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Table 1
Wild Poliovirus Isolated from First(S1) and/or

Second(S2) Stool Samples Collected at Distinct
Intervals within 30 Days after Onset

Americas, 1987 -1991

Days Wild Poliovirus Isolated
Interval Total 81(+); 81(+); 81(-);
81 x82 Cases 82(+) 82(-) 82(+)

1 - 3 66 54 7 5

4-6 3 3 0 0

7-9 4 1 2 1

10-15 2 1 1 0

16 -22 1 0 1 0

Total 76 59 11 6
.............

100% 78% 14% 8%

In May 1985, the Pan American Health Organization
launched the initiative to eradicate poliomyelitis from the
Western Hemisphere by 1990. In September 1994, the
International Commission for the Certification ofPoliomy
elitis Eradication (ICCPE) declared that transmission of
wild poliovirus had been interrupted in the Americas. This
accomplishment was made possible by a dual strategy that
focused on maintaining high
levels ofvaccination coverage
among population groups at
high risk, combined with a sen
sitive epidemiological surveil
lance system. Comprehensive
surveillance for acute flaccid
paralysis (AFP) was akey com
ponent ofthe certification pro
cess. By 1993, over 20,000
units were reporting in the
Americas. Indicators for this
system included the follow-up
of all reported cases of AFP,
and the collection oftwo stool
samples obtained from patients
to test for the presence ofwild
poliovirus.

Given that the primary goal
of surveillance for poliovirus
eradication is to promptly
detect possible areas of circulation of wild poliovirus to
implement the appropriate control measures, this article
reviews and analyzes the benefit ofcollecting a second stool
sample from every case ofAFP.

The practice ofcollecting two stool samples from every
case ofAFP was instituted following the observations made

in 1958 by E. Lennette, that wild poliovirus is excreted
intermittently. Lennette recommended that in order to
increase the probability of poliovirus isolation, more than
one stool sample should be collected from each suspected
case of poliomyelitis. According to Lennette's data, the
isolation rate increased by 10%, from 85% to 95%, when a
second sample was processed. He also found that with the

collection of a third and fourth
sample, sensitivity reached al
most 100%. Based on these ob
servations, it was recommended
in 1987, that two stool samples
be collected from every case of
acute flaccid paralysis detected
in the Americas for testing in
the polio laboratory network,
and that the second stool sample
be obtained between 24 and 72
hours after the first.

Table 1 presents the isola
tion rates for wild poliovirus
identified in the first and the
second stool samples tested be
tween 1987 and 1991. The
data were grouped according
to the interval between the col
lection of the first (Sl) and the

second (S2) samples. As previously noted by Lenette, the
intermittency of virus excretion can be observed by the
alternating presence and absence of wild poliovirus in the
S1 and S2 of the same patient. The contribution of the
second sample is therefore evaluated by the proportion of
cases with only the S2 positive and the S1 negative.



Source:Silveira CM, de Quadros CA, Hersh BS, Nogueira AC; Special
Program for Vaccines and Immunization, PAHO

Given this information, it is necessary to question whether
the collection oftwo stool samples from every case ofAFP is
justifiable in terms of the increased costs and workload
which would result. Table 2 shows that with the collection of
a second sample, the number ofstool samples to be processed
by the laboratory network in the Americas increased by
9,298-from 11,455 to 20,753. This represented a 45%
increase in the workload ofthe laboratory network.

Conclusion

The contribution ofa second stool sample as a source of
information to guide possible control measures and to

determine the polio eradication program can be evaluated by
distinct approaches. Ifthe major concern is the sensitivity of
the virological test, then the more samples collected from
each patient carrying wild poliovirus, the higher the isolation
rate will be. However, ifthe primary concern is the sensitivity
of the poliovirus surveillance system in identifying areas
where wild poliovirus may be circulating, then the conclusion,
based on the experience in the Americas, is that the collection
of a second sample from each case ofAFP is not necessary,
and adds a tremendous burden both to field workers and the
laboratory network. This burden may adversely affect the
quality ofperformance.

These results also suggest that the collection and
processing ofa second stool sample from every case ofAFP
may not be operationally necessary in those countries where
polio is still endemic. Discontinuing this practice could be
beneficial in terms of savings in logistics and laboratory
work, without jeopardizing the detection ofthe circulation of
the wild poliovirus.

Table 2
Stool Samples Processed

Poliovirus Laboratory Network
Americas, 1987 -1994
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As can be seen, the increase in poliovirus isolation rate
from a second sample was 8%, which is similar to Lennette's
result of 10%. Based on this, it can be concluded that the
more samples tested from each suspected case of
poliomyelitis, the higher the probability of poliovirus
isolation.

However, the main focus of the AFP surveillance
system is to identify infected areas through the isolation of
wild poliovirus from stool samples of AFP patients. This
objective becomes more important than identifying each
individual case. Experience gathered from cases since
1987 presented in this analysis would indicate that the risk
of not diagnosing 10% of the cases of polio due to wild
poliovirus in a given area is offset by the investigation and
eventual isolation of wild poliovirus from previous or
subsequent AFP cases in the same area. Furthermore, this
small increase in the isolation rate may not justify the extra
logistical costs for sample collection and the added workload
for the laboratory network.

The 6 cases for which only the second sample tested
positive, were part of four outbreaks occurring in 4 distinct
infected areas. These infected areas had previously been
identified byvirus isolation from first stool samples collected
from other cases occurring simultaneously in the same
outbreak.

Besides the 76 cases presented in Table 1, the analysis
can be extended to include an additional 40 cases occurring
during the same period (1987-1991) where only one stool
sample was taken, making a total of 116 confirmed cases of
poliomyelitis due to wild poliovirus since 1987.

These 116 confirmed cases can be divided into two
groups: 105 occurred to form 25 outbreaks at the state level,
and 11 cases were isolated. On average, the 25 outbreaks
were composed offour cases each. This means that in each
outbreak, there were potentially four opportunities to isolate
wild poliovirus, in case poliovirus was not identified in the
first stool sample tested.

The 11 cases of polio which did not occur during any
outbreak were analyzed in relation to the possibility of
isolating wild poliovirus from subsequent AFP cases
reported in the same geographic areas. Of these 11 cases,
only in 2 cases there were no subsequant AFP cases
reported in the area within the period of 1 year after onset.
Six were followed by 36 AFP cases in the same district, and
3 cases were followed by 83 cases ofAFP in the same state.
From all these 119 AFP cases (36 + 83), adequate stool
samples were taken, but the virological tests were negative
for wild poliovirus; other non-polio enteroviruses had been
isolated. In conclusion, in only 2 of the 36 states, and 86
infected districts, there were no subsequent opportunities
to detect wild poliovirus if the virological test failed to
isolate intermittent virus excretion.
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Progress of EPI Programs Reviewed in
Central American and Andean Regions

The annual meetings ofthe EPI Managers ofthe Andean
and Central American regions were held in Caracas,
Venezuela and Guatemala City, Guatemala respectively,
during the month of August, 1995. Participants included
representatives ofthe Ministries ofHeaith, UNICEF, USAID,
PAHO/WHO, Project Hope, Rotary International and the
Embassy of Japan. Also attending were representatives of
the Latin Caribbean and Mexico.

High on the agenda at both meetings was the presentation
of progress reports on the national efforts to eliminate the
transmission of measles. The general assessment was that
while the current immunization efforts have sharply reduced
the incidence of the disease, the number of accumulated
susceptibles continues to present a risk of new outbreaks in
the short and medium terms. As a result, Central American
countries are planning measles vaccination campaigns for
children under 5 years ofage before March 1996. As can be
seen in Table 1, overall coverage rates remained at high
levels, also for other EPI antigens.

Table 1
Coverage rates for children <1 year old
Central America, Andean Region, Latin

" Caribbean, and Mexico, 1994-1995*
,./

Country OPV3 BCG
19941995 1994 1995

Belize 83 88 82 89

Bolivia 82 84 78 84 89 80 90 90

Colombia 92 82 88 81 83 76 96 91

Costa Rica 87 84 87 85 89 78 93

Dominican Republic 98 87 83 83 87 96 64 74

Ecuador 78 80 80 80 100 76 100 100

EI Salvador 89 96 89 96 83 88 82 84

Guatemala 73 74 71 72 66 66 70 78

Haiti 27 28 25 96** 39

Honduras 95 96 96 98 95 96 95 96

Mexico 92 89 91 89 90 86 97 97

Nicaragua 84 92 74 82 73 78 81 100

Panama 83 88 83 90 84 84 95 94

Peru 87 86 87 86 75 62 92 92

Venezuela 73 84 63 67 94 70 95 98

* Coverage rates are estimated for the first halfof1995

** Haiti carried out amass campaign for measles for children 9 months
to 14 years ofage

.. ' Data not availabIe

Following the resolution calling for the elimination of
measles transmission in the Western Hemisphere by the year

2000, adopted in September of1994, these regional meetings
are paying closer attention to reviewing and evaluating the
overall progress of the measles elimination efforts in the
Region.

Measles Surveillance

Since 1994 the countries of the Andean and Central
American regions have been implementing surveillance
systems for fever and rash illnesses for measles elimination.
In general, these systems are atvarious stages ofdevelopment.
Among the major problems are the lack of standardization
ofcase classifications and surveillance indicators, as well as
a lack ofadequate laboratory support, especially in Bolivia,
Ecuador and Peru.

Currently, efforts are being made to strengthen the
operational capacity oflaboratories to enhance the diagnosis
of measles. In Central America, only six of the nine
countries attending the regional meeting have begun to
implement laboratory diagnosis of measles utilizing
recommended reagents for carrying out laboratory assays.

Recommendations

The following measles surveillance indicators were
recommended as minimum requirements:

• percentage of units that fulfill weekly negative
notification.

• percentage of cases investigated within 48 hours of
notification.

• percentage of cases with completed investigation
forms.

• percentage of cases with adequate serum samples
taken.

• percentage oflaboratory confirmed cases.

• percentage ofcases (or outbreaks) with an identified
source of infection.

Other recommendations indicated that countries should:

• maintain > 95% vaccination coverage of children
less than 1 year old in all municipalities of every
country.

• monitor periodically the accumulation of
susceptibles, and carry out vaccination campaigns
to prevent outbreaks when this number is equal to a
cohort of newborns.

• change the recommended age for primary measles
vaccination from 9 months to 12 months ofage.
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• expand the network ofmeasles reporting units.

• strengthen the utilization ofthe Measles Elimination
Surveillance System (MESS) in the countries, as a
database for surveillance.

• focus epidemiological surveillance on cases that fit
the definition of Suspected measles case. The
surveillance system will follow-up on those cases or
outbreaks that merit a blood sample taken for
laboratory confirmation. Reported cases ofmeasles
without laboratory diagnosis will be considered
Clinically Confirmed.

The Regional Measles Laboratory Network is being
strengthened. Central American countries will ship serum
samples from positive and suspected measles cases, as well
as from 5-10% of negative cases to the national laboratory
belonging to the Network (Centro Conmemorativo Gorgas
in Panama). The Andean countries have implemented
laboratory diagnosis in Bolivia, Ecuador and Peru, and have
also strengthened the laboratory networks in Colombia and
Venezuela.

Control of Neonatal Tetanus

The incidence of neonatal tetanus (NNT) is gradually
declining in the two regions. Coverage has been increased
through the use of a second dose of tetanus toxoid (TT2)
among women of childbearing age (WCBA) who live in
high-risk areas.

In the Andean region, control measures are a priority in
the border areas ofBolivia, Ecuador, and between Colombia
and Venezuela, due to the importance of migratory
movements in the control ofNNT.

Additional progress includes the strengthening of
epidemiological research to better understand the patterns
of this disease. In this regard, the most important variables
have been the origin of the patient and the mothers'
vaccination history.

Recommendations:

• make vaccination coverage a priority for WCBA in
targeted high-risk areas.

• identify new high-risk areas.

• investigate all known cases of NNT, particularly
those related to the mother's immunization status.

• urge health authorities to allocate the necessary
resources for the vaccination ofWCBA.

• consider migration and indicators ofsocio-economic
conditions as important inputs for determining areas
and populations at risk.

Similar to Ecuador, the Central American meeting
recommended the utilization ofthe Diphtheria-Tetanus (dT)
vaccine in place ofTT.
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Maintenance of the Eradication of Polio

Through June, 1995, OPV3 coverage among children
less than 1 year of age, averaged better than 80% in both
regions. The number ofCentral American municipalities in
which vaccination coverage with OPV3 is lower than 50%,
continued to decline in most ofthe countries. However, the
Andean region has reported a significant number of
municipalities with low coverage in the first half of 1995;
32% ofall municipalities have less than 50% coverage with
OPV3, compared to 15% in 1994.

Most of the countries in both regions have made
significant progress towards fulfilling surveillance indicators
ofacute flaccid paralysis (AFP).

Participants at both meetings emphasized the importance
ofmaintaining a high degree of political commitment at the
country level, to ensure the effective fulfillment of
surveillance activities, vaccination coverage, and timely
notification. Representatives from the Andean region
highlighted Rotary International's considerable financial
support for the consolidation ofthe polio eradication efforts
in Bolivia, Colombia and Ecuador.

Diphtheria in the Region

During 1994 the numberofcases ofdiphtheria increased,
especially in Ecuador, where an epidemic took place. As in
the Eastern European countries, this recent epidemic has
predominantly affected the population over 15 years ofage.

Recommendations:

• standardize case definitions and control measures.

• strengthen surveillance through prompt notification
and systematic case investigation, with completed
investigation forms.

• promote the utilization ofdT vaccine over TT for the
vaccination of WCBA in high-risk areas for NNT,
and among other groups.

• organize a national laboratory network for the
diagnosis ofthe disease.

• strengthen the vaccination of one-year olds with
DPT vaccine.

Vaccination Coverage and Surveillance of
Hepatitis B

Colombia, Peru and Venezuela shared their experiences
with the control ofhepatitis B and their vaccination plans in
newly-identified high-risk areas. Costa Rica, Mexico, the
Dominican Republic, Honduras and Panama have already
initiated vaccination programs against hepatitis B among
high-risk groups. In addition, Costa Rica and the Dominican
Republic are planning to incorporate this vaccine as part of
their childhood immunization programs. Belize will introduce
the vaccine among high-risk groups and areas in 1996.



Based on the operational experience of countries in the
implementationoftheirepidemiological surveillance systems,
representatives ofthe Andean and Central American regions
recommended to: standardize case definitions; identify
sentinel centers; establish an information system for the
collection and consolidation ofdata; strengthen laboratories
to identify major viruses causing hepatitis; train health
personnel in the managementofcases, carriers and outbreaks;
and educate the community.

The immunization strategy to follow will depend on the
prevalence of the disease in high-risk groups and areas.
Further expansion of activities should only be considered
once the initial objective of reaching high-risk groups has
been accomplished, and ifresources are available to establish
a permanent program. Surveillance activities should be
implemented to determine the disease's epidemiological
importance and to measure the impact of the strategies to
reduce its incidence.

EPI Evaluation Indicators

At both meetings, the systematic use and quarterly
monitoring ofthe following indicators was recommended:

• Vaccination coverage: All countries have presented
their 1995 projections for vaccination coverage with
EPI antigens among children less than 1 year ofage,
by municipality. This will allow for more specific
targeting of efforts and resources towards high-risk
areas.

• Surveillance indicators: already established.

• Number and percentage ofmunicipalities with DPTI
coverage >90%: to measure the accessibility to local
vaccination services.

• Drop-out rates between DPTlIDPT3, and DPTl/
measles: to determine the efficiency ofthe program.

• Percentage of resources in the EPI Plan of Action
directed toward high-risk areas: to measure the
definition of priorities and the decentralization of
the program.

• Proportion of national resources in relation to other
external resources as indicated in the Plan ofAction.

• Number ofICC Meetings: to evaluate the degree of
inter-agency coordination and national leadership.

Revised Measles Case Classifications

-

An informal consultation group met atthe Pan American
Health Organization's headquarters in Washington, D.C.,
on September 11-13, 1995, to review current measles
surveillance procedures and to recommend case definitions
and case investigation procedures. The revisions are aimed
at simplifying case investigations and case classifications,
as well as to strengthen current national and regional
surveillance efforts towards the elimination ofmeasles from
the Americas by the year 2000.

The overall purpose of measles surveillance is to
promptly detect the transmission ofmeasles virus in a given
area. Once viral circulation has been detected, the surveillance
system allows for the efficient investigation ofthe resulting
measles cases. Through the timely investigation of an
outbreak, further virus transmission can be minimized,
causative factors for measles transmission can be determined
and the source ofthe measles introduction may be identified.

The measles elimination program focuses on detecting
all cases for which a clinician suspects measles and/or those
cases notified by any person which satisfy the clinical case
definition of a suspected measles case, that is fever,
generalized maculopapular rash, and cough, or coryza, or
conjunctivitis. Suspected measles cases must then be
classified as either Confirmed or Discarded. The program
seeks to achieve laboratory confirmation (or epidemiological

linkage to a laboratory confirmed case) for all suspected
cases. However, until the PAHO measles laboratory network
is fully functional, cases that meet the suspected case
definition, but are not investigated in the laboratory or lack
an epidemiologic link, are considered as Clinically
Confirmed. It is expected that as the surveillance system
matures, relatively few cases will be classified as Clinically
Confirmed.

The category ofSuspectedmeasles is a broad catchment
which is intended to provide an early alert or warning sign
for health workers at the lowest level. Investigation of
Suspected measles cases should begin within 48 hours of
notification. Once the epidemiologic investigation has been
completed, a final classification should be made within 4
weeks.

Revised Measles Surveillance Case Classifications

I Suspected measles case:

A. Any patient in whom a clinician suspects measles,
and or

B. A patient with the following clinical profile:

*Fever

* Generalized maculopapular rash, and

*At least one ofthe following:

Cough or Coryza, or Conjunctivitis
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II Confirmed measles case:

A. Laboratory confirmed case

Is a Suspected case with 1 or more ofthe following:

1. Laboratory confirmation, and/or

2. Epidemiologic linkage to another laboratory
confirmed case

A case is laboratory confirmed if anti-measles IgM
antibodies are detected in a blood sample obtained 3-28
days following rash onset. One adequate blood sample is
considered sufficient for measles confirmation. In an
outbreak of more than 10 cases, it is not necessary to take
blood samples from every suspected measles case. Only the
first 3 to 5 cases should have blood drawn for laboratory
confirmation. Other cases can be confirmed ifthey meetthe
suspected case definition and are epidemiologically linked
to another laboratory confirmed case.

Epidemiologic confirmation takes place when a
suspected measles case has been in contact with a laboratory
confirmed case, who had rash onset within 21 days before
the present case.

B. Clinically confirmed measles case

These cases satisfy the definition ofaSuspectedmeasles
case, but lack laboratory investigation and it is not known
whether or not there was contactwith a laboratory confirmed
case. Although the final diagnosis is not known, for
surveillance purposes, these cases are considered as
Clinically Confirmed measles. Given an adequate
surveillance system, Suspected cases with incomplete
investigations should become relatively rare. These cases
are considered failures ofthe surveillance system.

Figure 1. Flowchart for measles case classifications

Physician suspects measles and/or
patient with:

- Fever
- Generalized Maculopapular Rash
- Cough or Coryza or Conjunctivitis

I
I I

I No I I Yes'

I I
Stop ,1 ISuspected I

Investigation Measles

I
Adequate

Blood
Sample Taken

I
I I

I No vesl

I T
Epidemiological PositiveLink to a Lab

SerologyConfirmed
Case for IgM

I I
I r 1

r No I Yes I [ Yes I r No -,

I 1 I
Clinically Laboratory Discard

Confirmed Confirmed

III Discarded (Not measles)

If laboratory evidence is obtained that another infection
associated with a rash illness was present, then the case is
discarded. A case is also discarded ifthe result ofan adequate
laboratory specimen, collected between 3 and 28 days
following rash onset, is negative for measles infection.

Polio Surveillance:
Decrease Observed In The Collection of Two Adequate Stool Samples

Meet criteria; N.R. No Report Received; - Zero Cases
* Data as of 13 October
Source: EPI/PAHO (PESS)

6

Since the last report on polio surveillance in the August
1995 issue, a number of countries have reported a decrease
in the collection oftwo adequate stool samples. This impedi
ment to promptly detect possible importations ofwild polio
virus in the Western Hemisphere, will jeopardize the Region's
current polio free status. Efforts to meet this indicator is
critical to the Region's efforts in implementing appropriate
control measures in case of a polio outbreak, particularly in
areas with low vaccine coverage. Managers should look at
the following operational obstacles, among others, that could
be preventing the smooth implementation of surveillance
operations, such as lack of adequate resources to initiate
timely investigations (Le. transportation); per diem; timely
reporting due to deterioration of communication systems;
priority given to AFP surveillance; and adequate supervi
sion.



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

from I January 1995 to date oflast report, and the same epidemiological period in 1994. by country.

Date Measles Polio Tetanus Diphtheria Whooping
of Confirmed 1995 Confir- Cough

Country/Territory last Labo- Clini- Total i med Non Neonatal i Neonatal
report ratory cally 1994 1995 1994 1995 1994· 1995 1994 1995 1994 1995 1994

Anguilla 07 Oct 0 0 01 0 0 0 ... ... : ... ... ... ... .. .

Antigua & Barbuda 07 Oct 0 1 1 : 0 0 0 0 0 0 0 0 0 0 0
Argentina 07 Oct 8 112 120 I 44 0 0 16 6 ! 5 9 3 3 702 439
Bahamas 07 Oct 0 0 0 0 0 0 0 0 0 0 0 0 0 0
Barbados 07 Oct 0 0 0 0 0 0 0 o ! 0 0 0 0 0 0
Belize 07 Oct 0 0 0 0 0 0 ... ... : ... ... .. . ... ... .. .

Bermuda 07 Oct 0 0 0 0 0 0 0 o ! 0 0 0 0 0 0
Bolivia 07 Oct 0 0 0 630 0 0 ! 11 12 4 5 30 45... ...
Brazil 23 Sep 2 232 2341 428 0 0 ... 423 ... 76 ... 120 ... 1,495

British Virgin Islands 07 Oct 0 0 o! 0 0 0 ... ... ... ... ... ... ... .. .
Canada 07 Oct 2,141 0 2,141 ! 198 0 0 1 1

,

0 2 0 4,663 2,302, ...

Cayman Islands 07 Oct 0 0 0 0 0 0 ... ... : ... ... ... ... .. . ...
Chile 07 Oct 0 0 0 0 0 0 ... 6 ... 1 ... 4 ... 108

Colombia 07 Oct 151 121 272 253 0 0 ... 11 I ... ... ... 9 .. . 489

Costa Rica 07 Oct 18 46 64 30 0 0 ... 2 I ... 0 ... 0 ... 10

Cuba 07 Oct 0 1 1 0 0 0 ... 2 ... 0 ... 0 ... 0

Dominica 07 Oct 0 0 0 0 0 0 !... ••• i ... ... ... ... ... .. .
Dominican Republic 30 Sep 0 0 0 296 0 0 9 ... 0 4 3 1 0 9

Ecuador 07 Oct ... 791 791 2,909 0 0 ... ... 28 26 124 472 133 276

EI Salvador 07 Oct 0 0 0 0 0 0 3 8 I 3 4 0 0 4 6

French Guiana 07 Jan ... ... ... ... 0 0 ... ... I .. . ... ... ... .. . ...

Grenada 07 Oct 0 0 0 0 0 0 ... ... ... ... ... ... ... ...

Guadeloupe 07 Jan ... ... ... ... 0 0 ... ... ... ... ... .. . ... .. .
Guatemala 12 Aug 25 1 26 204 0 0 ... ... 4 6 0 ... 20 36

Guyana 07 Oct 0 0 0 0 0 0 ... ... .. . . .. ... ... .. . ...
Haiti 07 Jan ... ... ... ... 0 0 ... .. . ... ... ... .. . ... ...
Honduras 07 Oct 1 0 1 1 0 0 7 8 2 3 0 0 0 2

Jamaica 07 Oct 0 7 7 0 0 0 ... 2 I ... 0 ... 1 ... 2

Martinique 07 Jan ... ... .. . 1 0 0 0 0 0 0 0 0 0 0

Mexico 07 Oct 9 0 9 108 0 0 85 105 48 63 0 0 15 243

Montserrat 07 Oct 0 0 0 0 0 0 ... ... ... .. . ... .. . ... .. .
Netherlands Antilles 07 Jan ... ... ... ... 0 0 ... .. . ... .. . ... ... ... .. .
Nicaragua 07 Oct 0 0 0 1 0 0 2 ... I 2 ... 0 .. . 3 ...
Panama 07 Oct 3 5 8 2 0 0 0 1 0 2 0 0 3 165

Paraguay 07 Oct 3 18 21 81 0 0 ... 32 ... 18 ... 1 ... 36

Peru 09 Sep 28 171 199 272 0 0 37 63 55 88 2 34 632 1,030

Puerto Rico 07 Oct 11 0 11 ... 0 0 ... ... ... ... ... .. . ... .. .
Saint Lucia 07 Oct 0 2 2 0 0 0 ... ... ... ... ... .. . ... .. .
SI. Kitts/Nevis 07 Oct 0 1 1 0 0 0 ... .. , ... ... ... ... .. . '"

SI. Vincent 07 Oct 0 0 0 0 0 0 ... ... ... ... ... .. . ... .. .

Suriname 07 Oct 0 0 0 0 0 0 ... ... ... ... ... .. . ... ...
Trinidad & Tobago 07 Oct 0 0 0 0 0 0 0 0 0 0 0 0 0 5

Turks and Caicos 07 Oct 0 0 0 0 0 0 ... ... ... ... ... .. . .. . ...
United States 07 Oct 267 0 267 840 0 0 4 26 ... ... 0 1 625 2,586

Uruguay 07 Jan ... ... .. . 11 0 0 .. , 2 ... 0 ." 0 ... 6

Venezuela 16 Sep 29 35 64 13,372 0 0 28 ... 8 10 0 0 161 546

TOTAL 2,696 1,544 4,240 19,681 0 0 192 698 166 322 138 651 6,991 9,836

... Data not available.
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Plan To Eliminate Measles Approved

During the XXXVIII Meeting ofthe Directing Council
ofthe Pan American Health Organization held in September
25-30, in Washington, D.C., the Ministries of Health of the
Region ofthe Americas unanimously approved the Measles
Elimination Plan olAction. prepared by PAHO's Special
Program for Vaccines and Immunization in conjunction
with the Organization's Member Countries.

The plan calls for the achievement and maintenance of
95% measles vaccine coverage in all municipalities or
districts in every country ofthe Region, with complementary
periodic vaccination campaigns aimed at preventing the
accumulation ofsusceptibles among pre-school children. It
will have a duration offive years (1996 - 2000) and will cost
approximately US$ 53 million, which includes the provision
of an estimated $ 7 million from PAHO and WHO regular
budgets and voluntary funds. These investments will
complement national resources. Major emphasis is being
placed on training personnel for effective program operations;
a careful fever and rash surveillance for the detection of
possible measles cases; an aggressive outbreak response;
and intensive social mobilization to enhance the community's
role in the prevention ofthe disease.

The Resolution noted that:

Having reviewed and discussed Document CD38/15,
containing the Plan of Action and a progress report on the
national and regional efforts towards the elimination of
measles from the Americas by the year 2000;

Noting with satisfaction that nearly all countries have
adopted the strategies outlined in the Plan of Action and
have made considerable progress towards measles
elimination;

Observing that, in spite of the major efforts made with
the implementation ofnational campaigns and improvements
in routine vaccination programs, the number of susceptible
children is accumulating every year in every country;

Realizing that measles surveillance requires considerable
resources, both financial and human, but cognizant that a
surveillance system is essential to future developments of
communicable disease surveillance, including emerging
and re-emerging infections; and

Bearing in mind the level offunding needed to implement
the activities between now and the year 2000,

RESOLVES:

1. To approve the Plan of Action for Measles
Elimination in the Americas by the year 2000 as
presented in the progress report of the Director
(Document CD38/15).

2. To urge all Member States to adopt the strategies
outlined in the Plan of Action and allocate the
resources needed for its smooth implementation.

3. To congratulate Governments for the efforts
implemented thus far and the strides already made
towards the elimination ofmeasles from the Americas
by the year 2000.

4. To request the Director to make every possible effort
to secure the international resources needed to support
the national efforts.

(Adopted at the fifth plenary session, 27 September 1995)
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