Un~s d ' h e n q u e  
Les resultats, qul ont ete communlques par le Departement de la 
Sante de Hong Kong, ont egalement ete presentes a une seance de 

I Health, and were also presented at a sesslon of the Interna- / la Conference Internanonale sur les maladles ~nfecneuses emer- 
/ t~onal  Emerglng Infecnous D~sease Conference held In gentes tenue a Adanta 

Adanta 
In all, 18 cases were confirmed Influenza A(H5N1) In En tout. 18 cas dus au wrus gr~ppal A(HSN1) ont ere confinnes 

Hong Kong The day of onset of Illness of the last case was a Hong Kong Le dern~er cas est tombe malade le 28 decembre 1 

, 78 December 1998 A 24-year-old female panent IS snll / 1998 Une femme de 24 ans, dont l'etat est stanonnalre, est encore 1 

; under treatment and m stable condlt~on, whlle 11 others 
have been discharged after recovery SIX people d ~ e d  of the 1 dlsease 

en traltement Onze autres malades ont guen et qultte 11h6pltal et 
6 personnes sont decedees I 

I 

Czech Repubhc (11 March 1998) Overall morbld~ty 
rates from acute respiratory lnfecnons remarried at around 
1 800 per 100 000 population In the last week of February 
and first week of March Most regons registered a 

Grippe 
i 

Repubhque tcheque (11 mars 1998) ' Les taux de morbldlte 
generale ~mputables aux lnfect~ons resplratolres algues se sont 
rnalntenus autour de 1 800 pour 100 000 au cours de la dern~ere 
semalne de fevner et de la premlere semalne de mars Dans la 1 

I 
I Greece (1 1 March 1998) * A local outbreak of ~nfluenza- 
/ l~ke  Illness occurred In Thessalonilo In February The out- 

break, whlch affected all age groups but parncularly chll- 
1 dren under 15 years of age, reached a peak on around 
( 15 February Influenza A(H3N2) vlrus was lsolated from 1 2 cases 

decrease of 8%- 13% m the first week of March, but 
1 Prague and some d~srncrs In the south and east reported an 
' 11 % Increase Four cases of Influenza A(H3N2) were 
I Identified In Prague, and 1 case of Influenza A(HlN1) was 

I I diagnosed In the east m the first week of March 

I 

Grece (1 1 mars 1998) En fevner, une flambee locale de syn- I 
drome gnppal s'est declaree a Thessalon~que Cette flambee, q u ~  a 1 
touche l'ensemble des classes d'Pge mals plus pamcuherement les 1 
enfants de moms de 15 ans, a culrnine vers le 15 fevner On  a Isole / 
le VINS A(H3N2) dans 2 cas 1 

plupart des reglons, on a enreglsne une reduct~on de 8% a 13% au I 
cours de la premlere semalne de mars, rnais a Prague et dans 
certalns d~smcts  du sud et de l'est, c'est une progression de  11% 
q u ~  a ete s~gnalee Quatre cas de gnppe A(H3N2) ont ete observes 
a Prague et 1 cas de  gnppe A(H1NI) a ere diagnosuque dans I'est 
au cours de la premiere semalne de mars 

I Italy (12 March 1998) - Influenza A(H3N2) wruses con- I tahe (12 mars 1998) On a connnue a s~gnaler la presence de 
tlnued to be reported from ep~demlcs In the north (Pnrma mrus A(H3N2) au cours de l 'ep~dem~e q u ~  a sew dans le nord 
and Modena) dunng February In the past 2 weeks, cases , (Parme et Modene) en fevner 4u  cours des 2 dern~eres sernalnes, 
of Influenza X and B mere confirmed In chlldren and adults ' la gnppe A et la gnppe B ont ere confirmees chez des enfants et des 
dunng local outbreaks In Rome One Influenza A wrus adultes lors de flambees locales q u ~  se sont produ~tes a Rome 
  sol are from Rome was subtyped as Influenza A(HlNl ) ,  L'examen d'un ~solement de vlrus gnppal A onglnaire de Rome a 

i the first to be reported this season 
I 
I revele qu'll appartenalt au sous-type A(HlNl ) ,  le premler a ;me 

I s~gnale cette salson 

'SeeNo 11 1998,p 79 
SeeNo 8 1998,p 56 

' Vorr N' 11, 1998, p 79 
Volr No 8, 1998, p 56 I 
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Slovahia (10 March 1998) Influenza acnvity reached a Slovaqule (10 mars 1998) L'activlte gnppale a culmlne au cours / 

Norway (10 March 1998) ' Overall, the rate of influenza- Norvege (10 mars 1998) ' Globalement, le taux de morbldite du a / 

peak In the third week of February, but remalned below de la noisleme semalne de fevner tout en restant infeneure a la 1 
' the average for the past 10 years Local outbreaks have i moyenne des 10 dernleres annees On a signale des flambees loca- 
l been reported among schoolchildren, mainly in the south- / les chez des ecoliers, pnnc~palement dans le sud-ouest du pays La 

western part of the country Influenza A and B have been gnppe A et la grippe B ant ete diagnosnquees par mlse en evldence 
diagnosed by anngen detecuon de leurs anngenes respecufs 

llke illness declined after a peak In the third week of 
February but 2 of the 3 northern countles st111 experienced 

/ Sw~tzerland (13 March 1998) 'The percentage of medi- / Smsse (13 mars 1998) ' Le pourcentage de consultations medlca- 1 
cal consultations for influenza-llke ~llness has decllned to i les pour svndrome gnppal est tombe a 5,84% apres avoir culmine a I 
5 84% after a peak at 6 5% in the first week of March Of 1 6,5% au cours de la prernlere semalne de mars Sur les 305 vlrus I 

des syndromes gnppaux a recule apres avow culmine au cours de la 
trolsleme semaine de fevner, mals dans 2 des 3 dismcts du nord 

1 the 305 Influenza viruses invesngated this season, 6 were , gnppaux etudies au cours de cette saison, b appartenalent au I 

Increased acnvlty in the first week of March Influenza A, I'acnvlte grippale s'est poursulvle au cours de la premiere semalne / 
wh~ch has predominated throughout the season, continued 1 de mars C'est la gnppe A, qul avait predomme tout au long de la 
to be diagnosed Of 10 cases further subtyped In earlv I salson, qu'on a contlnue a d~agnostlquer Sur 10 cas ayant fait 

1 March, 5 were of the H3N2 subtype and 5 of the H l N l  l'oblet d'une caracterlsation plus poussee debut mars, 5 etalent dus i 
8 subtype , a un vlrus appartenant au sous-rype H3N2 et 5 a un vlrus du sous- 

I type H l N l  

1 influenza B and 299 were lnfluenza A, of which 86 were I type B et 299 au rype A, 86 d'entre eux ayant ete caractenses 1 
, further subtyped as influenza A(H3N2) and 7 as in- comme appartenant au sous-typeA(H3N2) et 7 au sous- 1 

fluenza A(HlN1) type A(H1N1) I 

United Kmgdom (1 7 March 1998) ' The number of I Royaume-Urn (1 7 mars 1998) ' Le nombre de cas de gnppe et 
cases of Influenza and influenza-like illness has decllned de syndromes gnppaux a recule apres avolr culmine en Angleterre 
after a peak In England In the thlrd week of February and 1 au cours de la trolsleme semaine de fevner et au Pays de Galles au 

I in Wales in the second week of March The weekly number cours de la deuxleme semaine de mars Le nombre hebdomadalre 
1 of laboratory-confirmed cases decllned in the first week I de car confirmer en laboratolre a recule au cours de la premlere 1 

' See No 10, 1998, p 71 
See No 9, 1998, p 62 I -  

of March Of the 440 Influenza vlruses lnvestigared 
centrally, 205 were lnfluenza A(H1Nl) and 235 In- 
fluenza A(H3N2) Influenza A(H3N2) has predominated 
s~nce the begnnlng of February 

i I WER No 10, 1998, pp 68 70 

semaine de mars Sur 440 vlrus gnppaux qui ont fan I'objet 
d'un examen au niveau central, 205 appanenalent au sous-, 
type A(HlN1) et 235 au sous-type A(H3N2) Depuis le debut 

, fewer, c'est le sous-type A(H3NZ) qui predomlne 

Dratunculiasis 
Cert~frcohon of tronsrnrss~on-free status 

I REH K O  10, 1998, pp 68-70 

Dracunculose 
Cert~flcatlon de I'absence de tronsm~ssion 

I 
On page 69, underEastern Memterranean Reson,the ' A la page 69, sous R e g o n  de  la Medlterranee onentale, 1 
second paragraph should bedelned and replaced by 1 suppruner le deuxieme paragraphe el lerernplaoer par I 

In the WHO Eastern Mediterranean Regon, Sudan Dans la Regon OMS de la Mediterranee onentale, le Soudan a I 
notlfied 43 034 cases for the first 11 months of 1997 declare 43 034 cas au cours des 11 premiers mois de 1997 avec 

i wth  an endemic reponlng rate of 34% 1 un tauv de nonficatlon des vlllages d'endemie de 34% I - 
1 

' Infected areas as at 19 March 1998 Zones infectees au 19 mars 1998 
For crtrcns uscd In complllng chis Ilrr qcc No 10 1497 p 304 LLI crlrcrcs nppllqucs pour la comp!lauon dc ccrrc I~sre son1 publlcc danc Ic V 40 1997 p 30.1 
Y Vcrviv rcoorrcd areas Y Uouvcllc~ zones stgnalcci 

Plague Peste 

I Afr~co Afr~que 
Madagascar 
Anmnanonuo I'rorrncs 
Ambohrdrnlnmo S R e f  
Antonnnrrnvo Avorodrnno S R e /  
Amborolompy S Ref  
Atgozorobc S R e f  
Anranonnnlro S R e f  

Antananarivo Dlsmct 
Anrirnlforry S Ref  
Anrrrrabe I S  R e /  
Anrr~rabe II S Re/  

Ambadlala Dlsmcr 
Ambohrrslmanova Dlsrncr 

1 Ampararancry Dtstncr 
Msnandona Dl~rncr 

1 Soanrndrariny Dlsrncr 
Tqarofar Dtrrncr ! Vlnan~nkarcna Dlsulcr 

. 4n~ommumo S R r i  

Bllu/o > R c l  
Alakam~sv-Anauvaro Dtsu!cr 

1 ilnundnuau S h i  
I lrrirrrzho F 1% / 
Mon~akondnnnn S RE/ 
Mronnonvo S Re /  

Analavory Dtrulcr 
Anorlbc lfanja Dlstnct 

Renzvohtra S R e f  
Snovlnandnom S Ref 

Ambaroasana Ccnuc 
Tnranmrnondrdy S R e /  
Anrrrronono Rovznce 
Andapo S Re /  

Doany D~smct  
rtnnarnnrroa Rovlnce 
Ambnrofiinandrohann S I'm/ 

Ambondromrroua DlsVlcr 
Andrcfamboh~ua Dlrmcr 
Bevonorany Dlsmcr 
Soamhcrcnana D!smct 

Arnoohrmohoron S R e f  
Manandroy Dlsrrtct 

A,nborzwo S R e /  
Arnbatomanna Dlsrncr 
Ambohimahazo Drrrrrct 

4mbnvombc C~nrrc 
I Andma D~qrncr 

Anloma N Ankona D~rrrtcr 
Anloma Navnna Dtrrrxcr 
Anbzoambo Dumct 
lvaro D~rrncr 
lvony Dlrrn~r 
Taiata-Vohxmcna Dlsutcr 
Tsarasaoua Dlrmcr 

Fnndmnn S plr/ 
Ftadanana Dlsmct 

rronnranrron I S Ref  
Maharslnlo D~smcr 

Frannronlron ll S Ref  
Andoharanomarso D~srncr 
F~anaranrsoa I1 Dlsmcr 

Manandnuno S R e f  
Mohalangu Rowtnrc 
Toomarlnu Proulnrr 
Mornmmnxa S Ref  

Mowmbaque 
I r tr Rotznce 
I Murarara Dtsrncr 

Tanzania Unsred Rep of 
Tanranze, Rep -Uow de 
Tongo Repon 

Lushoro Dlsrrrct 
Tanga Dlsurcr 

Uganda. Ouganda 
Werzern Repon 

Nebb~ D~smcr 

Za1.e. Zaire 
Hnut Znnre Provrncr 
Izun Sub Regton 

Mahagr Adnun~strauvc Zone 

Zarnbta . Zamble 
Southern Ra t i rce  

Namwala Dtstncr 

Ztrnbabwe 
Uoc~belriund honh 

Lupanc Drhu~cr 
N b y l  D~scncr 

Arner~co Amenque 

Buhto s w ! ~  
Btnunga Munlclpio 
Candeal Mumc~p~a 
Ccnual Mumcipto 
Concct~ao Mun~c~pla 
Fc~ra dc Sanrana M u n ~ c ~ p ~ o  1 Iraquara Mu~uc~pto 

i l r ~ c e  Uunlclpra 
( Iraberaba Munnc~p~o 

lurrara Munlc!a#a 
I 
I Rctnrolandta M'utuc~pzo 
I Qachan do Jaculpc Munlclpno 

Senhnr do Bonfim Uuntc~pio 
1 Scrnnha Uunnc~pla 1 
1 Tcofilandla Mullcrp~o I 
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Cubarl M u n l c ~ p ~ o  I i ~ c c n t c  Macla Dzsrncr ' Ol~rcdos Munlclpra 
1 ~~~~~~d~~ M~~~~~~~~ 1 Centra l  Afncan Republac 

' ' I  '" 
, Rcmng~n Munrc~pro i R e p u b l ~ q u e  cent rafncatne  

M ~ D U m  

Orukir l'rej'ccturr 
Boane Dlstrlcr 

Solnnca Munrc~pto 
kouangn Sou? Prcfccrurc 

Manhtca Dtstncr 

P e r u .  Perou Clapuro City 
Cipnrurcu D ~ p a n m ~ n t  C h a d .  Tchnd Marracuenc D~srrlcr 
I hot" I+ou~nre Silihu Refecrurr Moamba D~srrlcr 

Llama Dnrrnct Ber Prej'er~ure \ ~j'dlu hourncr 

M>mco<ra D!rrrrcr Btlrzne I+ej'crrure Bclra Cxy 
8 Tocmoche Dlsrnct I C h r n  Bugvznnr Rcfccrurc 

Guero Refecture 
N ~ g e r  i 'ion Mrguel Provrncr 

Nanchac Dlscncr 1 Konem Refecrure 
Dl& Dcporremenr 

I San Grcgono Drsrncr j Lac Refecture 
Dorm Depnrrrmrnr 

San m g u e l  Dlru-tct ~ o p n e  ~cczdenrol ~efecrure ~~~~~~~~~ 

' Huonroonmoa Rovznca / C dc la Frontera Drsrncr 
Canchaque Dlsrncr 
Huancabamba D~rrncr 

Rura Provzncr 

1 Son Poblo Rovzncr 
San LOUIS Dlsrnct 

Lo LzberradD~panmant 
(Arca nor specnficd - Zonc non 
preclscc) 

Lvmbayeqw Department 
(Area nor spcclficd - Zonc non 
prcclscc) 

Rura Depnrrmenr 
Aynboca Romnee 

Canales Dlsrncr 
Lagunar Dlsrncr / Monrcro D ~ r u l c t  
Palmar D~srncr 

Lac Lomas D~srrzct 
I / Aslo Asle 

V ~ e t  N a m  1 Gza Lo, Provmce 
Cong Tum Rovrnce 
Lam Dong Rovznce 

Lagone Onenrol Refecrurr 
Vjamem Refecru~e 

Tohoua Depnrrcmenc 

I Ouaddot Refecture 
I T~llobsrv Deponemenr 

Tund~tie Refecmre Ltnder Dcpartemenr 

Comoros  Comores 
Nlgena Ntgena 
Abuja Srnrr 

'I' 

1 Cholera Cholera 
I Afrlco Afr~que 

Angola 
Bengo houznce 
Bcngueln Ravtnce 
Clrbzndn Provtnce 
Huambn Routnce 
Hutla Pnrvtnce 1 A u u n i b K u b ~ n g o  b v i n c e  
kunrne Roumce 

' Kruonza iziorre Rovzncr 
kuon=n-Sul R o z  vnce 
Larrndo Routnce 

1 Luanda Cap 
/ Molongo Ravznce 

I 2;koZ:Y 1 Zmre Rovlncr 

Y D~srrlct de Foumbum 
D~srnct  de Mbent 

Y D!srncr de Mlroam~oult 
D!stncr de Moron1 

\ Dlrrncr de Ouvo!nl 

Congo 
Kouzlou Rgzon 

I Saplllzca Dlsrncr I Po~ntc  Notrc 

Core d I v o ~ r e  
Deporremenr du Centre 

Bouake Drsrncr 
, Deparrsmenr du Nard 
1 Touba Sous Prefecture 
' Deparremenr de 1 Ouerr , G!uglo D~srncr 
I 'Man Sous-Prefecture 
I Departemenr du Sud 
I Tabau D~svlc t  

( D e m  Rep ofCongo 
Rep d e m  d u  Congo 

, Bondundu Roumce 
Bandundu Drrmcr 
Lqunreur Provlnce 
Haur Zorte PIovrnce 
K m h n m  h u z n c e  
Barumbu D~srncr 
Ktnahasa D!srnct 
LtmcrcIKmgaba Dtsrncr 

1 Llngwala D~svrcr 
Kiirnngo Rovrnce (ex Shnba) 
K ~ d u  Rovznce 

D,lboutl 

G h a n a  
, 4ccm Regzon 

Accra Dsrrnct 
Grcarer Accra D~srnct 

I Arhnnrz Ragzon 
Central Regzon 
Lortern Rogzon 
Uppepper Earr Regron 
Volrn R ~ n o n  

Akwo ibom Sratr 
Anambro Store 
Baucht Stare 
Bendel Slate 
B ~ n u e  Store 
Borno Stare 
Gongorn Store 
Imn Stare 
hirauna Scare 
Knno Slate 
Rnrrsno Stare 
hebbr Srote 
Kworn Ttata 
Lvgor Srnrs 
Vqer Score 
O p n  S l u t  

G o  Sroll 
IJlarrau Atare 
Rzvrrr Srore 
Sokoto Stare 
Tnrabo State 
L obc Sznrr 

Rwanda 
Cvangugu Rglerrure 
Gzrcnvt Refecrure 

Saa Tome a n d  Pnncape 
Saa  Tome-et-Pnnctpe 

L ~ m b a  Dlonrct 
Sao Tome 

Senegal. Senegal 
Iiegznn de Dokor 
Dcparrcment de Dakar 
Dcpancment dc Prlune 
Dcpanemenr de Rufisque 
Hegton de Drourbel 
Dcpanemenr dc Louga 
Dcpartemcnr de Mbacke 
Dcpanemcnr de Touba 
Rrgzon dP Fleuue 
Depancmenr dc Sr -Launs 
Regzon de Thzer 1 D e ~ a n e m e n t  de Thtes 

Western ~ e g t o n  Regmn de Szne-Saloum 1 ~ ~ ~ ~ ~ : ~ ~ ? ~ B o r n  I Guznea. Gulnee Dcpancment de Fauck 

Burluna Faso 
Boulgou Rovznce 
Soum Rovrnce 

B u r u n m  
Bubrmzo Rovrnce 

Bubanza Arrondlssemcnt 
Clblrokc Arrand~rscmenr 

Bujumbura Plavlnce 
Bulumbura Arrondssement 

Burun Pmvtnce 
Makamba Arrondlsscmenr 
Rumongc Arrondlsremenr 

Gtrrga Provrnce 
Gbrcaa Arrondtrscmcnr 

Conaky Provlnce 
Forecanah Prefecture 

Gulnea-Bnssan 
Gumee-Bnssau 

Blssau D~srnct 
Bmmbo Dlsutcr 
Gabu Dlsmcr 

Kenya 
iLyonra Rouznce 

Homa Bay Dlsnlct 
h n u m u  D~smcr  
M ~ g o r ~  D ~ r m c t  
Rachuonyo Disrncr 
Suba Dlrvlcr 

Sierra Leone 
Volarihern Plovrnce 
Kambra Dtsmcr 
Wernrn Plovzncc 
Frcctown 

Somaha . Somalle 
Baldoa D~svlc t  
Bardera D~svlcr 
Belet Ucn Dtsnlcr 
Bossaso Dlsmct 
Johar D~srncr 
K~smayo D~rcncr 
k r c a  Dsmcr  
Mogadishu Dlsmcr 

\lnb&bbu R~nvtnce Llbena.  Lzbena , Swazdnnd 
V~anzo lac Communc Bong County (Area nor ~pectfied -Zone nun 

Cameroon. Carneroun Monrrerrado Cnunry prcc~rcc) 

I Dlamarc Deparrcmenr 

I 
Lagonc er-Chan Dcpanemenr 
Mayo-Danu Dcparrcmenr 
Maya-Sava Depancmcnr 
Mayo-Tranaga Dcparrcment 

I Provxnce Lxrrorol 
1 Moungo Depanemenr 

Woun Deparrcrnenr 

Bcnoue Dcparremenr 
Rovxncr de 1 Ourrr 

Haur Nkam Deparremcnr 
Mlfi Dcpnncmenr 

Rovtnre du Sud 
Occan Departcmenr 

I'mzlnce du Sud-Oucr~ 
Manyu Dcpancment 
Memc Dcparrcment 

Cape Verde. Cap-Vert 
Boa Vrsra Island - Ile de Boa \.lsra 
Brsva I~land - Ilc dc Brava 
Fogo Island - Ilc de Fogo 
Mato Island - Ile dc Malo 
Porto Novo Island - Ile de Parro 

N o v o  
Snl Island - Ue dc Sal ; Sanrlago Island - Ile dc Sanungo 

i hdyes Regvon 
I Kaver Cerclc 
, hovlzkoro Regton 

Nara Cercle 
Mopo Regron 
Segou Regton 
Tomboucrou Regzan 

M a u n r a n ~ a .  M a u n t a n ~ c  
Nouakcharr D ~ s t r ~ c r  

I Ropzon , Hodh d Chary!  
1 .'eRrgran 

Hodh cl Gharbl 
? R~gton  

Arraba cr Gundxmaba 
4 Rtgzon 

Gorgol 
5 Repton 

Brakna 

Togo 
Golfe Dlsrrlcr 
Kloto Dzsrrlcr 
honah Dtsrncr 
Lacs Dlrrncr 
Ogou Dssmct 1 S O I I Y ~ O Y ~  D ~ r n c t  / Vo Dwtnct 
Ynrn Dlsrncr 

Uganda r Ouganda 

hampala City 
lb~rrrrn Provznce 

harcrc Dlslr~ct 

Lrntted Rep o f T a o z a n ~ a  
Rep -Unre de Tanzante  
Irulho Regton 
Courz (Puloni) Regzon 
Dur er Snlavm Rcgron 

llala D~stncr 
Klnondom Dtstncr 

Dodomu Regran 
hrgnmo Xegron 
K~hmnnjaro Regton 
Llndt Regzon 
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Milro Rcqron 
, W b ~ j i l  Xcgznn 
i Morngoro Kcptnn 

I l ~ ~ o r o  Rrg~on 
trzro,lzo K I ~ Z O ~  

Kzrkua R~gzon 
\hrn,onga Regton 
1 unuu Rc.rcnn 
Lunzibor 

Zambla Z a m b ~ e  
CLnrrol Rovlnce 

Lusaka 
( opprrbclr Provrnce 

, Lrrslrw Pmunnce 
Llcupuln ROVZNI / Volthew h u z n r e  , Pournew Rournce 

1 Amenco Amenque j Argentma. Argentine 
Jujuv Provrnce 
Wendoza Plovmce 

Tucumon Rnrtncr 

Belize 
Cavn Dsrrnrr 
Tolrdo Dtrmct 

Boltvm . Bohwe 
Bent Deportment 
Chuqulroca Department 
Cochobambo Deparmenr 
I3 4ho Department 
La Pa- Depormenr 
Oruro Depanmenr 
Pororr Deponmcnr 
Rabernlra Depnrrmenr 
Sunra C m z  Dqo~rmenr 1 Tanju Deparrmenr 
Tupzzo Deoanmenr 

I B r a n l  . Bresal 
I Acre Stole 
/ Ilnpoar Srnre 

Amopo Store I ~ m a z o w r  ~ r o r e  
I B o h u  Stotr 
I Clara Srare 
1 Dzsrnto Federal Srnrr 

Lspinro Sanro Stare 
Moronhon State 

I Moro G~orra State 
I Mznnr Gerutr Store 
1 Pam Srnte 

Pornzbn Stole 
Wrnna Store 
Pcrnnmbuco Store 
Pnur Sure  
Rto de 3anezro Bare 
Rto Grande do Norre Srnre 
Hondonzn Store 
S&o Pado Stare 
Sergzpe Srate 

Chile . Chxl~ 
I Anroj'agorrn Rovtnce 
1 Ayllu Solor Dlstncr 1 San Pedro de Arac~ma Drsrncr 

Colombla . Colombte 
Amazonor Dqartmenr 
Anrroqutn Deparrmenr 
Arlonrro Depnrtmcnr I B o l i i u  Depanmmr 

I Bovnca Deportment 
Cdldar Deporrmcnr / Cnquem Intendency 
Ciluca Deporrmenr 

' C~IYI  Deparrmcnr 
Choco Depnrmenr 
Cordoba Deportment 
Cundznnmarca Depnrrmenr 
Guo~zm Deparnent 
Hudn Department 
Magdalenn Department 
M e r o  Deporrmenr 
Nanna Department 
,Cone de Sunronder Deparrmcnz / Funrzmnva D~pnrrmenr 
Quzndro Depnrrmenc 
Ktrornldn Deportment 
Alrn 4ndrer Intendency 
SonJore del Guovrrrre D~parimenc I Sonla Fr dr Bogota Deponmcnt 
Tvnzonder Deparrmrnr / Sucre Drporimenr 
Tohmn Departmeor 

1 Vulle Deporrment 

Casw &=.a 
' Lmnn Ractnce 

L n  fore Ifovxnce 

Ecuador. Equareur 
4ru.w Proizncr 

dorxirrr Rnvrnre 
C m v r  Rnrrncr 
Cdrch~ Rovtnr r  
Chzmborozo Rncrncc 
Coropoxi Rovznce I LI Orn Rnvtnce 

1 Lrmeraldar fiovlnce 
1 Gulopagor Pmvxnce 

Gunvnr Provznrr j Imboburo Rovmcc 
Lnja R o t  zncc 1 Lor Rzai Rorzncr 
Monubr Rodtnce 1 v m n n  Rovznce 
hopo Rouznce 

I'u\:o:a I+ozmcr 
I'trh~nchu Rozznrr 
Cucrrrnbtn> Provrnce 

I 1 unpurahuo Rnotncr 
Ldmnro Chlnchrpe Provzncc 

El Salvador 
1 rniral Kcptnn 
H~rropnltron Heprnn 
ih  tdentur Rrgmn 
Orce,trul H~gton 
I'urorrntrol Repzon 

r r c n c h  Gutana  
Guyanc franpansc 
Guatemala  
4ltu V mpnz Deportment 
Bola Vc'eropoz D~porrmrnr 
Chtmulrrnvngn Deponmrnr 
C h ~ ~ u ~ m u l o  Deparrment 
LI Roqrcro Deparrmenr 
L,cuznrlu L.urrrrrnvla Dlpur!mrnc Deparrmrnz 

rluehtretenongo Deparrmmt 
kobo1 Deparrmenr 
Ja~apn Dcportmenc 
Yunapa Depnrtment 

I Prren Depnrrmenz 
Qne1;oltenongn Deporcmenr 
Qvrch~ Deportment 
Rrtnlhuleu Department 

I Socorepequez Depnrtmenr 
1 Son Marcar Deparrment 
I Sunra Rorn Depnrmnr  
1 Solola Deparrmenr 

Suchtrepequez Departmenr 
Toronzcopon Depnnmert 
Zacapo Deportment 

Guyana 
Hcg~on I (BonnnlWaznz) 
Hcgron I1 (PomemodSuppnnam) 

Honduras  
Cumnynpa State 1 Cholutecn Dgarrmenr 
Correr Deparrmenr 

i 
' Ll Pdmao Depanmenr 

I roncirco Moroznn Deparrmenr 1 
, Omoe Srote 

Sunrn Berbatn Department 1 
1 ollc Deponmenr 
Loro D'portmenr I 

Mewco. M e n q u e  
Camprchc Store 
Chmpor Store 
Chzhrrnhuo Store 

tsmro federal 
I 
1 
I 1 Gurrrero State 

Hzdnlgo Store I 
.7aLsco Store I 

/ MtchoaranSrate 
1 

Morelor Store 
1 

Veuvo Lcon Sure  
I ~ a x a c a  ~ r o r e  I 

l'uebln Slate 
Quereraro Srnte 

I 
Qurnmnn Roo State 
San Luzr Pororz Srare 
Sonora Stale 
Tobnrco Stotr 
T~moulrpor Srore 
Tlarcoln Sroic 

1 V~rucnzz Srare 
1 Yscurun 9 o t e  

I Ldcu!eco Srore 

Nicaragua 
Booco Depormtrnt 
Corozo Deparrmcnr 
Chznnndego Depunment 
Chonroler Department 

, Lstelr Deportmenr 
Gronodo Deparrmant 
Jrnorega Deportment 
L ~ o n  Deporrmcnr I 
Mudn; Deparrmenr 
Mnnoguo Departmenr 
rM~rovv Dcpormenr 
Murogolpo Depanmenz 1 
Vurvn Segnvra Deporrmcnr I 1 Rzo SonJuan Deparrmrnz / Rzvnr Depnrmtenr 

P a n a m a  
I 

I Colon Rnvrnce 
Comurcu Dvnrn Fmvrnce de San Blur 

I'unomo Provrnse 

P e r u  Perou 
4rna:onur Deporcmenr 
4nrrrrh D~prrrrmenr 
4pt~nmoc Deporrmenr 
4requlpo Depurrmmt 
Irururhn Deponmenr 
Cdjomorcn Depnnmenr 
Colloo Ravrnce 
Ciccn Drpanmenr 
Huoncnvrlrco Dqortmenr 

I Hurr,rucn Depnnmrnr 
Icu Dtponmenr 

1 Juntn Depanmenr 

I Lmnboyeque Depanmenr 1 Lrma Dcpnnmrnr 

I 
1 Lu Lrberrnd Depanmenr 1 
I Loreto Department 
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sponrbles 

I - ~ m p o r r e d  r - rensed,  s - suspect  
I - Impone, r - revlac, a - ~ u r p c c r  1 

I 

r 
Mridrc de Dzor Depnrrmcnr 
Mnyuegua Deporlrnenr 
Pnrco DQnrfmenI 

Pun" Deperrmenr 
Fun A iartm D.panmmt / 7 ornn Dcparrmenr 

1 1 umber D~pnrrmenr 

Cholera 8 Cholern 

S n  L a d a  1 , 4 m e ~ 0  Amer~que ' t e u n d u r  . Equateur  ~ ~ m d  Vadu Slate 
Anna D~srnct Purrvlarn Healrh Dzztnon 1 Vapo h v m c e  

I norono Panrzupo Prounnc6 

Chlnglcpur Dlsurct Arschch~karruwa Dlsrncl Bolnvta . Bolrvle 

Madms Dlsrnct Chrlaw Dlstnct B~nz Deparlmenl Humayacu O~srncr 

Madural Dlsrncr I Maraw~la D~srncr Blll~vzan Prowncc 1 Puroza Rnurnce 

Nonh Arcor Dlsrn~r  Kurencgola Heal* Dtwuton I ltcner Pravlncc Pucumbror Rovrncr 

Pudukkorral Drsrnct BInglnya Dlstrlct C,,chabornba Deparzrnenr i tdrnoru Ch nchzpe Rovtncr 

Thanvawr Dlsrncr j .\yopayo Pravlncc 
Vies Nam Carrnsco Provlncc I ~ e r u .  Perou 1 

1 Afnto w Afr~que 

C o m o r o s  - C o r n o r e s  

I L~nvnla Depnrrmml T~ruch~rapalh Dlsrnct I Brnh Trr Thten Rowlnr Chapare Provlncc 
I Tlmnclvclll Drsrncr 1,nn:ono~ Dcparrmrnl 

Sur tnnme Vcllorc Dlsrncr 
1 ~Vghru Blnh Raw~nce Lu Po; Dcpnrrmenr jrrculh LJepunmenl 

Phu Khrrnh I+oumce Larccara ~rovlncc  lvrrcurhn Deparrmrn 
1 

1 \lurnwcjne Dtrrncr Vlll~puram Dlsrncr Munlla Pronncc i l ~ ~ u n i u  rrnuancr 
Urznr Rodfish Srate 

1 Venezuela W'ri Bcngal Srore Yellow fever 8 F~evre laune ~ ~ ~ ~ ~ ~ ~ ~ ~ c ~ n c c  \ ~ n  Isrqc Sanr~llana Dxsulct 1 

+tr:naregul Srorr I Calcurra q iwco U~purrrncnr 
+pure S ~ U I C  Africa Afr~que Sud t ungas Prnnncc Ld Canrrrnr,an R o ~ r n r e  
4rot.110 Srilre I r a n  Islamic Rep of Angola )unra CN: Depa~trn~nf Ccharnrc Dlsfnct 
Uvrrnirr Ttufr ~ e p  lslamrque d' Bengo Provlncc , 4ndrcr lbancz Provlncc , hlCan, ~ ~ ~ r ~ ~ t  
( ~ r u b o b  Ftare krnnon Rournce Luanda Pronncc Cnrd~llcra Provlncc I Maranura D~srncr 

Fionda Provlncc Ullra Amucum Smlc Khuarttan Rovtn~e 
, Guucrrcz k o v ~ n c c  

Sanra Ana Dzsrncr 
i & d ~ ~ e i D o r n c r  I sirrun and Bnluchamn Prnvznce I B e n ~ n .  B e n ~ n  Huilnuco Deponmrnr 
huunco Trurc lnnthahr Datnct , Dcpdnrrncnr del Arakora l~ht lo  Prownc~ 1 Huurnili~rr Ifavrncr 

\!~rIdd sru!c \,kshahr D~stncr Kcrou S Prcf 
Braztl B r e s ~ l  Mnnzon Dlsmcr 

~ ! ~ , d n d a  7lure L~~ pcoplc s Democrsnc  Dc~a"crnmrduBorfou 
1 Banlkoara S Prcf 4tnnpo '3~16 L encin Pvndo Rovtrue 

\Jorruoa, CZUIC R e p u b l ~ c  ?,Ionla Roblcs Dlsmct 
I 

Rcpubllque demoeranqu' ' Bcmberekc Macapa Murncipla 
t u  L~pvrru Cmh 

Gngounou S Prcf jmoznnor Scote 4uc~yacu D~srncr 1 
\urrr Ccurc p o p u l a ~ r e  la0 

kdr~mama S Prcf Carc~ro M u n ~ c ~ p l o  J C Cdrrello Dlsrncr 
lllrh!ro Clare .lclupvc f io~lnc8 

Malan\llle S PrCf I Mvmnhnn Srnrc 1 eancln Prado D~stncr 
Lul!a FIOIC &/ZEO Row~nce S~ncndc S Prcf I Barra do Corda ~Munlclp~o Monzon Dlstrlct 

1 I<uhommouane Ruwrnce 
cameroom. Cameroun 1 M'rador Mun'crp10 

1 P Lupndo Dtrrncr 
I Asla k l e  Luangnnmtho Proztnce Rupa Rupa D~srncr 

Afghaniscam Louongprobang Rovrncc fioumce de I Exrreme-Nord ) P"$:"fezul do Norte , Mdrunon Prou~nce 
Bodenhrhan Province Ouodornxay Rov:*ce , Mayo Sava Depancmenr Mun~clplo Lholan Dzstnct I 
Bnghlrrn f i o v ~ m e  Saravanne Rovlnce Mayo Tsanaga Deparrcment I qlcnqucr M~~~~~~~~ p,mn Dcporrmen: 
Baikh Rovrnce Saoannakhet r+outnce I Gabon 1 SAO Fclm do Xlngu C,vunchurnovn /+or tnce 
HLlmand Proutnce 1 Phlnc Dlsrncr I Froutncr Oyonue Iwrndo Mun,c~p~o Chanchamavo D~srncr 
Hcrar Prournce Soyaboury Rov~nce Makouko Tucuma Munlciplo Pcrenc Dlrrnct I habul Routnce Tekong Prowlnce 1 Gambta  . Gamble Colombtn. Colornble 

$an Luxr Scvaro Dlrrr~cr 1 . k o n d a h n r f i o v t ~ ~  1 Malaysra . M a l a m e  Upper a v e r  D~vrs~on dn~goyuro Dcpvrrmenr Vlloc Drsrrlcc 
, K~lpxrn Prouznce Selonpor Srare 

Anon ~ u n l c l p l o  
Cdilpo l'ioulnce 

1 Kundus Province I (Arms robe  notrfied - Zonc3 a 
T ~ r a z a  Mun~crpln Cov~rlall Dlsrncr 

,Vontorhar Provrnce I noufrcr) I E,"rLar l  Regton 1 Mazaman Dlsrncr 
tubul Rouzncr I Mongolla Mongolre 1 (4rcas 10 bc nonfied -zones  non 1 A ~ $ ~ , , ~ ~ ' ~ ~ ~  1 Pangoa D I S U I C ~  

1 Bhuran Bhouran I Orkhon Prowmce 1 cncorc prcusecs) I Arauca Munlcrpro Prchanal~ D~srncr 
Vongar Dlsrncr Ulanrolgor D~srncr Saravena Munlupro 1 Upper Wesc Regzon &o Negro Derncr 

Selenge Provlnce I Jmpa D~srncr B w c o  Deparrmenr I b o  Tambo Dlsrncr 
I Saupo Dlsrncr , Phuntshollng D~sulcr  Khoral D~sulc t  I Gumea . G u ~ n e e  I Chlra M u n ~ c l p ~ o  
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Progress Toward Ellmlnat~on of Measles from the Amer~cas 

In 1994, the Pan Amer~can Health Organ~zat~on (PAHO) establ~shed the goal of 
e l ~ m ~ n a t ~ n g  measles from the Western Hem~sphere by 2000 ( 1 )  To reach thls goal, 
PAHO developed a measles-el~m~nat~on strategy that Includes three vacclnatlon com- 
ponents ("catch-up," "keep-up," and "follow-up"*) and Integrated ep~dem~ologlc and 
laboratory surve~llance (2-5) The aim of the strategy IS to ach~eve and maintain h ~ g h  
levels of measles immunlty among Infants and ch~ldren and detect all chams of trans- 
mlsslon of measles vlrus through careful surve~llance Th~s  report updates measles 
surveillance data through February 1998 and summarizes the Impact of e l ~ m ~ n a t ~ o n  
strategies on measles In the Amer~cas 

Each country In the Reg~on of the Amer~cas, except the Un~ted States, the French 
Ant~lles, and the Netherlands Antilles, conducted measles "catch-up" carnpalgns dur- 
~ n g  1987-1994 Vacc~nation coverage ach~eved durlng these campaigns wJas 94% re- 
g~onw~de,  and country-spec~f~c coverage ranged from 71% to 99% In addlt~on, routlne 
measles vacclnatlon coverage among Infants Increased from 42% In 1980 to 86% In 
1996 (F~gure 1) In 1996, a total of 27 (57%) of 47 countrles and terrltorles ach~eved 
290% coverage, 15 (32%) ach~eved 80%-90% coverage, and flve (1 1%) ach~eved ~ 8 0 %  
coverage In t h e ~ r  routlne vacclnatlon servlces Slnce 1994, a total of 26 (55%) of 
47 countrles and terrltorles also have conducted "follow-up" vacclnatlon carnpalgns 

The annual number of reported measles cases In the reglon decreased substan- 
t~a l l y  (F~gure 1) In 1996, a record low 2109 conf~rmed measles cases was reported 
from the reglon Of the 47 countries and terrltorles that prov~ded weekly measles sur- 
ve~llance data to PAHO, 29 (62%) reported no conf~rmed cases, and 38 (81%) reported 
$10 cases Most of the reglon was free of measles virus c~rculat~on dur~ng 1996 

In 1997, however, a resurgence of measles occurred ~n the reglon Prov~s~onal data 
from January 1997 through February 1998 ~nd~ca te  that 88,485 suspected measles 
cases were reported from the countrles Of these, 27,635 (31%) have been conf~rmed, 
33,120 (37%) have been discarded, and 27,730 (31%) are under lnvestlgatlon 

Of the 27,635 conf~rmed cases In 1997, a total of 26,919 (97%) were conflrmed by 
laboratory testing or l~nked ep~dem~ologically to a laboratory-confirmed case, and 

"Catch-up IS defrned as a one-tlme vacclnatlon campalgn targetlng all ch~ ldren aged 9 months- 
14 years regardless of h~s to ry  of measles d~sease or  vacclnatlon status, keep-up IS defrned as 
routlne servlces a ~ m e d  at vacclnatlng s90% of each successive b ~ r t h  cohort and follow-up IS 
de f~ned  as a vaccrnatlon campalgn conducted at least every 4 years targetlng all ch~ ldren aged 
1-4  years 

U S DEPARTMENT OF HEALTH AND HUMAN SERVICES 
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FIGURE 1 Reported number of conf~rmed measles cases and reported measles 
vacc~nat~on coverage, by year* - Regton of the Amencas, 1980-1997 

Year 
"Coverage for chrldren at age 1 year through routlne vacclnatron servrces (excludrng Canada 
and the Unrted States) 

Source Pan Arnerrcan Health OrganrzatronNVorld Health Organ~zat~on 

716 (3%) were confrrmed clinically, without laboratory Investigation Braztl 
(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), Argentrna (961, Chile (59), Venezuela (27), and Costa Rica (15) all 
reported >I0 confirmed measles cases durrng 1997 

B r a d  
Of the 26,348 confrrmed cases reported from Brazll, 20,186 (77%) were reported 

from S5o Paulo (Figure 2), the only state that d ~ d  not conduct a follow-up measles 
vaccination campaign in 1995 Most cases durrng this outbreak occurred in persons 
restding in the greater S i o  Paulo metropolltan area Of the 19,322 confirmed measles 
cases reported from S i o  Paulo forwhtch patient age was known, 9938 (51%) occurred 
in persons aged 20-29 years The highest age-specifrc lncldence rates were reported 
for infants aged < I  year (456 cases per 100,000 population), young adults aged 20- 
29 years (156), and chtldren aged 1-4 years (45) 

Many cases occurred among young adults who were members of groups congre- 
gating in enclosed envtronments, includ~ng male mlgrant workers from rural areas, 
students, health-care workers, tour~st ~ndustry workers, and rnll~tary recrults Twenty 
measles-related deaths were reported, 17 (85%) occurred among infants aged < I  year 

Genomic sequencing of vlrus ~solates from Braz~l, performed by CDC's Respiratory 
and Enterlc Viruses Branch, demonstrated that the virus circulatrng rn Sao Paulo was 
similar to  vtrus isolates recently obtarned from Western Europe, suggesting that 
the virus responsible for the outbreak may have been lmported from Europe The 
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FIGURE 2 Reported number of conf~rmed measles cases (n=27,635), by country - 
Reg~on of the Amer~cas, 1997 

1 dot=5 Measles Cases 

measles vlrus c~rculatlng ~n Siio Paulo spread to almost every other state in Brazll 
Other B raz r l ~a~  states reporttng large numbers of measles cases Included Bah~a 
(1013 cases), Mlnas Gerats (6261, Ceara (594), RIO de Jane~ro (5771, Parana (462), and 
the Federal D~s t r~c t  (432) Other countries ~n the region document~ng spread from Siio 
Paulo were Argent~na, Ch~le, Costa R~ca, Paraguay, Peru, and the Un~ ted  States 
Epldem~olog~c lnvestlgatlon IS under way to determine spec~ftc r~sk  factors for mea- 
sles ~n SSo Paulo 

Several factors may have fac~l~tated w~despread measles transmlss~on ~n the 
greater Sao Paulo metropolltan area ~n 1997 F~rst, the lack of a t~me ly  follow-up vac- 
c~nat lon campalgn ~n 1995 for ch~ldren aged 1-4 years, comb~ned w ~ t h  low routlne 
vacclnatlon coverage among Infants, resulted ~n rapld accumulat~on of suscept~ble 
preschool-aged ch~ldren Second, the presence of large numbers of suscept~ble young 
adults who had not had natural measles ~nfectlon or measles vacclnatlon Increased 
the r ~ s k  for a measles outbreak Thlrd, measles vlrus was probably lmported from 
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Europe ~ n t o  S5o Paulo Frnally, the h ~ g h  population densrty of SZo Paulo greatly fac~li- 
tated contact between infected and suscept~ble persons (6) 

Canada 
During 1997, Canada reported 570 confirmed measles cases Of these, >300 cases 

occurred ~n a unrversity comrnunlty ~n Brltlsh Columb~a Most cases occurred In young 
adults who had been vacc~nated prevrously w ~ t h  one dose of measles vacclne 
Genom~c analysls of measles vlrus obta~ned from patients durlng this outbreak sug- 
gested that measles vlrus crrculat~ng rn Britlsh Columb~a was ~mported from Europe 
Measles vrrus from the outbreak ~n Brrt~sh Columb~a spread to the nerghborrng prov- 
lnce of Alberta, where 245 cases were reported, most cases occurred ~n school-aged 
chrldren who were vacc~nated previously wrth one dose of measles vaccine 

Un~ted States 
Dur~ng  1997, the Un~ted States reported a provis~onal total of 135 confirmed mea- 

sles cases Thrs IS the lowest number of cases ever reported and IS less than half the 
previous record low rncidence of 309 cases In 1995 Dur~ng a 7-week per~od, no ~ n d ~ g e -  
nous measles cases were reported, suggesting an Interruption of measles transmrs- 
sion F~fty-seven (42%) of the reported cases were documented as internat~onal 
~mportations, prrmarlly from Europe and Asla In 1995 and 1996, no documented Im- 
portatrons from Latrn Amer~can or Car~bbean countries to the Un~ted States were re- 
ported + In 1997, however, five conflrmed ~mported measles cases were reported from 
Braz~l, all from S5o Paulo Spread from ~mported cases was Iim~ted, and the largest 
outbreak ~n the United States durrng 1997 compr~sed e~gh t  cases 
Reported by Specla1 Program for Vacclnes and lmmun~zatlon, Pan Amerlcan Health Organiza- 
t~on, Washington, DC 

Editor~al Note Substant~al progress has been made toward e l~m~nat ing measles virus 
from the Americas Most countries have Implemented PAHO's measles-elim~nat~on 
strategy, and rnd~genous measles virus clrculat~on has been interrupted in large geo- 
graphrc areas of the reglon In add~tlon, Improvements have been made ~n measles 
surve~llance throughout the reglon, ~nc lud~ng  the development of a regional measles 
laboratory network wlth at least one measles reference laboratory ~n every country 

Although the relatlve resurgence of measles In the Amerrcas during 1997 repre- 
sented a major Increase over the number of cases reported rn 1996, these cases strll 
represented only approx~mately 10% of those reported ~n 1990 Moreover, the measles 
cases reported in the Amer~cas in 1996, the last year for whlch comparable data were 
ava~lable, represented only 0 3% of the total reported global cases (7) Measles case 
surveillance data, combrned w ~ t h  molecular eprdem~ologlc ~nformatron provided by 
PAHO's measles laboratory network, suggest the countries of the Amerlcas are con- 
stantly challenged by ~mported measles vlrusfrom other regions of theworld in whrch 
measles remains endemic (8,s ) 

The outbreak rn Brazil demonstrates that the absence of measles vlrus c~rculat~on 
does not rndlcate the absence of rrsk for measles outbreaks Thls outbreak h~ghlights 
several major challenges fac~ng the reglon F~rst, the countries of the Amerlcas need 
to achreve and malntaln the h~ghest populat~on Immunity level poss~ble ~n Infants and 
ch~ldren and to supplement existing strategies by targeting measles vacclnatlon to 

+In 1995 one case that could have been Imported from a Latrn Amer~can country was reported, 
however subsequent lnvestlgatlon revealed no ev~dence of measles transmlsslon In that 
country 
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adolescents and young adults at highest risk fo r  exposure to measles vlrus Second, 
surve~l lance needs t o  be strengthened to  detect population groups susceptible t o  
measles and possible foci  of transmission established b y  measles importations 
F~nally, Increased effortsfor control and regional e l ~ m ~ n a t i o n  of measles are needed in  
other regions of the wor ld t o  decrease the quantity o f  measles virus exported to  the 
Americas as a step toward global measles eradication ( 70) 
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Sulcrde Among Black Youths - 
Un~ted States, 1980-1995 

Although black youths have historically had lower suicide rates than have whites, 
during 1980-1995, the suicide rate fo r  black youths aged 10-19 years increased f rom 
2 1 to  4 5 per 100,000 population As o f  1995, suicide was the third leading cause of 
death among blacks aged 15-19 years ( 1 ), and high school-aged blacks were as likely 
as whites t o  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 fo r  black youths have 
Increased more, and the gap between rates for  black and whi te youths has narrowed 

Data fo r  suicides were obtained f rom CDC's National Center fo r  Health Statistics 
Underlying Cause o f  Death Mortality fi le ( 3 )  and were based on the Internat/onalClas- 
slficatton of D~seases, Ntnth Rev~ston* Population estimates were obtained f r o m  the 
Bureau o f  the Census decenn~al estimates for 1980 and 1990 Age-speclfic rates were 
calculated per 100,000 population 

D u r ~ n g  1980-1995, a total of 3030 blacks aged 10-19 years comm~t ted  su~c lde In  the 
United States D u r ~ n g  this per~od,  the su ic~de rate fo r  blacks aged 10-19 years in- 
creased 114% In 1980, the sulclde rate forwhi tes aged 10-19 years was 157% greater 

*Surclde codes were for porsonlng (E950 0-E952 9), strangulat~on (E953 0-953 9), f~rearms use 
(E955 0-E955 41, and cuttlng (E956 0-E956 9) 
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than the rate for blacks By 1995, the rate for whltes was only 42% greater than the rate 
for blacks 

Among blacks and whltes aged 10-19 years the sulclde rate Increased most for 
blacks aged 10-14 years (233%), compared wlth a 120% Increase for whltes (F~gure 1) 
Among blacks aged 15-19 years, the sulclde rate rncreased 126%, compared wlth 19% 
for whltes (Figure 2) Among black males aged 15-19 years, the sulclde rate Increased 
146%, compared wlth 22% for whlte males 

F~rearms use was the predornlnant method of sulclde for blacks aged 10-19 years. 
accounting for 66% of sulcldes In thls group Among blacks aged 15-19 years, fire- 
arms use accounted for 69% of sulcldes, followed by strangulatlon (18%) Among 
black males aged 15-19 years, f~rearms use accounted for 72% of sulcldes, followed 
by strangulatlon (20%) F~rearm-related sulcrdes accounted for 96% of the Increase In 
the sulclde rate for blacks aged 10-19 years 

Durlng 1980-1995, trends In sulcrde rates for black youths dlffered by region The 
largest Increase In sulclde rates occurred for blacks aged 15-19 years rn the South 
(214%), followed by the Mldwest (114%) By sex, the largest Increase in sulcldes 
occurred among black males aged 15-19 years In the South (223%) 
Reporfed by DIV of Violence Prevent~on Nat~onal Center for Injury Prevent~on and Control, CDC 

Ed~ to r~a l  Note Although sulcldes have Increased overall among youths (4 ) ,  the f ~nd -  
~ n g s  In thls report lndlcate that, durlng 1980-1995, sulclde rates for black youths have 

No/theast=Connect~cut,Ma~ne, Massachusetts, New Hampsh~re New Jersey New York, Pennsylvania Rhode 
Island and Vermont M~dwest=l l l~no~s lnd~ana Iowa, Kansas, Mlchlgan Minnesota M~ssourl Nebraska 
North Dakota, Ohlo, South Dakota and W~scons~nSouth=Alabama Arkansas, Delaware Dlstrlct of Colum- 
bla, Florlda, Georgla, Kentucky Loulslana Maryland, M ~ s s ~ s s ~ p p ~  North Carollna Oklahoma South Carol~na 
Tennessee Texas Vlrglnla, and West Vlrglnla West=Alaska Arlzona Callfornla Colorado Hawall Idaho 
Montana Nevada New Mexlco Oregon Utah Washington and Wyomlng 

FIGURE 1 Sulc~de rates* for blacks and whltes aged 10-14 years, by year - Unlted 
States, 1980-1995t 

Year 

- 

- 

- 

*Per 100,000 populat~on 
+Broken llnes lndlcate years w~th  <20 cases 

/ / 
Wh~te - 
Black - 
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FIGURE 2 S u ~ c ~ d e  rates* for blacks and wh~ tes  aged 15-19 years, by year - Un~ ted  
States, 1980-1995 

2 , ,  , , , , , . . , , . . . ,  

1980 1982 1984 1986 1988 1990 1992 1994 

Year 
*Per 100,000 populat~on 

Increased substantlally, particularly In the South In addlt~on, the difference in suic~de 
rates for blacks and whltes has decreased substantlally 

Rlsk factors assoclated w ~ t h  sulcldes among youth include hopelessness, depres- 
sion, famlly history of sulclde, impulsive and aggressive behavlor, soclal lsolatlon, a 
previous sulclde attempt, and easier access to alcohol, llllcrt drugs, and lethal suicide 
methods (5) Changes In some rlsk factors (e g , breakdown of the famlly and easler 
access to alcohol, l l l~cl t  drugs, and lethal suiclde methods) may account for the In- 
creasing sulc~de rate among youths However, these changes may not account for the 
Increase In sulcides among blacks aged 10-19 years One posslble factor may be the 
growth of the black m~dd le  class (6) Black youths In upwardly mob~ le  famllies may 
experience stress assoclated w ~ t h  their new social envlronments Alternatively, these 
youths may adopt the coping behavlors of the larger society In whlch sulclde IS more 
commonly used In response to depression and hopelessness ( 7 )  Another factor may 
be dlfferentlal recording of suiclde as a cause of death on death cert~flcates Sulclde as 
a cause of death may be entered less readliy for black youths than for whlte youths 
( 8 )  

In addltlon, rlsk factors assoclated w ~ t h  sulclde among youths In general may not 
predict sulcldal behavlors among black youths Differences In the soclal envlronments 
and Ilfe experiences of black and white youths suggest the need to determ~ne whether 
r~sk  factors for sulclde In black youths dlffer from those of wh~tes For example, the 
exposure of black youths to poverty, poor educational opportunltles, and dlscr~rnlna- 
tron may have negatively Influenced the~r  expectatlons about the future and, conse- 
quently, enhanced their reslllency to sulclde (9) 

- 

- 

- 

- 

- Wh~te 
Black - 
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Although youth surcrde prevention programs exrst, lrttle IS known about their effec- 
tiveness In reducrng surcrdal behavlor ( 70) These programs also may not address the 
risk factors assocrated wrth the Increasing surcrde rates for  black youths If rrsk factors 
fo r  sulcide drffer for  black and whrte youths, exlstrng programs for surcrde preventron 
that target black youths may need to  be mod~f red 

A better understanding o f  the rrsk factors associated w ~ t h  surcrde among black 
youths IS needed to develop approprlate preventlon and treatment programs Evalu- 
atrons of exlstlng programs t o  prevent youth su~crde should examine the potentral fo r  
drfferentral effects on black youths 
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Update Influenza Actrv~ty - Un~ted States, 1997-98 Season 

In collaboratron wrth the World Health Organrzatron (WHO), its collaboratrng labo- 
ratories, and state and local health departments, CDC conducts surveillance to  monr- 
to r  rnfluenza actlvrty and t o  detect antrgenrc changes in  the crrculatrng strarns o f  
Influenza viruses Thls report summarizes rnfluenza surveillance In the Unrted States 
f rom September 28, 1997, through March 7, 1998, and presents reports of outbreaks 
In long-term care fac~ l r t~es  (LTCFs) In three states and at a mrlrtary base The f~nd ings  
rndrcate that this season has been domrnated b y  rnfluenza A(H3N2) vlruses and char- 
acter~zed b y  a sustarned elevatron In pneumonra and rnfluenza (P&l)-related deaths 

Influenza actrvlty In the Unrted States began durlng October, Increased sharply dur- 
ing  December and January, peaked durrng late January through early February, then 
declrned From September 28, 1997, through March 7, 1998, WHO collaboratrng labo- 
ratorres tested 64,421 clinical specimens for  respiratory vlruses, and 10,264 (16%) 
were posltrve for rnfluenza Of these, 10,247 (99 8%) were influenza A, and 17 (0 2%) 
were influenza B Of 2453 rnfluenza A ~solates that were subtyped, 2447 (99 8%) were 
A(H3N2), and SIX (0 2%) were A(HIN1) Of the H3N2 rnfluenza A vrruses, 188 were 
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ant~genically character~zed by CDC, 44 (23%) were s ~ m ~ l a r  to A/Nanchang/933/ 
95(H3N2), the A/Wuhan/359/95(H3N2)-I1ke component In the 1997-98 ~nfluenza vac- 
cine and 144 (77%) were slmllar to A/Sydney/05197(H3N2), a related but ant~genically 
d~st~ngu~shable varlant of the A(H3N2) component of the 1997-98 Influenza vacclne 
All e~gh t  ant~genlcally character~zed Influenza B and five of SIX antrgenlcally charac- 
ter~zed Influenza A(HIN1) viruses were s ~ m ~ l a r  to the 1997-98 Influenza vacclne com- 
ponents 

State and territor~al ep~dem~ologists first reported w~despread Influenza activ~ty* 
f rom Pennsylvan~a for the week end~ng December 20 Influenza actlvity peaked In the 
Un~ted  States durlng the week erldlng February 7, when 46 states and New York Clty 
reported reg~onal orw~despread actlvity During the week ending March 7, the number 
of states reporting reg~onal or w~despread influenza actlvity decllned to 27 

' The percentage of patlent vrslts to sent~nel physicians for ~nfluenza-l~ke illness (ILI) 
f ~ r s t  exceeded basel~ne levels (0-3%) dur~ng the week end~ng January 3, peaked at 
5% from January 18 through February 7 and returned to basel~ne levels dur~ng  the 
week end~ng February 21 The percentage of deaths attr~buted to P&l as reported by 
the v~ ta l  statlstlcs offlces of 122 cltles f~ rs t  exceeded the ep~demrc thresholdt dur~ng 
the week end~ng 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 Connect~cut, New York, and Vlrgln~a Three out- 
breaks in LTCFs and one on a mrlitarv base are descr~bed In t h ~ s  report In these rnves- 
trgatlons, d~sease and Influenza vacclnatlon status of res~dents of LTCFs and vac- 
crnatron status of mllrtary squadron members were ascerta~ned by med~cal record re- 
view Among staff of LTCFs and among mllltary squadron members, drsease status 
was ascerta~ned by self-adm~nrstered questronnaires ILI was deflned as e~ther  1) a 
posltlve culture or rap~d-ant~gen test for Influenza In a person w ~ t h  respiratory symp- 
toms or 2) cough and e~ther perceived or measured fever (2100 F [237 8 CI) or chills 
For the LTCF In Connectlcut, measured fever was def~ned as a temperature 2100 5 F 
(238 1 C) An ~nfluenza-related death was def~ned as a death that occurred w ~ t h ~ n  
2 weeks of onset of ILI, with no intervening asymptomatic per~od and no alternatlve 
explanat~on ( 7 )  Vaccine effectrveness (VE) was calculated as VE=[ARU-ARV/ARUl x 
100, ARU is the attack rate In unvacc~nated persons, and ARV IS the attack rate In vac- 
c~nated persons (2 )  

Connectlcut 
All Connecticut LTCFs are requ~red to report outbreaks of resplratory d~sease to the 

Connecticut Department of Publlc Health (CDPH) When reports are received, LTCFs 
are encouraged to test for Influenza Rap~d-antigen testing and/or culture are made 
ava~lable at no cost by the state laboratory durlng the Influenza season LTCFs are 
encouraged to ~mplement Influenza outbreak control measures as recommended by 
the Adv~sory Committee on lmmun~zat~on Pract~ces (ACIP) (3) 

*Levels of actlvlty are 1) no actlvlt~ 2) sporad~c-sporadically occurring influenza-like ~llness 
(ILI) or culture-conflrrned Influenza wlth no outbreaks detected 3) reglonakoutbreaks of ILI 
or culture-conf~rmed Influenza In countles wlth a cornblned populatlon of <50% of the state's 
total populatlon and 4) widespread-outbreaks of ILI or culture-conflrrned Influenza ~n countles 
wlth a cornb~ned populatlon of 250% of the state's total populatlon 

+The epldern~c threshold rs 1 645 standard devlatlons above the seasonal basellne The expected 
seasonal basellne IS projected using a robust regression procedure In whlch a perlodlc regres- 
slon model IS applled to observed percentages of deaths from P&l slnce 1983 
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From December 1, 1997, through February 28, 1998, a total of 118 (44%) of 
271 LTCFs reported resprratory outbreaks to CDPH, 21 were confrrmed as rnfluenza A 
outbreaks On December 12,1997, a LTCF In New Haven County reported an outbreak 
of rnfluenza A Because thrs was the frrst confrrmed rnfluenza outbreak In the state for 
the 1997-98 season, an eprdemiologrc rnvestrgatron was conducted 

The LTCF has 172 staff and 131 residents drstributed In four unrts Of naso- 
pharyngeal swab specrmens obta~ned from 42 res~dents wrth ILI, 20 (48%) were posr- 
trve for rnfluenza A by raprd-antrgen testrng Influenza A (H3N2) was rdentrfred by 
culture In nine specrmens at the state laboratory, and three rsolates were further char- 
acterrzed at CDC by hemagglutrnatron-~nhrbrtron testrng as A/Sydney/05/97(H3N2)-Irke 
Medrcal records of all res~dents were revrewed From December 6, 1997, through 
January 3, 1998, a total of 57 (49%) of 116 vaccrnated resrdents and seven (47%) of 
15 unvaccrnated residents developed ILI WE=-5% [95% confidence interval (CI)=-87%- 
41%1) Frve (4%) vaccrnated resrdents and one (7%) unvaccrnated resrdent dred from 
influenza-related complrcatrons (VE=35% 195% Cl=-416 8%-91 9x1) Begrnnrng 
December 17, amantadrne treatment was provrded to two persons wrth ILI, and start- 
rng December 19, amantadrne prophylaxrs was provrded to 21 resrdents who were 
asymptomatrc 

New York 
Each year, the New York State Department of Health sends a memorandum 

to LTCFs and other lnstrtutrons recommendrng vaccrnation of res~dents, use of raprd- 
antigen testing durrng outbreaks of ILI, and raprd rmplementatron of ACIP- 
recommended outbreak-control measures rf rnfluenza IS confrrrned ( 3 )  

From October30,1997, through February 17,1998, a total of 213 (33%) of 650 LTCFs 
In New York state reported laboratory-confirmed rnfluenza A by raprd-antrgen test or 
culture, representing a 245% Increase over the 87 laboratory-confirmed rnfluenza 
A outbreaks reported durrng the 1996-1997 rnfluenza season Of 47 facrlrtres from 
whrch complete data were available, all reported prophylactrc use of amantadrnef 
rrmantadrne, and the medran ILI attack rate was 12% (range 2%-49%) 

On January 7,1998, a LTCF In Westchester County reported a severe outbreak of ILI 
The facrlrty has 180 day-shrft staff and 270 resrdents In SIX unrts On December 24, 
1997, resplratory specrmens were analyzed by a raprd rmmunofluorescent antrbody 
test and were negatrve for rnfluenza However, on January 7, 1998, two specrmens 
cultured at the state laboratory were posrtrve for rnfluenza A(H3N2) One rsolate was 
further characterrzed at CDC as A/Sydney/05/97(H3N2)-lrke Although rimantadrne pro- 
phylaxrs was admrnrstered to elrgrble resrdents on January 7, 1998, the outbreak had 
already peaked From December 16,1997, through January 7,1998, a total of 59 (22%) 
of 264 vaccrnated resrdents and one (17%) of SIX unvaccrnated resrdents developed ILI 
WE=-34% [95% Cl=-714%-78%1) Four (2%) vaccrnated resrdents and one (17%) unvac- 
cinated resrdent dred of influenza-related complrcatrons (VE=91% [95% CI=30 3%- 
98 8%1) Among the staff, 172 (96%) of 180 day-shrft staff persons completed a 
self-admrnrstered questlonnarre, 18 (30%) of 60 vaccrnated and 36 (32%) of 111 un- 
vaccrnated persons developed ILI (VE=7 5% [95% CI=-48 1%-42 2%1) 

V~rgln~a 
Durrng the 1997-98 rnfluenza season, the Vrrgrnra Department of Health (VDH) con- 

ducted active surverllance for outbreaks of ILI In LTCFs and recommended that LTCFs 
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conflrm Influenza us~ng rapld-ant~gen tests prov~ded by the state laboratory and Im- 
plement ACIP-recommended outbreak-control measures (3) 

From January 26 through February 27, 1998, the VDH recelved reports of resplra- 
tory dlsease outbreaks from 28 (10%) of 290 licensed LTCFs On January 26, a LTCF In 
Henrlco County reported an outbreak of ILI On January 31, ~nfluenza A was cultured 
at the state laboratory from five (71%) of seven nasopharyngeal swab speclmens ob- 
ta~ned from 1 1 1  res~dents Four ~solates were further character~zed at CDC as A/Sydney/ 
05/97(H3N2)-llke The facility had 202 staff members and 190 res~dents In flve unlts 

During January 7-31, a total of 42 (28%) of 150 vacclnated res~dents and 15 (38%) 
of 40 unvacc~nated residents developed ILI (VE=25% [95% CI=-20 1%-53 6%]) Nlne 
(6%) vacc~nated residents and two (5%) unvacc~nated res~dents died from influenza- 
related complicat~ons WE=-20% [95% CI=-434%-73%1) When all deaths assoc~ated 
wlth respiratory compl~catrons dur~ng  the outbreak per~od were ~ncluded, includ~ng 
those not meetlng the ILI case def ln~t~on, 10 (7%) deaths occurred among the vaccl- 
nated and four (10%) among the unvacc~nated (VE=33% 195% Cl=-101 5%-77 9x1) 
Among the staff, 16 (16%) of 101 vacc~nated persons and 18 (18%) of 101 unvacc~nated 
persons developed ILI (VE=I 1% [95% CI=-64 3%-51 9%1) Outbreak control measures, 
including antiviral prophylaxis, were fully ~mplemented by January 31 

M ~ l ~ t a r y  Base 
On January 15, 1998, an outbreak of ILI was reported among members of an Air 

Force squadron In Hawall lnfluenza type A was Isolated at the base laboratory from 
four nasopharyngeal swab speclmens collected from squadron members One Isolate 
was further character~zed at CDC as A/Sydney/05/97(H3N2) Of 362 squadron mem- 
bers, 254 (70%) completed the questlonnalre 

Durlng January 1-30, 1998, a total of 40 (20%) of 197 vacc~nated squadron mem- 
bers and 13 (24%) of 54 unvaccinated squadron members had ILI (VE=16% [95% CI=- 
46 0%-51 3%1) Med~an durat~on of illness was 6 days (range 2-14 days) among 
vacclnated members and 5 days (range 3-21 days) among the unvacc~nated Twenty- 
four (63%) of 38 vaccinated persons who had ILI and seven (54%) of 13 unvaccinated 
persons who had ILI and who responded to the questionnaire reported belng sent 
home by the squadron's doctor and staylng ~n bed because of symptoms (relative 
rlsk=l 17, 95% CI=0 7-2 1) Amantadine was not prov~ded for prophylax~s, but was 
used to treat 12 cases 
Reported by ML Carttec MD, Coordlnatoc Ep~dem~ology Program, NL Barrett, MS, Connectlcut 
Dept of Publlc Health, DR Mayo, ScD, SH Egbertson, Connectlcut State Laboratom Hartford, 
Connectlcut D Ackrnan, MD, S Kondrackl, G Brady, H Lelb, ME Hennessy, R Gallo, L Grady, 
PhD P Smlth, MD, State Ep~dem~ologlst, New York State Dept of Health S Jenklns, VMD, Actlng 
State Ep~dem~olog~st D Woolard, PhD M Llnn, MURe E Barrett, DMD, J Rullan MD Ofice of  
Ep~dernlology Virgln~a Dept of Health J Pearson DrPH, B Melsel, Vtrgrnla DIV of Consolidated 
Laboratory Svcs C Thorpe MD P Young, Henr~co Health D~strict BG Reglrer LLM S Jones 
MD P Gershonoff V Altrnan Hennco County long-term care fac~llty, R~chrnond Vtrginia N An- 
derson, Univ of M~ch~gan, Ann Arbor HJ Beecham ///, MD, AJ Yund, MD, Navy Env~ronrnental 
and Preventwe Med~cme Unit No 6 ME? Welgner MD J Herbst, BS W~seman, Navy Medtcal 
Cl~n~c,  Pearl Harbol; Hawall LC Canas Project Gargle, Brooks A/r Force Base, San Antonlo, 
Texas Partlc~pattng state and terr~tor~al ep~dem~ologtsts and state publlc health laboratory 
directors World Health Organlzatlon collaboratmg laboratories State Br, Ep~dem~ology Program 
Off~ce, Influenza B/; DIV of Vtral and R~ckettsial Diseases, Natlonal Center for lnfect~ous Dtseases, 
CDC 
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Edrtor~al Note Both the 1996-97 and the 1997-98 seasons have been domrnated by 
Influenza A(H3N2) viruses and charactenzed by sustained elevatrons In P&l-related 
excess deaths The predomrnant A(H3N2) strarns ~dentrfred In the Unrted States dur~ng 
the 1997-98 season have been A/Sydney/05/97(H3N2)-Ilke, whrch are variants of the 
strarn conta~ned In the 1997-98 vacclne Although rnfluenza outbreaks among all age 
groups have been reported to CDC, most have been reported In elderly nurslng home 
resldents 

The outbreak lnvestrgations reported here all were assoc~ated w ~ t h  AtSydney1 
05/97(H3N2)-llke vlruses and suggest that protectron prov~ded by the current vacclne 
agarnst rllness caused by thrs varlant strarn may have been low Thrs IS conslstentwlth 
prevrous reports wrth varrant strarns (4-6) In the outbreaks In Connect~cut and New 
York, rnfluenza vacclnatlon appeared to reduce death rates, even when rt fa~led to pre- 
vent ILI Although the reduced risk was statlstrcally slgnrflcant In only one of the out- 
breaks, thrs also IS consistent wrth prevlous stud~es (3,543) and underscores the 
rmportance of vaccrnat~ng persons at high rlsk for ~nfluenza-related compl~cat~ons and 
death even In years when the match between vacclne and crrculatrng strain IS not 
opt~mal  (3) The trmely ~mplementat~on of outbreak control measures wrthrn Instltu- 
tlons, rnclud~ng vaccrnatlon of resldents, reduced contact between rll and non-rll per- 
sons, and antlv~ral prophylax~s of all non-rll persons and antrv~ral treatment of  111 
persons when the outbreak IS caused by Influenza type A, may reduce morbrd~ty and 
mortality ( 3 )  

Throughout the Influenza season, surverllance data collected by CDC are updated 
weekly and are available through the CDC voice ~nforrnatron system, telephone (888) 
232-3228, or the fax ~nforrnatron system, telephone (888) 232-3299, by requesting 
document number 361100, or through CDC's lnfluenza Branch, D~vrs~on of Vrral and 
Rrcketts~al D~seases, Nat~onal Center for lnfectrous D~seases World-W~de Web site 
http //www cdc gov/nc~dod/d~seases/flu/weekly htm Information about local Influenza 
actlvlty IS ava~lable from many county and state health departments 
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FIGURE I Selected not~f~able d~sease reports, cornparkson of provls1onal4-week totals 
endlng March 14, 1998, w ~ t h  h~stor~cal data - Un~ted States 

DISEASE DECREASE 
CASESCURRENT 

INCREASE 4 WEEKS 

L e g ~ o n e l l o s ~ s  54 

M e a s l e s ,  Total 4 

M e n ~ n g o c o c c a l  l n f e c t ~ o n s  205 

M u m p s  35 

Pertussis 207 

R u b e l l a  33 

Ratio (Log scale)" 

a Beyond H l s t o r l c a l  L ~ m ~ t s  

"Ratlo of current 4-week total to mean of 15 4-week totals ( f r o m  previous, comparable, and 
subsequent 4-week per~ods for the past 5 y e a r s )  The point where the hatched area beg~ns IS 

based on the mean and two s t a n d a r d  devlatrons of these 4-week totals 

TABLE I Summary - prov~sional cases of selected not~fiable d~seases, 
Un~ted States, cumulative, week endrng March 14, 1998 (10th Week) 

Anthrax 
Brucellos~s 
Cholera 
Congen~tal rubella syndrome 
Cryptospor~d~osls* 
Dtphther~a 
Encephal~trs Callfornla* 

eastern equine* 
St Lours* 
western equine* 

Hansen D~sease 
Hantav~rus pulmonary syndrome*' 
Hemolyt~c uremlc syndrome post d~arrheal* 
HIV ~nfectlon ped~atr~c*' 

no reported cases 
;Not notif~able In all states 

Updated weekly from reports to the Dlvlslon of Vlral and R~ckens~al Dlseases Nat~onal Center for Infectlous Dlseases (NCIO) 
5 Updated monthly to the Olvls~on of HIVIAIDS Preventlon-Surveillance and Ep~demiology National Center for HIV STD and 

TB Preventlon (NCHSTPI last update February 22 1998 
none  suspected case of pollo with onset In 1998 has also been reported to date 

""Updated from reports to the D lv~s~on  of STD Preventlon NCHSTP 

Cum 1998 

3 

286 

20 

1 
39 

Plague 
Pol~omyelrtrs paralyt~cf 
Ps~ttacosrs 
Rab~es human 
Rocky Mounta~n spotted fever IRMSF) 
Streptococcal d~sease rnvaslve Group A 
Streptococcal toxlc shock syndrome' 
S y p h ~ l ~ s  congen~tal" 
Tetanus 
TOXIC shock syndrome 
Tr~chrnos~s 
Typhold fever 
Yellow fever 

Cum 1998 

7 

13 
369 

15 
5 
1 

20 
1 

45 
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TABLE II Provls~onal cases of selected not~f~able diseases, Unlted States, 
weeks endlng March 14, 1998, and March 8,1997 (10th Week) 

Escherich~a 
colt 0157 H7 Hepaat~s 

AIDS Chlamyd~a NETSS' ( PHLIS5 Gonorrhea ClNA NB 
Cum Cum Cum Cum Cum Cum Cum Cum Cum Cum 

ReportlngArea 1998" 1997 1998 1997 1998 1998 1998 1997 1998 1997 

UNITED STATES 

NEW ENGLAND 
Malne 
N H 
Vt 
Mass 
R I 
Conn 
MID ATLANTIC 
Upstate N Y 
N Y C~ty  
N J  
Pa 
E N CENTRAL 
Oh10 
Ind 
111 
Mlch 
w1s 
W N CENTRAL 
M ~ n n  
Iowa 
M o  
N Dak 
S Dak 
Nebr 
Kans 
S ATLANTIC 
Del 
M d  
D C 
Va 
W Va 
N C 
S C 
Ga 
Fla 
E S CENTRAL 29 1 318 6 746 6 066 7 3 6 619 6456 15 58 
KV 39 32 1194 1179 2 738 823 1 
Tenn 107 135 2596 2171 3 3 2 269 1930 12 24 
Ala 86 89 2 023 1 530 2 2 566 2 223 3 4 
MISS 59 62 933 1 186 1046 1480 29 

W S CENTRAL 896 942 4813 9 172 1 
Ark 33 41 718 532 
La 153 169 2383 1154 
Okla 52 47 1712 1039 1 
?ex- 658 685 6 447 3 623 8 11 
MOUNTAIN 205 314 3 568 4 260 12 5 1349 1481 131 57 
Mnnt 9 175 126 8 9 4 3 . . . - . . . 
Idaho 

3," 
N Mex 
Arlz 
Utah 
Nev 
PACIFIC 1 161 1843 10 705 13 595 36 
Wash 77 92 2 152 1742 10 
Oreg 31 74 456 902 9 
Cal~f 1 038 1651 7 393 10 439 17 
Alaska 16 368 261 
Hawall 15 10 336 251 N 
Guam 8 65 N 2 9 
P R 273 264 U U 1 U 68 112 1 11 
V I 8 11 N N N U 
Amer Samoa N U 
C N M l N N N U 7 7 2 

N Not not~f~able U Unava~lable no reported cases C N M I Commonwealth of Northern Mar~ana Islands 
'Updated monthly to the Dlvlslon of HIVIAIDS Prevent~on-Surve~llance and Ep~dem~ology Natlanal Center for HIV STD and TB Prevention 
last update February 22 1998 

+ ~ a t ~ o n a l  Electron~c Telecommun~cat~ons System for Suwe~llance 
5 ~ u b l ~ c  Health Laboratory lnformatlon System 
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TABLE Ill Provls~onal cases of selected notifiable d~seases preventable by vacc~nat~on, 
Un~ted States, weeks end~ng March 14,1998, 

and March 8,1997 (10th Week) 

UNITED STATES 

NEW ENGLAND 
Malne 
N H 

Measles IRubeola) 
lnd~genous I Imported' 1 Total 

Cu m Cum Cum Cum 
1998 1998 1998 1998 1998 1997 

Vt 
Mass 
R I 
Conn 
MID ATLANTIC 
Upstate N Y 
N Y City 
N J 
Pa 

E N  CENTRAL 
Oh10 
Ind 
Ill 
Mlch 
WIS 

Hepat~ t~s  IV~ral) b y  type 

A I B 
Cum Cum Cum Cum 
1998 1997 1998 1997 Report~ngArea 

W N CENTRAL 
Mlnn 

H mnfluenzae 
lnvastve 

Cum Cum 
l998* 1997 

Iowa 
Mo 
N Dak 
S Dak 
Nebr 
Kans 
S ATLANTIC 
Del 
Md 
D C 
Va 
W Va 
N C 
S C 
Ga 
Fla 

E S CENTRAL 
Kv 
Tenn 
Ala 
MISS 

W S  CENTRAL 
Ark 
La 
Okla 
Tex 

MOUNTAIN 
Mont 
Idaho 

2: 
N Mex 
A r ~ z  
Utah 
Nev 

PACIFIC 
Wash 
Oreg 
Cal~f 
Alaska 
Hawail 

Guam 
P R 
V I . . 
Amer Samoa u U 
C N M I  2 1 7 11 U U 1 

N Not no t~ f~ab le  U Unava~lable no reported cases 
*Of 41 cases among chrldren aged c5 years serotype was reported for 13 and of those 6 were type b 
 or imported measles, cases lnclude only those resulting from lmportatlon from other countries 
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TABLE Ill (Cont'd ) Provlslonal cases of selected not~f~able d~seases preventable 
by vacclnat~on, Un~ted States, weeks ending March 14,1998, 

and March 8,1997 (10th Week) 

UNITED STATES 

NEW ENGLAND 
Ma~ne 
N H 
Vt 

Report~ng Area 

Mass 
R I 
Conn 

MID ATLANTIC 
Upstate N Y 
N Y C ~ t y  
N J  
Pa 

E N CENTRAL 
Oh10 
Ind 
111 
Mrch 
WIS 

D~sease 
Cum Cum 
1998 1997 

W N CENTRAL 
Mlnn 
Iowa 
Mo 
N Dak 
S Dak 
Nebr 
Kans 

Mumps 
Cum Cum 

1998 1998 1997 

S ATLANTIC 
Del 

Ga 
Fla 

E S CENTRAL 
Kv 
Tenn 
Ala 
MISS 

Rubella 
Cum Cum 

1998 1998 1997 

P e r t ~ s s ~ s  

W S CENTRAL 35 59 3 14 8 1 19 13 
Ark 7 12 1 9 2 
La 12 13 2 

Cum 
1998 1998 

Okla 
Tex 

Cum 
1997 

MOUNTAIN 
Mont 
Idaho 
WY 0 
Col0 
N Mex 
Arlz 
Utah 
Nev 

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 
Calif 99 136 2 11 27 78 
Alaska 1 2 1 2 
Hawall 2 2 1 6 5 1 4 

Guam 1 U 1 U U 
PR 4 3 
V I I1  U LJ 
AAer ~ a m o a  u u u 
C N M l  U U U 

N Not not~f~able U Unava~lable no reported cases 
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TABLE IV Deaths in 122 U S clttes," week end~ng 
March 14,1998 (10th Week) 1 All :I C a r  Bi Age ( T I  , 1 :2;l 1 

Reportrng Area 
>65 45 64 25 44 124 cl 

NEW ENGLAND 
Boston Mass 
Bridgeport Conn 
Cambridge Mass 
Fall Rlver Mass 
Hartford. Conn 
Lowell, Mass 
Lynn Mass 
New Bedford Mass 
New Haven Conn 
Providence R I 
Somewrlle Mass 

MID ATLANTIC 
Albany N Y 
Allentown Pa 
Buffalo N Y 
Camden N J 
Elrzabeth N J 
Erre Pa 
Jersey Clty N J 
New York C ~ t y  N Y 
Newark, N J 
Paterson N J 
Phlladelphra Pa 
Prttsburgh Pa § 
Read~ng Pa 
Rochester N Y 
Schenectady N Y 
Scranton Pa 
Syracuse N Y 
Trenton N J 
Uttca N Y 
Yonkers N Y 

E N CENTRAL 
Akron Ohlo 
Canton Ohlo 
Chrcago Ill 
Crncrnnatl Oh10 
Cleveland Oh10 
Columbus Ohlo 
Dayton Ohlo 
Detrolt Mlch 
Evansville Ind 
Fort Wayne Ind 
Gary Ind 
Grand Raplds Mrch 
lndranapolrs Ind 
Lanslng Mlch 
M~lwaukee WIS 
Peorla Ill 
Rockford Ill 
South Bend Ind 
Toledo Ohto 
Youngstown Ohlo 

W N CENTRAL 
Des Mo~nes Iowa 
Duluth Mlnn 
Kansas C~ty  Kans 
Kansas Clty Mo 
Lrncoln Nebr 
Mlnneaool~s Mtnn 

E S CENTRAL 1032 712 210 66 18 24 87 
Brrmlngham Ala 223 162 36 14 5 5 25 
Chattanooga Tenn 85 70 13 2 8 
Knoxville Tenn 90 63 21 6 11  
Lexrngton Ky 63 43 12 5 3 3 
Memph~s Tenn 244 153 55 18 8 10 16 
Moblle Ala 97 65 21 9 2 2 
Montgomery Ala 69 45 15 6 2 1 11 
Nashville Tenn 161 111 37 6 1 5 11  

Report~ng Area 

W S  CENTRAL 
Aust~n Tex 
Baton Rouge La 
Corpus Chrtstl Tex 
Dallas Tex 
El Paso Tex 
Ft Worth Tex 
Houston Tex 
L~nle Rock Ark 
New Orleans La 
San Anton10 Tex 
Shreveport La 
Tulsa Okla 

MOUNTAIN 873 604 144 70 28 27 90 
Albuquerque N M 89 62 13 6 3 5 1 
Borse Idaho 52 43 6 3 6 
Cola Sprlngs Colo 51 39 9 2 1 6  
Denver Colo U U U U U U U  
Las Vegas Nev 213 148 42 14 5 4 18 
Ogden Utah 21 13 4 3 1 3  
Phoenrx Ar~z 166 106 33 15 8 4 19 
Pueblo Colo 21 16 4 1 5 
Salt Lake Clty Utah 131 89 15 14 8 5 15 
Tucson Arlz 129 88 18 12 4 7 17 

SATLANTIC 1221 811 234 119 27 28 49 
Atlanta Ga U U U U  U U U  
Baltimore Md 259 159 55 28 9 7 22 
Charlotte N C 124 82 25 10 2 5 5 
Jacksonville Fla 163 112 28 19 2 2 4 
M ~ a m l  Fla 116 77 22 13 1 2 
Norfolk Va 80 49 16 10 1 4 1 
Rlchmond Va 84 61 19 4 
Savannah Ga 55 30 17 6 2 1 
St Petersburg Fla 39 30 3 3 2 1 2 
Tampa Fla 210 144 35 19 7 5 12 
Wash~ngton D C  73 50 13 7 1 2 2 
Wrlm~ngton Del 18 17 1 

PACIFIC 
Berkeley Calrf 
Fresno Callf 

-- -- 

pal, 
All Causes By Age (Years1 

2 163 1 593 330 150 52 37 243 
1 5 1 0 1  1 1 2 2  
140 96 18 10 6 10 10 

Glendale, Callf 39 31 3 4 1 7  
Honolulu Hawall 82 62 9 6 2 3 3 
Lona Beach Calrf 51 40 7 2 1 1 10 

$LS 

Loslngeles Callf 717 533 113 49 17 5 89 
Pasadena Callf 21 13 4 1 3 1 
PortlandOreg 149 112 27 7 2 1 12 
Sacramento Caltf 205 143 38 11 9 3 33 
San Dlego Callf 162 116 30 12 2 2 21 
San Francisco Cal~f 103 72 9 15 4 3 16 
San Jose, Calif 151 112 24 12 3 13 
Santa Cruz Callf 41 29 9 3 5 
Seattle Wash 133 100 19 10 2 2 1 
Spokane Wash 56 48 5 3 10 
Tacoma Wash 98 76 14 4 3 1 10 

>65 

~rnaha,' Nebr 67 54 9 3 
St LOUIS M o  68 46 15 2 3 2 

12 847' 9 032 2 305 950 267 272 1 007 

St Paul Mrnn 76 61 9 5 1 
Wlch~ta Kans 81 65 9 4 3 4 

I 

U Unavailable no reported cases 
*Mortal~tv data In thls table are voluntanlv reoorted from 122 cttres In the Unlted States most of whlch have oooulat~ons of 100 000 or 

45 64 25 44 

more A death 1s reported by the place'of its occurrence and by the week that the death cert~frcate was filed Fetal deaths are not 
lnalt~rlprl . - ---- 

+pneumonla and Influenza 
*Because of changes rn reportrng methods rn thts Pennsylvania clty these numbers are part~al  counts for the current week Complete 
counts will be ava~lable In 4 to 6 weeks 

UTotal Includes unknown ages 

1 24 el 
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