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1. Introduction 

Considerable progress has been made in protecting children in countries of 
the WHO South-East Asia (SEA) Region against vaccine-preventable 
diseases. The Global Immunization Vision and Strategy (GIVS) adopted at 
the Fifty-eighth World Health Assembly envisages achieving 90% DTP3 
coverage at national level and 80% coverage at district level by Member 
States. The reported global immunization coverage for the third dose of 
diphtheria, tetanus and pertussis vaccine (DTP3) in 2010 was 85% and in 
the South-East Asia Region the coverage was 77%. Globally, this means that 
about 19.6 million children did not receive the third dose of DTP3 vaccine 
during their first year of life with approximately 8.3 million (42%) of these 
children living in the South-East Asia Region. Coverage with DTP3 is 
commonly used as an indicator for assessing the effectiveness of routine 
childhood immunization services, as a child that has received DTP3 would 
have had at least four contacts with the healthcare system. 

In the South-East Asia Region, seven Member States have reached the 
target by the Global Immunization Vision and Strategy (GIVS) of 90% DTP3 
coverage at the national level. Out of these seven, only four have reached 
the second goal of GIVS of at least 80% coverage at the district level. Three-
quarters of the children born every year in the Region are in the four 
countries that have yet to achieve 90% coverage at the national level. The 
WHO Regional Office for South-East Asia is considering declaring 2012 as 
the year of intensification of routine immunization. 

2. High-level minsterial meeting on increasing and 
sustaining immunization coverage 

In order to obtain the support from the Member States in the Region the 
Immunization and Vaccines Development (IVD) unit of the WHO Regional 
Office for South-East Asia organized a high-level ministerial meeting prior to 
the EPI managers’ meeting on 2 August 2011.  
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The objective of the meeting was to renew the political commitment 
for increasing and sustaining immunization coverage in the South-East Asia 
Region. Five ministers and two deputy ministers of health from Bangladesh, 
Bhutan, India, Maldives, Myanmar, Nepal and Sri Lanka attended the 
meeting and pledged their continued commitment. It was expected that 
other ministers of health would pledge their commitment during the 
Regional Committee meeting in September 2011.  

As the ministers of health expressed their continued commitment for 
increasing and sustaining routine immunization coverage, a large number of 
immunization partners who attended the meeting also pledged their 
support for strengthening routine immunization and helped to identify 
challenges and strategies for enhancing coverage. Partners urged the 
respective ministers of health to address national immunization programme 
deficiencies as early as possible to ensure that children in the Region 
receive the maximum benefit of the currently available vaccines. The 
ministerial panel discussion and the partners’ panel discussion highlighted 
the importance of:  

 using the experiences of Member States that have achieved high 
routine immunization coverage 

 learning lessons from polio eradication and measles mortality 
reduction 

 focusing on marginalized populations 

 providing synergy between vertical programmes 

 managing vaccine procurement of assured quality, delivery and 
storage 

 understanding the social determinants of health as they relate to 
immunization coverage 

 managing adverse events following immunization (AEFI) and the 
associated rumours about vaccine safety 

 ensuring government ownership and political commitment for 
routine immunization 

 correcting infrastructure deficiencies  

 enhancing utilization of funds 
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 scaling-up regional vaccine production targeting price reduction 
of vaccines in the global market. 

The meeting endorsed the “Delhi call for action for intensification of 
routine immunization” for consideration at the sixty-fourth session of the 
Regional Committee. The health ministers and immunization partners 
pledged their commitment to achieve the GIVS targets by intensifying 
activities at all levels to increase and sustain routine immunization coverage 
in the Region. The detailed report of the High-level Ministerial Meeting has 
been published and is available at http://www.searo.who.int.  

3 The South-East Asia EPI managers’ meeting 

Dr Poonam Khetrapal Singh, Deputy Regional Director, WHO South-East 
Asia Region, welcomed the participants and highlighted the importance of 
contributions of all stakeholders under the leadership of the respective 
Member States to intensify routine immunization in 2012. Dr Monir Islam, 
Director, Family Health and Research, WHO-SEARO, presented the 
objectives of the meeting as follows: 

 To renew commitment of Member States and partners to 
support increasing and sustaining routine immunization coverage 
in the South-East Asia Region. 

 To share and review best practices and lessons learned by using 
different strategies for increasing and sustaining immunization 
coverage. 

 To develop a roadmap for implementing a strategic frame work 
for increasing routine immunization coverage. 

The meeting brought together immunization stakeholders such as 
representatives of the ministries of health, national immunization 
programme managers, members of technical advisory groups, and 
representatives from immunization partners and donor organizations. The 
list of participants is available in Annex 1 and the agenda is available in 
Annex 2.  

Dr Ajay Khera, Deputy Commissioner (Child Health and 
Immunization) from the Ministry of Health and Family Welfare, India was 



Report of the Meeting of EPI Managers of South-East Asia Region 

4 

selected as the chairperson, Dr Shyamraj Upereti, Director, Child Health 
Division from the Ministry of Health and Population, Nepal was the co-
chair and Dr Paba Palihawadena, Chief Epidemiologist/ EPI Manager from 
Ministry of Health, Sri Lanka was the rapporteur. The participants discussed 
the strategies for increasing and sustaining immunization coverage in the 
Region and how key areas related to immunization such as VPD 
surveillance, vaccine safety and quality, capacity building as National 
Regulatory Authorities (NRA), laboratory surveillance, health system 
development, polio eradication, measles elimination, and new vaccine 
introduction could contribute to increasing and sustaining immunization 
coverage. Through group discussions each country identified specific 
activities for the intensification of routine immunization in 2012. 

A summary of the outcomes of the High-level Ministerial Meeting on 
“2012- the year of intensification of routine immunization in the South-East 
Asia Region” was presented. The key expected outcome of the year of 
intensification of routine immunization in the South-East Asia Region is to 
help the four countries (India, Indonesia, Nepal and Timor-Leste) that have 
not yet achieved the GIVS target of national immunization coverage of 
90%. Out of the seven other countries in the Region that have achieved 
90% coverage at the national level, only four have achieved 80% coverage 
in all districts. Hence, all countries have pockets of under-immunized 
children that need to be closely monitored for intensification of routine 
immunization.  

3.1 Identifying vulnerable populations and planning for 
 increasing routine immunization coverage 

The specific objective of the session was to review best practices and to 
share lessons learned in order to identify innovative strategies to increase 
and sustain immunization coverage in all districts. 

In SEAR, the DTP3 vaccine coverage increased from 66% in 2000 to 
77% in 2010. Seven countries (Bangladesh, Bhutan, DPR Korea, Maldives, 
Myanmar, Sri Lanka and Thailand) have achieved >90% coverage for DTP3 
at national level. The coverage varies within the countries from district to 
district. However, approximately 8.3 million children born in SEAR in 2010 
did not get DTP3; 85.6% of them are from India. Though many states in 
India have very high coverage, some are still lagging behind. Four countries 
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in the Region (Bhutan, DPR Korea, Maldives and Sri Lanka) have more than 
80% coverage in all districts. In Bangladesh 96% of districts have more than 
80% coverage.  

Bangladesh and Myanmar provided overviews of their immunization 
programmes and shared their strategies for increasing routine immunization 
coverage. 

Country experience: Bangladesh 

The immunization system in Bangladesh is based on outreach sites with 
most of the EPI sessions held in outreach clinics in communities. In rural 
areas, immunization services are delivered by health assistants and family 
welfare assistants. In urban areas, immunization services are provided 
through the Ministry of Local Government and nongovernmental 
organizations. There are specific mechanisms in place for supervision and 
monitoring to ensure that high quality services are being provided. 

There are several indicators that are being used to identify low 
performing districts with vulnerable populations: 

 districts that have an evaluated coverage of <80% for fully 
immunized children 

 districts with a large number of drop-outs for the third dose of 
pentavalent vaccine 

 geographically or socially inaccessible areas (e.g., hilly areas, 
riverine, urban slums, transient populations, working mothers 
and high-rise buildings) 

 areas with staffing shortages. 

The country is using micro-planning with the RED (reach-every-
district) strategy as a guiding principle to address immunization deficiencies. 
There are three main areas that are being focused on: 

 strengthening the micro-planning process including 

– conducting ward-level analysis of the plans 

– prioritizing interventions based on the local situation 

– ensuring participation of field workers at all levels 
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– involving community leaders 

– defining vaccine and logistics distribution plans for outreach 
centres 

 providing supportive supervision 

 monitoring and analyzing data at district levels to provide 
monthly feedback to field workers. 

Bangladesh has utilized GAVI funds to strengthen routine 
immunization activities through following key interventions: 

 recruitment of district immunization medical officers (DIMOs) 

 training for middle-level managers and field workers 

 construction and renovation of EPI stores at all levels 

 procurement of vehicles, motorcycles and bicycles for 
immunization services 

 improvement of cold chain capacity and management. 

The Government of Bangladesh has demonstrated a high commitment 
that resulted in an increase in DTP3 coverage from 83% in 2000 to 95% in 
2010. 

Country experience: Myanmar 

Myanmar has a number of vulnerable populations and areas that make the 
intensification of routine immunization is challenging. The Ministry of 
Health has developed a “crash” programme to reach these communities 
and areas. 

Myanmar introduced the “crash” programme in 1999 to target 
children under three years of age and pregnant women with EPI activities, 
vitamin A and de-worming. The programme was implemented in 24% of 
the townships. The health staff was given additional support for detailed 
micro-planning, cold chain capacity, social mobilization, transportation and 
supervision with a focus on geographically remote areas. Currently, in 
addition to the “crash” programme, a routine immunization strengthening 
plan was developed in June 2011 targeting weak areas, which is in line with 
the Comprehensive Multi Year Plan (cMYP).  
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The action plan for strengthening routine immunization includes 
micro-plans with special sections for vulnerable populations, flexible timing 
for immunization sessions in urban slums and similar settings, and outreach 
sessions that are coordinated with local authorities and communities. Other 
components of the plan include strengthening supportive supervision and 
cold chain capacity to facilitate outreach sessions; strengthening 
coordination for advocacy meetings between the central, regional and local 
authorities as well as WHO, UNICEF and other international organizations; 
strengthening the capacity of staff through Mid Level Managers’ training and 
awareness campaigns. This action plan will be implemented with the 
activities identified for introduction of pentavalent vaccine following the 
government’s decision to co-finance pentavalent vaccine introduction, 
confirming the commitment to intensify immunization activities in 
Myanmar. 

Recommendations 

 All Member States should identify pockets of under-immunized 
or un-immunized children and develop an intensification plan 
for 2012 by the end of 2011. The plan should include: 

– Priority areas and vulnerable populations 

– Staff and logistics requirements 

– Budget estimates 

– Innovative ideas for vaccine delivery 

– Support from all stakeholders for implementation 

– Targets for specific activities in 2012 

3.2 Linking polio eradication and improving immunization  
 coverage 

Polio eradication continues to be a priority in the South-East Asia Region. In 
the first seven months of 2011, only one wild poliovirus case (subtype 1) 
was detected in India. The wild poliovirus cases detected in Nepal in 2010 
in the adjoining districts of the state of Bihar in India and the large wild 
poliovirus outbreak in Tajikistan, which was epidemiologically linked to 
India, indicates that key challenges remain for other countries to protect 
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their polio-free status by preventing re-infection. A strong routine 
immunization programme that can deliver and maintain OPV3 coverage 
greater than 80% in all districts will help to maintain high herd immunity. 
Additionally, all polio-free countries must conduct periodic risk assessments 
to determine the level of risk of re-infection and circulation and to decide 
whether or not polio immunization campaigns are required to boost 
population immunity. 

Finally, polio eradication requires sustained funding. A substantial 
proportion of the funding is being met through external donors; Member 
States can help the eradiation effort by committing funds for surveillance, 
outbreak response and strengthening routine immunization delivery. 

Recommendations: 

 all countries in the Region remain susceptible to the importation 
of wild poliovirus and should assess their risk of importation and 
circulation on a regular basis (semi annually at the national and 
sub-national levels) 

 all countries in the Region should continue efforts to maintain 
high immunity against the poliovirus through routine 
immunization in order to achieve regional polio eradication 

 all countries in the Region should start to develop plans to 
address issues related to transition from polio endemic to polio 
free status (i.e., certification and laboratory containment 
activities) 

– poliovirus laboratory containment activities for certification should 
be initiated in India (endemic) and verified in Bangladesh, 
Indonesia, Myanmar and Nepal (re-infected) 

– polio certification documents need to be submitted by National 
Certification Committees (NCC) every year for review by the 
Regional Certification Committees (RCC) and discussed at the 
annual meeting 

 all countries in the Region should have an emergency/ 
contingency plan for importation of wild poliovirus. 
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3.3 Synergizing measles elimination with improving routine 
 immunization 

WHO-SEARO held a regional consultation on measles in August 2009 and 
agreed that measles elimination by 2020 was technically, biologically and 
programmatically feasible for all countries in the Region. In 2010, the sixty-
third session of the Regional Committee for South-East Asia recommended 
that Member States should consider adopting interim goals towards measles 
elimination to be achieved by 2015 (as approved by the Sixty-third World 
Health Assembly).1 

The interim goals are: 

 To exceed 90% coverage with the first dose of measles-
containing vaccine nationally, and exceed 80% vaccination 
coverage in every district or equivalent administrative unit. 

 To reduce annual measles incidence to less than five cases per 
million and maintain that level. 

 To reduce measles mortality by 95% or more in comparison with 
2000 estimates. 

There has been significant progress in the Region: 

 India started implementing plans to immunize 134 million 
children (9 months to 10 years) in 14 states through catch-up 
campaigns between 2010 and 2013. In the remaining 21 states, 
an annual cohort of 10 million children from 1-2 years would be 
targeted every year with a second dose of measles vaccine in RI.  

 In 2009 and 2010, Bangladesh, Indonesia and Timor-Leste 
completed successful mass vaccination campaigns immunizing 
23 million children and in India the catch-up campaigns have so 
far immunized more than 9 million children. 

 In 2011, Indonesia and Myanmar plan to immunize 
approximately 18 million children through SIA. 

 Coverage with the first dose of measles vaccine in routine 
immunization (RI) in the Region increased from 62% in 2000 to 

                                                           
1 Global eradication of measles Report by the Secretariat. Sixty-third World Health Assembly. A63/18  
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79% in 2010. Six countries in the Region, Bangladesh, Bhutan, 
DPR Korea, Maldives, Sri Lanka and Thailand had achieved 
more than 90% coverage with the first dose of routine measles 
vaccination nationally.  

 Four countries (Bhutan, Maldives, Sri Lanka and Thailand) in the 
Region have introduced rubella-containing vaccine (RCV) into 
their routine immunization programmes. Two additional 
countries (Bangladesh and Nepal) are planning to introduce 
rubella vaccine through mass campaigns and routine 
immunization in the next 12-24 months. 

 Laboratory supported measles surveillance is generating 
evidence that there is rubella transmission in the Region. 
Following the successful completion of the mass measles 
campaigns, both Bangladesh and Nepal have confirmed that 
most fever and rash outbreaks are now due to rubella. 

The Nepal measles campaign had tremendous impact in helping to 
improve its routine immunization programme. Nepal conducted mass 
immunization campaigns with measles vaccine in 2005 and 2008. The 
percentage of MCV 1 coverage increased from 74% in 2005 to 88% in 
2009. Nepal will be introducing the first dose of measles-rubella (MR) 
vaccine into its routine immunization schedule in 2013 and the second 
dose in 2016.  

In the discussions subsequent to the presentation of Nepal, it was 
highlighted that a second dose of rubella vaccine was probably not needed. 
However, for programmatic and operational convenience, a two-dose 
measles-rubella (MR) schedule should be considered. 

The current WHO position on rubella vaccines and the opportunities 
to accelerate rubella control is built on a successful measles control 
programme. Countries should take the opportunity of the two-dose measles 
vaccine strategy to introduce measles-rubella (MR) or measles-mumps-
rubella (MMR) vaccine. The SAGE has stated that “every dose of single 
antigen measles vaccine is a missed opportunity for the prevention of 
congenital rubella syndrome (CRS)”. 

Countries introducing rubella containing vaccine (RCV) should achieve 
and maintain immunization coverage of 80% or more with RCV delivered 
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through routine services and/or regular SIAs to avoid a paradoxical increase 
in the incidence of CRS.  

Member States have utilized measles catch-up campaigns and follow–
up campaigns to strengthen routine immunization by improving micro-
plans for routine immunization, training of vaccinators, expanding cold 
chain capacity, and accelerating the establishment of an AEFI management 
system.  

Currently, there is no evidence to justify prioritizing mumps antigen 
along with measles and rubella in the Region unless country-specific data 
on disease burden due to mumps is available. Member States should 
balance costs against expected benefits before making a decision. The 
position paper leaves the choice between measles-rubella (MR) and 
measles-mumps-rubella (MMR) open. 

Recommendations:  

 Member States should pursue the recommendation made by the 
sixty-third session of the Regional Committee targeting 95% 
measles mortality reduction by 2015 as compared to 2000. 

 Member States that are implementing accelerated measles 
control interventions including supplementary immunization 
campaigns, should utilize such interventions as opportunities to 
improve routine immunization activities (micro-plans, training, 
and cold chain strengthening). 

 Member States that do not have rubella vaccine in their national 
immunization programmes should carefully consider 
opportunities to introduce rubella vaccine in their countries as 
part of their measles control programme.  

 The introduction of rubella vaccine should be in line with 
current WHO recommendations for rubella vaccine 
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3.4 Vaccine-preventable disease (VPD) surveillance and 
 strengthening laboratory surveillance 

VPD surveillance network 

The VPD surveillance network in six countries (Bhutan, DPR Korea, 
Maldives, Sri Lanka, Thailand and Timor-Leste) is managed exclusively by 
the national governments. The surveillance system in the remaining five 
countries (Bangladesh, India, Indonesia, Myanmar and Nepal) is technically 
and financially supported by WHO. In the five countries with WHO-
supported networks, VPD surveillance activities include:  

 Bangladesh: AFP, measles/rubella, diphtheria, pertussis, 
childhood tuberculosis, tetanus and Japanese encephalitis 

 India: AFP, measles/rubella (in 11 states) 

 Indonesia: AFP, measles/rubella and tetanus 

 Myanmar: AFP, measles/rubella, tetanus, Japanese encephalitis 
and influenza 

 Nepal: AFP, measles/rubella, Japanese encephalitis, tetanus and 
influenza. 

Measles surveillance: Measles case-based data is collected by all 
countries except India and Thailand. Line lists for sporadic cases are sent to 
SEARO by Bangladesh, Indonesia, Myanmar and Nepal on a monthly basis. 
Line lists for outbreaks are sent from all countries except Thailand. India is 
sending information from the 11 states where measles surveillance has been 
initiated. 

There are four measles surveillance indicators: reporting rate, 
laboratory confirmation, sample adequacy and adequacy of investigation. 
Member States have achieved the following:  

 Reporting rate: Bangladesh, Bhutan and Nepal achieved a rate 
of >2 discarded measles cases per 100,000 population in 2010. 
None of the countries in the Region achieved the target of 
>80% district-level reporting >2 discarded measles cases per 
100,000 population in 2010. 
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 Laboratory confirmation: Bangladesh, Bhutan, Myanmar and 
Nepal achieved >80% adequate specimen (throat swabs, urine, 
serum or oral fluid) collection and testing of suspected measles 
cases in 2010.  

 Samples adequate for detecting measles virus: Bangladesh, 
Indonesia, Myanmar, Nepal, Sri Lanka and Thailand collected 
samples that were adequate for testing in an accredited 
laboratory in 2010. 

 Adequacy of investigations: None of the countries were 
reporting data to calculate this indicator till 2010. Despite not 
achieving the minimum target of 80% adequately investigated 
outbreaks initiated within 48 hours of notification, Bangladesh, 
Bhutan, Myanmar and Nepal have started reporting data in 
2010.  

Neonatal Tetanus surveillance and validation of maternal and 
neonatal tetanus (MNT): The process of validating countries for the 
elimination of MNT continued in the Region. Neonatal Tetanus is 
considered eliminated in all countries in the Region except India, Indonesia 
and Timor-Leste. Indonesia has initiated region wise elimination. The 
validation of third region of Indonesia comprising Kalimantan, Sulawesi, 
Nusa Tenggara Timur and Nusa Tenggara Barat was completed in July 
2011, thereby validating over 98% the population of Indonesia. Fifteen 
states of India have validated MNT elimination  

Japanese encephalitis surveillance: Japanese encephalitis 
surveillance is being conducted in Bangladesh, Bhutan, India, Nepal, 
Thailand and Sri Lanka. Available data indicate that outbreaks have 
occurred in Bangladesh, India, Nepal, Thailand and Sri Lanka. Most cases 
have occurred during the rainy season in June to July and October to 
December. While JE is a disease occurring predominantly among children, 
in countries that have introduced vaccine, the cases are increasingly 
reported among adults as well. 

As countries introduce or plan to introduce new vaccines into their 
immunization schedule, the VDP surveillance network will need to expand 
and accommodate surveillance for additional diseases. The limited sentinel 
site surveillance for diseases prevented by Haemophilus influenza b, 
Pneumococcal Conjugate, Rotavirus, hepatitis B and influenza vaccines 



Report of the Meeting of EPI Managers of South-East Asia Region 

14 

need to be integrated into the existing national and sub-national VDP 
surveillance systems.  

Recommendations: 

 The VPD surveillance networks are important in promoting 
routine immunization and achieving regional immunization goals 
such as polio eradication and measles elimination. The national 
governments of the five countries with WHO supported 
networks are encouraged to identify strategies and resources to 
ensure sustainability. 

 All countries are encouraged to improve and expand case-based 
measles surveillance. 

 India, Indonesia and Timor-Leste are encouraged to initiate or to 
finalize plans to complete MNTE validation exercises by 2012. 

 All countries are encouraged to integrate the surveillance of new 
and underutilized vaccine with existing VPD surveillance 
systems. 

Vaccine-preventable disease laboratory network 

The regional polio laboratory network despite the huge workload and the 
introduction of new algorithms has maintained high performance standards 
and achieved WHO accreditation throughout the network. The capacity of 
the network has substantially increased over the past two years to keep up 
with the maturity of the programme and the need to provide timely results 
for programmatic decision-making.  

The regional measles and rubella laboratory network has expanded 
and been strengthened over the last two years as countries have set 
elimination goals. All measles and rubella laboratories in the network are 
WHO accredited. Twenty-two laboratories are performing serology and 13 
are capable of detecting measles and rubella virus. There is sufficient 
capacity (staff and equipment) but inadequate financial resources for the 
network to handle additional serology testing and virus detection to support 
programmatic decision-making. 
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The Japanese encephalitis, IBD and rotavirus sentinel surveillance sites 
and laboratories are providing regular data to programme managers. Due to 
financial difficulties and the uncertainty of funding beyond 2011, sustaining 
this laboratory network is an challenge that needs to be addressed with 
governments, partners and donors. 

Recommendations:  

 All countries should attempt to achieve the laboratory indicators 
for measles mortality reduction and eventually measles 
elimination. Countries are required to document measles virus 
genotypes from at least 80% of the reported outbreaks and 
specimens (throat swabs, urine, serum or oral fluid) should be 
collected and transported to a designated laboratory with proper 
reverse cold chain procedures. 

 Programme managers need to ensure that measles and rubella 
surveillance data are linked with laboratory data for timely 
programme action. 

 National governments, partners and donors need to ensure that 
adequate funding is available to sustain the laboratory network. 

3.5 Vaccine safety and quality 

The goal of WHO is to ensure that 100% of vaccines used in all national 
immunization programmes (NIPs) are of assured quality. The NRAs are 
responsible for ensuring the quality, safety and efficacy of vaccines used in 
NIPs. Given the importance of strengthening the role of the NRA, WHO has 
identified five steps for capacity building to ensure that NRAs are fully 
functioning: (1) Benchmarking regulatory system; (2) conducting 
assessments of NRA against indicators; (3) developing Institutional 
Development Plans for NRA capacity building to address gaps; (4) providing 
technical and training support and, (5) conducting monitoring visits through 
re-assessments. The NRAs in the three vaccine-producing countries 
although, are performing all of the six regulatory functions, they still need 
support especially for market authorization and evaluation of clinical trials 
especially with introduction of more sophisticated vaccines. The NRAs in 
two countries that directly procure vaccines are performing four functions 
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and the remaining six countries that procure vaccines through the United 
Nations are performing two of the regulatory functions.  

The Regional Office has developed a strategic plan for capacity 
building and systems strengthening of the NRA in Member States, which 
was officially endorsed by governments. While supporting various activities 
to strengthen NRAs in Member States, AEFI detection and reporting and 
establishing vaccine post-marketing surveillance systems is still a challenge 
in many countries. Given the importance of national AEFI committees in 
monitoring vaccine safety, continuous technical support and advocacy for 
financial support is vital.  

Technical support has been extended to national AEFI committees to 
review national guidelines regarding new vaccine introduction, regulatory 
requirements and post-marketing safety studies. Causality assessments have 
been enhanced through problem-based workshops for local experts with 
guidance from regional and global experts.  

Since the goal of WHO is to ensure all vaccine used in national 
immunization programmes are of assured quality, NRAs play vital role in 
guaranteeing quality, safety and efficacy of vaccines. The Regional office for 
South-East Asia has taken a strategic lead in achieving these goals. In-
country training and workshops on vaccine quality have provided 
opportunities to link global, regional and international experts from high-
income, middle-income, and low-income countries.  

Country experience: Sri Lanka 

Sri Lanka was a pioneer among developing countries to introduce a vaccine 
safety surveillance system in 1996. All reported AEFI cases are investigated 
at different levels according to the severity.  

All serious AEFI cases (e.g., hospitalization, deaths) are investigated at 
the national level by the epidemiology unit and national experts committee 
on AEFI. When necessary, assistance is provided by international 
organizations (e.g., WHO). The follow-up actions are based on the 
investigation findings and are used as an opportunity to strengthen the 
immunization programme. If the AEFI is minor and not serious, then only a 
staff training is conducted and no investigation is carried out. If the vaccine 
quality or safety is questioned, the vaccine is withdrawn (temporary or 
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permanently). It is re-introduced only after a rigorous investigation by the 
national AEFI committee. 

Risk communication needs to address the needs of various groups: 
medical professionals/academics, health staff at all levels, politicians, 
journalists and the general public and be used to gain their support. 
Because the needs of these groups vary, different activities were planned:  

 Discussion of the risk-benefits of vaccine at various academic 
forums (seminars, workshops). 

 Dissemination of the AEFI investigation findings. 

 Expansion of national expert committee structures to 
accommodate a wide representation of professionals/academics 
to provide a more scientific level of risk communication. 

 Confidence-building through staff training focusing on vaccine 
risk-benefit and role plays. 

 Sensitization of key politicians and parliamentarians. 

 Development of vaccine safety modules in local language using 
GAVI/HSS funds. 

 Media seminars for senior journalists of print and electronic 
media including chief editors, news editors and regional 
journalists. 

Strengthening Vaccine Delivery and Cold Chain Management: country 
experience: India 

The Government of India initiated cold chain strengthening since 1985 with 
the launching of the Universal Immunization Programme. There was no 
major impact on cold chain capacity in initial 10 states following 
introduction of hepatitis B vaccine. Subsequently, cold chain points were 
established which are now functional up to Primary Health Care centre 
level. However, the States that are underperforming do need cold chain 
expansion. Each year, around USD 160 million is provided by the 
government for cold chain maintenance to ensure expansion of cold chain 
points to meet national norms. Effective vaccine management assessments 
are conducted and recommendations followed to improve cold chain and 
vaccine management and quality of immunization services.  
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Key initiatives taken for strengthening cold chain and vaccine 
management include (1) Vaccine delivery; (2) Infrastructure development; 
(3) Equipment maintenance; (4) Human resource capacity building, and 
(5) Management information system. 

In addition, different initiatives have been introduced at state level. 
Orissa has deployed semi volunteers for delivering vaccines from the last 
cold chain point to the session site and to bring back the unused vaccines 
and the performance report. 

Recommendations: 

 Although countries including Sri Lanka, Bangladesh and Thailand 
have made significant progress to establish a vaccine safety 
monitoring system, vaccine producing countries especially India 
and Indonesia need strong support to establish a system to 
detect and monitor AEFI.  

 Countries have established AEFI committees but they need 
government support to make them operational by providing 
them with a secretariat and budget to enable them to conduct 
regular meetings and vaccine post-marketing safety studies. 

 Vaccine safety concerns in the public remain a serious threat to 
immunization programmes and the ministry of health needs to 
develop a communication plan to address these concerns 
especially with the introduction of new vaccine for which very 
little post-marketing safety data are available. 

3.6 Introduction of new and underutilized vaccines (NUVI) 

Member States of the Region have made considerable progress in 
introducing new and underutilized vaccine. All countries in the Region have 
introduced hepatitis B vaccine. Bangladesh, Bhutan, Nepal and Sri Lanka 
have introduced Haemophilus influenzae type B vaccine and Bhutan has 
also introduced Human Papilloma virus vaccine for adolescent girls. 
Maldives is planning to introduce Hib vaccine. Sri Lanka will be introducing 
measles-mumps-rubella (MMR) vaccine replacing measles and measles-
rubella (MR) vaccines in October 2011 while Maldives and Thailand have 
already added MMR into their immunization schedules. Bangladesh and 
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Nepal are planning to introduce rubella vaccine combined with measles 
vaccine. By 2013 DPR Korea, India, Indonesia, Maldives, Myanmar and 
Timor-Leste will have introduced Haemophilus influenzae type B vaccine 
and Bangladesh will have also introduced pneumococcal vaccine. It will be 
the first country to introduce pneumococcal vaccine in the Region. Except 
for Maldives all the above countries have or will introduce new and 
underutilized vaccines with the support of GAVI Alliance. However, in 
addition to Maldives and Thailand, Bhutan and Sri Lanka will not receive 
GAVI support as these countries have exceeded the GDP cut off point for 
receiving GAVI assistance.  

The regional strategy is to intensify routine immunization while 
introducing new and underutilized vaccines (NUVI). The external assistance 
receiving during introduction of new and underutilized vaccines is being 
used to strengthen routine immunization. The ultimate aim is that all 
vaccines (new, underutilized and routine) introduced in the Region achieve 
at least >90% coverage at the national level and >80% coverage at the 
district level. 

Global progress in introduction of new and underutilized vaccines  

At the GAVI Alliance pledging conference, nine donors pledged US$ 4.3 
billion for the introduction of new and underutilized vaccines exceeding 
the initial target of US$ 3.7 billion. The government of the United Kingdom 
and the Bill and Melinda Gates Foundation each pledged more than US$ 1 
billion, which should allow GAVI to reach more than 250 million children. 
GAVI currently supports the introduction of pentavalent, pneumoncoccal, 
rotavirus, meningitis A, and yellow fever and measles (second dose) 
vaccines as well as meningitis and yellow fever vaccine stockpiles. For 
future support, GAVI is prioritizing human papillomavirus (HPV), Japanese 
encephalitis, rubella and typhoid vaccines. They are also monitoring the 
development of vaccines for malaria and dengue fever. 

During the most recent round of proposals, GAVI received a record 
number of applications. Over two-thirds of the applications were 
recommended for approval or clarifications. There were a large number of 
requests to support introduction of pneumoncoccal and rotavirus vaccines 
as well as measles (second dose), pentavalent, meningococcal type A and 
yellow fever vaccines. The funding implication to support these proposals is 
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over US$ 1 billion. In the South-East Asia Region, Bangladesh, DPR Korea, 
India, Indonesia, Myanmar, Nepal, and Timor-Leste have applied for 
support:  

During the application review process, there were several areas that 
emerged as critical issues associated with vaccine introduction. The most 
important issue identified was the limited logistics and cold chain capacity 
of countries to accommodate vaccines especially those coming in single 
dose; and therefore requiring additional storage space. Future applications 
presented to the New Vaccine Independent Review Committee for funding 
consideration should include a report on recent Effective Vaccine 
Management assessment and an improvement plan. Other issues 
highlighted during the review process included the capacity for countries to 
introduce multiple vaccines in a short period, the need to support routine 
immunization service delivery, and the need to simplify/streamline the 
application process and to strengthen vaccine safety surveillance. 

The key findings from the Independent Review Committee were that 
the quantity of new vaccines used is increasing; the introduction and 
adoption of new vaccines is increasingly successful; and, that there has 
been a progressive expansion in the use of new vaccines in eligible 
countries. However, although the vaccine coverage is increasing, the rate of 
increase has slowed down over the last three years; innovative approaches 
to reach the unreached are needed. 

There has been an improved contribution of immunization 
expenditures in 2010, governments (36%) and GAVI (25%). The co-
financing policy is working well and most countries are also providing 
additional financial support for NUVI (eight countries have volunteered to 
provide more than the standard rates of co-financing). In the future, the 
Independent Review Committee would like to see co-financing verification 
in proposals for further assistance for financial support.  

Several issues were raised as emerging needs for countries as they 
introduce additional new vaccines: 

 Role of cash-based grants 

 Immunization system strengthening and health systems 
strengthening should be a part of the overall NUVI support  
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 Engagement of civil society  

 Role of the Health Sector Coordination Committee/Inter-agency 
Coordinating Committee 

 Issues related to anti-vaccine movements and adverse events 
following immunization (AEFI) 

 Strengthening advocacy and strategic communication.  

In addition to addressing the above issues, it was felt that the partners 
need to assist countries by providing technical assistance for new vaccine 
introduction as well as feedback on cold chain and supply logistics. 

Opportunities for intensification of routine immunization through new 
and underutilized vaccine introduction (NUVI):  

The global action plan for NUVI has clearly outlined the collaborative 
efforts of partners and consists of five main areas of work: (1) norms and 
standards; (2) decision making information for countries; (3) planning, 
financing and procurement; (4) delivery in synergy with VPD control; and, 
(5) monitoring and surveillance. 

There are projects currently looking at the effects of new vaccine 
introduction on routine immunization. The preliminary results show that 
there are many challenges for the immunization system when a new 
vaccine is introduced. There are, however, many potential opportunities for 
improving the system by using new vaccine introduction to promote an 
integrated approach to controlling vaccine-preventable diseases. The 
potential list of opportunities includes: improving the capacity of the health 
workforce, improving information systems, providing access to new vaccine 
technologies, providing new innovative financing mechanisms and 
improving leadership/good governance. 

The Global NUVI meeting held in June 2011 highlighted several 
important points: 

 Sustaining gains from NUVI requires government ownership of 
the national immunization programme and engaging all 
immunization stakeholders. 
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 Acknowledging the current progress towards polio eradication 
and measles mortality reduction. 

 Engaging and informing communities about EPI and generating 
demand for vaccines. 

 Taking into account the specific needs of low and middle 
income countries. 

In conclusion, the global action plan for NUVI is an outline for 
partnership focusing on the five main work areas described in the 
paragraph above. NUVI, while representing some challenges offers many 
opportunities to countries that should capitalize on the current efforts to 
address those challenges and thus to mitigate any potential negative effects.  

Recommendation 

 Cold chain and logistics should be improved to accommodate 
new vaccine introduction: 

– National supply chains should be optimized (20% reduction in 
operating costs.)  

– Cold rooms/refrigerators should have continuous temperature 
monitoring with data communicated to a share point (5%-15% 
reduction in damaged vaccines). 

– Vaccine stocks should be minimized by using real-time 
management (>2 million doses of vaccine expired in the last 12 
months across 24 countries). 

 Country-specific strategies should be developed to reach 
unreached children. 

 All Member States should start documenting NUVI efforts and 
study the impact of NUVI on routine immunization. 

 All partners should coordinate with ICC at national level to 
support the Member States ensuring their NUVI plans are 
implemented.  

3.7 Reducing health inequities and health system development 

Everyone has the right to equal access to public services in his or her 
country. A review of the under-five mortality data shows that progress 
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towards achieving MDG 5 targets is unequal in at least two-thirds of 
countries. Coverage inequality was highest in the lowest economic 
quintiles. The distribution pattern for mortality was classified in 15 countries 
and the highest reduction in under-five mortality was in the wealthiest 
quintile irrespective of the typology. 

DTP3 coverage rates for the wealthiest quintiles were discussed and it 
was noted that the poorest are less likely to be immunized. Likewise, levels 
of nutrition for children belonging to the poorest households have remained 
stagnant for several years. 

Equity must be considered as part of any plan of action to reach the 
goals of MDG4. Reaching the unreached, the most vulnerable and the 
poorest groups are a key focus of the intensification of routine 
immunization in 2012. 

Health system strengthening and routine immunization: There are 
several issues and challenges in the area of health system strengthening as it 
relates to routine immunization. GAVI has extensive experience in financing 
health system strengthening. Opportunities are available for routine 
immunization strengthening using the six core health system functions as 
building blocks: governance, information, financing, service delivery, 
human resources, medicine and technology. Improving health systems in 
these core areas could be used to improve routine immunization. 

According to the regional conceptual framework of rapid health 
system assessment, it is necessary to identify needs and gaps in routine 
immunization at the national and sub-national levels. The needs and gaps 
should then be related to the six health system building blocks and 
addressed in an integrated manner. Health system strengthening initiatives 
offer strategies that lead to better access, coverage, quality and efficiency. A 
wide range of issues and challenges exist for routine immunization, but with 
coordinated efforts, they can be successfully addressed and solved.  

3.8 Roadmap to intensify routine immunization in 2012 

Participants from each country developed a draft roadmap to intensify 
routine immunization in 2012 and presented them in a plenary session. 
The information related to each country is summarized in Annex 4. The 
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participants considered the strategic frame work developed by SEAR and 
adopted it to the country context. 

Using immunization coverage information brought to the workshop 
each country identified the priority districts for intensification of routine 
immunization in 2012. Countries which have not achieved 90% national 
coverage, and with several districts less than 80% coverage identified these 
districts for intensification of routine immunization. Countries which have 
more than 90% national coverage generally identified districts with less than 
90% coverage for intensification of routine immunization. Both groups of 
countries have acknowledged the necessity of reaching hard-to-reach areas, 
marginalized populations, and migrant populations to improve the 
coverage.  

The Member States also identified the key challenges to improve 
immunization coverage and possible solutions to address these challenges. 
Potential partners for engagement in intensification of routine immunization 
were listed by each group. Member States prioritized the new, different and 
innovative vaccine delivery mechanisms to increase immunization coverage 
and advocacy. Finally, they prioritized the preparatory activities to launch 
2012 as the year of intensification of routine immunization. Member States 
concluded that these draft roadmaps will be reviewed at national level and 
detailed plans for intensification of routine immunization prepared.  

4. Overall conclusions and recommendations: 
 All Member States of SEAR endorsed the framework for 

increasing and sustaining immunization coverage and recognized 
the need for intensification of routine immunization (IRI) in 2012 
and thereafter, in order to reach the 8.3 million children that are 
either under-immunized or un-immunized in the Region. All 
Member States should identify pockets of under-immunized or 
un-immunized children and develop an intensification plan for 
2012 by the end of 2011. The plan should include:  

– Priority areas and vulnerable populations; 

– Staff and logistics requirements; 

– Innovative ideas for vaccine delivery; 
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– Support from all stakeholders for implementation; 

– Target for specific activities in 2012; and  

– Budget estimates. 

 The plan and strategy for implementation should be discussed 
and endorsed by immunization stakeholders so that it can be 
launched in January 2012.  

 The coordination mechanisms such as ICC should be 
strengthened or established for intensification of routine 
immunization. WHO and partners should take an active role in 
resource mobilization for identified activities. 

 The progress of implementation of the plans for intensification of 
routine immunization should be reviewed by June 2013 and 
reported to the EPI managers’ meeting. 
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Annex 1 

List of participants 

Country Programme Managers 

Bangladesh 

Dr Md. Tawheed Hassan 
DPM-EPI HQ, DGHS 
Ministry of Health and Family Welfare 
Dhaka  

Dr Muhammad Shariful Islam 
Medical Officer-IPI & Surveillance, DGHS 
Ministry of Health and Family Welfare 
Dhaka 

Bhutan 

Mr Tandin Dorji 
Chief Program Officer 
Communicable Disease Division 
Department of Public Health 
Ministry of Health 
Thimphu  

Mr Tshewang Tamang 
Program Officer, EPI 
Ministry of Health 
Thimphu  

Dr Tapas Gurung 
Medical Superintendent 
Monggar Regional Referral Hospital 
India  

Dr Ajay Khera 
Deputy Commissioner (CH&I) 
Ministry of Health and Family Welfare 
New Delhi  

Dr Pradeep Haldar 
Assistant Commissioner (Immunization) 
Ministry of Health and Family Welfare 
New Delhi  

Dr Yash Pal Sharma 
Director (FW) 
Regional Institute of Health & Family 
Welfare 

Government of Jammu & Kashmir 
Jammu  

Dr Ajit Prasad 
State EPI Officer 
RCH Center Namkumb 
Government of Jharkhand 
Ranchi  

Dr K. Vanaja 
Joint Director (Public Health) 
Government of Tamil Nadu 
Chennai  

Indonesia 

Dr Andi Muhadir 
Director of Surveillance and Immunization 
DC & EH 
Jakarta  

Dr Sandra T. Ratih  
EPI Manager 
Deputy Commissioner & Environment Health 
Jakarta  

Dr Hari Santoso 
Surveillance Manager 
Jakarta  

Dr Widiyarti  
Head Division of Bilateral & Multilateral 
Health CooperationCenter of International 
Cooperation 
Ministry of Health 
Jakarta  

Maldives 

Ms Aishath Thimna Latheef 
Public Health Programme Manager 
Centre for Community Health and  
  Disease Control 

Myanmar 
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Dr Than Htein Win 
Deputy Director (EPI) 
Department of Health, Nay Pyi Taw 

Dr Kyaw Kan Kaung 
Assistant Director (EPI) 
Department of Health, Nay Pyi Taw 

Nepal 

Dr Shyam Raj Upreti 
Director 
Child Health Division, DHS 
Kathmandu 

Dr Ramu Sharma Paudel 
Senior Integrated Medical Officer, MoHP 

Mr Giriraj Subedi 
Public Health Administrator-EPI Section 
Chief 
Child Health Division 
Ministry of Health & Population 
Kathmandu  

Sri Lanka 

Dr Paba Palihawadane 
Chief Epidemiologist 
Epidemiological Unit 
Colombo  

Dr Ananda Amarasinghe 
Assistant Epidemiologist 
Epidemiological Unit 
Colombo  

Thailand 

Dr Pornsak Yoocharoen 
Medical Officer, Senior Professional Level 
Bureau of General Communicable Diseases 
Ministry of Pubilc Health 
Department of Disease Control 
Tivanond Road 
Nonthaburi 11000 

Mr Somjate Tungcharoensilp 
Public Health Technical Officer 
Professional Level 
Bureau of Epidemiology 
Ministry of Pubilc Health 
Department of Disease Control 

Tivanond Road 
Nonthaburi 11000 

 

Timor-Leste 

Mr Mateus da Cunha 
EPI Programme Manager 
Ministry of Health 
Dili  

Mr Joao P.H. da da Silva 
Head of Health Management Information 
System & Epidemiology Surveillance 
Ministry of Health 
Dili  

ITAG Members 

India 

Dr T.Jacob John 
PROF (ret) 
Department of Clinical Virology 
Christian Medical College 
439 Civil Supplies Godown Lane 
Kamalakshipuram, Vellore 
Tamil Nadu 632002 

Dr Narendra Kumar Arora 
Excutive Director 
International Clinical Epidemiology Network 
(INCLEN) 
2nd Floor, F-15 
Okhla Industrial Area, Phase 1 
New Delhi 110020 

Indonesia 

Dr I. Nyoman Kandun 
Director, FETP 
Ministry of Health 
Directorate General of Disease Control  
  & Environmental Health 

Sri Lanka 

Prof Lalitha Mendis 
Chairperson 
Sri Lanka Medical Council 
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532/3G, Sirikotha lane 
Colombo 3 

 

UNICEF 

Ms Diana Chang Blanc 
Regional Immunization Officer 
UNICEF-EAPRO 
19 Phra Atit, Chanasongkran Phranakorn 
Bangkok 10200 

Dr Yin Yin Aung 
Regional Immunization Sepcialist 
UNICEF-ROSA 
PO Box 5815 
Lekh Nath Marg 
Kathmandu 

Dr Gepke Hingst 
UNICEF Representative 
UNICEF-Bhutan 
Thimphu  

Dr Kamrul Islam 
Chief of Health 
UNICEF-DPR Korea 
PO Box 90 
28 Munsudong 
Pyongyang 

Bijaya Rajbhandari 
Representative 
UNICEF-DPR Korea 
P.O. Box 90 
28 Munsudong 
Pyongyang  

Dr Henri Van Den Hombergh 
Chief Health Section 
UNICEF 
73 Lodi Estate 
New Delhi 110003 

Mr Lieven Desomer 
Senior Programme Manager 
Polio Eradication 
UNICEF India 
New Delhi  

Dr Srihari Dutta 
Immunization Specialist 

UNICEF India 
New Delhi  

Dr Satish Gupta 
Health Specialist (Immunization) 
UNICEF India 
New Delhi  

Dr Kenny Peetosutan 
Health Specialist – EPI 
Child Survival and Development Cluster 
UNICEF Indonesia 
Jakarta  

Marinus H. Gotink 
Chief  
Young Child Survival and  
  Development Section 
UNICEF, Myanmar 
14th Fl Traders Hotel 
223 Sule Pagoda Road 
Yangon  

Dr SM Moazzem Hossain 
Chief - Health & Nutrition 
Health & Nutrition 
UNICEF-Sri Lanka 
PO Box No. 14 
No. 35, Balapokuna Road 
Colombo 06 

Dr Chandrasegarar Soloman 
Health & Nutrition Officer 
UNICEF-Sri Lanka 
No 35 
Balapokuna Road 
Colombo  

Dr Sherin Varkey 
Health Specialist 
UNICEF Timor Leste 
UN House, PO Box 212 
Caicoli Street 
Dili  

Dr Edward Hoekstra 
Senior Health Specialist 
UNICEF HQ 
New York  

Dr Pankaj Mehta 
Chief of Health 
UNICEF-Nepal 
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UNICEF, UN House 
P. O. Box 1187, Pulchowk 
Kathmandu  

Other Agencies 

Mr Hans Schoof 
First Counsellor-Head of Operations 
Delegation of the European Union to India 
65 Golf Links 
New Delhi 110 003 

Dr Ute Schumann 
Programme Manager and Health Adviser 
Delegation of the European Union to India 
65 Golf Links 
New Delhi 110 003 

Mr Billy Stewart 
Health and HIV-Aids Advisor 
DFID – India 
B-28 Tara Cresent 
Qutab Institutional Area 
New Delhi 110 016 

Ms Makiko Konohara  
Project Formulation Advisor 
JICA India Office 
2F, Dr.Gopal Das Bhawan 
28 Barakhamba Road 
New Delhi 110-001  

Ms Aditi Puri 
JICA India Office 
2F, Dr.Gopal Das Bhawan 
28 Barakhamba Road 
New Delhi 110-001  

Ms Renu Chopra 
Programme Officer-Health 
KFW 
21, Jor Bagh 
New Delhi 110003 

Mr Oskar von Maltzan 
Director 
KFW 
21, Jor Bagh 
New Delhi 110003 

Mr Anthony Cameron 
Director, NIPI Secretariat 
Norway India Partnership Initiative 

Dr Kaliprasad Pappu 
Director, Programmes NIPI-UNOPS 
Norway India Partnership Initiative 

Dr Narottam Pradhan 
Immunization Officer UNOPS 
Norway India Partnership Initiative 

Dr Sanjay Kapur 
Office of Population, Health and Nutrition 
USAID India 
American Embassy 
Shanty Path, Chanakyapuri 
New Delhi 110021 

Ms Lora Shimp 
Sr. Technical Officer Immunization 
Immunization 
Maternal & Child Health Integrated Program 
(MCHIP) 
1776 Massachusetts Ave 
NW 3rd Floor 
Washington, DC 20036 

Mr Ashok Alexander 
Director, Avahan India AIDS Initiative 
Global Health Program 
Bill and Melinda Gates Foundation 
New Delhi  

Mr Bobby John 
Advocacy and Public Affairs 
Bill and Melinda Gates Foundation 
Third Floor, Left Wing 
Capital Cord Building, Munirka 
New Delhi 110067 

Dr Lalit Kant 
Deputy Director, Immunization and vaccines 
Bill and Melinda Gates Foundation 
Third Floor, Left Wing 
Capital Cord Building, Munirka 
New Delhi 110067 

Dr Devendra Khandait 
Program Officer, immunization and vaccines 
Bill and Melinda Gates Foundation 
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Third Floor, Left Wing 
Capital Cord Building, Munirka 
New Delhi 110067 

Dr Muhammad Musa 
Country Director 
CARE India 
27 Hauz Khas Village 
New Delhi 110 016 

Ms Rina Dey 
Communication Advisor 
CORE Group Polio Project 
303 Radisson Suites, Commercial Tower 
B-block, Sushant Lok-1 
Gurgaon 122002 

Dr Roma Solomon 
Director 
CORE Group Polio Project 
303 Radisson Suites, Commercial Tower 
B-block, Sushant Lok-1 
Gurgaon 122002 

Mr Deepak Kapur 
Chairman 
India National PolioPlus Committee 
Gulab House 
Mayapuri 
New Delhi 110064 

Dr Vijaya Kiran Mentey 
Team Leader Immunization 
Maternal and Child Health Integrated 
Program 
(MCHIP)/USAID Grantee 
221, Second Floor, Okhla Phase III 
New Delhi 110020 

Dr Karan Singh Sagar 
Country Representative 
Maternal and Child Health Integrated 
Program 
(MCHIP)/USAID Grantee 
221, Second Floor, Okhla Phase III 
New Delhi 110020 

Mr Tarun Vij 
Country Programme Leader – India 

PATH 
A-9, Qutab Institutional Area 
New Delhi 11067 

Dr Manjit Sawhney 
Chair 
Rotary Southeast Asia Regional PolioPlus 
Committee 
New Delhi  

Dr Rajiv Tandon 
Senior Advisor-Maternal, Newborn 
  Child Health & Nutrition 
Save the Children 
Vardhaman Trade Centre 
9-10-11, Nehru Place 
3rd floor 
New Delhi 110019 

Dr Vikram Rajan 
Senior Health Specialist 
World Bank 
70 Lodi Estate 
New Delhi 110003 

Mr Ibrahim Zuhuree 
Director - Social Affairs Division 
South Asian Association for Regional 
Cooperation 
PO Box 4222 
Tridevi Marg 
Kathmandu  

Professor Helen Rees 
Chair, SAGE 
University of the Witwatersrand 
Wits Reproductive Health & HIV  
  Research Institute 
PO 18512 
Hillbrow 2038 

Dr Nyambat Batmunkh 
Coordinator – Asia 
IVI 
Kwanak P.O.Box 14 
Seoul - Korea 151-600 

Ms Katy Broquin 
Senior Programme Assistant 
GAVI 
GAVI Alliance Secretariat 
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2 Chemin des Mines 
Geneva  

Dr Ranjana Kumar 
Senior Programme Manager South East Asia 
GAVI 
GAVI Alliance Secretariat 
2 Chemin des Mines 
Geneva  

Dr David Bowen 
Deputy Director for Global Health Policy  
  and Advocacy 
Bill and Melinda Gates Foundation 
Ben Franklin Station 
Washington, D.C. 20044 

Dr Abhijeet Anand 
Team Lead for GID/SEARO 
Centres for Disease Control and Prevention 
1600 Clifton Road NE 
Atlanta GA 30333 

Mr Steve Stewart 
Lead for Routine Immunization Strenghting 
project India 
Centres for Disease Control and Prevention 
1600 Clifton Road NE 
Atlanta GA 30333 

Ms Kristina Lorenson 
Programme Officer 
PATH 
2201 Westlake Avenue 
Suite 200 
Seattle, WA 98121 

Dr Devendra Prasad Gnawali 
Senior Program Officer 
Sustainable Immunization Financing 
Sabin Vaccine Institute 
2000 Pennsylvania Ave N.W., Suite 7100 
Washington, DC 20006  

Ms Andrea Gay 
Executive Director - Children's Health 
United Nations Foundation 
1800 Massachusetts Avenue, NW 

Suite 400 
Washington, D.C. 20036 

 

WHO-HQ 

Switzerland 

Dr Rudi Eggers 
Medical Officer-EPI/IVB/FCH/HQ 

Dr Thomas Cherian 
Coordinator-EPI/IVB/FCH/HQ 

Ms Lidija Namisa Kamara 
Programme Manager- EPI/IVB/FCH/HQ 

Dr Carsten Frithjof Mantel 
Medical Officer-EPI/IVB/FCH/HQ 

WHO Country Offices 

Bangladesh 

Dr Selina Ahmed 
National Professional Officer (VSQ) 
WHO-Bangladesh 
Progress Tower, House 1, Road 23 
Gulshan South Avenue 
Dhaka 1212 

Dr Jayantha Liyanage 
Ag Medical Officer, IVD 
WHO-Bangladesh 
Progress Tower, House 1, Road 23 
Gulshan South Avenue 
Dhaka 1212 

Bhutan 

Mr Dorji Phub 
National Professional Officer- Making 
Pregnancy Safer 
WHO-Bhutan 
Thimpu  

India 

Dr Nata Menabde 
WHO Representative-India 
WHO-India 
New Delhi  

Dr Hamid Jafari 
Project Manager 
WHO-National Polio Surveillance Project 



Report of the Meeting of EPI Managers of South-East Asia Region 

32 

R K Khanna Tennis Stadium 
Safdarjung Enclave, Africa Avenue 
Africa Avenue 
New Delhi 110029 

Ms Virginia Swezy 
Deputy Project Manager-Operations 
WHO-National Polio Surveillance Project 
R K Khanna Tennis Stadium 
Safdarjung Enclave, Africa Avenue 
Africa Avenue 
New Delhi 110029 

Dr Sunil Bahl 
Senior Technical Advisor to the Project 
Manager 
WHO-National Polio Surveillance Project 
R K Khanna Tennis Stadium 
Safdarjung Enclave, Africa Avenue 
Africa Avenue 
New Delhi 110029 

Indonesia 

Dr Bardan Jung Rana 
Medical Officer 
EPI 
WHO-INO 
9th Floor, Bina Mulia 1 Building, 
Jl H R Rasuna Said, Kav 10, Kuningan 
Jakarta 12950 

Ms Asmaniar Saleh 
Surveillance Officer, EPI 
Expanded Programme on Immunization 
(EPI) 
WHO-INO 
Jl Percetaican Negara No-29 
Kotak Pos 223 
Jakarta 10560 

Myanmar 

Dr Vinod Bura 
Medical Officer – EPI 
Expanded Programme on Immunization 
WHO-Myanmar 
12 A Floor, Traders Hotel 
223, Sule Pagoda Rd 
Kyauktada Township, PO 11182 
Yangon  

Nepal 

Dr Lin Aung 
WHO Representative-Nepal 
WHO-Nepal 
Kathmandu 

Dr W. William Schluter 
Medical Officer 
Programme for Immunization Preventable 
Diseases 
WHO-Nepal 
PO Box 108 
Chakupat-10 
Lalitpur  

Dr Rajendra Bohara 
NPO-EPI 
Programme for Immunization Preventable 
Diseases 
WHO-Nepal 
PO Box 108 
Chakupat-10 
Lalitpur  

Sri Lanka 

Dr Firdosi Rustom Mehta 
WHO Representative-Sri Lanka 
WHO-Sri Lanka 
Colombo  

Dr Supriya Warusavithana 
NPO (CDC) 
PO Box 780 
WHO-Sri Lanka 
226 Bauddhaloka Mawatha 
Colombo 7 

WHO-SEARO Secretariat 

Dr Monir Islam 
Director - Family Health & Research 

Dr Athula Kahandaliyanage 
Director-Department of Health Systems 
Development 

Dr Nyoman Kumara Rai 
Senior Adviser to RD 

Dr Nihal Abeysinghe 
Regional Adviser-Vaccine Preventable Diseases 



Report of the Meeting of EPI Managers of South-East Asia Region 

33 

Ms Uttara Aggarwal 
Technical Officer Immunization 

Dr Narimah Awin 
Regional Adviser-Making Pregnancy Safer  
  & Reproductive Health 

Dr Rajesh Bhatia 
Regional Adviser- Blood Safety &  
  Clinical Technology 

Dr Anindya S Bose 
TIP-Measles Control 

Dr Anil Chawla 
TIP-Vaccine production & Quality assurance 

Mr Stephane Guichard 
Technical Officer-Vaccine Supply Quality 

Mr Homero Hernandez 
Resource Mobililzation Officer 

Dr Rui Paulo de Jesus 
Regional Adviser-Disease Surveillance and 
Epidemiology 

Dr Oommen John 
Consultant 

Dr Ilsa Sri Laraswati Nelwan 
Regional Adviser 
Health Systems Infrastructure 

Dr Patrick O'Connor 
Regional Adviser  
Polio & Surveillance 

Dr Roderico H Ofrin 
Regional Adviser-EHA 

Dr Madhav Ram 
TIP-Surveillance 

Dr Nalini Ramamurty 
Virologist 

Dr Jigmi Singay 
External Relations Officer 

Dr Prakin Suchaxaya 
Regional Adviser -Nursing and Midwifery 

Dr Pushpa Ranjan Wijesinghe 
TIP - Influenza Vaccination 

Dr Zobaidul Haque Khan 
TIP-DSE 

Ms Prema Ranganathan 
AA-FHR 

Mr Om Prakash 
AA-IVD 

Ms Geeta Luthra 

Mr B.L. Bhatia 

Ms Anshu Bhutani 

Ms Mohita Dawar 

Mr Deepak Dhongde 

Mr Varun Malhotra 

Ms Soumya Mathews 

Mr Ravinder Negi 

Ms Poonam Sachdeva 

Ms Chitra Salil 



Report of the Meeting of EPI Managers of South-East Asia Region 

34 

Annex 2 

Agenda 

1.  Linking polio eradication with improving immunization coverage 

 Global update on polio eradication  

 Progress and challenges to polio eradication in India- country 
experience 

 Regional update and discussion on linking polio eradication 
initiative to improve routine immunization 

2. Synergizing Measles elimination with improving routine immunization 

 Updated WHO position on rubella: opportunities to accelerate 
measles and rubella control 

 Regional progress towards measles elimination and opportunities 
to synergize with improving routine immunization coverage 

 Use of measles mortality reduction experience in intensifying 
routine immunization 

3.  VPD surveillance and strengthening laboratory surveillance 

 Improving Vaccine Preventable Diseases  surveillance to guide 
identifying pockets of low RI coverage and monitoring impact  

 Regional laboratory networks: the challenge 

4. Vaccine safety and quality 

 Strengthening vaccine delivery and cold chain management 

 Strengthening national regulatory authorities (NRA) in SEAR  

 Risk communication in management of adverse events following 
immunization (AEFI) : country experience: Sri Lanka 

5. Introduction of new and underutilized vaccines 

 Progress of New and Underutilized Vaccines introduction 
(NUVI) : Issues & Challenges 
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 Opportunities for intensification of routine immunization 
through new and underutilized vaccine introduction based on 
current evidence 

6. Group work to review each country situation to intensify routine 
immunization in 2012  

Plans for 2012: year of intensification of Routine Immunization in SEAR: 
Introduction to group work 

 Vulnerability assessment 

 Identifying main barriers 

 Developing road map including strategies and a time line 

 Presentations on group work 

7. Integrating influenza surveillance with Vaccine Preventable Diseases 
surveillance 

 Integrating influenza surveillance with vaccine Preventable 
diseases surveillance  

 Presentation & discussion 

8. Reducing health inequities & healthy system development 

 Country-programming on reducing inequities in health 
access/outcomes, including for EPI 

 Strengthening health systems: opportunities for increasing 
immunization coverage  

9. Conclusions & recommendations 
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Annex 3 

Road map for implementing strategic framework for 
intensifying routine immunization in SEAR 

1.  Member States with more than 90% national DPT coverage 
Increasing immunization coverage Human resources  

Country 
Geographical 
prioritization Issues Solutions Issues Solutions 

New and 
innovative 
vaccine 
delivery 
mechanisms 

Advocacy  and 
communication 
strategies  

Priority 
activities to 
launch 2012: 
year of 
intensification 
of routine 
immunization 

Bangladesh 

Only 2 out of 70 
districts have less 
than 80% 
coverage. 10 
districts have 
more than 10% 
DPT1-DPT3 drop 
out rate. These 
12 districts will 
be the priority 
districts for 
intensification. 

1. Some areas 
are not covered 
by Upazila 
Health 
Complexes, 
specially remote 
areas near  
administrative 
borders of 
upazilas. 
2. Inadequate 
cold 
chain  storage 
capacity for new 
vaccines at 
national level. 
3. Inadequate 
reporting and 
investigation of 
AEFI. 
4. In hard-to-
reach 
unions, 
inadequate 
outreach 
supervisory visits 
due to 
inadequate staff, 
logistics and 
funds. 

1. Better micro-
planning in 
priority upazilas. 
2. Ensure 
supportive 
supervision for 
low performing 
unions in priority 
districts. 
3. Identify space 
to install Walk-In-
Coolers. 
4. Sensitize mid-
level managers in 
data analysis and 
feed back. 
5. Ensure 
adhering to 
supervision plans.     
Utilization of 
other alternate 
funding such as 
HSS and new 
vaccine 

1. Vacant 
posts due 
to recent 
promotion 
of Health 
Assistants 
to Assistant 
Health 
Inspectors. 
2. High 
turnover of 
second-
level 
supervisors 
in some 
districts. 

1. 
Recruitment 
of 
HAs is being 
discussed, as 
a interim 
measure will 
be managed 
by trained 
volunteers. 
2. In-service 
training for 
new 
supervisors 
and 
supportive 
supervisory 
visits from 
upper  level. 

1. Providing 
country boats 
for hard to 
reach areas 
2. Increasing 
number of 
porters for hard 
to reach unions   
 3. Providing 
solar refrigerator 
for remote 
Upazilas 
4. Using  mobile 
phones for 
tracking vaccine 
delivery 

1. National level 
launching with 
Polio NIDs.  
2. Expand the role 
of polio and 
measles steering 
committee for 
intensification of 
routine 
immunization. 
3. Intensify 
implementation of 
communication 
strategies using 
national and local 
media. 
4. Ensure inter- 
personal 
communication 
before the day of 
vaccination. 

1. High-level 
advocacy 
meeting for 
relevant stake- 
holders. 
2. Form a 
working group 
including 
representatives 
from GoB and 
partners.  
3. 
Reprogramming 
GAVI HSS funds 
for priority 
activities. 

 
 
 
 
Bhutan 

Only two out 20 
districts have less 
than 80% 
coverage. These 
two districts and 
the migratory 
populations will 
be the priority for 
intensification.  

1. Migratory 
population. 
2. Vaccine stock-
out in some 
districts. 
 
 
. 

1. Establish 
mechanism to 
track the 
migratory 
population and 
train village health 
workers about 
that. 
2. Improve the 
forecasting and 
procurement plan 
with support from 
partners.   

1. 
Inadequate 
 human 
resources 
in basic 
health units 
in remote, 
difficult to 
reach 
areas.  

1. Increasing 
the number of 
staff in 
remote, 
difficult to 
reach areas. 
As an interim 
measure have 
more mobile 
clinics. 

1. List mobile 
telephones of 
parents to 
follow the drop 
outs 

1. Media 
campaign 
2. Sensitization of 
local governments 
and 
parliamentarians.  
3. Develop new 
IEC materials. 

1. Launch 
“2012 year of 
intensification 
of Routine 
Immunization” 
at the 2011 
Annual Health 
Conference. 
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Increasing immunization coverage Human resources  

Country 
Geographical 
prioritization Issues Solutions Issues Solutions 

New and 
innovative 
vaccine 
delivery 
mechanisms 

Advocacy  and 
communication 
strategies  

Priority 
activities to 
launch 2012: 
year of 
intensification 
of routine 
immunization 

Maldives 

 

1. Coordination 
of newly  
decentralized 
health system to 
deliver 
immunization 
services.  
2. AEFI reporting 
is not fully  
functioning. 
3. Supervision 
system is 
 not well 
defined. 

1. Develop 
coordination 
mechanism for 
immunization, 
between relevant 
ministries and 
health service 
corporations. 
2. Expedite 
development of 
new AEFI 
guidelines, 
monitoring and 
regular feedback 
to reporting units. 
3. Integrated 
supervision with 
other 
programmes. 

1. Inadequate 
technical 

expertise at 
national level 

1. One more 
 staff for 
immunization 
and technical 
expertise from 
WHO 
through a 
consultant. 

1. Identifying a 
focal point at 
each island. 
2. Analyze the 
vaccine refusal 
database and 
develop a plan 
to address the 
issues. 
3. Conduct 
client 
satisfaction 
survey. 
4. Introduce 
solar 
refrigerators. 

1. Integrate 
communication 
plan for 
intensification of 
routine 
immunization with 
“communication 
action plan for 
pentavalent 
vaccine”. 

1. High-level 
advocacy 
meeting for 
improving 
immunization 
in newly 
decentralized 
health system. 
2. Develop 
action plan for 
intensifying 
routine 
immunization 
in the Maldives 
-2012. 

Sri Lanka 

Only two out of 
26 districts have 
< than 90% 
coverage. These 
two districts and  
other districts in 
the conflict 
affected areas will 
be the priority for 
intensification. 

1. Access and 
 service delivery 
in the areas 
which were 
affected by the 
conflict. 

1. Strengthening 
the  health care 
infra-structure 
in conflict-
affected areas. 

2. Strengthening 
cold chain 
capacity by 
installing  solar 
refrigerators. 

1. Lack of  
skilled staff 
in war-
affected 
areas 
 
 
 

1. Filling the 
 vacancies 
with new 
recruitments 
and provide 
incentives to 
staff who are 
going to 
conflict-
affected 
areas. 

1. Establishing 
e-based cold 
chain 
monitoring 
system. 
2. Providing 
new technology 
(log tags, freeze 
tags) to all 
levels.  
3. Designated 
cold chain 
manager in all 
districts.  

1. Intensified risk 
communication 
targeting different 
groups like, 
parents, school 
children, media, 
policy makers and 
health staff. 

 

Thailand 

Priority for 
intensification 
would be conflict 
areas in southern 
part, areas near 
borders and hill 
tribe groups in 
mountain areas. 

1. Inadequate 
 coverage in 
conflict areas, 
border areas and 
in hill tribes.   
2. Religious 
belief 
about life and  
illness. 
3. Parents 
concern  
about AEFIs.  

1. Improving 
micro-plan in 
areas with low 
coverage. 
2. Inform and 
 communicate 
with public about 
VPDs, benefit of 
Immunization and 
AEFIs.  
3. Motivate co-
operation with 
community 
leaders, religious 
leaders and 
NGOs to increase 
access  to 
immunization 
services.  

   1. Outsource the 
 logistics to  
public/private 
enterprise. 
2. Pharmacists 
 are involved in 
the cold chain 
management, 
vaccine storage 
and distribution. 

1. Intensify public 
awareness about 
need of 
intensifying 
immunization in 
2012. 

1. Political 
endorsement 
about 
commitment to 
2012: Year of 
intensification 
of 
immunization.  
2. Develop 
national policy 
to intensify RI 
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2 Member States with less than 90% DPT3 coverage nationally 
Increasing immunization coverage Human resources  

Country 
Geographical 
prioritization Issues Solutions Barriers  Solutions 

New and 
innovative 
vaccine 
delivery 
mechanisms 

Advocacy  and 
communication 
strategies  

Priority activities to 
launch 2012: year 
of intensification of 
routine 
immunization 

India 

Priority would 
be eight 
northern 
states with 
DPT3 
coverage 
below 
national level 
and eight 
north eastern 
states with 
areas difficult 
to access.   

There are several 
issues including 
inadequate 
access for 
communities to 
reach 
immunization 
services, poor 
coordination at 
district level, 
stock-out of 
vaccines and 
public demand 
for 
immunization.  

Approach will 
be to analyze 
issues by states 
and identify 
solutions 
through state 
and district level 
forums. 
Government 
and 
development 
partners will 
work together at 
all levels to 
ensure 
optimum 
utilization of 
funds from 
National Rural 
Health Mission 
for 
intensification 
of routine 
immunization.    

1. Shortage and 
 in-equitable 
distribution of 
staff, specially in  
urban areas. 

1. Increased 
 coordination 
with the 
private sector 
2. Mapping of 
 human 
resources. 
3. Re-
distribution of 
available staff. 

1. Alternative 
 vaccine 
delivery 
system (Teeka  
Express) will 
be  
implemented 
in the entire 
country. 
2. Exclusive 
 cadre of 
supervisors for 
immunization. 
3. Providing 
 AEFI 
treatment kit 
for every 
session site. 

1. Develop an  
advocacy 
package for 
immunization. 
1. Branding of  
Immunization. 
2. Advocacy 
with 
 partners for a 
joint workplan 
4.  National 
 Immunization 
intensification 
launch. 
 
 
 

1. Documentation 
 of best practices.  
2. Regional 
consultation 
meetings for 
preparation of 
strategy.  
3. All 35 states will 
have functional  
micro-plans. 
4. Use of existing 
polio network and 
resources for 
intensifying RI in 
India. 
5. Planning for 
 Immunization 
weeks. 

Indonesia 

Priority would 
be the 
districts which 
have less than 
80% 
coverage. 

1. Access issues 
in difficult-to-
reach and 
sparsely 
populated areas 
2. Barriers  due 
to deprived 
socio-economic 
situation and 
migration. 
3. Drop-outs in 
highly populated 
areas. 
4. Commitment 
from some local 
governments is 
not as high as 
before. 
5.Limited 
communication 
and information: 
to mothers and 
care givers, on 
AEFI and to 
counter anti-
vaccination 
lobbies. 

1. Set up new 
immunization 
posts in difficult 
to access areas 
2.Active 
tracking for 
drop out  and 
unimmunized 
mothers and 
children  
3. Intensify IEC 
at all levels, 
4. Improve 
health workers 
IPC skills and 
response to anti 
vaccine lobbies 

1. High turn-  
Over of staff, 
vacant positions 
and unequal 
distribution. 
2. Inadequate 
knowledge in 
some staff. 

1. Increase the 
number of 
health workers 
from the local 
areas, 
outsourcing 
staff in priority 
areas and 
collaboration 
with NGOs 
and the 
private sector. 
2.  Improve 
pre- service 
and in-service 
training and 
supportive 
supervision 
and 
monitoring.  

1. SOS 
strategy: 
conducted 
once every 
three months 
targeting rural 
nomadic 
populations. 
During the 
visit health 
workers 
provide 
integrated 
services in the 
morning and 
health 
education  
night.  

1. Establish area- 
specific vaccine 
delivery 
mechanism for 
clustered 
Islands. 
2. Improved 
stock 
management 
using SMS. 

1. High-level 
advocacy meeting 
for national and 
provincial policy 
makers. 
2. Advocate and 
orient the RI 
intensification at 
launching of   
Measles follow-up 
campaign in 
October. 
3.Extensive media 
engagement for 
advocacy. 

Myanmar 

Priority would 
be the 
townships  
which have 
less than 80% 
coverage. 

1. 
Geographically 
hard-to- reach 
populations, 
sparsely 
populated areas 
and ethnic 
population. 
2. Inadequate 
awareness of 
community. 
3. Urban high 
risk areas. 
4. Limited cold 
chain and 
vaccine storage 
facilities.  
5. Limited facility 
to transport 
vaccines.  
 

1. Conduct 
periodic 
immunization 
campaigns (3-4 
times a year) 
with other basic 
health services. 
2. Engagement 
of community 
leaders and IEC 
campaigns using 
local dialects. 
3. Detailed 
micro planning.  
4. Reallocation 
of available 
equipment and 
possibility of 
expanding use 
of solar 
powered 
refrigerators.  

1. Shortage of 
vaccinators. 

2. Limited staff 
with multiple 
duties.  

1. Assigning 
public health 
supervisors to 
be involved in 
vaccination.  
2.  
Involvement 
of community 
health workers 
in 
immunization, 
assigning staff 
from other 
ministries.   

1. Effective 
utilization of 
HSS window 
for 
immunization. 
2. Micro-plan 
with the 
involvement of 
local 
community.  
3. Community 
involvement 
for vaccine 
delivery. 
4. Outsourcing 
for alternate 
mechanisms 
for delivery of 
vaccines and 
other logistics.  

1. Advocacy to 
new regional 
governments for 
intensification of 
immunization. 
2. Engagement 
with local 
authorities to 
ensure access to 
insecure areas. 
3. IEC materials 
in local 
languages. 
4. Involvement 
of local, 
traditional 
cultural events 
to promote 
immunization. 

1. I.C.C meeting on 
IRI. 
2. Special session on 
IRI at Mid-Term EPI 
review in August 
2011. 
3. Advocacy 
meeting with S/R 
governments. 
4. Development of 
guideline for IRI.  
5. Donors meeting 
and fund raising. 
6. Identification of 
local resources. 
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Increasing immunization coverage Human resources  

Country 
Geographical 
prioritization Issues Solutions Barriers  Solutions 

New and 
innovative 
vaccine 
delivery 
mechanisms 

Advocacy  and 
communication 
strategies  

Priority activities to 
launch 2012: year 
of intensification of 
routine 
immunization 

Nepal 

Priority would 
be the 
districts which 
have less than 
80% 
coverage.  

1. Some micro-
plans are not 
updated or   
appropriately 
implemented. 
2. Inadequate 
planning and 
implementations 
in urban areas.  
3. Defaulter 
tracing 
mechanism not 
functioning 
adequately. 
4. Inadequate 
information to 
create demand 
from 
community. 
5. Decision 
makers are not 
fully aware about 
importance and 
benefits of 
immunization. 
6. EPI logistics is 
under separate 
management.  
7. Stock 
management 
below regional 
(provincial) level 
is weak. 

1. Training of 
health 
personnel in 
micro-plan 
development 
and monitoring 
the 
implementation 
of micro- plans. 
2. Improved 
coordination 
between Child 
Health Division 
and Logistic 
Management 
Division. 
3. Vaccine 
supply to be 
based on 
demand (using 
computer-based 
system). 

1. National 
immunization 
section is 
under-staffed.   
2. Several 
vaccinator 
posts are 
vacant. 
3. The 
number of 
vaccinators is 
not 
propionate to 
VDC size and 
population. 

4. Inadequate 
supervision 
and 
monitoring. 

1. While 
perusing long- 
term human 
resource 
reforms hire 
staff on short 
term contracts.  
2. Redistribute 
based on 
population 
and size of the 
area. 
3. Improved 
supportive 
supervision. 

1. Consider 
outsourcing 
delivery in 
hard- to-reach 
areas. 
2. Increase 
sub centres in 
geographically 
remote areas 
using solar 
power 
refrigirators. 
3. Review 
urban vaccine 
delivery 
mechanism. 
4. Ensure 
contingency 
planning. 

1. Social 
mobilization 
targeting hard-
to-reach and 
marginalized 
population. 
2. Evaluate IEC 
materials and 
strategies. 
3. Develop IEC 
materials to 
reach migrant 
populations.  
4. Mobilize 
schools, 
community, 
teachers, leaders 
and other 
relevant 
stakeholders. 
5. Establish  
partnership with 
media. 

1. Advocacy on RI 
intensification at all 
levels of forums 
including 
parliamentarians, 
local governments 
and human rights 
groups. 

Timor- Leste  

Priority will be 
three districts 
with < 85% 
BCG coverage 
and >10 % 
drop-out rate 
(inadequate  
access and 
utilization), 
four districts 
with < 85% 
BCG coverage 
(inadequate 
access) and 3 
districts with 
>10% drop-
out rate 
(inadequate  
utilization).   

1. Developing 
heath system 
(moving from 
conflict to 
development). 
2. Geographical 
access. 
3. High drop-out 
rate. 
4. Technical 
capacity of 
health workers. 
5. Vaccine 
management 
and logistics. 

1. Development 
of National 
Strategic 
Development 
Plan and 
National Health 
Sector Strategic 
Plan which have 
prioritized 
routine 
Immunization. 
2. Investment in 
health 
infrastructure 
and increase in 
outreach 
sessions. 
3.Capacity 
building at all 
levels including 
building 
Institutional 
capacity of 
National 
Training 
Institute. 
4.  
Development of 
system for stock 
management, 
vaccine 
indenting and 
distribution. 
EVM assessment 
in 2011 with 
development of 
Improvement 
plan. 

1. Shortage of 
health care 
providers. 
2. 
Distribution 
of providers 
among 
districts is not 
uniform. 

1. Increasing 
number of 
midwives and 
nurses  
through 
recruiting 
Midwives from 
Indonesia and  
developing in- 
country pre- 
service  
training.  
2. Rational 
distribution of 
available 
health 
workforce 
according to 
the needs.  
3. Proposal for  
incentives for 
difficult areas 

1. Involving 
community 
mobilizers to 
develop “due 
lists” and 
mobilize 
parents.  
2. integrated 
service 
delivery 
(SISCa) is 
strengthened  
through 
quality 
assurance 
system. 
3. Tracking of 
target group 
using RSF 
(Family Health 
Register). 

1. Developing  
Immunization 
branding as a 
promise of 
quality services 
including logo 
and IEC 
materials 
development. 
2. Use of 
interpersonal 
and mass media 
approaches. 
3. Orientation 
package for 
Suco and aldiea 
chiefs (local self- 
governments) in 
routine 
immunization 

1. Developing an 
investment case for 
routine 
immunization 
including new 
vaccine introduction 
for advocacy with 
donors and political 
leadership. 
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Annex 4 

Message of Dr Samlee Plianbangchang, Regional 
Director, WHO South East Asia Region, at the High-

level Ministerial Meeting 2012: Year of Intensification 
for Routine Immunization, 2 August 2011, New Delhi 

Excellency, Mr Ghulam Nabi Azad, Minister of Health and Family Welfare, 
Government of India; Excellencies, Dr E. Hoekstra – UNICEF; Mr Steve 
Steward – CDC, USA; Mr Ashok Alexander – Bill and Melinda Gates 
Foundation; Dr M.S. Sawhney – Rotary International; national programme 
managers; members of the Regional Technical Advisory Group; 
representatives of other partner organizations; colleagues and guests; ladies 
and gentlemen,  

I warmly welcome you all to this High-Level Ministerial Meeting to 
deliberate upon the theme: “2012: Year of Intensification of Routine 
Immunization in South-East Asia Region”.  This meeting will also be 
followed by the Regional Meeting of “EPI Managers”.  I also welcome you 
all to this regional meeting of EPI Managers. I thank all participants for 
sparing their valuable time to attend the meetings. I particularly thank 
Excellency, Mr Ghulam Nabi Azad, Honorable Minister of Health and 
Family Welfare, Government of India, for agreeing to inaugurate the 
meetings.  

Excellencies, ladies and gentlemen,  

The coverage of routine immunization in SEAR remains relatively low, 
compared with other WHO Regions. Furthermore, as far as coverage of 
routine immunization in South-East Asia is concerned, there are still 
disparities between countries; and these disparities exist among States, 
provinces and districts within the same countries. We have to work harder 
in order to achieve “universal” and “uniform” coverage of routine 
immunization in children in the Region. High and sustained coverage of 
routine immunization is needed to help “accelerate” the achievements of 
targets set for elimination or eradication of certain vaccine-preventable 
diseases, such as polio and measles. Also, we need high and sustained 
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coverage of routine immunization to ensure long-term “maintenance” of 
gains from specific disease elimination and eradication of VPDs. The 
current estimate of coverage of routine immunization in SEAR is currently at 
73%. It is relatively very low. We may expect our “intensified efforts” during 
2012 to contribute to an acceleration of this rate. Routine immunization in 
this context means primarily the six basic antigens. However, if any 
governments would like to add more antigens other than these six in their 
routine immunization, WHO will be very happy to support the 
governments’ decision in this regard.  Several countries in the Region have 
already added hepatitis B vaccination in their routine immunization. 

Excellencies, 

Even though widely recognized as the most cost-effective public 
health interventions against infectious diseases, many vaccines, including 
those for the six basic antigens, are not available to children; especially the 
children in the developing world who need them most.  Over 10 million 
vulnerable children in SEAR, accounting for 25% of the world’s children, do 
not receive a complete course of vaccination against diphtheria, tetanus, 
and pertussis (DTP3) during their first year of life.  Each year, worldwide, an 
estimated 1.5 to 2 million children die due to VPDs. Out of this number, 
25%-30% deaths occur in SEAR. These are really premature deaths among 
our future generations. Immunization not only prevents infectious diseases 
but also contributes to the quality of life of children. Access to safe and 
effective vaccines is a basic right of all children. We, together, should help 
ensure this right; at least for routine immunization. If we are truly to engage 
in the efforts to increase and sustain routine immunization coverage for all 
children, unwavering commitments are needed from all partners and 
stakeholders. We are here to collectively affirm our commitment to 
translate our “intent” into “actions”, the actions to intensify routine 
immunization in countries of SEAR during 2012 - the actions that can lead 
to effective protection of our children from common childhood diseases.  

Ladies and gentlemen,  

As I said, following this high-level ministerial meeting, there will be a 
regional meeting of “EPI managers” to review and discuss various issues 
relating to national immunization programmes.  The deliberations on those 



Report of the Meeting of EPI Managers of South-East Asia Region 

42 

issues will lead to further improvement in the development and 
management of national immunization programmes.  

With these words, Excellencies, ladies and gentlemen, I wish these 
two meetings all success.  

Thank you.  

 



 

 

 

WHO assists Member States of the South-East Asia Region to periodically 
review and discuss various issues relating to national immunization 
programmes. Deliberations on these issues lead to tangible improvements in 
the management of national immunization programmes.  

This publication is the report of the Meeting of EPI Managers of the 
South-East Asia Region, held in New Delhi, India, on 3-4 August 2011. It 
includes a review of progress made in planning for increasing and sustaining 
the high coverage of routine immunization, lessons learnt from the polio 
campaign for improving other programmes, and strengthening laboratory 
surveillance. Vaccine safety and quality, reducing health inequities and a 
roadmap to intensify routine immunization in 2012 was also discussed.  

The report includes recommendations for the consideration of Member 
States in their efforts to achieve the 2012 Year of Intensification of Routine 
immunization targets in SE Asia and the Global Immunization Vision and 
Strategy (GIVS) goals. 

 

 

 

 

 

 

 

 

 
Regional Office for South-East Asia 

World Health House 
Indraprastha Estate, 
Mahatma Gandhi Marg, 
New Delhi-110002, India  SEA-Immun-64 


