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Improved Surveillance for Polio and Measles in Haiti

Background

Separate epidemics of measles and poliomyelitis have
occurred in Haiti during 2000 and 2001. At the end of 2001,
major vaccination efforts have reduced the incidence of
cases to below the detection level of routine surveillance.
The last |aboratory-confirmed measles case had rash onset
on 26 September 2001, in
Carrefour. The national
measl esimmuni zation cam-
paign (which was also the
second national polio cam-
paign) ended November
2001. No additional cases
have been found since. For
polio, the last laboratory-
confirmed case of paralytic
poliomyelitis polio caused
by a Sabin-1 derived virus
was reported July 12, 2001,
in Thomazeau, prior to a
schedul ed vaccination cam-
paign that administered the
first additional dose of po-
lio vaccine. Thelast case of
measl eswasreported by the

of selected healthinstitutionsthat will fileweekly reports
when no cases are detected;

 continue systematic active case sear chesthroughout the
country;

» continue routine environmental surveys for poliovirus
in the metropolitan areaand
where the most recent cases
were detected.
Activities
Routinereporting of no-
tifiable diseases in Haiti is
being enhanced by the de-
velopment of a new infor-
mation and procedures
manual that has been pro-
duced by Haiti’ sMinistry of
Health with support from
PAHO. Thismanual will be
distributed to workersin all
health facilitiesin the coun-
try. The 16 notifiable dis-
easesand conditionsinHaiti
include polio and measles,

Haiti's EPI Director, Dr. Patrick Delorme (left), presents a US $100 reward to Ms. as well as other conditions

rOl!t' nesurve “an(.:ewStem- Marie Yolette Leandre, a nurse at the Food for the Poor Hospital in recognition of
This case was eligible for her notification of the first suspected measles case with rash onset September such as neonatal tetanus.

payment of arewardof U.S. 26,2001, following a measles campaign. The case was subsequently confirmed
$100 established by PAHO by laboratory. No new cases have been confirmed since.

for the reporting of laboratory-confirmed measl es cases.

Currently, surveillance must be improved in four areas
to confirm that these viruses and the diseases they can cause
are absent from the country:

* increase coverage of all health facilities for routine
reporting of notifiable diseases,

» establish an enhanced surveillance system comprising
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Workshopswill becon-
ducted throughout the coun-
try to train health care personnel in reporting requirements
and proceduresthat are outlined inthe new manual. Thefirst
workshopsfor health staff working at the departmental level
was held in November 2001.

In addition to these changes, PAHO continues to spon-
sor areward of U.S. $100 for the first reporting of cases of
either polio and measlesin any municipality.
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Enhanced surveillance for cases of acute flaccid pa-
ralysis (AFP), measles and neonatal tetanus will be estab-
lished beginning in January 2002. This program will estab-
lish a network of 50-100 health facilities nationwide that
will send weekly reportsby tel ephone, facsimile, or messen-
ger totheMinistry and PAHO. Most importantly, eveninthe
absence of cases, the health facilities will report weekly
(negative reporting).

Neonatal tetanus will be also included in the surveil-
lance system because it is a high-priority disease, and will
therefore be used as an indicator of the performance of the
surveillance system. Furthermore, PAHO will assist the
Ministry of Health in 2002, in strengthening vaccination
efforts of women of childbearing age to prevent the occur-
rence of neonatal tetanus cases. The surveillance system
will therefore be able to track the success of this campaign,
aswell asthosefor polio and measles.

Active case searches for cases of AFP, measles, and
neonatal tetanuswill continueto be conducted throughout the
country. All mgjor and mid-level health facilities in each
department (approximately 100 facilities) will be visited regu-
larly, and al| suspected caseswill beinvestigated immediately.

Additionally, each visit will serve as an opportunity to
trainlocal health staff on both theimportance and method of
reporting disease, and toinquire about the functioning of the
cold chain and the availahility of vaccines.

Environmental sampling will be continued within the
metropolitan areaof Port au Prince, and in other areaswhere
suspected AFP cases have been identified. Eight sampling
points have been established in Port au Prince, two of which
have been positive in the past for the derived Sabin-1 virus.
Sampling will be conducted every 4 months from these
points. Additional samples will be abtained in other zones
with confirmed cases of polio attributed to derived Sabin-1
virus, as well as in zones with unconfirmed cases, but for
whom it was not possible to obtain stool specimens.

Editorial Note: The steps outlined by Haiti should
confirm the absence of both diseases in the country. Along
with enhancing routine immunization and conducting on-
going surveys to find pockets of unvaccinated children,
these efforts should ensure that Haiti remains free from
polio and measles!

Partnerships for Immunization

Source of External Funds, PAHO’s Division of Vaccines
and Immunization, Region of the Americas, 2000-2001

WHO

Spain
$ 1,453,854

$ 843,009

March of Dimes

CIDA $ 238,091

$ 2,887,776
USAID
$ 2,654,632

World Bank
$ 307,237

Others

CDC
$ 7,980,834

There is now consensus of the importance of health to
ensure sustai nable economic growth and poverty reduction,
and of the need to ensure access to essential health services
such as immunization, particularly to the very poor. Asa
priority health intervention, the establishment and strength-
ening of institutions that support the delivery of effective
immunization and surveillance programs of vaccine-pre-
ventable diseases have, thus, become key issues in the
dialogue between countries and the international commu-
nity.

With this note PAHO' s Division of Vaccines and Im-
munization would like to acknowledge the support of all
partners that have contributed to realizing the goals of
national immunization programs throughout the Americas
during the years of 2000-2001. Thanks to this sustained
support, national immunization programs have achieved
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remarkabl e achievements, notably the reduction of measles
cases to 509 cases in 2001 in the entire Region! During
2001, endemic transmission was reported only in three
countries, the Dominican Republic, Haiti and Venezuela.
Dominican Republic’ slast confirmed case occurred in June
2001 and Haiti’ slast case was reported in September. Since
August, 2001, 101 measles cases have been reported in
Venezuela following an importation from Europe, an out-
break that is still ongoing. Since September, 2001, Venezu-
elaisthe only country with known endemic transmissionin
the Region of the Americas.

Supervisory tools have been devel oped to improve the
accountability of vaccination coverage and routine surveil-
lance at the local level. The tools have now become instru-
ments of routine supervisionin several countries, andaimto
give greater authority and responsibility to thelocal level in
the management of immunization programs. During the past
years, efforts were focused on standardizing these supervi-
sory tools for monitoring vaccination coverage, investigat-
ing measl es outbreaks, and validating routine surveillance.

The Americas remains a pioneer in generating valu-
able knowledge and experience of disease eradication strat-
egies of vaccine-preventable diseases that are benefiting
global immunization initiatives. During the 2000-2001 pe-
riod, PAHO was joined by the Centers for Disease Control
and Prevention, the United States Agency for International
Development, the Canadian International Development
Agency, the March of Dimes Foundation, the World Health
Organization, theWorld Bank, and thegovernment of Spain.
These partnerships are critical for the Americas to sustain
the gainsin the fight against vaccine-preventable diseases.



Measles Case Classification Il

Frequent Dilemmasin the Field: Management of IgM-positive suspected cases not felt to betrue
measles

In the October 2001 edition of the EPI Newsletter, a
discussionwas published centering on theinterpretation of a
positive IgM test result in the setting of reduced disease
transmission. Asstated inthat publication, for thepur poses
of measleseradication, all suspected casesthat arefound
IgM -positiveshould beconsider ed labor ator y-confir med
cases until proven otherwise. The article also mentioned
that one could test samples for anti-measles |gG antibodies
to determine whether a positive IgM represented a false-
positive laboratory result. The number of serum samples
that are true false-positives should be very few. However,
the process to rule-out suspected false-positive IgM cases
requires a standardized methodology to assure proper and
consistent classification of cases throughout the region.
Furthermore, criteriawere presented for classifying an IgM-
positive suspected case as having avaccine-associated rash
illness. Here, we continue the discussion on the manage-
ment of a suspected measles case that is |gM-positive when
national authoritiesarenot convincedthat itisatruemeasles
infection.

Epidemiologists in the program must be prepared to
confront suspected measles cases, without a history of
recent vaccination, that are IgM-positive by ELISA when
national managers do not believe the case to be measles.
This may occur when authorities believe the case is not
clinically compatiblewith measlesor, they may consider the
laboratory test result to be across-reaction, e.g., to adengue
or parvovirusinfection. Two questionsarise: 1) canthecase
under discussion be given final classification based on
clinical data, i.e., be classified as a discarded case?, and 2)
arethereadditional laboratory testing proceduresthat can be
performed to rule out afalse-positive laboratory result?

(@)What is the utility of clinical surveillance data in
discar ding a suspected measles case?

For the purposes of the regional measles eradication
program, a suspected case, regardless of their IgM test
status, should not be discarded based solely on clinical data,
or, more specifically, because of the lack of a clinica
presentation considered typical of measles. Measlesis gen-
erally described as an infection producing fever, rash and
respiratory symptoms such as cough, conjunctivitis and
coryza. Even so, thelack of these symptoms should not |ead
oneto discount the possibility of an acute measlesinfection.
A mild infection may produce aclinical picture atypical of
classical measles. Asshownin Table 1, using national data
from the regiona MESS database for suspected measles
cases with onset of rash in year 2000, laboratory-confirmed
measles cases (n=1,039) were more likely than IgM-nega-
tive discarded cases (n=11,485) to meet 8 different clinical
case definitions, i.e., combinations of clinical symptoms,
based on surveillance data. Even so, and importantly, an
important proportion of | aboratory-confirmed measl es cases
failed to fulfill the clinical case definitions. For example,
whilelaboratory-confirmed measlescaseswereover 4times
more likely than discarded casesto have ahistory of cough,

conjunctivitis and coryza, 48% of measles cases did not
present with a history of the three symptoms, at least at the
time when evaluated by a program staff person. Thus, a
program manager should not disregard a laboratory result
because of thelack of clinical compatibility.

Even so, when presented with al gM-positive suspected
casethat isnot believed to be measles, one could intensify a
search for an alternative diagnosis, e.g., presence of a
vesicular rash implicating a varicella infection. Failure to
conclusively establish an aternative diagnosis by labora-
tory confirmationimpliesthat the case must be confirmed as
measles. In addition, the reverse istrue, if one considers a
case to be clinically compatible with measles but is IgM-
negative, one should attempt to determineif the sasmplewas
taken appropriately, if there are other casesin the area, etc.

(b)What labor atory testing pr ocedur escan beper for med
to confirm that an IgM -positivetest result represents
an acute measlesinfection?

When confronted with an IgM-positive result that the
country feels could be afalse-positive and when an exhaus-
tive caseinvestigation failsto identify other cases, including
theindex case, one can consider further testing at areference
laboratory for 1gG anti-measles antibody titer levels (Figure
1).

IgG titer levels should be determined in two properly
spaced and timed blood specimen in a test that actually
measures measles 1gG titer levels, e.g., HI, or PRN. To be
considered properly spaced specimens, the first specimen
should be collected within 7 days of rash onset and the
second specimen should be obtained 3 to 4 weeks post rash
onset, i.e., 2to 3 weeks post sample #1.

AsseeninFigurel, if serafromthefirst sampleisfound
to have IgG antibodies and if the second sample has no
changeingGtiter levelsascompared to sample#1, itwould
not be considered a measles case and could be discarded.
The IgM-positive test result would be considered a false-
positive. However, if the second sample shows a four-fold
risein 1gG antibody titer levels as compared to sample #1, it
should be considered an acute measles infection and con-
firmed. If the second sample shows an increase in 1gG titer
levels but less than a four-fold rise from the first sample, it
would not be possible to determineif it were or were not an
acute infection. In this situation, the case should be con-
firmed based on the positive-IgM test resuilt.

If the first sample is negative for IgG antibodies and if
the second sample is also negative for 1gG antibodies, it
would not be considered a measles case and could be
discarded. If, however, the second sample is 1gG (+) for
measles, it would be confirmed as acute measl esinfection.

The other situation occurs when thereisno further sera
from sample #1 for 1gG antibody testing. In this case a
second sample would still need to be collected. If negative
for 1gG, the case could be discarded. If, however, the second
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sampleis|gG positive, onecould not confirm nor discard the
case based on the IgG titers. It would not be possible to
determine if the positive-1gG represented an acute or past
infection. In this setting, the case must be confirmed based
on the IgM test result. Regardless of the scenario or testing
sequence results, when in doubt, the case should be con-
firmed based on the positive-IgM test resuilt.

Editorial Note: All suspected measles cases with an
IgM-positive test result must be considered measles unless
proven otherwise. Importantly, control actions must beiniti-
ated immediately and must not be postponed while waiting
for confirmation either by further testing for IgG antibodies,
repeat of IgM testing, etc. The extreme contagiousness of
measles implies that control actions must be implemented
immediately. Waiting to confirm the IgM test result could
potentially have disastrous results leading to wide-spread
viral transmission. In addition, the potential for false-posi-
tive IgM test results highlights the need to obtain specimens
for viral isolation. Too few cases in the region have speci-
mens collected for viral isolation. |solation of measlesvirus
confirms the diagnosis. All countries in the Region need to
greatly accelerate their efforts to ensure the collection of
specimensfor viral isolation. Additionally, aviral specimen
can beevaluated for the presence of measlesvirusby PCRin
aspecialized network laboratory if culture attemptsfail.

Although one must be cautiousin using clinical datafor
final classification purposes, the clinical presentation can
rai se suspicions that a case may or may not be measles that
can then lead to further actions to confirm or refute a
laboratory finding. One must, however, be cautiousin over-
interpreting clinical surveillance data. Clinical surveillance
data, as opposed to clinical studies, often reflects only one
evaluation. The clinical presentation may change the day
after the evaluation.

The schematic presented in Figure 1 for testing speci-
mens for 1gG, to be performed in the regiona reference
laboratory, does not imply that all 1gM-positive specimens
should be tested for 1gG. On the contrary, this algorithm
should only be performed on isolated, sporadic cases when
there is clear suspicion that the IgM result may not be
accurate, AND, when the case has already been classified as
confirmed and has had appropriate control measures com-
pleted. It is crucia that national authorities understand that
this testing scheme should be done well after final classifi-
cation and control activities have been completed, including
athorough case investigation and active search in the com-
munity and in local health facilities to rule out other cases.
The presence of other IgM(+) casesin aMunicipality elimi-
nates the need for 1gG testing. Coverage must aso be
reviewed and confirmed to be at least 95% at the affected
district or minicipality. Furthermore, to not overload re-
gional resources and funds for IgM tests kits, prior to
initiating the algorithm, national managers should discuss
the case with PAHO-EPI staff to reach an agreement that
such testing should be considered. At that time, PAHO/
Washington should be consulted for coordinating the ship-
ment of the specimens to the regional reference laboratory
for the appropriate testing such asneutralization testing. Itis
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important to point out that the use of 1gG ELISA test kitsin
this situation is not appropriate since differential titrations
between samples must be performed.

Finally, national program managers must understand
that the presence of isolated, sporadic IgM-positive cases
classified as confirmed measles cases does not represent a
failure of the national eradication program. One must ex-
pect the occurrence of sporadic cases, e.g., an importation
even when it is not possible to prove it is imported. The
presence of asporadic confirmed casethat doesnot resultin
further disease transmission should be considered a pro-
gram success. In fact, ultimately, it is the only measure of
success.

Table 1.

Proportion of laboratory-confirmed measles cases and
laboratory-discarded cases that fulfill 8 different clinical
case definitions, PAHO regional measles database
(MESS), 2000*.

Measles Non-measles
Case cases** cases** Risk Ratio | 95%
definition | % meeting % meeting CD (RR) Cl
(CD)*** | CD Yes No
Yes No
CD#1 625 | 375 | 36.3 63.7 2.8 2.3,3.6
CD #2 633 | 36.7 | 25.0 75.0 4.9 3.96.2
CD #3 520 | 480 | 245 75.5 3.2 2.6,4.0
CD #4 51.6 | 484 | 187 81.3 4.4 355.5
CD #5 625 | 375 | 354 64.6 3.0 2.3,3.7
CD #6 63.3 | 36.7 | 24.3 75.7 5.1 4.0,6.4
CD #7 520 | 480 | 237 76.3 34 2742
CD #8 516 | 484 | 183 81.7 4.5 3.6,5.7

* Datainclude national notifications of suspected measles cases during
year 2000 via the MESS database. A total of 12,524 cases were
included in the analysis; 1,039 were laboratory-confirmed measles
cases. Cases classified as vaccine-related rash illnesses were ex-
cluded from the analysis. Cases without information for a given case
definition were excluded from that analysis.

** Measles cases are laboratory-confirmed with a positive IgM, non-
measl es cases are laboratory-negative for IgM by ELISA.

***Clinical case definitions(CD) areasfollows:
#1=cough and coryza, #2=cough and conjunctivitis,
#3=coryyzaand conjunctivitis, #4=cough, coryzaand conjunctivitis,
#5=cough, coryzaand fever, #6=cough, conjunctivitis, fever,
#7=coryza, conjunctivitis, fever, #8=coryza, cough, conjunctivitis, fever

Figure 1.
Testing algorithm for suspected measles cases with
IgM-positive test results when a false-positive is suspected.

Sera from Sample £1
available for further testing?

Take sample #2,
test forlgG
1
1G is positive 1gG is negative ‘ ‘ 19G is negative ‘ ‘ 19G is positive ‘

Test sample #1
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Not measles Indeterminate - Can not
confirm nor discard

Take sample #2
& test for lgG

1gG results in sample #2

No measurable 4foldrise in <4-fold rise in
change in titer level: 196 titer levels IgG titers

Confirmed Indeterminate
Not Measles measles Confirm as measles Not measles
based on IgM(+)

Take sample #2
and test forlgG

19G results in sample £2

‘ 19G negative ‘ 19G positive

based on IgG result
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based onlgM(+)
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The Use of Surveillance Data to Manage National
Immunization Programs

The collection of surveillance data has many purposes.
Not only can surveillance data provide useful information
about disease transmission and trends, it can also assist
program managersto identify programmatic areasin need of
improvement. Here, we analyze one regional indicator and
how it can be used to improve national measles eradication
program performance.

An important indicator within the measles eradication
program is the proportion of blood samples of suspected
measl es cases that arrive within 5 daysto the laboratory for
testing. Infact, thisindicator isonethat is published weekly
in the PAHO Measles Surveillance Bulletin for close scru-
tiny. If suspected measles cases are to be given timely final
classification, samples must arrive to the laboratory in a
timely manner. Failureto arrivein thelaboratory rapidly not
only delayshboth thefinal classification and theimplementa-
tion of potential control measures, but could also impact on
the quality of the sample. Samples that sit in transit could
potentially becomelost or deterioratein quality, depending
on storage conditions. Ideally, poor or low indicatorsshould
prompt corrective measuresto be taken. Unfortunately, this
isnot necessarily the case.

According to datain the regional Measles Eradication
Surveillance System (MESS) database that was devel oped
by PAHO, asof week 44, only 53% of samplesinthe Region
arrived ontimeduring year 2001, far below the goal of 80%.
Furthermore, when evaluated by quarter, since January of
2000 there has been little, if any, improvement in the
indicator. Thus, countries may befailing to take appropriate
corrective measures to remedy this situation. As seen in
Figure 1, between 60% to approximately 70% of samples
havearrived ontime, i.e., within 5 days of being drawn.

When evaluated by country, five countries in the Re-
gion, i.e., Costa Rica, Ecuador, El Salvador, Haiti, and
Mexico, report that during the last 7 quarters approxi mately
80% of sampleshavearrived within 5 days. Only Honduras,
Haiti, and Chile, have shown steady improvements over the
last 7 quarters in the proportion of samples that arrived on
time. However, datafrom 5 countries (i.e., Bolivia, Colom-
bia, Guatemal a, Nicaragua, and Paraguay) revedl littlechange
in the indicator over the time period evaluated (Figure 2).
Finally, 5 countries (i.e., Argentina, Dominican Republic,
Panama, Peru, and Venezuela) show a decreasing trend in
program performance during the evaluation period, Figure
3.

Editorial Note: Surveillance data that are collected
during case investigations should be closely monitored and
evaluated. Low indicators should prompt an analysis of the
situation and the identification of corrective measures. This
holds true in the case of sending laboratory specimens,
program managers must use their data for decision making:
Why are samplesnot arriving ontime? Arethereinsufficient
fundsto pay for transport to the laboratory? If so, additional
funds should be allocated in national Plans of Actions. Are
epidemiology offices withholding shipment until a mini-

mum number of specimens are collected? If so, more train-
ing and supervision must be conducted.

The proportion of samplesthat arrive within the recom-
mended time frame is generaly the indicator with the
poorest national results. However, it is also one of the
indicators that national managers could conceivable impact
oninarelatively short timeframe.

Figure 1.
Proportion of blood samples that arrive at laboratory <5
of days, by quarter, Americas, 2000-2001*
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Figure 3.
Proportion of samples that arrive at laboratory <5 of days,
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FLASOG to participate in the implementation of strategies to
control rubella and prevent CRS in the Americas

Evidence shown at several meetings of PAHO's Tech-
nical Advisory Group on Vaccine-Preventable Diseases
(TAG) has indicated that in the Americas over 20,000
infants are born each year with congenital rubellasyndrome
(CRS). Accordingly, and given the availability of safe,
affordable and efficient vaccines, TAG recommended the
development and implementation of a regional initiative
aimed at strengthening rubellacontrol and CRS prevention.

On 23 August 2001, the President of theLatin American
Federation of Obstetricians and Gynecologists (FLASOG)
met with the presidents of each chapter in the countries of
Latin America, to discuss the participation of the Region’s
Chapters of Obstetrics and Gynecology in the implementa-
tion of thisinitiative.

Theinitiative hastwo objectives:

e ensure that rubellaimmunization reduces the number of
susceptible women of childbearing age.

e support countries in their efforts towards developing
integrated systems for the surveillance of measles and
rubella.

» develop asurveillance system for CRS.

To reduce the risk of rubella infection in women of
childbearing age, Canada, Cuba, the United States, and
Uruguay haveused measles-mumps-rubellavaccine(MMR)
for several years, and large cohorts of women of childbear-
ing agearebeing protected. Brazil, Colombia, and Honduras
have started immunization activities during the postpartum
period, and Mexico has begun vaccinating risk groups.

In 1998, countries of the Caribbean community
(CARICOM) announced an initiative calling for the elimi-
nation of rubellaand the prevention of CRSin the countries
of the English-speaking Caribbean. In September 1999,
Chile implemented a mass rubella immunization campaign
targeting women between the ages of 10-29 years and, in
May 2001, Costa Rica completed a mass rubella campaign
on anational level, targeting both men and women between
15-39 years of age. Finaly, Brazil carried out a rubella
campaign in November 2001, aimed at women 15-19 years.

TheL atin American Federation of Obstetricsand Gyne-
cology agreed on the following recommendations:

* The Chapters of Obstetrics and Gynecology in each
country must seek the political and financial commit-
ment of their government in support of an accelerated
rubellacontrol program and CRS prevention.

» Reiteratethe TAG recommendationsfor countries wish-
ing to prevent and promptly control CRS, and for coun-
trieswishingto prevent and promptly control rubellaand
CRS.

* Lessons learned from similar campaigns launched in
countries of the Region have demonstrated the impor-
tance of having an appropriate social communication
strategy; the participation of scientific and medical soci-

eties; monitoring of post-vaccination events and imme-
diate investigation during the campaign; and coordina-
tion with blood banks.

FLASOG will play an active role in the implementation
of strategies for the control of rubella and CRS preven-
tion in each of the countries of the Region. National
immunization programs will coordinate with the respec-
tive Chapters of Obstetrics and Gynecology in each
country.

Specidlists in routine gynecological consultations must
insurethat all women of childbearing age areimmunized
with rubella, as well as with diphtheria and tetanus
toxoid vaccines.

Scientific evidence shows that immunization against
rubelladuring pregnancy issafe, yet pregnant women are
generally not vaccinated. Thisisto avoid therisk of the
vaccine being implicated should there be an unrelated
adverse outcome of the pregnancy. Furthermore, for
women who were inadvertently vaccinated and subse-
guently found to be pregnant, interruption of pregnancy
isnot recommended. Also, itisnot necessary to counsel
women to avoid pregnancy following rubella vaccina-
tion because no known risk of adverse fetal outcome has
been established.

Countries that decide not to launch campaigns for the
rapid control of rubellaand CRS must direct their efforts
toward decreasing the number of susceptible women of
childbearing age. Tothisend, strategiessuch asvaccina-
tion during the postpartum period and immunization in
family planning clinics, schools, and in the workplace
are recommended.

FLASOG members are called upon to actively partici-
pate in the strengthening of rubella and CRS surveil-
lance, in order to detect viruscirculation promptly. They
should also report andfollow-upwith all pregnant women
who have contracted rubella.

The Perinatal Information System (SIP 2000) is an ap-
propriate tool for the notification of CRS cases. It
includes information regarding the immunization status
of the mother, rubella diagnosis, either laboratory con-
firmed, or clinically during the mother’ s pregnancy or, if
exposed to the disease, congenital malformations,
hepatospenomegaly, and purpura.

As part of surveillance, confirmation by laboratory is
essential for rubellaand CRS diagnosis.

The subject of vaccination of women of childbearing age
and during pregnancy must be introduced during na-
tional and international OB/GY N meetings.

PAHO must update and widely disseminate all available
information regarding immunization during pregnancy.

The Chaptersof Obstetricsand Gynecol ogy must partici-
pate in the national immunization committees of their
respective country.



Annual Summary of Polio and Measles Indicato

POLIO SURVEILLANCE INDICATORS FOR THE PERIOD
BETWEEN WEEKS 01 TO 52, 2001

Irs

SITE Total 2000 L ast 52 weeks (2001/01-2001/52)
CASES RATE CASES RATE % INV. <48 hrs. % 1 Sample+ % Sites Reporting
Argentina 133 1.30 134 0.90 100 70 100
Bolivia 25 0.77 42 1.27 88 76 96
Brazil 529 1.01 585 1.12 93 61 94
Canada 59 1.01 NR
CAREC 14 0.63 13 0.46 85 54 97
Chile 94 2.20 81 1.35 86 90 94
Colombia 161 1.18 143 0.85 85 85 84
Costa Rica 22 1.59 16 0.99 94 63
Cuba 27 1.10 14 0.31 100 100 98
Dominican Republic 67 2.11 74 2.16 99 77
Ecuador 45 1.06 27 0.53 93 96 89
El Salvador 79 3.57 70 2.79 81 89 72
Guatemala 87 1.78 86 1.89 91 79 46
Haiti 15 0.59 27 0.90 85 48
Honduras 47 1.87 57 2.30 91 93 88
Mexico 386 1.16 347 0.87 94 77 83
Nicaragua 32 1.45 24 1.18 100 100 100
Panama 10 1.12 9 0.58 78 78 82
Paraguay 19 0.89 18 1.23 78 56 89
Peru 102 1.19 91 0.89 99 99 93
Uruguay 9 0.69 18 1.29 78 72 48
USA NR NR
Venezuela 114 1.39 100 1.06 97 97 93
Total ¢ 2076 1.21 1976 1.04 92 76 89
+ Taken within 14 days of onset of paralysis NR or ... - Not reporting
¢ Excluding Canada and USA
MEASLES SURVEILLANCE INDICATORS FOR THE PERIOD
BETWEEN WEEKS 01 TO 52, 2001
% Sites % Cases % Cases % Lab. % Lab. % Cases Number of
Country Reporting Timely Home Adequate Received Result Discarded Active
Weekly Visit Sample <=5 days <=4 days by Lab Municipalities

Argentina 100 27 97 78 85 98 0
Bolivia 96 98 99 70 78 99 0
Brazil 78 56 65 52 73 98 0
Canada
CAREC 99 99 62 15 89 75 0
Chile 95 77 97 73 92 100 0
Colombia 83 60 97 66 78 98 0
Costa Rica 100 0 6 0
Cuba 98 100 100 0 0 0
Dominican Republic 0 100 94 65 88 98 0
Ecuador 93 65 98 86 90 98 0
El Salvador 64 36 98 88 92 99 0
French Guiana 0
Guadeloupe 0
Guatemala 48 99 100 61 84 100 0
Haiti 4 96 84 72 73 0
Honduras 88 92 98 54 94 100 0
Martinique 0
Mexico 83 83 18 9 100 0
Nicaragua 100 81 97 64 79 100 0
Panama 82 54 94 70 77 99 0
Paraguay 87 84 95 72 95 100 0
Peru 93 95 97 72 85 97 0
Puerto Rico 0
Uruguay 44 30 85 90 75 100 0
Venezuela 93 97 96 34 85 99 8

Total and Average 86 61 71 54 74 95 8

NR or ... - Not reporting

Source: PESS and MESS, PAHO




Diptheria incidence and coverage in the Americas,
1978-2000

Thenumber of cases of diphtheriaremainslow with
asignificant downward trend since monitoring beganin
1978. Vaccination coverage with the third dose of DPT
in children under 1 year of age was 20% in 1978.
Recommended vaccination coverage for DPT has been
= 95%.

Asaresult of theincrement in vaccination coverage,
the number of reported cases of diphtheria decreased
from 6,857 casesin 1978, to 113 cases in 2000. How-
ever, failure to maintain high levels of DPT3 coverage
could result in its reappearance, as has occurred in the
Republics of the former Soviet Union when coverage
levels declined. Recently, outbreaks have occurred in
the Americas; in Ecuador between 1994 and 1995, a
total of 724 cases were reported, and most recently in
Colombiain 2000, 8 confirmed caseswere reported.

During the outbreak in Colombia, the most affected
age group was those under 20 years of age. Sixty two
percent of the cases had an incomplete vaccination
schedule. All 8 confirmed cases were from alow socio-
economic status.

Vaccination coverage with DPT3 among children <1 year of
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Figurel

age & number of reported cases of diphtheria, by year
The Americas, 1978-2000
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In the October issue of the EPI Newsdletter, the
article, Measles Case Classification: Frequent Dilem-
mas in the Field, page 4, section &, line 10, beginning
with “The lack of a significant rise in IgG titers ...,”
should have included the following:

Thelack of 1gG anti-measles antibodies in a second
specimen tested by an ELISA assay or the lack of a
significant, i.e.,, 4 fold, rise in 1gG titers in a test that

actually measuresmeasles|gGtiter levels, e.g., HI, PRN
or an EIA assay comparing a series of serum dilutions,
between two properly spaced specimens is sufficiently
strong evidence to conclude that the positive-IgM result
is a false-positive. To be considered properly spaced
specimens, thefirst specimen should be collected within
7 days of rash onset and the second specimen should be
obtained 3 to 4 weeks post rash onset.
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