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SUMMARY

The Western Pacific Region entered the second deafathie 21st century with continued
regional progress towards achieving immunizatioalgiancluding strengthening immunization
systems, achieving measles elimination and thetitisd control milestone by 2012,
completing maternal and neonatal tetanus eliminatimintaining poliomyelitis-free status and
accelerating introduction of new and underutilizadcines.

Major global immunization goals and targets camatmomplished by successfully
reaching them. There is great utility in estaliigrand monitoring such regional goals to focus
attention on major immunization priorities, theheical and programmatic requirements to
address these priorities and the human and fineresaurce mobilization required. However,
achievement of current regional goals and targefscing critical challenges in several
countries.

The Technical Advisory Group (TAG) meeting is gportunity to review Regional and
country progress. Countries can learn from eaebrs experiences and challenges. The TAG
develops and can share advice with countries antMéistern Pacific Regional Office on
recommended actions to improve programme perforsmand enhance progress towards
achieving regional goals and targets. The ultingat# of this process is to protect more children
and adults against vaccine preventable diseasdilitig and death.
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1. INTRODUCTION

The 20th Meeting of the Technical Advisory Groug\d) on Immunization and Vaccine
Preventable Diseases in the Western Pacific Regasnheld in Manila, Philippines from
9to 12 August 2011.

1.1 Objectives

(1) toreview the current status of immunizatiaatggies of countries in the Region
for achieving the goals and targets set for meadigsnation, hepatitis B (hepB) control,
maintaining poliomyelitis-free status and matemrad neonatal tetanus elimination
(MNTE);

(2) to specify critical challenges with and proposeacrete and practical solutions for
immunization strategies of countries in the Red@mrachieving the goals and targets set;

(3) toreview progress, specify issues and propokeions on other programme
components critical for achieving the goals andets set, which include vaccine
preventable disease (VPD) surveillance, laboratetyorks, certification, verification
and validation processes, partnerships and resourbdization; and

(4) toreview progress, discuss plans, specifycatiissues and propose ways forward
on the introduction of new vaccines and technomgighe Region.

Attending the meeting were seven TAG members, atpbrary advisers, 21 participants
from 16 countries and areas, 31 representatives 2@ partner agencies, six representatives
from WHO Collaborating Centres and 26 WHO stafhirbleadquarters, the Western Pacific
Regional Office and Country Offices. The timetafiiéhe meeting is provided in Annex 1. The
list of the participants is included in Annex 2.

1.2 Opening remarks

Dr Shin Young-soo, Regional Director, Western Ra¢egional Office, welcomed the
TAG members, participants and partners. He empédsiow, during two decades, the TAG has
provided sound technical advice on all aspecte®immunization programmes. It has provided
guidance towards new goals and targets and préssedordination among all concerned with
immunization to sustain gains achieved.

Dr Shin noted that the tireless efforts of the T#&re matched by the work of national
immunization programmes (NIPs) and the supportsokey partners. The result is an impressive
list of achievements in VPD control; the Westergiffaremains poliomyelitis-free, countries in
the Region continue to make extraordinary effartsliminate measles by 2012 and rubella
control is improving.

Success in hepB control is also impressive. Befaceination, over 8% of children in
most countries suffered chronic hepB infectionddy 27 countries have likely reduced these
rates to less than 2%. Protection against materrhheonatal tetanus is increasing in the
countries concerned, fostered by closer collabmmdietween the Expanded Programme on
Immunization (EPI) and mother and child health (MQifbgrammes. Vaccines against



pneumonia and diarrhoea promise to further redhité mortality in the Region and therefore
contribute to achieving Millennium Development GAdDG) 4.

Dr Shin said that the first regional Vaccinationé&ien April 2011 celebrated the
achievements of immunization programmes in prongatiealthy communities throughout the
Region.

He also emphasized that with the achievements toedigte, it has established the
foundation for sustained change to improve theiefficy, equity and effectiveness of
immunization — and ultimately of health systems.

Dr Shin mentioned that to move into the next decdaeremaining challenges need to be
understood. The analysis is to be conducted evatence-based way and work with the
Member States in a realistic and consensus-buili@disigion.

He said that strengthening immunization systemsanesrat the core of EPI disease
control efforts. The current main regional godlsneasles elimination, hepB control and
maintaining poliomyelitis-free status were estdi#id with this broader objective in mind.

Dr Shin noted that the 20th TAG meeting was supptsdook very closely at
immunization data. Although the data may not akvag complete and reliable, there is little
doubt that VPDs are clustered primarily among ther@nd disadvantaged.

Dr Shin observed too that immunization programnresat reaching those people nearly
as well as they are reaching the better-off. Tioeee he suggested that realistic
recommendations were needed from the 20th TAG mgeth how to help the poor and the
disadvantaged. This way, inequities in healthiseruse can be alleviated and contributions
made to reduce the differences in health statinés dlso will provide the necessary impetus to
further advance specific VPD control goals.

He thanked and took the opportunity to introdueertaw EPI Team Leader,
Dr Sergey Diorditsa. He assured every one of [rddisa's dedication and how his extensive
professional expertise in immunization and vaseemce in disease control will support
successfully moving EPI into the next decade.

Dr Shin concluded by thanking every one for theimmitment in making EPI a vibrant
and productive programme in the Western PacificdétegHe said that there are too many
partners, donors and good friends to thank everypedsonally, but he acknowledged the
support of all in helping to protect so many cleldlin this Region from VPDs and other
ailments.

2. PROCEEDINGS

2.1 Immunization strategies

211 Global overview: potential impact of the gibbmmunization initiatives on regional
and national immunization programmes



Global Polio Eradication Initiative

Dr Sigrun Roesel, Medical Officer- EPI/Western Hadregional Office, summarized the
global poliomyelitis situation. At the end of J@@11, there had been 286 cases globally
(250 wild poliovirus (WPV) type 1 - WPV1 and 36 dipoliovirus type 3 - WPV3), compared
with 576 cases at the same time in 2010 (515 WR\d164 WPV3). India, Gabon and Niger
had all gone six months without reporting a case.

The figure in 2010 included the 457 cases of thgel@utbreak in Tajikistan, in which the
last cases had onset of paralysis on 4 July 26b0owing its quarterly meeting in London from
30 June to 1 July, the Independent Monitoring B@ivtB) issued a report which concluded that
eradication still would be possible in the neamtgput only if several important changes are
made.

The report expressed particular concern over thiemyelitis eradication programmes of
the “re-established transmission” countries -- Aag&had and the Democratic Republic of
Congo. The IMB called the continuing global furglgap (US$ 590 million for 2011-2012)
“deadly serious”, arguing that it is “neither righdr sustainable” that the burden of financing
should rest disproportionately on a narrow fundiage of core donors.

Regional and global measles elimination initiatives

Dr Peter Strebel, Medical Officer-EPI/WHO Headgesst reported on progress with
measles mortality reduction globally, regional efiation and global eradication initiatives and
the WHO position on rubella vaccine. From 198@Q01, the number of reported measles cases
decreased by 93% globally. Five of six WHO regibage measles elimination goals and two
have rubella elimination goals.

The 2011 World Health Assembly concluded that nesasan and should be eradicated.
Progress is being made towards achievement of global measles targetsq0% coverage
with the first dose of measles containing vaccM€Y/1] at the national level and 80% by
district, <5 measles cases per million and 95%ctadiu of measles mortality compared with
2000).

From 2000 to 2010, global MCV1 coverage increaseahf72% to 85%, reported measles
cases decreased by 65% and measles deaths dedre&<d (to 2009). However, MCV1
coverage remains <90% in 67 countries and largesleautbreaks are recurring in the
African Region. The American, European and Eadiediterranean Regions have formed
regional verification commissions and finalizedifieation guidelines for measles elimination.

Maternal and neonatal tetanus elimination (MNTHhe new equity framework

Dr Rownak Khan, Senior Health Specialist for MNTtEUaited Nation's Children's Fund
(UNICEF) Headquarters, emphasized how immunizdtat the forefront of a refocus on equity
because it is a highly cost-effective way of prairendiseases that kill the poorest children and
has a proven track record of reaching the mostidesztaged. But it also has the potential to
achieve the ideal of universal coverage in whitlsedtions of society directly benefit.

Although efforts over the past decade have greatyced worldwide child mortality,
improvements in neonatal survival were less impvessNeonatal mortality seems to account
for over 50% of all infant mortality and one thmflunder-5 deaths. Neonatal tetanus (NT) is
usually held responsible for at least 5%—7% of aémmmortality. Strategies to reduce neonatal
deaths must be delivered where births and dedthsptace, not only in health facilities, but also



in communities and in the home — places that Efeinodlready manages to get to while other
basic health services still do not.

Neonatal and maternal deaths continue to placgye burden on health systems as well as
on women and families. Most of these deaths aregmtable and are due to the failure to
implement simple, known interventions and to idigrdind address socioeconomic and cultural
barriers to seeking and receiving care.

2.1.2 Regional overview on immunization strategigsls, targets, progress and issues
Measles elimination

Dr David Sniadack, Medical Officer-EPI/Western BiadRegional Office, reported that
regional measles incidence was 18.3 per milliothefpopulation in 2010, down from 26.7 in
2009. Regional coverage with MCV1 and second dbseeasles containing vaccine (MCV2)
reached 97% and 91%, respectively, in 2010. MCMEr@ge by district is improving in five
priority countries: 78% of districts reported coage >90% in 2010 compared with 56% of
districts in 2007.

From September 2010, 120 million children were imimed with measles vaccine
through supplementary immunization activities (Slisfive countries (Cambodia, China,
Papua New Guinea, the Philippines and Viet Namggiéhwide, from January to June 2011,
surveillance sensitivity was good with a discardexzhsles rate of three per 100 000 (tar@at
however, only 34% of second-level administrativésureported a discarded rate of at least one
(target>80%).

Adequate specimens were collected from 71% of sieganeasles cases (targed0%).
Planned activities, including measles SIAs, sutamde and verification activities during the
period 2011-2012 are budgeted at US$ 4.5 milliath @ funding gap of US$ 2.7 million.

Rubella control

Dr Wang Xiaojun, Medical Officer-EPI/Western PaciRegional Office, updated regional
progress on accelerating rubella control. In 20&ported rubella incidence was 25.6 per
million of the population; 25 countries reportedidence <10 per million. From January to
June 2011, 80% of cases occurred among childreryedis old. Nevertheless, many
child-bearing age women (CBAW) are susceptibleoumndtries that have not introduced rubella
containing vaccine (RCV): in Viet Nam, 65% of casese reported from CBAW and, in the
Lao People’s Democratic Republic, a 2010 serosufveyd that 36% of 15-19-year-old women
were susceptible to rubella and a substantial ptigpoof these were likely infected during their
child-bearing years.

Congenital rubella syndrome (CRS) is underrepaatetiunderrecognized: no CRS was
reported in 2010. Cambodia, the Lao People’s DeatiacRepublic, Papua New Guinea,
Solomon Islands, Vanuatu and Viet Nam are the oolyntries in the Region that have not yet
introduced RCV. However, the Lao People’s DemaciRepublic will introduce RCV
beginning with its November 2011 SIA, targeting jpleanine months to 19 years old; Cambodia,
Papua New Guinea and Viet Nam are exploring optiorfismance RCV.

Sustaining polio-free status

Dr Sigrun Roesel, Medical Officer-EPI/Western Padiegional Office, reported that
following the review of progress reports from aluotries and areas at its 16th meeting in



October 2010 of the Regional Commission for thetifieation of Poliomyelitis Eradication
(RCC), it was concluded that the Western Pacifigi®&ehad remained free of circulating
poliovirus during the period covered by the couméaports. The RCC also stated that having
been certified polio-free for 10 years was an a@mngent probably comparable to reaching
elimination.

Still, the RCC urged that there is no room for ctaopncy, as reminded by poliomyelitis
outbreak events in the European Region in 2818 Region that had been certified polio-free in
2002. The RCC considered this to be a stark resniofithe vulnerability so long as poliovirus
transmission continues in other parts of the waddardless of how long a country has remained
polio-free.

A risk assessment conducted in 2010 for all coestn the Western Pacific Region on the
potential spread of imported WPV classified threentries (Cambodia, the
Lao People’s Democratic Republic, Papua New Guiatehjgh risk and four countries (China,
the Philippines, Viet Nam) at medium risk. Whileasge of activities for risk mitigation is
being implemented, the quality of surveillance anthunization activities is not yet universally
at the level required to have good protection ajainliomyelitis reintroduction. Performance
gaps remain, leaving high-risk populations vulnérab

Hepatitis B control

Dr Karen Hennessey, Technical Officer-EPI/Westanifit Regional Office, summarized
that in 2005, the Western Pacific Regional Offieg®nal Committee adopted a resolution to
reduce chronic hepB infection to less than 2% anteggar-old children by 2012 as an interim
milestone towards a goal of less than 1%. FronRigion-wide perspective, the 2012
milestone likely has been met.

On a country level, 27 countries and areas armatdi to reach the 2012 milestone. The
nine countries that have not yet reached covermgsdd needed to achieve control targets are
Cambodia, Kiribati, the Lao People’s Democratic i@jg, Papua New Guinea, the Philippines,
Samoa, Solomon Islands, Vanuatu and Viet NamFelruary 2011, the Hepatitis B Expert
Resource Panel met and recommended to adopt dfsachpkrification process, country
evaluation tool and reference points to ensuredstahevaluations and also specified which
countries should conduct seroprevalence surveysvaiah should begin the verification
process. In July 2011, Hong Kong (China) and Msikayvere verified to <1% of the regional
goal.

Maternal and neonatal tetanus elimination (MNTE)

Dr Sigrun Roesel, Medical Officer-EPI/Western Piadiegional Office, summarized that
all five countries that yet have to achieve elinima— Cambodia, China, the
Lao People’s Democratic Republic, Papua New Guamehthe Philippines — continued to make
progress towards the goal with specific strategieked out and implemented according to their
national context.

In China, an MNTE panel led by the Maternal anddHiealth division at the Ministry of
Health and coordinated by the ministry’s BurealDmieases Control, was established in 2010
with the participation of the Chinese Centers figdase Control and Prevention (China CDC),
the Capital Institute of Pediatrics and Peking @nsity. As only one prefecture still had a rate
above one NT case per 1000 live births (LB), MNEfdation is expected in 2012 once
corrective maternal and child health (MCH) measthaese been taken in this prefecture and
others still considered at risk.



In the Lao People’'s Democratic Republic, a constilfgarticularly reflecting the
completion of three tetanus toxoid (TT) SIA rounldsing the period 2009-2010, provided
support in early 2011 to formulate an activity ptarachieve MNTE based on district risk
assessment, draw up a framework for enhancing Nslance and response and prepare
policy options for future immunization scheduleiops against tetanus.

In the Philippines, following a very comprehensiigk assessment process conducted
jointly with UNICEF and WHO, preparations continued conducting TT SIAs in the 10
highest risk provinces and cities. As in Viet Ndive years had passed since MNTE had been
validated. A review of all districts was conductedsummarize the post-validation status and
take corrective actions as needed.

Routine immunization

Dr Yoshihiro Takashima, Technical Officer-EPI/West@acific Regional Office,
summarized immunization strategies carried outdgduntries in the Region during the period
2003-2010 to achieve the goals and coverage tageby the Global Immunization Vision
Strategy (GIVS) and the regional EPI initiativeg). eneasles elimination and sustaining
polio-free status.

Australia, Japan, the Republic of Korea and Newatehconduct their routine
immunization programmes with MCV 2 (MCVL1 for chitdr aged 12—-23 months and MCV2 for
children aged 4-6 years) and inactivated poliovirascine (IPV) (except Japan) without SIAs
after 2003, which is enhanced by the school-emtpinization requirement, screening or
recommendation (for primary school students).

China, Malaysia, Mongolia and Viet Nam implemergithroutine immunization
programmes with doses of MCV (MCV1 for children dge&l2 months and MCV2 for children
aged 1.5-2 years in China and Mongolia and 6-7syigaMalaysia and Viet Nam) and oral
poliovirus vaccine (OPV). The programme is enhdrmethe school-entry immunization
requirement or recommendation for school-based immpation for primary school students and
supplemented by the periodic mass vaccination cmpavith MCV and OPV.

Cambodia, the Lao People’s Democratic RepublicPthiéippines and Papua New Guinea
conduct their routine immunization programmes witie dose of MCV (MV for children aged
nine months) and OPV, which is supplemented byopérimass vaccination campaigns with
MCV, OPV and TT and is being strengthened by thedatfh Every District” (RED) approach.

2.1.3 Lessons learnt from the recent national reeasisurgence
Viet Nam

Professor Nguyen Tran Hien, NIP Manager from Viatri\l briefly reviewed the large
measles outbreaks during the period 2009-2010affextted initially young adults in the
northern region and then spread to the south aeditavolved primarily children <7 years old.
In response, seven million children nine monthue years old were immunized during a
nationwide measles SIA from September to NovemB&02vith 97% reported coverage and
6-year-old children were provided MCV2 upon schewtry, resulting in a significant reduction
of measles with only 13 laboratory confirmed casg®rted from January to June 2011.

In 2011, the age of administration of MCV2 was t&uiffrom six years to 18 months to
reduce the accumulation of children susceptiblme¢asles. Remaining challenges include
improving routine coverage in slums, mountainoesasarand mobile populations and



determining a strategy to address immunity gapswgnaolults. Surveillance guidelines are
being revised and training was to be conductetersecond half of 2011. National laboratory
capacity will be strengthened and monitoring, femtttand supportive supervision will be
improved. Outbreak response immunization (ORI) beél conducted, if needed.

Cambodia

Dr Ya Nareth, Senior Officer, NIP Cambodia, revievtiee increase in reported measles
cases since 2009 that was geographically widesneddhat revealed immunity gaps among
children aged one to 14 years. A nationwide nesaSIA targeting children ages 9-59 months
was conducted from February to April 2011, immumizover 1.5 million children with reported
coverage over 100%. OPV, vitamin A and mebendaaigle were administered. Surveillance
data following the SIA revealed a substantial desegn measles cases among under-5 children
and continuing transmission among children 5-14s/eld.

Surveillance also reveals large numbers of rulwelfes during the period 2010- 2011 with
29% of cases among peoples 15 years or olderecénsl round subnational SIA targeting
children 5-9 years living in high-risk communitiess planned for November 2011. MCV2 will
be introduced for 18-month-old children in 2012thgh Global Alliance for Vaccines and
Immunisation (GAVI) support. The suspected measpsrting system and incentive
framework will be reviewed to minimize overrepodiof suspected cases that do not meet case
definitions and financial solutions will be sougbtintroduce RCV through an initial SIA
followed by routine RCV introduction.

The Philippines

Dr Joyce Ducusin, EPI Manager, Philippines, revigtee history and recent
developments towards measles elimination. A langasles outbreak began at the end of 2009
and continued in 2010 and 2011. A nationwide nesaahd rubella (MR) SIA was implemented
successfully from April to June 2011 targeting diéh aged nine months to seven years,

11 months. Although only three months were avélétr SIA planning and preparation, good
practices included high-quality microplanning, eédi®e social mobilization, implementation of
a strict door-to-door vaccination strategy, gooditwing and supervision and extensive
"internal” and "external” rapid coverage assesssient

An approach used for Child Survival Monitoring eall'3As" (assess, analyse and agree
on next steps) and "3Fs" (three follow-up visitspavas used during the SIAs. Surveillance
data following the MR SIA suggest a dramatic deseeaf measles cases in July, one month after
the SIA. Continuing surveillance will be the ulate measure of SIA success. An increased
number of rubella cases were reported at the siameeof the measles outbreak, thus a
retrospective assessment of the burden of CR&imptl for 2012.

Malaysia

Dr Rohani Binti Jahis, NIP Manager, Malaysia, rex¢el measles elimination history in
Malaysia and described the increase in reportedlesaases during 2011. The measles virus
spread to nearly all states and territories in 2@ith Kuala Lumpur and Sabah the most heavily
affected. Measles cases were mainly children <€Hdsyold, with the highest number among
children 1-4 years old followed by infants and®9tyear-old children. D9 and G3 genotypes
were identified in 2010 and 2011.

Malaysia is conducting targeted "mopping up" atgeiin areas with outbreaks. It has
rejected the proposal to target 2- to 4-year-oitiodn instead of its school-based MCV2



administration at seven years old, primarily beeaafsa concern regarding inadequate child use
of government services. Reported MCV1 coveragehigtsin 2010, with 50% of the districts
achieving at least 95% coverage; however, 16%eftlistricts are yet to reach 80%. Suboptimal
vaccination coverage was especially common betweanhousing estate and highly mobile
populations. Measles surveillance sensitivity peformance indicator targets, but the adequate
specimen collection rate decreased from 96% to ®0€8% in 2009, 2010 and from January to
June 2011, respectively.

China

Dr Cui Fugiang, China CDC, reported that tremendsftarts are being made to achieve
the measles elimination goal in China. From 2@02a09, 27 of 31 provinces (excluding
Beijing, Shanghai, Henan and Heilongjiang) condiligievince-wide measles SIAs immunizing
186 million children; in 2010, a nationwide SIA ob&d 103.4 million with 97.5% coverage.

Measles surveillance performance indicators impilaae2010 compared with 2009.
During the period January—June 2011, a total o6&hfirmed measles cases were reported,
representing a 75% decrease compared with the gariosl in 2010. However, in six provinces
(Xinjiang, Sichuan, Shaanxi, Zhejiang, Gansu arigei)j the number of reported measles cases
increased in 2011.

Measles epidemiology varies by province and evemiyp suggesting that different
approaches will be needed. Migrants and adultesept a large percentage of cases in many
provinces. Planned actions during the period 22012 include SIA in counties classified as
high or moderate risk, routine immunization stréweging, organizing an international technical
consultation on measles elimination and conduatisgarch to better identify and target high-
risk groups. Verification criteria need to be efithed.

214 Options for preventing measles outbreak asthging measles elimination
The Republic of Korea

Dr Hyun Jin Son, Division of Vaccine Preventable&Xses Control, NIP,
Korea Centers for Disease Control and Preventi®@dg), reviewed the Republic of Korea's
strategies for sustaining measles elimination. s€hecluded maintaining MCV coverage >95%
through routine vaccination and school-entry regients for MCV2 and strengthening
surveillance by shortening the interval betweeh @sset and case notification and increasing
the specimen collection rate.

Survey MCV1 coverage among children 16-72 months 98% (95% CI1 96.9 — 99.0) in
2009; MCV2 coverage at school entry has been >98&e 2002. Timeliness in notification has
decreased from 15.8 days in 2006 to 5.6 days id 201 90% of suspected cases had specimens
(including throat swabs) collected from Januaryuty 2011. After declaring measles
elimination in 2006, the Republic of Korea expecieth two outbreaks- a nosocomial and
community outbreak involving 180 cases in 2007 a2@10 outbreak with 93 case-students in a
junior high school, 98% of which had certificatiohMCV2 (which was not certain).

A 2011 cluster of 16 cases in Changwon City invdlaeD9 genotype that was not
previously identified in the Republic of Korea. tée plans include implementing school-entry
requirements for kindergartens, intensive invesitiga that include identifying the source of
infection and identifying resident foreigners frawuntries with low MCV coverage.



Japan

Dr Shuichiro Hayashi, Deputy Director, Tuberculcangl Infectious Diseases Control
Division, Ministry of Health Labour and Welfare pm, reviewed Japan's strategy for measles
elimination and its achievements. During the largmsles outbreak from 2007 to 2008 that
caused many schools and universities to closeti@nahmeasles elimination plan was
developed in December 2007. The plan includedeayear (2008—2012) rolling catch-up
immunization targeting students at 7th and 12tklggannually (expanded in 2011 to 11th grade
students travelling overseas), promoting and adirggaoutine immunization, school entry
checks and nationwide case-based surveillance.

In 2010, routine MCV1 and MCV2 coverage was 96% @2th, respectively; coverage of
catch-up campaigns from 2008 to 2010 was 85%—87%mgvth grade students and 77%—79%
among 12th grade students. The number of repareales cases decreased by 93% from
11 012 in 2008 to 732 in 2009 and an additional 38%b5 in 2010; 363 measles cases were
reported in 2011 as of epidemiological week 28.adles genotype D5 predominated from 2006
to 2008 whereas D9 predominated in 2010 and botaridBD9 in 2011. Genotype D9 has not
been detected in Japan since early 2010.

China

Dr Cui Fugiang, China CDC, shared experiences timprovinces (Guangxi and
Guizhou) that are among the poorest provinces in&Céind that had high measles incidence in
early 2000. The key strategies applied in Guamgptuded annual SIAs in counties identified as
high risk based on epidemic year predictions aad establishing a "Yellow Card" warning
system for low-performing counties as one esseimititator of Government performance and
thereby encouraging Government commitment to impioymunization services.

Serial SlAs in different counties over 10 yearsrrb999 to 2008 and participation in the
national SIA in 2010 resulted in a slow decreasadidence beginning in 2002 and a dramatic
reduction in transmission during the period 2010420In Guizhou, key strategies included
quality implementation of province-wide catch-upaskes SIAs during the period 2003-2004
and follow-up SIAs from 2007 to 2008 and in 201dhaol-entry immunization requirements and
the Yellow Card warning system for low-performinguaties developed in Guangxi.

By 2011, very few confirmed measles cases werertegho Experience from these two
provinces shows that measles elimination is feasilith different strategies and that high two-
dose immunization coverage across wide age groapshe common element for success.

215 Ensuring on-time hepB birth dose: challerage options
The Lao People's Democratic Republic

Dr Chansay Pathammavong, Deputy National EPI Managjaistry of Health, the
Lao People's Democratic Republic, presented tiamdétional hepB vaccine birth dose coverage
was 28% in 2010; however, this includes vaccinemivefore and after 24 hours of birth. Lack
of consistent data recording has prevented regpciiverage of timely (defined as within 24
hours) birth dose vaccination. Routine three-dwgEB vaccine coverage has increased to 74%
in 2010 from 67% and 68% the previous two years.

Reaching high coverage is challenging in the Lagpies Democratic Republic because
85% of immunization services are provided duringgeach conducted four times a year. In
addition, only about 20% of newborn infants arevéeed in health facilities. To improve
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immunization services, the Lao People’s DemociRépublic aims to increase the outreach
frequency to six times a year, continue trainingsStn administration of birth dose vaccine,
conduct pilot projects on how to best reach rerbates and improve hepB vaccination data
reporting and recording, especially for monitoriimgely birth dose vaccination.

Papua New Guinea

Dr William Lagani, Manager of Family Health Sengc@&ational Department of Health,
presented that in 2010, Papua New Guinea had 708fieccoverage for three doses of hepB
vaccine and 35% timely birth dose coverage. Actessmote populations and a low proportion
of facility deliveries are major challenges. Irddamn, missed opportunities to vaccinate
newborn infants delivered in health facilities haeen identified during supervisory visits.

Several activities have taken place to increasere@e, including providing cold chain
equipment for labour and postnatal wards of al/pr@al hospitals, supervisory visits to
provincial hospitals and implementing the RED stggtaimed at increasing routine
immunization services. Papua New Guinea’s nexissite preventing chronic hepB infection in
children includes maximizing birth dose coverag@agifacility births and integrating
vaccination into neonatal care, promoting facilitsths as part of strengthening maternal health
services, ensuring training in nursing and paraoadiurriculum, improving vaccination
coverage monitoring and conducting a hepB seropgpua survey in 2012 to gather data to
guide programme activities.

Viet Nam

Dr Nguyen Van Cuong, Deputy National EPI Manageinidry of Health, summarized
that Viet Nam introduced hepB vaccine subnationiall$997, nationally in 2003 and timely
birth dose vaccination became national policy b§&0Coverage for both birth dose and
three-dose vaccination were >90% in 2006 but habeen as high since reports of coincidental
neonatal deaths in 2007. This has decreased eowedand demand for birth dose vaccination.

In response, activities to increase birth dose mehave taken place such as organizing
workshops to strengthen birth dose implementatr@hiacrease demand for vaccine, distributing
implementation guidelines, drawing up education anedreness materials and piloting
intervention projects in the lowest performing are&everal lessons have been learnt such as the
importance of involvement of provincial leaderg tommunity and parents, cooperation
between preventive and curative services and densigaccine management and supply.

Viet Nam has completed a national seroprevalencegwf 6962 children 2—10 years old.
Preliminary data should be available soon.

2.1.6 Identify high-risk districts and populaticersd follow-up intervention
Regional framework for poliomyelitis risk assessimen

Dr Sigrun Roesel, Medical Officer-EPI/Western Padiegional Office, described how
risk assessment is qualitative in nature and censicomponents of population susceptibility,
the ability to detect and monitor poliomyelitis eagapidly and other factors that influence
poliovirus exposure and transmission in the popadat These components are estimated and
monitored by using indicators from a variety of mms and risk points are assigned. For each
component, totals are summed and weights are figkme being factored into a final risk
categorization as “high” (e.g. >50% of total riskiqts), “medium” and “low” (e.g. <25% of total
risk points).
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Four countries in the Western Pacific Region in22@&re considered high risk for
imported WPV to cause a poliomyelitis outbreakf tiaCambodia, due to subnational coverage
gaps and insufficient surveillance; the Lao PeaplZemocratic Republic, due to routine
coverage <80%; Papua New Guinea, due to routinerage <80% and insufficient surveillance;
and the Philippines, due to routine coverage <8a%national coverage gaps and insufficient
surveillance.

The IMB of the Global Polio Eradication Initiativestablished by the World Health
Assembly, has asked for strengthening and starrddialh of risk assessments conducted in
polio-free regions and quarterly updates of theaues and risk mitigation activities being
implemented.

Introduction of WHO/UNICEF MNTE district risk assesent tool

Dr Sigrun Roesel, Medical Officer-EPI/Western Piadiegional Office, summarized that
risk assessment for MNTE review is based on an@ke&mination of all data by district, using
core and surrogate indicators that might vary hynty. The relative importance and data
guality of each parameter has to be weighed cdyednt the analysis should be conducted of a
seriesof data so that there is less chance of being thisfeexclusively relying on one-
potentially unreliable— indicator. Both knowledge of the field and epidaiogical judgement
are required.

When interpreting the data, caution must be exedcgs many of the indicators have
limitations. Core indicators by district includd Nhcidence, surveillance quality, clean delivery
coverage and TT2+ coverage. Surrogate indicatagbtrinclude (as indicators can be adapted)
DTP1 and DPT3 coverage (including drop-out rateleiaatal care (ANC) coverage, rural vs.
urban status and infant mortality rate.

The diverse situation in countries requires indigildassessment approaches to guide
implementation strategies and there are no orfesfidl but only guiding principles available.
In the recommended set of core and surrogate itwig;adentification of the “best” data source
is important while indicators also should reflgegsific situations (“local knowledge”).
Repeated joint reviews of all districts may be agtdd with all relevant partners and consensus
on risk reached together. The purpose of thisasgdessment approach is not a form-filling
exercise but finding the women still in need arehtify systems capacities.

The Lao People’s Democratic Republicapplication of the tool and its impact

Dr Anonh Xeuatvongsa, National EPl Manager, presgtiie experience of the
Lao People’s Democratic Republic in using the MNStritt risk assessment tool to identify
districts with low EPI performance, which therefored focused interventions and SIAs. The
Government has been working vigorously to meenhttanal goal of MNTE by 2012, which
includes conducting three rounds of TT SIAs in 994 districts from November 2009 to
December 2010.

Following the TT SIAs, a nationwide district MNTski assessment which was carried out
from February to March 2011, showed that anothertortiwo rounds of catch-up TT SIAs
should be carried out in 24 districts in 12 proesdor meeting the 2012 national goal. The
MNTE district risk assessment tool uses TT2+ cayerand NT surveillance data as "core"
indicators and ANC visits, which are not alwaysaigle in the Lao People’s Demaocratic
Republic.
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Therefore, the proportion of rural population, fiagidelivery, ANC rate, poverty level,
literacy rates, primary school enrolment rates, &ere used as "surrogate" indicators to assess
the risk status of districts and identify high-riktricts needing TT SIAs. The process and the
tool have been used successfully to further pirtpeimaining high-risk districts. The tool's use
will be further complemented by additional desk anesite reviews in the identified high-risk
districts in preparation for MNTE validation.

Cambodia— identification of high-risk communities based oNME strategies, EPI review and
SIAs

Dr Chheng Morn, Immunization Officer, NIP, introdigta strategy to identify high-risk
communities based on the data obtained from MNTEagzhes, national EPI review and SIAs.
The post-EPI evaluation showed that, in Cambotmtraditional indicators for high-risk
communities based on coverage such as distanceneaith centres, reported EPI coverage by
village, the number of actual outreach contactsyper, etc., are not always reliable to identify
those communities. Socioeconomic indicators aassdiication of villages can improve
identification of high-risk areas.

People with good access and bad access are ofted moigether in the same community.
Several communities in urban areas with good haalthices have no access to them. A
population denominator is usually not reliable éweral communities. Recently established
communities are usually not registered for the imiration service. Some communities have
no planned outreach but actively use fixed-site imization services.

Therefore, to identify high-risk communities, th&PNs working with provinces and
districts in visiting communities and families atftecking the immunization cards held by the
family and the record during SIAs so that the dyalf service delivery could be measured more
accurately.

Western Pacific Region district EPI/VPD risk assesst tool

Dr Jorge Mendoza Aldana, Medical Officer-EPl/Westacific Regional Office, referred
to the 2010 intercountry workshop, where distiéetel EPI performance was discussed, as the
driving event for the development of the approaBhrticipants at that workshop highlighted the
need for a tool that synthesizes collected EPI todng data in a meaningful and
understandable way.

An overall explanation of the potential of the taold what it was expected to produce was
followed by a succinct description of the stepsartaiken and the current status of development.
Statistical procedures were conducted to identify select relevant data elements, among those
being collected by EPI in the Lao People’s Demactepublic, which could be used in the
tool. Those data elements fell into six categoridesnographics, immunization system,
poliomyelitis, measles, hepB and maternal and nebtetanus.

Thresholds or standards for each data elementdaedireed and a scoring system
according to whether the threshold was met wasgsegh The Regional Office is working on
seeking a weighting system that produces a meaniaghthesis of the data into categories of
performance, such as low- medium- and high-perfogndistricts. The presenter finalized his
intervention by highlighting the limitations of theol and acknowledging those who contributed.
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2.1.7 Progress, impact and challenges of ReachiagyBistrict (RED) strategies
Mongolia

Dr Sarankhuu Amarzaya, Officer at the Immunizafimpartment, National Center for
Communicable Diseases, presented the RED stratebiyssimpact on the health programme in
Mongolia. The RED strategy in Mongolia, startedie district in Ulaanbaatar in 2008, has
been expanded to four districts in Ulaanbaatarfimedistricts outside of Ulaanbaatar until
2011, according to a determination of high-riskaarébased on population size and density, high
rate of demographic migration, location of big netgg dormitories and remote subdistrict and
potential geographical expansion of the resideand)hard-to-reach populations (based on
population mobility, remoteness and vulnerabiléyg( homeless, children in orphanages, etc.)
and status of registration).

While the RED strategy was proposed by the inteynat immunization partners in 2002
to improve immunization services at the distriefele the RED strategy in Mongolia is an
integrated health service package at the distiatlIconsisting of not only immunization
services but also integrated management of chiidss (IMCI), child development and
protection, prevention of micronutrient deficieraayong children, safe motherhood and
reproductive health, water supply, hygiene andrenmental health, social welfare and
collaboration with administrative units and pola&partments at each level.

Achievements in implementing the RED strategy imiglalia include more vulnerable
populations integrated into the health and socelfare services; area-specific health problems
identified; improvement of both intersectoral cdoedion and Government-nongovernmental
organization (NGO) collaboration; and promotiortted awareness of the roles of families,
communities and clinics in health service delivery.

In April 2011, a health minister's order was appb®as national strategy for health system
strengthening using RED and a national coordinfatothe strategy was designated. The
Government of Mongolia is planning to expand thategy nationwide with its own budget.

Papua New Guinea

Steven Toikilik, National EPI Manager, presentathtonal initiative using RED
strategies, called "Reaching Every District to Rwag Every Child (REC)" initiative. REC
started in late 2010 in the identified 23 low-penfance districts based on DTP-3 coverage and
the number of unvaccinated children. The initiatiargeted "hot spots" (e.g. urban settlements,
areas with the provincial border, districts, viksgand areas with large populations) with active
supportive supervision to identify critical issuedow-performance districts, enhancement of
outreach, social mobilization and community invohent.

The initiative plans to identify and track both gmant women and children aged <1 year
in "hot spots”. The national Department of Health institutionalize the initiative to cover
other districts beyond 23 low-performance distriotstrengthen district health activities as part
of the National Health Plan 2011-2020 and engageaatners to the initiative to mobilize
financial, logistical and technical support to akirthe gaps identified.
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2.1.8 Summary on immunization strategies
The Lao People’s Democratic Republic

Dr Anonh Xeuatvongsa, National EPl Manager, prestatsummary of immunization
strategies in the Lao People’'s Democratic Reputilic the introduction of challenges in
immunization services and options for overcomirgsthchallenges. The challenges were
characterized by:

(1) the natural environment (e.g. difficult terraénlot of remote minority groups,
insufficient road access, etc.);

(2) insufficient subnational level commitment imtling, social mobilization and
information-sharing;

(3) critical technical issues, including limitedrhan resources, lack of communication
and coordination between vaccination teams andgelleaders, weak management of
cold chain;

(4)  donor-dependent financing with irregular fulms and complicated liquidation
process;

(5) difficult communication with ethnic minority gups and insufficient community
understanding and demand for immunization serviaed;

(6) incomplete birth registration at the villagedé

These challenges have resulted in a significantoeurof districts with suboptimal routine
vaccination coverage with all antigens (e.g. theloers of districts with third dose of
diphtheria—tetanus—pertussis vaccine [DTP3] coverli%, OPV3 coverage <80% and MCV
coverage <80% are 88, 77 and 116, respectivelyngrhd3 districts in 2011).

Dr Xeuatvongsa mentioned that the practical sahgtior these challenges included:

(1)  Accelerate advocacy activities at both thearati and subnational levels with
development of a national EPI policy.

(2) Expand the RED initiative, which had been ldhettin Phongsaly Province in the
Lao People’s Democratic Republic with the suppbM/1O in 2011. It established and
enhanced the involvement of and linkage with themanity in villages in immunization
services and supportive supervision by the progireP| department over districts and
health centres and other provinces with high-risweak performance districts.

(3) Promote integration of immunization servica® ia maternal and newborn child
health (MNCH) package in more districts.

(4) Formulate a national policy and procedure igraf-cold chain administration of
hepB birth dose in remote villages.

(5) Formulate a national policy to increase thediency of outreach and increase
fixed-site immunization opportunities as well as@chting for greater Government
funding for immunization services.
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Thiep Chanthan, Senior Programme Officer, MinistiryHealth, introduced immunization
strategies in Cambodia and the goals of the ndtiomaunization programme. For sustaining
polio-free status, vaccination campaigns with OBMéting children <5 years old continue to be
carried out targeting high-risk and hard-to-reaaa to achieve and maintain high coverage of
OPV. For measles elimination, two phases of me&las will be completed in 2011: the first
phase targets children aged 9-59 months nationaridehe second targets children aged
5-9 months in high-risk areas. In addition, theosel doses of measles vaccine will be
introduced into the routine immunization programforechildren aged 18 months beginning in

2012.

Rubella elimination is considered through the idtrction of rubella vaccine into the
measles elimination activities from 2013.

For MNTE, an accelerated effort is being made tprowe registration of CBAW on TT
vaccination status, to improve TT2+ coverage fegpant women and CBAW in high-risk
communities through strengthening the routine imixation programme and to complete TT
SIAs in high-risk districts in 2011.

Critical immunization challenges that Cambodia fexxtude:

(1)

maintenance of awareness and knowledge of #lect#d paralysis (AFP) among

clinicians for over 10 years after the regionaliqmulyelitis eradication was achieved;

(2)

remaining immunity gaps in high-risk commurstend among older age groups

after the measles SIAs in 2011;

3)

improving the coverage of on-time birth dosénepB vaccine among infants born

out of the health facility; and

(4)

Mongolia

heavy dependence of the programme budget enrettfunding.

Dr Sarankhuu Amarzaya, Officer at the Immunizafimpartment, National Center for
Communicable Diseases, summarized the immunizatrategy carried out in Mongolia, which

consists of;

(1)

A routine immunization programme with two dosé$/CV (started in 1989 and

monovalent measles vaccine replaced by MMR in 20608hildren aged nine months and
24 months.

(2)

National immunization days (NIDs) conducteddsva year (last 10 days in May

and first 10 days in October).

3)

SlAs with selected vaccines (e.g. subnatiomas Svith rubella vaccine in 2009,

subnational SIAs with OPV in 2010, etc.).

(4)
old.

()

School-based immunization with DT for childr@aged seven years old and 15 years

Outreach immunization (quarterly or during NIQrsSIAS).
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(6) RED strategies (expanding in Ulaanbaatar arivéqprovinces in 2011).
(7)  Voluntary immunization supported by the Immutian Fund of Mongolia.

(8) Immunization based on epidemiological indicasige.g. groups at occupational
risk, etc.).

These immunization strategies are supported bgydbcuments, e.g. the law of
immunization of Mongolia, the comprehensive Muleaf Plan on the National Immunization
Programme, the National Strategy for Combating \tepatitis, the National Plan for Wild
Poliovirus Importation, the National Programme anmr®nunicable Disease Control,
governmental resolutions and the Health Minisiantiers, etc.

To address several critical challenges, e.qg. filmhsastainability of the NIP, suboptimal
immunization coverage in several districts, quatitymmunization services (human resources,
vaccine management, surveillance, adverse evdatialy immunization (AEFI) monitoring,
etc.), insufficient public awareness on immunizatervices, etc., the following options are
being carried out or planned to conduct: strengtigeadvocacy for policy-makers on NIP
financing, expanding the coverage of RED strategiese actively conducting staff training and
supportive supervision and improving surveillangthhe introduction of molecular methods
into laboratory testing.

Papua New Guinea

Dr William Lagani, Manager of Family Health Sengc@&ational Department of Health,
introduced four components of vaccine deliverytegiges in Papua New Guinea: the routine
immunization programme with clinic-based fixed,reach and mobile vaccination sessions,
SlAs, a school-based immunization programme withamd periodic intensification of a routine
immunization programme by province.

Each of these components supports the “ReachingyBistrict - Reaching Every Child”
initiative. For example, integration of the ro@iimmunization programme with measles SIAs
demonstrated an increase in the number of childaeninated with DTP-HepB-Hib in 2010
from that in 2009 and the periodic intensificatarthe routine immunization programme
promoted reaching out to target more children éngtovinces, etc.

Several critical challenges were identified in pnesent system, e.g. rapid urbanization
leading to unorganized settlements, an inadequetkthhsystem and no EPI-specific structures at
the provincial and district levels. The followingtions are being carried out or planned to be
conducted in Papua New Guinea: expanding the “Re@d&tvery District - Reaching Every
Child” initiative to all districts, strengtheningmmunication activities at the community level
and introducing the second dose of measles vaatithe second year of life, improving vaccine
management and VPD surveillance.

2.2 Surveillance and Laboratory Network for Poliatitys and Measles and Rubella

221 Surveillance
Acute flaccid paralysis (AFP) surveillance
Dr Sigrun Roesel, Medical Officer-EPI/Western PiadRegional Office, said complete

and timely investigation of AFP cases remains d&sdn reliably detect polioviruses. In terms
of key aspects of AFP surveillance quality, fivaiewies did not reach the minimum
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nonpoliomyelitis AFP rate of one per 100 000 cldldunder 15 in 2010 (Cambodia, the
Republic of Korea, New Zealand, Papua New GuinegSingapore). Several countries did not
reach adequate stool specimen collection ratesleast 80%. Reporting of AFP cases in 2011
(as of 1 August) was declining in Cambodia, Papaw I&uinea and the Philippines and WHO is
providing specific support to all three countridhe Regional Certification Commission also
performed targeted AFP surveillance reviews in Gadrdoand the Philippines, leaving detailed
sets of recommendations.

Measles and rubella surveillance

Dr Wang Xiaojun, Medical Officer-EPI/Western PaciRegional Office, summarized that
case-based measles surveillance is conductedaéoaitries and areas of the Region and is
needed to detect and describe residual measlestw@msmission and close immunity gaps, to
distinguish between endemic and imported or impeleted measles cases and to verify the
absence of endemic measles virus transmission.

Reporting from countries and areas to the Westadifie Regional Office has improved
annually since 2007, reaching 94% completenes§ @¥dtimeliness in 2010. In 2010, the
discarded measles rate was 2.8 per 100 000 papul@irget >2), but only 37% of second-level
administrative units reported at least one disahrdeasles case per 100 000 population
(target = 80%).

Among suspected cases, adequate investigationscaedeicted for 39% (target = 80%)
and adequate specimens were collected from 68¢e(tar80%). Surveillance performance
indicators improved slightly from January to Jul®d 2, except for a decrease in adequate
investigations to 34% in 2011. Surveillance parfance varied among countries and areas.

Surveillance deficiencies in various countriesuideld reporting only suspected cases that
were investigated and not all suspected casefidiatty increasing the adequate specimen
collection rate), using different case identificathumbers by surveillance and epidemiology
units and laboratories for the same cases, datagmstering or updating data, discrepancies in
epidemiologic and laboratory data and a failureditect specimens for virus detection
(e.g. nasopharyngeal or throat swabs).

In many countries, rubella cases are identifiedugh measles surveillance, leading to
underreporting of rubella cases. Although onlyo187 countries and areas currently conduct
surveillance for CRS, many are interested in estaibly CRS surveillance.

222 Laboratory network: progress, current stathallenges and future

Poliomyelitis laboratory network, measles and ridoé&boratory network and the Japanese
Encephalitis (JE) laboratory network

Dr Youngmee Jee, Scientist, EPI/Western Pacifiddey Office, summarized the
progress, challenges and future plans of poliortigeineasles/rubella and Japanese Encephalitis
(JE) laboratory networks in the Region. Over 43figieated laboratories (43 poliomyelitis,

382 measles/rubella and 10 JE) participate in WiqQ&dity assurance programmes, including
annual accreditation based on proficiency testingfirmatory testing and on-site review based
on evaluation of laboratory performances durinyioues one-year review periods.

As of August 2011, all poliomyelitis laboratori&s, measles laboratories and seven JE
laboratories were fully accredited based on regutasite reviews by WHO and other
accreditation criteria such as proficiency tests @onfirmatory testing. As the Region is
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approaching the target year of measles eliminatiargh emphasis has been given to the
molecular epidemiology of circulating viruses byyiding training opportunities for molecular
analysis and by conducting virologic investigatafrcases in countries.

2.3 Certification, verification, validation process

Poliomyelitis eradication and sustaining poliomyislifree status

Professor Anthony Adams, RCC Chairperson, emphésim the certification structure
established in the mid-1990s remains in place, eften certification. Currently, the regional
commissions and national committees take the Keg iia the three-tiered approach. Regional
commissions have a continued responsibility to rejopothe global commission.

Active and well-functioning national certificatimommittees are considered essential
since an independent oversight mechanism at thenaatevel is critical and can be of great
benefit to the programme, particularly in termsd¥ocacy. The RCC continues to meet
annually and requests written progress reports #raoh country. Detailed guidelines are
provided regarding what is expected to be coverdte report.

The RCC at each meeting works out general and peapecific conclusions and
recommendations, which it reports directly backhm chairperson of the national committee but
which is also copied to the relevant programme marsg If the RCC has particular concerns, it
requests interim reports or even visits the couatrycerned. As much as possible, the RCC
prefers to hold annual meetings in countries ireotd have opportunities to meet with
programme colleagues and directly observe actritie

The RCC expects the WHO Secretariat to coordinhespects of its annual meetings. In
the interim, the RCC greatly relies on the Seciatan terms of communicating and
coordinating all relevant updates of the globalgmelitis programme between the commission
and the national programmes.

Measles elimination: Regional overview

Dr David Sniadack, Medical Officer-EP1/Western BPadRegional Office, reviewed
progress towards measles elimination in the Reginwhby country, predicting that in 2012
measles incidence would be <1 per million in 27rtdas and areas, 1-4 per million in five
countries and 5-9 per million in the remaining foauntries. He also noted that import-related
cases and transmission within countries could ré@swlverall measles incidence of >1 per
million and that overall incidence as an indicaibelimination should be interpreted cautiously.

Dr Sniadack then reviewed the background for warkint a mechanism for measles
verification in the Western Pacific Region. A tamal consultation with participation from
eight Member States was organized in June 201@.2040 TAG endorsed the conclusions and
recommendations from the technical consultationaaB810 Regional Committee resolution
requested the Regional Director to establish regieerification mechanisms and urged
Member States to establish an independent nati@ngication process.

Recommendations were reviewed from the technigadwtation and TAG meeting on
verification commission and committee structure amttion and verification components and
indicators. A plan was outlined for establishingegional verification commission (RVC) and
finalizing RVC terms of reference and verificatigmidelines and criteria based on experience
from other WHO regions and in consultation with MenStates.
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Measles elimination: Australia's experience in niemglimination and its verification

Professor David Durrheim, University of NewcasBAestralia, and member of the
Strategic Advisory Group of Experts (SAGE), revieltbe status of measles elimination in
Australia with reference to the five componentse@ification -- specifically, high population
immunity, incidence and epidemiologic analysis hhigiality surveillance, virologic analysis
and a good, sustainable routine immunization progre.

Professor Durrheim presented data demonstratingjstently high two-dose MCV
coverage with MCV1 >95% and MCV2 >90% since 20@4ologic evidence of population
immunity >90% since 2002, the self-limited natufeneasles outbreaks in Australia (few
generations of transmission and limited duratiorg an estimated reproductive number (RO)
<1 from 2003 through 2012.

Although incidence has been >1 per million, endegeicotypes has not been detected
since 1999 and a large proportion of measles @asasmported or import-related. In 2011, the
measles virus was imported from 11 countries, gtialy four from the Western Pacific Region.
Surveillance performance indicators in the HuntewNEngland Region of New South Wales
(population 880 000) met WHO-recommended standaifferent genotypes detected in
Australia included D4, D8 and D9. Professor Dumheoncluded that Australia was ready for
verification of measles elimination.

Hepatitis B control

Dr Karen Hennessey, Medical Officer-EPI/WesternifitaRegional Office, said the hepB
Expert Resource Panel (ERP) was established in 2@07y to serve as a pool of independent
experts for verifying the achievement of regiongppB control by the Member States. In 2011,
the ERP met to review the status of reaching thggdRés 2012 milestone. The ERP was
impressed with progress and recommends that thettgear for the 1% goal be established and
proposed as a 2012 Regional Committee Meeting agitemh.

The ERP reviewed, modified and adopted tools fopsifying and standardizing the
process by which countries are evaluated for watifon. This included a standard verification
package with a two-page coversheet, evaluatioar@iaind reference points to facilitate
consistent evaluation across countries. The ER®Praviewed country data to make
recommendations for countries that likely have exdd the hepB control targets; six countries
were recommended to begin the verification prodess countries need data clarification and
10-13 countries may want to conduct serosurveys.

MNTE: China's experience towards validation

Dr Luo Shusheng, Lecturer, Department of Child, ladoent and Women's Health,
School of Public Health, Peking University, sumrmad that MNTE in China is being pursued
by the Safe Motherhood Programme, led by the Minist Health, the National Working
Committee on Children and Women and the MinistriFioeince. Increased clean and hospital
delivery, as a high public health priority and thain strategy to achieve MNTE, have resulted
in a major decrease in the number of NT casessd&two strategies have been integrated into
rural health system reform as a long-term plarctoeving and maintaining the elimination goal.

In 2010, an MNT elimination panel led by MCH, Mitrigof Health and coordinated by
the Bureau of Diseases Control, Ministry of Healths established with the participation of the
China Centers for Disease Control and Preventitwn@CDC), the Capital Institute of
Pediatrics and Peking University to prepare fordalon of elimination. The globally
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recommended scoring MNT risk assessment is apfaiethssify all 333 prefectures after
indicators to be used in the risk assessment framewere agreed upon. The indicators reflect
not only classical MCH measurements of achieverbanalso other socioeconomic
characteristics that help provide the macro-coréxte prefecture and use EPI NT surveillance
data in a strong collaborative approach towardsnaneon goal. One validation survey will be
conducted in eastern China, another in westernaChin

2.4 Immunization safety

Regional overview on immunization safety

Dr Md. Shafiqul Hossain, Technical Officer-EP1/\Warst Pacific Regional Office,
summarized the history of the immunization systemidst 35 years, which has become mature
and successful. With the targeted diseases fdication and elimination and with the
availability and accessibility of more new vaccimeshe Region and globally, the immunization
safety effort has become increasingly more impartan

He described the component of immunization safebych consists of, among others, the
National Regulatory Authority (NRA) system, the AEurveillance system, the EPI supply
chain system and injection safety and waste manegenThe AEFI surveillance system is one
of the major components of immunization safetyl cduntries may want to have effective
vaccine safety systems, including preparednessitonioy and prompt response to ensure safe
vaccine and to maintain public confidence on imrmaation programme.

Data from the Joint Reporting Form (JRF) in 201thdestrated that 26 countries and
areas conduct AEFI surveillance, six do not anéhfarmation on AEFI surveillance is available
on the remaining four. Among countries and arbasd¢onduct AEFI surveillance, quality varies
widely, which needs to be addressed properly. |kt shared the vaccine safety activities
conducted during the pandemic A (H1N1) 2009 vacdiegoyment and vaccination and major
lessons learnt from it.

AEFI due to DTP in the Philippines and its impaottbe immunization programme

Ms Dulce C Elfa, National Coordinator, National &g@mniology Center, presented the
topic on "Lessons learnt from the DTP AEFI in & @it the National Capital Region,
Philippines". Following the report received onAudgust 2010 on deaths allegedly due to AEFI,
she described the immediate action taken for ifnyesbn and response. The concerned
City Health Office temporarily administered vacdinas using the implicated DTP lot. Locally,
in the Food and Drug Authority (FDA), the vaccinasitested for safety, sterility and
pertussis-specific toxicity and abnormal resultserfeund on the latter.

The Causality Assessment Committee held a speéiating to review the cases and test
results from the FDA and a repeat test of the daiirfe lot by a WHO-accredited laboratory was
recommended. Upon request by the Department dilH&sHO supported a test of the vaccine
at the Therapeutic Goods Authority (TGA) Australidnich found the vaccine acceptable.

Ms Elfa said there was a huge implication for thenunization programme because of this AEFI
issue and shared in detail the lessons learnthwhatuded:

(1) toimprove the quality of AEFI surveillance rpeularly on case investigation;

(2) tolook into all factors that may contributeA&FI before considering laboratory
testing;
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(3) to continue training on surveillance and reseoto AEFI;
(4) to strengthen capacity of vaccine NRA (FDA);

(5) to appropriate funds for up-to-date trainingléboratory personnel to conduct
vaccine testing and use of appropriate guidelinesekting vaccines;

(6) toimprove safe injection practises;

(7)  toimprove communication and coordination betwsurveillance and EPI for
appropriate planning, response and technical goatmdecision-makers in the
Department of Health; and

(8) toformulate policy on testing implicated vawes upon the recommendation of the
Institute for Systems Biology/National AEFI Comra#t

AEFI in Viet Nam and its impact on the immunizapoogramme

Dr Nguyen Hang and Dr Nguyen Van Cuong, from the&al Department of Preventive
Medicine, the Ministry of Health, Viet Nam, presedithe topic "AEFI in Viet Nam
2010-2011". They described the regulation on AERMiet Nam, including training received by
staff in AEFI and materials available. They thbared the number of serious AEFI cases
reported in 2010 and 2011 and the actions thabkad taken by the Ministry of Health.

Among the death cases in 2010 allegedly due to AHEL proper assessment, it was
concluded that only one case was anaphylactic stedating to vaccine and none of the others
was related to vaccine. Among the reported fisesaf serious AEFI in 2011, after assessment
it was concluded that nothing was related to vasinThey mentioned that after evaluation, the
AEFI council in Viet Nam concluded that the vaccissafe and should continue to be used in
EPI.

2.5 New vaccines and technologies

251 Surveillance for new VPDs: progress, curstaius, challenges and the future
Invasive bacterial disease (IBD) surveillance anthrirus surveillance

Dr Kimberley Fox, Technical Officer-EP1/Western RiacRegional Office, reviewed
progress and challenges in the WHO-coordinatedregrgurveillance networks for rotavirus
diarrhoea and IBD-VPD (meningitis, pneumonia ars&secaused bidaemophilus
influenzaéHib, pneumococcus and meningococcus). Seven gesi¢€ambodia, China, Fiji,
the Lao People’s Democratic Republic, Mongolia, lRaNew Guinea and Viet Nam) enrolled
over 6000 children hospitalized with severe diagdn 2010. Across countries, 25%-61% had
rotavirus. Mongolia, Papua New Guinea, the Phiiipp and Viet Nam conducted IBD-VPD
surveillance in 2010, enrolling over 1000 casemsehingitis and over 3000 cases of pneumonia
and sepsis. Across countries, 9%-19% of meningises were vaccine-preventable.

Pathogen diagnosis in pneumonia cases was tedgréballenging, with only 0.5% of
cases having a positive culture. Data were usedgport decision-making in five countries and
GAVI pneumococcal conjugate vaccine (PCV) applaaiin three countries in 2011. Key
elements in the success of this surveillance irclotplementation within national surveillance
systems and standardization of procedures, teatidglata to ensure quality.
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Laboratory networks for IBD and rotavirus

Dr Fem Julia Paladin, Technical Officer-EPI/WestBatific Regional Office, presented
the progress and challenges in establishing thedBdrotavirus laboratory networks. Formally
established in 2010, the laboratory networks agamized into various levels of sentinel site and
national, regional and global reference laborasdigdowing the model of the poliomyelitis and
measles laboratory networks.

Fully 17 IBD laboratories in six countries and 28wvirus laboratories in nine countries
generate information on the prevalence and digtdbwf specific serotypes and genotypes of
H. influenzaeS. pneumoniaandN. meningitidisstrains and rotavirus genotypes to ensure that
the purposes of the new vaccines surveillancedrieweed. Quality assurance mechanisms,
including proficiency testing, have been develogerd training courses have been organized to
familiarize the laboratories with their roles aegponsibilities and the requirements for
performance quality and data management using egdaboratory databases.

The laboratory networks are hew and modificationgdrk practises are needed to meet
required standards and targets. Monitoring lalooygterformance, use of standardized
laboratory data reporting, supportive on-site emsesit and efficient supplies management are
critical for effective coordination of network adgties. Formalization of national laboratories
under ministries of health is needed to promottaguability.

252 Introduction of new vaccines and technologies

Overview of challenges and lessons learnt in decisnaking processes and prioritization of
new vaccines

Dr Kimberley Fox, Technical Officer-EPI/Western RiacRegional Office, summarized
key policy issues in decision-making for new vaeaimtroduction. The burden of disease is a
major consideration and with 20% of under-5 mantath the Western Pacific Region caused by
pneumonia and meningitis, several countries haiegitized PCV after successful introduction
of Hib vaccine. Another 4% of under-5 mortalityceused by diarrhoea, half of which is due to
rotavirus.

Cervical cancer has a high burden in many Westacifi® Region countries, especially
the Pacific island countries. WHO position paggrgle decision-making through
recommendations for vaccine use and immunizatiategies. Prevalent serotypes, systems to
deliver immunizations to age groups beyond infaarog surveillance data to guide geographic or
age group targeting are also important in establjspolicies for new vaccines.

Successful aids in decision-making include costativeness tools (ProVAC), relative
benefit tools (Lives Saved Tool), independent amtyigroups (NITAGS), costing tools and
others. Ultimately, selection and prioritizatiohnew vaccines for introduction depends on
public health priority, cost-effectiveness, susthitity and operational considerations.

Regional overview: Progress and programmatic chmgkes in introducing new vaccines in the
countries in the Western Pacific Region (2010)

Dr Md. Shafiqul Hossain, Technical Officer-EP1/\Warst Pacific Regional Office,
reviewed the progress of new and underutilized macatroduction in the Region and reported
that substantial progress has been made in intioglnew vaccines. As of June 2011, 31
countries and areas provide Hib vaccine through ttagional immunization programmes. Hib
vaccine is also available in the remaining fiverdoies and areas (China, Hong Kong [China],
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Japan, the Republic of Korea and Singapore) thréagdi government systems or the private
market and clinics.

A total of 14 (39%), seven (19%) and 14 (39%) coestand areas in the Region had
introduced PCV, rotavirus vaccine and HPV vacciaspectively, in their NIP. Among the
successes achieved, he also shared some key progtianchallenges for the introduction of
three new vaccines. The presentation of pregedlfiCV-10 is a two-dose vial without a
preservative, which is not compatible with the présnultidose vial policy. To address this
issue, WHO has been working to develop a visuataum placed on the vaccine vial label.

For both rotavirus vaccines, age restriction issgomchallenge and adequate preparation,
including social mobilization and training are innfamt to ensure that health care workers and
parents know the importance of timely vaccinatibtPV vaccine is different from most EPI
vaccines in terms of target and school-based dglsteategies are commonly used, including
health centres, as a supplement. He also staedsst of the new vaccines are costly and
bulkier than traditional vaccines, requiring mopase during storage and transport.
Communication strategies are essential to engagencmities in understanding the benefits of
new vaccines and to minimize the potential for aseémpact from rumours and other
inaccurate information or allegations.

Country experience on PCV introduction (Singapore)

Mr Yuske Kita, Senior Public Health Officer, Comnicable Disease Division,
Ministry of Health, gave a presentation on his ¢ogs experience with PCV introduction in
Singapore. He shared the report of a nationalystfithe epidemiology of pneumococcal
disease among hospitalized patients in Singaponre 1995 to 2004. He mentioned that
challenges of PCV vaccine introduction might bdedént from other countries as Singapore is
small city-state with a total population of fivelhdin. PCV-7 vaccine was registered at the
Health Sciences Authority in Singapore in May 2@08 it became widely available in 2005.

Singapore has established expert committees on mzation and advises the Ministry of
Health in strategies and control of VPDs througmimization. PCV vaccine was incorporated
in the National Childhood Immunization Programmé(R) in November 2009. PCV-10 and
PCV-13 vaccines also were registered in Singapo2®10 and guidelines issued in
January 2011. Mr Kita mentioned the importancbasfeline data, surveillance for monitoring
and evaluation and communication with health pitesals and the public.

Regional update on National Regulatory Authorifld®A) in the context of the introduction of
new vaccines

Dr Yoshikuni Sato, Medical Officer-EPI/Western RacRegional Office, reviewed the
history of the NRA strengthening programme andesthéine functional status of NRA by
countries in the Region. Seven countries in thgidtehave functional NRA status that regulates
the use of vaccines. Vaccine introduction tremdseacellent in the Region. Unlike in the past,
few new vaccines were planned to be introducediimeslow- and middle-income countries in
coming years.

In this rapidly evolving situation, an NRA has dqure role to ensure that up-to-date
guality, production and verification standardsmet. He shared the vaccine procurement
systems in the Region, which vary from a Unitedidiet-based procurement system, to
procurement from domestic manufacturer, to procerdgraystems based on competitive
international bidding. Some countries use mixextprement strategies.
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He said that countries using new vaccines fronr th@inestic manufacturers require
fulfilling the six NRA functions and countries intfucing new vaccines by procuring vaccine
through United Nations agencies must have licensnthmarketing authorization and post-
marketing surveillance. He urged the Member Statésve an independent, competent and
effective regulatory system to support assuredityuadccines for an immunization programme.

JE: Report on a biregional JE meeting

Dr Kimberley Fox, Technical Officer-EP1/Western BigcRegional Office, reported on
the fifth Biregional JE Meeting held in Vientiartbe Lao People’s Democratic Republic, in
May 2011 to review progress in JE surveillance aactination programmes and to define future
directions for JE control. Fully 66 participantsrh 16 countries in the South-East Asian and
Western Pacific Regions and partner organizatibagesl technical updates and lessons learnt
and developed country plans.

Substantial progress has been made since theregiomal meeting in 2009, with
surveillance expanding in countries with limitedetise burden data, pilot vaccination initiated
in Cambodia and continued expansion of vaccinatidriet Nam. Further improvement of
surveillance quality is needed and JE vaccine suppgiomplicated by the absence of a WHO-
prequalified vaccine.

Future plans for JE control in the Western Pa&fgion include initiation of JE
surveillance in Papua New Guinea, expansion olultegdlance in the Philippines, evaluation of
JE vaccination in Viet Nam and China and introdurcof JE vaccine in high-risk areas of the
Lao People’s Democratic Republic and the Philippine

2.6 Advocacy for immunization

Regional Immunization Week

Gabriel Anaya, Programme Management Officer-EPIfMfesPacific Regional Office,
emphasized that Vaccination Week is an event tightights the importance of protecting
infants from VPDs and celebrates the achievemdntesrounization programmes and their
partners in promoting healthy communities. The ¥tesPacific Region joined the efforts of the
American, Eastern Mediterranean and the EuropegioR&in a call to action to ensure that
infants around the world are fully immunized.

Events included vaccination, social mobilizatiow amedia campaigns, proclamations by
high-ranking officials and advocacy meetings, amotigrs. Fully 29 countries in the
Western Pacific Region successfully conducted #ietssranging from media events such as
official launching ceremonies to special vaccinattinics to focus attention on immunization
achievements and celebrate the accomplishments pasdéle through successful
collaboration. Planning for Immunization Week 203 started with the aim of having full
participation from the Region in order to open dolmr resource mobilization activities at the
local, national and regional levels.

Papua New Guinea

Papua New Guinea joined 29 countries and aredeiMestern Pacific Region and other
countries in the world in 2011 in celebrating tlsiavements of immunization and also
highlighting the importance of protecting infantedachildren from VPDs through
Vaccination Week from 26 to 31 April 2011. The mabjective of the week was to vaccinate
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children attending the child outpatient and inp#tigepartments in all provincial and district
hospitals, thereby reiterating the concept of "\fa&iton at Every Opportunity".

Activities included the Secretary of Health inawgurg the Vaccination Week at
Port Moresby General Hospital in the presence efijgricians, Department of Health officials
and partners and the Paediatric Society -- reafiigrsupport for the EPI in the country -- Miss
Papua New Guinea Humanitarian addressing the gadghatthe Port Moresby General Hospital,
newspaper and radio campaigns before and duringivation Week and provincial governors
and administrators launching ceremonies.

Update on Global Immunization Vision and Strategg Becade of Vaccine (DoV)

Dr Lidija Kamara from Headquarters gave an overvidthe current situation and the
Decade of Vaccines Collaboration (DoVC) and an tgda the development of the Global
Vaccine Action Plan (GVAP).

WHO, UNICEF, the National Institute of Allergy afectious Diseases (NIAID) and the
Bill & Melinda Gates Foundation established the @t create a GVAP for implementation
and form a collaborative structure to engage desstakeholders in response to Bill and Melinda
Gates’ call in January 2010 for a “Decade of Vaesin— including a pledge from their
foundation to commit US $10 billion over the neftylears to help research, develop and deliver
new vaccines for the world’s poorest countries.

New vaccines are ready for country immunizatiorgpaenmes: Meningitis A, cervical
cancer, pneumonia, and diarrhoea. Excellent cateidecines are in the pipeline to fight
malaria, HIV and tuberculosis. National governrseare prioritizing vaccines in health
strategies; governments have dedicated more resotagédmmunizing their citizens.

The DoVC is a time-limited consultation processlévelop GVAP 2011-2020. From
May 2011, the DoVC will undertake a consultationgass, engaging a wide range of
stakeholders on a number of policy, economic, hedklivery and epidemiological issues and
challenges related to how to best use vaccinesn$ore a diversity of views, individuals and
organizations will be invited to participate inexies of in-person and online consultations to
provide working groups with evidence and guidamcpriority areas.

Update on the Strategic Advisory Group of EXpeB&GE)

Professor David Durrheim outlined the purposescgsses and products of SAGE and the
work of SAGE during its last meeting in April 2018AGE is the principal advisory group to
WHO for vaccines and immunization (from researctedtivery and linkages with other health
interventions, covering all vaccines and all agaugs). SAGE reports directly to WHO
Director-General and involves in its work all redew WHO departments.

The 15 members are appointed by the WHO Directare@Gd and sign a declaration of
interest. SAGE has seven working groups and nte&te a year (in April and November).
During its meeting in April 2011, SAGE reviewed lgéd progress in immunization, the status of
the implementation of recommendations previouslgenand regional update reports. SAGE
also reviewed reports from other immunization agiyisscommittees such as the Advisory
Committee of the Initiative for Vaccine Researtte Global Advisory Committee on Vaccines
Safety and the GAVI Alliance.

SAGE discussed specific topics such as pandemiseambnal influenza vaccines, tick-
borne encephalitis and meningococcal meningitiswnag rubella vaccination immunization
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schedules, global poliomyelitis eradication, anatpdf the evidence-based review process and
grading of the quality of scientific evidence chral@accine.

2.7 Partnership — Interagency Coordinating ConamittCC) Meeting

After the substantial reduction in partner fundin@008, the Region has been able to
address basic regional needs continually becauige gfenerous contribution and commitment
of existing donors. However, funding gaps exigtntical areas to support priority countries.
ICC members committed to continue their level qifmrt technically and financially but finding
new donors has been challenging, especially witcthrent global financial crisis.

The Western Pacific Regional Office is working witbuntry offices and partners to
identify sources to cover the anticipated fundiaggand fully meet the financial needs on
targeted diseases. However, the resource requiterfur 2012 are significantly higher than the
expected resources. As new vaccines become deqithb need to support surveillance systems
for all VPDs becomes more difficult. Finding sk&ill personnel and financial support at the
country level will continue to be a challenge talgedss all needs beyond the basics.

3. CONCLUSIONS

The main conclusions of the meeting were as follows
3.1 General

The Western Pacific Region entered the second deaufathe 21st century with continued
regional progress towards achieving immunizatioalgiancluding strengthening immunization
systems, achieving measles elimination and the legpBol milestone by 2012, completing
MNTE, maintaining poliomyelitis-free status and @lecating introduction of new and
underutilized vaccines.

Major global immunization goals and targets camatsomplished successfully. There is
great utility in establishing and monitoring suéelgional goals to focus attention on major
immunization priorities, the technical and prograatimirequirements to address these priorities
and the human and financial resource mobilizatemuired. However, achievement of current
regional goals and targets is facing critical aradles in several countries.

The TAG meeting was an opportunity to review regland country progress. Countries
can learn from each other’s experiences and clyglenThe TAG works out and can share
advice with countries and the Western Pacific Regli®ffice on recommended actions to
improve programme performance and enhance proggressds achieving regional goals and
targets. The ultimate goal of this process isrtgezt more children and adults against VPD,
disability and death.

3.2 Measles elimination

The Region is making good progress towards meabtamation and achieving the goal
in all countries is feasible provided political aimthncial commitments support the activities that
must be undertaken. Only 16 550 measles casesgéBmillion population (annualized) were
reported in the Region from January to June 20tbnaiderable reduction from the 48 484
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cases (27.0 per million population) in 2010, 61 92009 (34.0 per million) and 145 949
(81.6 per million) in 2008.

The TAG appreciates the intensive and succesdfuttef the many countries
conducting SIAs in the latter half of 2010 and 2@14t have contributed to this decrease,
including those in Papua New Guinea (from June 2010uly 2011), China (September 2010),
Viet Nam (from September to November 2010), Camb@uom February to April 2011) and
the Philippines (from April to June 2011). The LReople’s Democratic Republic was to
conduct an SIA targeting people nine months oltitgears old from November to
December 2011.

Routine immunization coverage has also improveddOAéstimates of regional MCV1
coverage were 97% in 2010 compared with 96% andi@52609 and 2008, respectively.
MCV2 was included in the routine immunization sallecbf 32 countries and areas, with
regional coverage reported at 91%. Surveillanctpraance improved from January to
June 2011 compared with prior years.

The discarded measles case rate was 3.0 per 1080p0Cation (target2.0, and up from
2.6 in 2010), and blood specimens were collectaoh ff 1% of suspected measles cases (target
>80%, and up from 68% in 2010). Virus detection amdecular analysis are occurring in more
countries and areas and the number of cases withtygee data is increasing in several countries,
including Japan, Malaysia, New Zealand and the Blgpaf Korea.

Nevertheless, no country should become compladdigih levels of two-dose measles
vaccination coverage through routine and/or supetgary immunization are necessary to limit
or interrupt transmission of measles virus un# Wrus is eradicated globally.

Further progress will require recognition of antd@tto mitigate immunization gaps.
Geographic and social disparities in immunizatioogpamme access and utilization exist in
several countries. Strategies to reach every caritynand child (rather than every district)
include specific community- and child-focused ®gigs that are being conducted in Cambodia,
the Lao People's Democratic Republic, Papua Newé&auand the Philippines.

Despite the high reported coverage from SlAs, tegidhains of measles virus
transmission may be identified afterwards in rengetegraphic areas, as occurred in Viet Nam,
or in age groups not targeted by the SIA, as inl@aha. The TAG is concerned that remaining
immunity gaps among older age groups in Cambodéeathn measles elimination efforts in that
country.

Current administrative coverage data may not barate and actual coverage may be
lower than reported coverage. Coverage monitdaoots such as rapid coverage or convenience
assessments have been used extensively duringdiet ISIAs in Cambodia, Papua New Guinea
and the Philippines to identify missed childremh& community level and also may be used to
monitor routine EPI coverage.

Epidemiologic data from an increasing number ofitoes, such as China, Malaysia, the
Republic of Korea (in 2007) and Singapore, sugtiestinfants less than 9 months old represent
a substantial proportion of reported measles cabks could be an indication of increasing
vulnerability to measles infection at younger atled paradoxically would result from health
system improvements.

Well-functioning immunization programmes resulfemver mothers with natural
immunity to measles that confer low levels or ndenaal antibody to their newborn infants.
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Improved health care access results in increaskafinosocomial transmission after infected
cases of any age are brought to health facilitiesd the prodrome or shortly after rash onset
and infect susceptible infants and children.

In addition, some countries that administer MCV2iator seven years old (e.g. Malaysia,
Singapore) have reported a high proportion of casgang children 1-5 years old. The WHO
position paper on measles vaccine (WER 2009; 843849 notes that in countries with low
measles transmission (that is, those that areatiegination) and where MCV1 is administered
at age 12 months, the optimal age for deliverindine MCV2 is based on programmatic
considerations that achieve the highest coveragdf2 and, hence, the highest population
immunity.

Administration of MCV2 at age 15-18 months ens@ady protection of the individual,
slows accumulation of susceptible young childreth miay correspond with other routine
immunizations (for example, a DTP booster).

Further progress towards measles elimination al@eguire addressing surveillance
gaps at the subnational level. Only 34% of sedemdl administrative units have reported at
least one discarded measles case per 100 000 popul&®egionally, the method of measles
confirmation in the first half of 2011 was by ckai criteria for 51% of confirmed cases and only
1% are confirmed by epidemiologic linkage.

As countries approach measles elimination, cassifilzation becomes more complex as a
greater percentage of immunoglobuline M (IgM) pesitases may be falsely positive. In
addition to standard clinical and laboratory ci#eadditional criteria such as the duration and
nature of rash, magnitude of fever, clinical cowkdisease, etc., may be used as additional
evidence to confirm or discard measles. Expeierecommittees, such as those used for
poliomyelitis, may be needed.

Moreover, collection of specimens for virus det@etand molecular analysis (e.g. throat
swabs) are becoming critically important to traok migration of viruses and help assess
whether new cases are imported, import-relatechocine-associated.

At the 61st Regional Committee Meeting in Octol@t@ Resolution WPR/RC61.R7
urged the Member States "to establish an indepémagional verification process for measles
elimination following the establishment by the WHR@gional Office for the Western Pacific of
standardized regional verification mechanisms" rogdiested the Regional Director "to establish
regional verification mechanisms for measles elation."

Separately, a regional Technical Consultation envérification of Measles Elimination
in the Western Pacific Region was held in June 201¢hich partners and representatives from
eight Member States participated. The outcomba@tbnsultation included guiding principles,
structure, function, components and proposed italisaf verification for the
Western Pacific Region. The participants of thescttation recommended considering various
types of evidence to verify measles eliminatiodifferent countries.

Recommendations

(1) The general recommendations from TAG 19 renaalid. In regard to establishing a
regional verification mechanism, the TAG urgesRagional Director to form an independent
RVC as soon as possible in accordance with the Rétfional Committee Resolution
WPR/RC61.R7. Once formed, the RVC may want tofallyereview the proceedings,
conclusions and recommendations of the June 20&BnTeal Consultation for the Verification
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of Measles Elimination in the Western Pacific Regimd, in consultation with countries and
areas of the Region, develop processes for veigitaf measles elimination, including the
RVC's terms of reference, verification guidelinasd working criteria for verification.

As variation exists in measles elimination stattress the Region, the RVC may want to
include assessments of progress towards meagstasatiion in its terms of reference. In view of
the 2010 Regional Committee resolution and 2010dRed)Consultation recommendations, the
TAG recommends that the RVC consider various tyffevidence in verifying measles
elimination in different countries (e.g. a provifmgprovince approach in very large countries).

Such evidence would include both quantitative daa qualitative, historic review of
epidemiologic and virologic trends as well as pamgmatic performance. During this process,
the RVC will continue to draw upon the experienapd lessons learnt from the Pan American
Health Organization in addition to the plans angrapches being implemented by the RVCs of
the Eastern Mediterranean Region and the EuropegioR

(2) As described in "Monitoring Progress Towardsasles Elimination" (WER 2010;
85:490-495), the TAG affirms the definition of misselimination as the absence of endemic
measles virus transmission for at least one y®Brasles incidence is a useful measure for
monitoring progress towards measles eliminatiooweler, attaining measles incidence of <1
per million population is not a requirement fomghation as imported and import-related cases
may occur at levels corresponding to a higher oo rate.

(3) Countries may want to make extra efforts toriomp measles and rubella surveillance
sensitivity (i.e. at the subnational level) and foye the quality of case investigations, including
collection of all core variable data, adequate icoratory sample collection and testing, contact
tracing, proper case classification and collecabeamples for virologic testing (e.g. throat
swabs).

(4) Surveillance data quality and content may badyesed and used regularly at national and
subnational levels in all countries. This is pau@ely important to identify residual areas of wru
transmission and appropriately target outbreakaesp immunization or mopping up activities,
including after SlAs.

(5) Recognizing the impressive progress made tosnactieving the regional measles
elimination goal in the Western Pacific Region, T#G recommends that countries may want to
be prepared to control measles outbreaks in emeygaattings and may want to develop
national measles outbreak preparedness and resplanseand identify sources of funding to
enable a comprehensive and timely response to esastbreaks, according to the updated
guidelines on “Response to measles outbreaks islesemortality reduction settings”.

(6) Inthe setting of outbreaks, timely reportiimyestigation and appropriate isolation of
suspected measles cases may be conducted andataecof infants 6—-11 months old against
measles may be considered.

(7) The TAG suggests that countries with demorstranmunity gaps in pre- school and
school-age children ensure MCV1 immunization ab/ees the national schedule will allow and
consider adjusting the timing of the administratadMCV2 (MR or MMR), preferably between
15-24 months old, to reduce the accumulation ofejotible children over time. Regardless of
the strategy or schedule followed, children magtreened for their measles vaccination history
at the time of pre-school or primary school entrygl éhose lacking evidence of receipt of two
doses may be vaccinated.
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(8) Recognizing an increasing role of adults in stesvirus transmission in some countries,
the TAG recommends that countries routinely maytwaensure protection of those at high
risk. This group includes students, migrant waskenilitary recruits, health care workers and
employees in the travel and tourism industry (Bansport workers, hotel and resort workers,
etc.). Additional study may be useful to bettdiirderoutes of measles virus transmission
among adults.

(9) Countries may want to ensure cooperation witielosectors, such as education, local
community and media, especially in light of incieggarental concern about vaccination
safety. Countries should promote the fact thab#eefit of immunization far outweighs
potential side-effects.

(10) To protect the results from their recent STambodia may want to consider expanding
the target age and geographic scope of its plaBi®deginning 31 October 2011 to include at a
minimum districts where measles virus transmisgarontinuing. Accelerated introduction of
RCV through a wide age range SIA in 2012 would héngportant additional strategy for
Cambodia as well as other countries to more dafelit address measles susceptibility among
older children, adolescents and adults while ateelarating control of rubella transmission and
the risk of CRS.

(11) The TAG agrees with Papua New Guinea's plamaluct its 2012 SIA within three to

four weeks. The TAG recommends that governmeittogities use restructuring opportunities

to strengthen immunization services and VPD suamke management. The TAG encourages
the Lao People’s Democratic Republic to ensureast|95% coverage among people targeted in
the MR vaccine SIA in November 2011 and to intgnsifrveillance to identify and eliminate

any residual areas of measles virus transmission.

3.3 Rubella control

Rubella affects countries unequally in the WesRamific Region. Those that have had
universal RCV immunization for decades have higele of control while others that have not
yet or only recently introduced RCV remain highhdemic. The CRS disease burden is
underreported and underrecognized in many couritritee Region.

Awareness of rubella and CRS is increasing, pdatilsuin the six countries that have not
yet introduced RCV into national immunization praggmes. Four of those six countries
(Cambodia, the Lao People’s Democratic RepublipuBdNew Guinea and Viet Nam) are
taking actions to determine the disease burderRS @nd explore sustainable strategies to
introduce RCV.

The new WHO position paper on rubella provides toes new guidance on RCV use. In
the position paper, WHO recommends that countsestiuie opportunity provided by accelerated
measles control and elimination activities to idtroe RCV. All countries that have not yet
introduced RCV and are providing two doses of nesaghccine through routine immunization
and/or SIAs may want to consider the inclusion 6MRn their immunization programmes. To
avoid the potential increased risk of CRS, coustnmay want to achieve and maintain
immunization coverage of 80% or greater with ast@me dose of RCV delivered through
routine services or regular SIAs, or both.
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Recommendations

(1) The TAG welcomes the recently published WHGitpws paper on rubella vaccine
(July 2011) and the new guidance that it providesxpanded introduction and use of RCV and
recommends that countries and areas adapt th&rgsohccordingly.

(2) The TAG recommends that the six countries lilaae not yet introduced RCV may want
to take steps to introduce the vaccine. Theipohiction plans may include raising awareness
among policy-makers and relevant professional sesieexplore actionable strategies to
integrate RCV into their national immunization pragmes and identify mechanisms to
financially sustain its use.

(3) Based on the revised WHO position paper onllaveccine, the TAG recommends the
following strategies to use RCV (MR or MMR) to alazate rubella control:

(@) Countries should use opportunities affordethieytwo-dose measles vaccination
strategy recommended by WHO to provide RCV.

(b)  The preferred approach is to begin with RC\4 wide age-range campaign,
targeting age groups predominately affected, foldwmmediately with the introduction
of RCV in the routine programme. As with all SlAgfpropriate AEFI surveillance
should be in place.

(c)  All subsequent follow-up campaigns may wansttongly consider use of RCV.

(d)  The first dose of RCV can be delivered at mmanths or 12 months old (eight
months old age in China) in accordance with thetarg national immunization schedule
for measles vaccine.

(e)  All subsequent follow-up campaigns may wanige RCV.

() Countries introducing RCV may want to achiewe anaintain immunization
coverage of 80% or greater with RCV delivered tigtotoutine services and/or regular
SIAs.

(g0 Countries may want to provide RCV together wit6V and hepB vaccine to all
health care workers, where possible.

(4) In considering accelerated introduction of Rtbxbugh SlAs that target wide age groups,
countries and partners also may want to consideadded benefits of definitively addressing
residual measles susceptibility among adolescentsdults as part of the Region's efforts to
eliminate measles.

(5) The TAG suggests that countries with concebmitisusceptibility to rubella among
CBAW based on age distribution of rubella casesS GRrveillance or other evidence identify
effective solutions to protect the respective papoh group and mobilize the resources required
for this purpose. Ideally, such efforts can be obim@d with increasing population immunity
against measles among susceptible adolescentslaltsl a

(6) The TAG encourages countries that have no¢sttblished CRS surveillance to do so
when possible, with technical support from WHO aadners, and by applying lessons learnt
from CRS surveillance pilot projects and from otbeuntries with existing CRS surveillance
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(7) Countries may want to provide sufficient RC\agability to ensure uninterrupted routine
and supplementary immunization (when planned). n@as that manufacture RCV may want to
ensure sufficient production capacity to meet thgomal immunization programme needs.

(8) The TAG reaffirms 2015 as the operational taygar to achieve the targets of rubella
control (<10 rubella cases per million populatianyl CRS prevention (<10 CRS cases per
million live births) in the Western Pacific Regias stated in the 2009 TAG 18
recommendations.

(9) GAVl-eligible countries may want to be prepafedpotential submission of rubella-
containing vaccine applications in 2012, includiogimplementation of a large-scale SIA as the
preferred approach to RCV introduction.

Hepatitis B control

The Region has made important progress in hepBaoriEstimates based on the 2007
birth cohort suggest that the regional milestone=dticing chronic infection rates to <2% among
children at least 5 years old has likely been agte27 countries are likely to have reached the
2012 milestone. The nine countries that have raitthe recommended immunization targets
challenges with fully implementing birth dose vawtion in health facilities and vaccinating
newborn infants delivered without skilled professits.

Countries are largely interested in conducting merealence surveys to monitor impact,
guide programmes or provide data for the verifarabf hepB control. Progress has been made
in the verification process and in the numbersonintries requesting verification. Lack of
funding is a barrier to making gains in the moffialilt countries and conducting seroprevalence
surveys.

Recommendations

(1) The TAG is pleased that the 2012 <2% milesisri&ely to be achieved regionally and
by at least 27 countries. With this progress,tA& requests that the HepB ERP propose the
target year for the <1% goal that was adopted dutie 2005 Regional Committee Meeting.
This should be done by early 2012 in time for eedorent by the TAG and inclusion in the 2012
Regional Committee Meeting.

(2) Inthe year preceding the 2012 hepB milesttreeTAG urges priority countries and the
Region to commit resources and attention to imp@wirth dose and three-dose vaccination
coverage. Specifically:

(@ Maximize birth dose coverage among facilitghs by assessing and ensuring
birth dose implementation in health facilities.

(b)  Collaborate with MCH programmes to maximizetbitose coverage among births
delivered at home by skilled birth attendants (SB#wl to explore strategies for reaching
newborn infants not delivered by SBAs.

(c)  Strengthen recording and reporting of birthedeaccination, especially
distinguishing vaccine given within 24 hours ofthir

(3) The TAG endorses the ERP recommendations fn@m Eebruary 2011 meeting,
including:
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(@) The following countries and areas may wantotadeict hepB serosurveys in the
next 12 months to assess chronic infection ratesgnaaccinated cohorts: Cook Islands,
French Polynesia, Guam, the Federated States obiMisia, New Caledonia, Niue,
Nauru, Tokelau, Tuvalu and Wallis and Futuna.

(b)  The following countries may want to begin vieation of achieving regional

targets in the next 12 months: American Samoa,ralist China, Fiji and New Zealand.

In addition, final results from the Mongolia nat@serosurvey also suggest readiness for
verification.

(4) Funding constraints have been a deterrentdgrpss. Given GAVI's successful pledging
meeting in June 2011, the Western Pacific RegiOffite should pursue the possibility of
restarting GAVI's funding for monitoring the impaafttheir investment in hepB control along
with support for increasing birth dose coverag&AwV| countries.

3.4 Maintaining poliomyelitis-free status

The TAG concurs with the conclusion of the RCClom poliomyelitis-free status of the
Region and likewise considers having been certifi@tbmyelitis-free for 10 years a remarkable
achievement.

The TAG regards the continuing risk assessment@paotential of imported WPV to
spread and cause poliomyelitis outbreaks as draiwd is impressed with the various risk
mitigation activities carried out.

However, the TAG also notes with great concern sbhateillance performance levels in
some countries remain at very low levels or ardimiag and that still not every country has an
updated and fully endorsed WPV importation prepaesd plan in place.

The TAG congratulates the China CDC and the WHG ded) Offices involved (Western
Pacific, South-East Asian, European and Easterritibteainean) for organizing the coordination
workshop among poliomyelitis-free countries andarg "Securing the gains: How international
collaboration can protect poliomyelitis-free aremsUrumgi, Xinjiang, China in July 2011. The
TAG finds it impressive that China, India, KazaldrstKyrgyzstan, Mongolia, Myanmar, Nepal,
Pakistan, the Russian Federation, Tajikistan, Uskak and Viet Nam jointly identified in this
meeting various options for closer cross-borderathdr collaboration mechanisms for
becoming poliomyelitis-free and maintaining poliogtitis-free status.

Recommendations

(1) The TAG supports the RCC request that all agesitmay want to do their own risk
assessment exercise and particularly at the samadtevel, as appropriate. The TAG would

like to receive the results of these risk assestsibmitted to the next RCC meeting. Based on
these risk assessment results, periodic prevegtidg, ideally in combination with other
interventions, should be conducted if indicated.

(2) The TAG again urges all countries that they mvaynt to ensure that an updated and
adequately endorsed WPV importation preparednessiplin place, as appropriate, and submit
copies to the RCC.

(3) The TAG reminds the WHO Secretariat to alsoatipdhe response plan of the Regional
Office.
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(4) The TAG encourages all countries and partmerglved in the Urumgi meeting to explore
how the recommendations and action points frormteting can be implemented in a rapid,
practical and collaborative manner and continuéeroountry dialogue maintained. The results
of this meeting should be widely disseminated amia such meetings be convened as
appropriate.

(5) Otherwise its recommendations made at the T8th meeting remain valid.

3.5 Vaccine preventable diseases laboratory nesvork

Poliomyelitis, measles/rubella and JE

VPD laboratory networks have given valuable supfmechieve regional measles
elimination, to maintain poliomyelitis-free stataisd to support JE control efforts by providing
high-quality laboratory data from network labor&terin the Region. The TAG welcomes the
efforts to integrate and learn from the pre-exgstimodel of poliomyelitis and measles/rubella
laboratory networks in the establishment of newcireelaboratory networks, including JE, IBD
and rotavirus. The TAG expresses concern abouttiséing gap to support laboratory activities
in priority countries.

Recommendations

(1) Recommendations from the second VPD Laboratiatyvorks Meeting, including the
ones for the poliomyelitis and measles/rubella tatmy networks, are valid.

(2) For the JE laboratory network, the TAG recomdsetiat the Western Pacific Regional
Office continue to strengthen the quality of théanuek laboratories through annual accreditation
according to WHO guidelines. The TAG also encoesdtpe Western Pacific Regional Office to
work with the South-East Asian Regional Office bai® current laboratory data regularly among
the two Regional Offices and participating Memb&t&s, considering the common goals and
challenges in implementing laboratory-based JEesllamce.

(3) Recognizing the critical and expanding role¥BD laboratory networks, the TAG
strongly urges the Western Pacific Regional Oftweursue all possible ways to fill the funding
gap, in collaboration with partners and donors.

3.6 Maternal and neonatal tetanus elimination

The TAG notes the continued progress towards MNT&licountries concerned and how
collaboration of EPI with other health programmeshsas MCH and nutrition can benefit
improvements in health systems. In particularapproach taken in China offers valuable
lessons regarding not only this collaboration s @emonstrates other parts of the health
sector, including health care reform (e.g. subsidyhospital delivery) being used to achieve the
MNTE goal.

Recommendations

The TAG considers its recommendations made at3tie TAG meeting still valid and
particularly emphasizes the value and potentiabsyirs among EPI, MCH and other related
health programmes.
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3.7 Routine immunization programme

Routine immunization is the foundation of VPD coht&ind elimination efforts. The TAG
considers essential high-quality routine immunaativith high coverage. The TAG recognizes
that due to the diversity, particularly in develagntal status, among countries in the
Western Pacific Region, different practices in iempénting immunization strategies exist.

The TAG notes the work being conducted by the WHGr&ariat (mainly based on
review and analysis of WHO-UNICEF JRF data) to gatize countries into three main groups
accordingly as described in the respective sedidhe body of the meeting report.

Group A: Routine immunization with two doses of MCV

+ School-entry immunization requirement or reomendation

Group B: Routine immunization with two doses of WIC

+ School-entry immunization check/School-basethunization
+ Mass vaccination campaigns
Group C: Routine immunization with one dose of MCV

+ Mass vaccination campaigns

+ "Reach Every District" approach

Group Routine Immunization SIAs
MCV School- RED
entry
A 2 +
B 2 + +
C 1 + +

During this TAG meeting, multiple excellent exangptd different implementation work
in countries were presented and offer valuableolesabout how to identify the key challenges
and work out appropriate solutions to strengthémately routine immunization systems.

China, Japan, Malaysia, the Republic of Korea aiedl Mam reported about the
implementation of school-entry immunization regments, checks and recommendations or
school-based immunization and its impact on imprgvoutine immunization coverage at
school entry and subsequent acceleration and mammte of measles elimination.



-36-

China, Cambodia and the Lao People’'s DemocraticiBaphave been making efforts on
identification of high-risk areas and populatioostrengthen routine immunization service at the
subnational level. These include:

(1)  Conducting annual district risk assessmenbtedid by high-risk area mop-up
vaccination (Guangxi Province, China).

(2)  Using a national EPI review, SIA and MNTE rasksessment to identify a high-risk
community (Cambodia).

(3) Working with WHO in developing an assessmeant for district EPI performance
(the Lao People’'s Democratic Republic).

Mongolia and Papua New Guinea emphasized how ingsl&ation and expansion of
"RED and "Reach Every Child"(REC)" initiatives, pegtively, result in improving routine
immunization services at the subnational level anfifr high-risk areas and populations
identified.

Recommendations

(1) The TAG reaffirms that increasing and maintagnioutine immunization coverage to
reach the global and regional vaccination targatsains essential for all VPD control goals.

The TAG reminds all stakeholders that in orderéabsured of reported achievements in terms
of disease control, data quality and reliabilitgdeo be taken into consideration when assessing
vaccination coverage.

(2) The TAG welcomes the work initiated by the WI3@cretariat on grouping countries
according to current implementation patterns of imiration strategies. The TAG recommends
further exploration of the validity and usefulne$such classification.

(3) Interms of consolidating risk assessment aggves, the TAG encourages the WHO
Secretariat to further explore how the recent pilotk with the Lao People’s Democratic
Republic in developing an assessment tool forididaP| performance also could be adapted
and applied in other countries. Developing thétdoml further with other countries not only
would indicate if there is a potential for a stamlitzed tool but also would build ownership that
would be essential for wider use and benefits.

(4) The TAG strongly encourages all countries widothe creation and maintenance of an
effective NITAG or its equivalent to support eviderbased immunization policy at the country
level.

(5) The TAG would like the WHO Secretariat to warkt avenues regarding how countries'
lessons learnt and good practises developed amg#tiening various components in routine
immunization programmes can be shared further &sdihinated. This should include but not
be limited to:

(@) introduction and enforcement of school-entrynmmization check;

(b)  recommendations on a school-based immunizatiogramme at entry to primary
school; and

(c)  advocacy with parents and communities on tmefiks of immunization (e.g.
through further working on annual national immutiza weeks).
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(6) To facilitate implementation, the TAG recommsmwllaboration with other programmes
and sectors.

(7) The TAG encourages countries to work with MGe#flth system programmes for mutual
synergies and to seek possible funding supportrithdeHealth System Funding Platform
(HSFP) from the GAVI/Global Fund.

(8) The TAG 19 recommendations to WHO remain valid

3.8 Vaccine, cold chain and logistics

Over the past two decades, countries in Westerifi®®Region have expanded the cold
chain in immunization programme. Many donors (thg.Japan International Cooperation
Agency (JICA), AusAID, UNICEF, Luxembourg and Gemg& GlZ) also have given
substantial support to low- and middle-income cadestfor cold chain expansion. However,
countries may want to assess regularly on thesstdtoold chain equipment.

The TAG had provided recommendations in July 209@ald chain inventory,
maintenance and replacement, which still remaiidv&ifforts should be continued to
operationalize this recommendation.

Recommendations

Countries regularly may want to review and updaggrtcold chain inventory and
formulate comprehensive strategies to provide pridwe maintenance, repair or replacement of
cold chain equipment. The TAG provided a recommagéind in July 2009 on cold chain
inventory, maintenance and replacement, whichrstilains valid. Efforts should be continued
to operationalize this recommendation.

3.9 Immunization safety

Ensuring immunization safety is an essential corepofor EPI and its importance will
continue to grow in this century with the introdoatof new vaccines and disease eradication,
elimination and control goals. To strengthen thetaoing of immunization safety is more
critical when vaccines are being introduced andiatered in large populations.

A high-quality AEFI surveillance system is an imgamt part of immunization safety,
contributing vaccine quality assurance as well astaining a high quality EPI by identifying
programme errors and addressing community concegasding vaccination.

Recommendations

(1) The TAG encourages all countries to emphasieémportance of immunization safety
practises for maintaining high-quality immunizatiegrvices.

(2) All Member States may want to strengthen tA&FI surveillance system, especially
when:

(@) new vaccines are being introduced; and

(b)  vaccines are administered in large populat{ers SIAS).
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(3) The Western Pacific Regional Office should falate a regional cooperation mechanism
for strengthening the capacity of an AEFI surveitia system, including causality assessment.

(4) The TAG recommends that all countries develapethod of rapid proactive authoritative
risk communication that includes the need for pdoices and staff training. To facilitate
implementation by countries, the TAG requests tthatWestern Pacific Regional Office
provide appropriate technical support to respond tmely basis.

3.10 National regulatory authorities

Ensuring vaccine quality and safety is an essettialponent of EPI. An independent,
competent and effective regulatory system of a tguwan support assured quality vaccines.
Countries may want to strengthen the function/efNRA with regard to their vaccine source.
All Member States recognize the necessity of hagim@yRA that functions according to WHO
guidelines. The NRA also can play a leading roleantributing to immunization safety,
particularly through its role in licensing and AEStirveillance. For countries introducing new
and underutilized vaccines, the NRAs should atr@mrmim have the capacity for licensing and
post-marketing surveillance, including high-qualitizFI surveillance.

Recommendation

The Western Pacific Regional Office may want tersgithen regional NRA cooperation
by fostering a regional NRA alliance for using lied resources efficiently and providing
support to NRAs on request.

3.11 Vaccination Week

The first Vaccination Week in the Region has proteehe a successful tool to highlight
the importance of vaccination and raise communitgraness about vaccination services
available at country national and district levels.

Recommendation

The TAG continues to endorse the implementatioviaafcination Week and encourages
all Member States in the Region to participatenia important event. The TAG requests WHO
to explore working out an overall theme for the 2@¥ent in consultation with countries.

3.12 Introduction of new vaccines and technologies

Over the last five years, significant progresslieesn made in the introduction of new and
underutilized vaccines in the Western Pacific Regamd this is expected to lead to substantial
reductions in morbidity and mortality from VPDs.oWever, most low- and middle-income
countries have not yet been able to introduce remgines other than Hib.

Support for decision-making and vaccine priorifi@atprocesses is needed as the number
of available vaccines continues to increase. Nagcwes bring new programmatic challenges
on issues such as vaccine presentation and pagkagiccination schedules, storage and
transport. Awareness of these issues is impostathey can be addressed as countries prepare
to introduce these vaccines. Although prices Halen, cost remains a critical barrier to full
adoption of these vaccines, especially for middsme countries.



-39-

Recommendations

(1) When preparing to introduce new vaccines, agesitnay want to assess programmatic
needs for the introduction and formulate an agblam to address gaps in all areas, including
supply chain management, storage and transportiti@gaat all levels, safe injection and waste
disposal practises, communications strategies, AbRleillance and vaccine effectiveness
monitoring.

(2) Countries that have introduced new and underedi vaccines may want to conduct
implementation evaluations using available to@sps and lessons learnt may be documented
and used for future new vaccine introduction. heact of vaccine introduction may be
monitored and the results shared with policy-makemeaintain support for vaccine use.

(3) As countries consider the introduction of iragieg numbers of new and underutilized
vaccines, especially in the context of the potéetipansion of GAVI support in 2012 to HPV,
JE, rubella and typhoid vaccines, the TAG requéstO to provide technical support for the
use of surveillance and other data in increasinghplex vaccine introduction decision-making
and prioritization processes. There is a clear faml the NITAG (or other advisory bodies) in
these processes, and the WHO guidelines for neaines are relevant reference material.

3.13 _Surveillance for diseases targeted by newuaddrutilized vaccines and decision-making
for new and underutilized vaccines

Substantial progress has been made in standar@imohgtrengthening the quality of
rotavirus and invasive bacterial (IB) VPD surveilte, including laboratory networks, and in
consolidating this surveillance under ministrieqeélth. Further work in each area is needed to
achieve robust surveillance systems, which carubgimed with minimal external support and
which provide high-quality data for vaccine intraetion decision-making and assessment of
vaccine impact.

Strengthening of the laboratory networks will reguhe designation of national
laboratories and implementation of defined stansltmdissess these laboratories. I1B VPD
surveillance will be increasingly important in thext several years to document the impact of
Hib and PCV vaccine introductions. Surveillancedther diseases targeted by new and
underutilized vaccines will be important to guitie use of these vaccines as they become
increasingly available and the use of surveillaanog other data in complex decision-making
processes requires further analysis and support.

Recommendations

(1) Rotavirus and IB VPD surveillance may be stadidad further and strengthened to
ensure the availability of high-quality data foict#on-making and vaccine impact assessment
and may be consolidated further under ministrigseafith as part of the national surveillance
system to promote sustainability and use of tha ftatdecision-making. Countries may want to
designate national rotavirus and 1B VPD laboratoteesupport the surveillance networks.

(2) As countries consider the use of additional aed underutilized vaccines, such as for
cholera, HPV, JE, rubella and typhoid, technica fimancial support can be provided for
surveillance to guide use of these vaccines anth@oritoring to assess vaccine impact.
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3.14 Japanese encephalitis prevention and sumvedla

Significant progress has been made in the implesientof JE surveillance and the
introduction of JE vaccine in endemic countriesirvBillance data from Cambodia has led to
pilot vaccine introduction and data from the La@fe’s Democratic Republic and the
Philippines are being used to make vaccine intriolncecisions. However, data from
additional geographic areas in the Lao People’s &eatic Republic and the Philippines are
needed to determine the full extent of the atpiggulations.

Intensified surveillance or special studies aradedeo measure the impact of JE
vaccination in Viet Nam and China where vaccinapoogrammes are well established at the
national or nearly national level. There is cutiseno WHO prequalified JE vaccine and this
remains a barrier to vaccine introduction in somentries. However, potential GAVI support in
2012 should facilitate vaccine uptake by recentiguinented endemic countries.

Recommendations

(1) The TAG requests WHO to support countries \Wittited JE data in further strengthening
JE surveillance and in using surveillance dataippert informed decision-making on vaccine
introduction and target populations. TAG requ&¥t$O to support countries with established
JE vaccination programmes to improve JE surveidaarad collect data through surveillance or
special studies to measure the impact of thesdnatmmn programmes.

(2) As stated in the WHO position paper, JE vacsimeuld be introduced in all areas where
JE constitutes a significant public health proble@muntries may want to use available data to
define target populations and may want to ideméfgources and mechanisms for vaccine
introduction. GAVI-eligible countries where JE eaw introduction is indicated may want to
prepare for potential JE vaccine applications ih220
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TIMETABLE
Time Tuesday, 09 August 2011 Time Wednesday, 10 August 2011 Time Thursday, 11 August 2011 Time Friday, 12 August 2011
0800-0830 | REGISTRATION 0900-1000 | 2.5 Ensuring on-time HepB birth dose: challenges 0900-1030 | 4. Certification/verification/validation process 0800-1000 8. Drafting conclusions and recommendations
and options:
0830-0900 | 1.Opening « Polio eradication and sustaining poliomyelitis-free 9. Partnership - Interagency Coordinating
« Lao People's Democratic Republic status Committee (ICC) Meeting
= Opening speech » Papua New Guinea » Measles elimination: Regional overview
* Self-introduction * VietNam » Measles elimination: Australia's experience in
 Election of officers: Chairperson, * Q&A and discussion measles elimination and its verification
Vice-Chairperson and Rapporteur * HepB Control
« Administrative announcements 1000-1030 | 2.6 Identify high-risk districts and populations and * MNTE: China's experience towards validation
follow-up intervention o Q&A and discussion
« Regional framework for polio risk assessment
« Introduction of WHO-UNICEF MNTE District Risk
Assessment Tool
0900-0930 GROUP PHOTO AND COFFEE BREAK 1030-1100 COFFEE BREAK 1030-1100 COFFEE BREAK 1000-1030 COFFEE BREAK
2. Inmunization strategies 1100-1200 | - Lao People's Democratic Republic - Application of 1100-1200 | 5. Immunization safety 1030-1230 | 10. Review draft conclusions and
the Tool and its impact recommendations
0930-1030 | 2.1 Global overview: potential impact of the global « Cambodia - Identification of high-risk communities * Regional overview on immunization safety
immunization initiatives on regional and national based on MNTE, National Expanded Programme * Adverse events following immunization (AEFI)
immunization programmes on Immunization (EPI) review and SIAs due to DTP in the Philippines and its impact on
. R « WPRO District EPIVPD Risk Assessment Tool the immunization programme
« Global Polio Eradication Initiative «+ Q&A and discussion o AEFIin Viet Nam and its impact on the
« Regional Measles Elimination Initiatives and immunization programme
Global Measles Eradication * Q&A and discussion
« Maternal and Neonatal Tetanus Elimination
(MNTE): The new equity framework
* Q8A
1030-1230 | 2.2 Regional overview on immunization
strategies: goals, targets, progress and issues
* Introduction
* Measles elimination
« Rubella control
« Sustaining poliomyelitis-free status
* Hepatitis B (HepB) control
* MNTE
« Routine immunization
* Q8A
1230-1330 LUNCH BREAK 1200-1300 LUNCH BREAK 1200-1300 LUNCH BREAK 1230-1330 LUNCH BREAK




1330-1515 | 2.3 Lessons learnt from the recent national 1300-1345 | 2.7 Progress, impact and challenges of "RED" 6. New vaccines and technologies 1330-1400 11. Closing
measles resurgence strategies
» Mongolia 1300-1330 | 6.1 Surveillance for new VPDs: progress, current
* VietNam « Papua New Guinea status, challenges and future
+ Cambodia » Q&A and Discussion
« Philippines * Invasive bacterial disease (IBD) surveillance and
* Malaysia 1345-1500 | 2.8 Summary on immunization strategies: Critical rotavirus surveillance
« China challenges with and practical solutions for * Laboratory networks for IBD and rotavirus
* Q&A and discussion immunization strategies of countries in the Region for » Q&A and discussion
achieving the goals and targets set
6.2 Introduction of new vaccines and
« Lao People's Democratic Republic technologies
¢ Cambodia
+ Mongolia 1330-1500 | » Overview of challenges and lessons learnt in
« Papua New Guinea decision making processes and prioritization of
* Q&Aand discussion new vaccines
» Regional overview: Progress and programmatic
challenges in introducing new vaccines in the
countries of the Western Pacific Region (2010)
« Country experience on pneumococcal conjugate
vaccine (PCV) introduction (Singapore)
» Regional update on National Regulatory
Authorities (NRA) in the context of introduction of
new vaccines
« JE: Report on Bi-Regional JE Meeting
* Q&A and discussion
1515-1545 COFFEE BREAK 1500-1530 COFFEE BREAK 1500-1530 COFFEE BREAK
1545-1700 | 2.4 Options for preventing measles outbreak 3. Surveillance and Laboratory Network for Polio, 1530-1615 | 7. Advocacy for immunization
and sustaining measles elimination and Measles and Rubella
« Republic of Korea*  Regional Immunization Week (including other
« Japan* 1530-1615 | 3.1 Surveillance regions and one video presentation)
« Guangxi*/Guizhou™* provinces, China « Acute flaccid paralysis (AFP) surveillance + Papua New Guinea
« Q&A and discussion + Measles and Rubella surveillance * Q&A and discussion
* Q&A and discussion . )
*including school-based immunization 1615-1700 | Special session
**including annual high-risk area intervention 1615-1700 | 3.2 Laboratory Network: Progress, current status,

*hk

strategic combination of supplementary
immunization activities (SIA) and routine
immunization programme strengthening

challenges and future

Polio Laboratory Network/Measles and Rubella
Laboratory Network/Japanese Encephalitis (JE)
Laboratory Network
Q&A and discussion

» Update on Global Inmunization Vision and
Strategy (GIVS) and Decade of Vaccines (DoV)

 Update on Strategic Advisory Group of Experts
(SAGE)

* Q&A and discussion
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