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Immunization Agenda 2030 proposes a strategic framework ®IA203O

VPD surveillance embedded in SP1 and SP5

7 Strategic Priorities

informed by

4 Core Principles for
action
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To help countries generate data (for action) and monitor VPD trends
globally

To lead, coordinate, and advocate for surveillance activities with countries
and partners

To set global norms and standards for surveillance including quality
assurance and control systems = VPD surveillonce standards

To support countries with technical assistance and evidence-based policy
decisions

To build on surveillance platforms and inform immunization program
monitoring and policy


https://www.who.int/teams/immunization-vaccines-and-biologicals/immunization-analysis-and-insights/surveillance/surveillance-for-vpds/vpd-surveillance-standards

All countries have sustainable, high-quality VPD surveillance systems,
our supported by strong laboratories, that detect and confirm cases and
vision outbreaks and generate useful data to guide outbreak prevention and

response, immunisation program management, and vaccine policy to

decrease the burden of VPDs as efficiently and effectively as possible

s

Meningococcus

Diphtheria

Rubella
Measles

N EIEIRE ERTES
Polio (AFP)

National case-based surveillance

Program
Governance | management

Workforce
capacity

Typhoid

Influenza

Pneumococcus

Hib

Rotavirus

JE

CRS

Logistics &
communication

Sentinel case-based
surveillance

Laboratory

T | Y s el (=gy

Supervision

Cholera
Non-neonatal tetanus
Yellow Fever

Notifiable disease surveillance

@UiIhrEak/eEVeEnt surVvelllance

Monitorin —
g\?gﬁaﬁgn& Coordination

Surveillance support functions




First dose measles
coverage dropped to 81% in
2021, leaving 5 million more
children unvaccinated
compared to in 2019

Coverage of the first dose of measles-containing
vaccine (MCV-1) dropped to 81% in 2021, the
lowest level since 2008.

This leaves 25 million children vulnerable. An
additional 15 million children received only a first
dose, but not a needed second dose through
regular public health services.

Supplemental Immunization Activities (including
campaigns) continue to be required to ensure that
all children receive the 2 doses that will protect
them from measles.

This data is collected through the
Joint Reporting Format (JRF
reported annually by MOH to WHO
and UNICEF for VPD case
aggregates and vaccine coverage.
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Different VPD syndromes are surveilled according to end objectives of
program and historical evolution of programs

SOME EXAMPLES



Global case-based surveillance on total population for
regional measles elimination goals

Immunization Analysis and Insights (who.int)

MEASLES /RUBELLA SURVEILLANCE - IVB


https://www.who.int/teams/immunization-vaccines-and-biologicals/immunization-analysis-and-insights/surveillance/monitoring/provisional-monthly-measles-and-rubella-data

Measles case distribution by month and WHO Region (2015-2023)
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Notes: Based on data received 2023-03 - Data Source: IVB Database - This is surveillance data, hence for the last month(s), the data may be incomplete.




Country Cases Rate/M

Liberia 5,240 988.18
° ° Somalia 15,825 899.27
Large or disruptive outbreaks (last 12 months)
Gabon 1,249 522.81
Zimbabwe 5,139 314.88
Djibouti 189 168.62
. South Sudan 1,762 161.46
T P -
i-: —_——— T . Afghanistan 4,698 114.23
| Sudan jgw— = Afghanistan . Taii N Cameroon 3,050 109.26
k1 { : T -
- C‘j Angola 3,373 94.78
.
Nigeria 16,328 74.71
___I India Togo 643 72.67
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Guinea-Bissau — — — | Gambia = —-_-f—- r Tajikistan 509 51.14
. -| Indonesia Congo 297 49.75
- - - — )
— \ d g s o Céte d'Ivoire 1,392 49.43
a Liberia |-—— iy = -\‘gﬁ 2 Gambia 132 48.78
* Q : . Mali 1,027 45.46
a2 o -
) 1 - [ k DR Congo 4,238 42.80
" ; ; -
C&te d'lvaire : \‘1 Central African Repuhllc I_ s l,-'"ll Burkina Faso 939 4141
. ""'-\.._'\_:.:_\_\- _'L—.-'\-\_r"_ T .
? '“‘-»c-{,ﬁ_ = ! Niger 1,079 41.17
= = o
q{'; "““*bc Gameroon India 55,852 39.41
' = e — Congo T Senegal 637 36.79
" Namibia | Zambia 9 T ’
x,‘. DR CGI‘IQD . Zambia 690 34.47
Benin 441 33.03
Pakistan 7,177 30.43
; Wurld Hea Ith Map produstioe: Werd | ealth Oeganies lion, 2225, A0 rghile eeareed Disclaimer: Toan hronnlanivg Aane varens =l e s e gomdizes wael o Ui messhooonlimg ey oa s pnesstizzo ol woeove szinien sclzomsmn
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ar canzerting the dzlimitaton of 155 “ranliers or booncares, Dodes ond dashed lines or Aazs rezresent acprogimais bordes qes Republic
SSrCw Nch thare may ot vst be il agpreomzat.
) Sudan 1,275 27.20
n AN 1mn AN Elinmatare,
Guinea 367 26.48
In the frame of tracking progress towards the goals of Immunization Agenda 2030 (1A2030), an indicator has been developed by a working group in order to represent large and disruptive measles outbreaks. This Chad 468 26.41
indicator is defined as an incidence equal or greater than 20 reported measles cases per million population over a period of 12 months. It is important to note that measles outbreak definitions vary between countries
and regions according to local context and level of progress towards regional elimination goals. This definition of large and disruptive outbreaks aims to complement and not replace the national and regional Namibia 64 24.93
definitions, while also providing a degree of global standardization and permitting tracking of progress against a common metric. nd ; 610 23,77
ndonesia .

Notes: Based on data received 2023-03 and covering the period between 2022-02 and 2023-01 - Incidence: Number of cases / 1M population - Population Data: World population prospects, 2019 revision



Sentinel site surveillance in selected countries

ROTAVIRUS AND OTHER PEDIATRIC DIARRHEA
SURVEILLANCE - IVB



Countries reporting data to the Global Rotavirus Surveillance Network, 2021

0 Global reference lab (N=1) 1{«’ e

* Regional reference lab (N=8) =

M Countries in global rotavirus network (N=40) Map preduction: World Health Organization, WHO, 2023. All rights reserved e —
I Not applicable Data source: Global Rotavirus Surveillance Network
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Rotavirus positivity rate in GRSN by WHO Region, 2021
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Note: limited to surveillance sites with cases reported in at least 10 of 12 months and at least 80 cases reported per year (except in sites where rotavirus vaccine has been introduced)



Pathogen-specific attributable fractions of hospitalised diarrhoea in children less than 5
years of age in 2017-2018 in Global Pediatric Diarrhea Surveillance both overall and by
geographic region to by rotavirus vaccination introduction status as of 2017

- Rotavirus vaccine not introduced . Rotavirus vaccine introduced

Overall African Region Region of the Americas
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https://gh.bmj.com/content/7/9/e009548

Population wide surveillance with initial validation
by a sample survey (no lab component)

NEONATAL TETANUS SURVEILLANCE - IVB



47/59 (80%) Countries eliminated MNT between 2000 & Dec
2022

*(Plus Punjab province of Pakistan: southern regions of Mali and southermn zones of Nigena)

Eliminstion status of Maternal and Neomatal Tetanss (MNT)
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Global case-based surveillance with eradication
objective — mainly population <15 years old

POLIO (ACUTE FLACCID PARALYSIS)
SURVEILLANCE - POLIO ERADICATION



Global WPV1 & cVDPV Cases!, Previous 12 Months?
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@ WPV1 cases (latest onset) "‘\I A R TE;- .
Pakistan 19 20-Feb-23 = 5 e e
Afghanistan 1 29-Aug-22 & f [ % _j_:' ; "‘E.,.l
Mozambique 7 10-Aug-22 __{1 : "zl\__,-ll"' LR et
@ cVDPV1 cases (latest onset) v T, "
DR Congo 138 16-Feb-23 {__{ /.-'. .L"""_I'I ne-—.’f"\"’\y__\_._.
Madagascar 14 28-Jan-23 A o -\-\.__
Mozambique 21 06-Jan-23 1'\.\ {'I ';
Malawi 4 01-Dec-22 -"., . 1 _f'.
Congo 1 15-0ct-22 * A £
@ cVDPV2 cases (latest onset) | .! - 1, r
CAR 10 27-Feb-23 e b — L
Benin 13 23-Feb-23 W ) '
Indonesia 4 20-Feb-23 ! -,_ . 1'_{
DR Congo 295  18-Feb-23 ' F'..* Tt
Israel 1 13-Feb-23 :’ .:
Chad 44 13-Feb-23 A
Somalia 4 12-Jan-23 f: ..'I
Nigeria 22 01-Jan-23 Y
Niger 13 25-Dec-22 I_,-J f :
Cameroon 3 22-Dec-22 Fi __,'-'
Yemen 72 14-Dec-22 [' - b .
Algeria 2 13-Dec-22 Eﬁ’: ::'] :
Burundi 1 24-Nov-22 g‘,% i
Sudan 1 31-Oct-22 i L,
Mali 2 26-Oct-22 : - :
-Sep- T 2 -
ooe 3 wsen = [ Endemic country (WPV1) e
USA 1 20-un-22 =

1Excludes viruses detected from environmental surveillance; 20Onset of paralysis: 12 Apr. 2022 to 11 Apr. 2023

Data in WHO HQ as of 11 Apr. 2023



Health facility-based, community-based and event-based
surveillance for detecting and responding to outbreaks

CHOLERA — WHO EMERGENCIES PROGRAM (WHE)



tholera cases and mortality reported by year, 1983-2021
holéra et letalité par annéa, 1989-2021

TRENDS OF OFFICIAL ANNUAL
REPORTING TO WHO BY MEMBER STATES

our 100 cas)

Figure I Cholera cases reported to WHO by year and by continent, 1989-2021
Figure 2 Cas de choléra déclarés & I'OMS par année et par continent, 1989-2021
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https://apps.who.int/iris/bitstream/handle/10665/362858/WER9737-453-464-eng-fre.pdf?sequence=1&isAllowed=y

Open WHO online courses:

https: / /openwho.org /courses/cholera-introduction-en

https: / /openwho.org /courses/cholera-eprep

GTFCC Resources:

https: / /www.gtfcc.org /resources/

CASE MAMNACERMERMT
» Tocitrndcad grifdanes
Inrterim rechnical
rnerler oxnn LEuer
Trearmment of
cholera in pregant
WO ITLETY

Do niload

CARFE
FASPLSGE BE T WSS

= Tesc-Fevniceed provicleorioe
Technical note on
water, sanitation
and hyvglene and
infection
prevention and
control in Cholera
Trearment
structures

Dowwnload

SURVEILLANCE
v Technical guidance

GTECC interim
cholera regional &
global reporting
technical
recommendations

Download

SURVEILLANCE
v Technical guidance

GTECC interim
cholera regional &
global reporting
template

Download

Cholera: Introduction

L I L e - Y e i

A TOUCU s W TS N WA LY e © DGl SAEE ) v 80 e
T sl B O Lo T

L B O A L Cr b S0y ey T
et meece bt o I T e A 8 30 O
PO PWAE e R T YR

Phote =ty WA e &rant

0wt
@ ' ~gemin Faget
© P Garen

Facal me 437 thin courms

Wt sw = e d o e Ay v e

N NL M TPRY B TS T W 6T e

L o AUG Sl pst iy e 4 AN Nt 0 b A 8 s e 3 Cemtiaate Iaquierrents
baletise sed Frewerptive ientficatcn
al Vel chosene fl'%UQlwﬁ\e ¥ spetime “:mlucomu
SURVEILLANCE SUBVEILLANCE
+ Teclurical guidance + Technical guidance
Tool for Guidance and tool

identification of
cholera hotspots

Dhovsrt lawaned

for countries to
identify priority
areas for
intervention

Dronwrmosacd



https://openwho.org/courses/cholera-introduction-en
https://www.gtfcc.org/resources/
https://openwho.org/courses/cholera-eprep

Combination of case based and aggregate surveillance in different
countries of Africa meningitis belt

MENINGITIS SURVEILLANCE — WHE (WITH SOME
LAB SUPPORT FROM |VB)



22

MenAfriNet 11 2019-2023 — 4 pillars

MenAfriNet Consortium
— Framework for partner collaboration to promote surveillance
best practices in the meningitis belt
Case Based Surveillance
— Improved data efficiency/timeliness, >80% specimen
collection, transport, confirmation testing
Strategic Priority Countries

— Ensure a minimum package of surveillance & lab confirmation
in priority countries at high risk for epidemics

— MenAfriNet Toolkit of standardized surveillance and
laboratory materials to guide targeted assistance
Research & Evaluation
— Monitor epidemiologic trends and emerging non-A strains

— Evaluate the effectiveness of existing bacterial meningitis
vaccine programs

— Measure the impact of future multivalent meningococcal
conjugate vaccines on disease and carriage

. Case Based Surveillance (2) -
Strategic Priority Countries (7) ‘ %

r“‘l

0“‘

g
Other meningitis belt countries (17)'
I 0;
MenAfrfNet.
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Wl SYNTHESE DES DONNEES DE LABORATOIRE PAR PAYS / SUMMARY OF LABORATORY DATA BY COUNTRY

_Table 3:

identified
(Semaines norifiées / Reported weeks 01 - 26, 2020}

Inter country Support Team - West Africa 2020

de retro-information sur la méningi

cérébrospinale
dback bulletin on cerebrospinal meningiti
.

Bénin 666 0 0 626 0 0 Ip e 3 o0 12 2
Burkina Faso 32 0 0 22 0 0 5 3 0 0 0 435 4 1
L DELA SEMAINE 25 /. ITUATION OF WEEK 26 Burund S ST .
. . Cameroun 3 ¢ 0 3% 0 0 © 00 1 0 1 0 1
Tablel: ! Situation Cenirafrique 160 9 0 12 0 0 0 0 0 1 o 7 0
Céte d'Ivoire - - - - - - - - - -
Ethiopia - - - - - e - - - - -
. Ghana 648 0 0 48 0 0 0 3 0 & 0 6 3 4
= Guinée 175 0 0 150 © 1 0 0 0 3 0 9 12 ]
Bénin 7 0 0.0 0 0 100.0 Guinde Bissau o R - I - - B
Burkina Faso 2 2 9.1 0 0 100.0 Gambia . L
Burundi 4 0 00 0 0 100.0 s o . S . o
Cameroun 6 0 00 o 0 847 Mali 279 0 0 E 0 0 1 0 0 0 0 24 2 0
Centrafrique 3 o 00 o o 714 Mauritanie . . . - - - - - - - -
Cate d'Ivoire z 0 00 0 0 100.0 Niger 128 0 0 9% 0 0 2 1 0 0 0 17 10 0
Ethiopia = 2 = 5 = Nigéria 47 0 0 3% 0 0 1 10 1 0 & 2 0
Ghana 4 [} 00 0 [} 100.0 RD CongoP . S S .
Guinée 4 o 0.0 o o 100.0 Sénégal 186 0 o 182 0 0o 0 0 0 0 0 [] 4
Guinée Bissau - - - - - Sourh Sudan 5FE E 2 25
Gambia 0 [] 00 0 0 1000 Sudan - -
Keiga - - - Tanzania .- - - - -
Mali 12 o 00 o o 1000 Tehad 253 2z 200 18 o o o 0 3 o 23 5
Mauritanie - - - - - Togo 500 o 0 468 o o 1 10 o o 18 1 11
Niger z 0 00 0 0 100.0 : - - . - - -
Nigeria 4 0 0 0 [} 100.0 3385 11 200 2682
RD Congor* 123 7 57 115 Pathoghnss lsatinés pir Pathogens Wisntflad by: PCR, LATEX. CULTURE
Séngal 10 1 100 0 0 1013 ol AT
South Sudan - - - - -
Sudan 0 [] 00 0 0 100.0 Commentaires : Comments:
Tanzania 3 0 00 0 0 1000 Un total cumulé de 3 385 LCR a été collecté parles A cunlative total of 3,385 CSF has been collected
;;‘;" j g g—g g g 1357} 12 pays qui & ce jour ont partagé leurs données. by the 12 countries that shared data. Germs have
Uganda . . . . Des germes ont été identifiés dans 492 been identified in 492 samples collected (14.5% of

prélévements collectés (14,5% raux de positiviré)
reparti par ordre d'importance : le Spn [46,3%),

positivity rate) distribured by importance order:
Spn (#6.3%), NmX (17.7%), Hib (13.2%), NmC

o e e e s SRR

NmX (17,7%), Hib (13,2%), NmC (5,3%) et NmW (5.3%]) and Nmb (3.3%).

(3,3%).
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Impact of MenAfriVac in nine countries of the African
meningitis beft, 2010-15: an analysis of surveillance data

@0

(Covoln L Thoeter, Cément Linqan Katy Fernandez, Laura  Coper, Andr it Caol T Benisan OfiverRunveau, Maxie-Peme Péio]

H Jamest Svort

Summary

the introduction of MendfriVac,a

l group A conjugate vaccine develoed Luca b,

" | fi the Affan memngms belt, an enhanced meningiis sumellnce network was establshed. We analysed 7272

- survillance data on suspected and confirmed cases of meningitis to quantify vaccine impact. s e
. Lk
Methods We compiled and analysed surveillance data for nine countries i the meningitis bel (Benin, Burkina Faso, %\:ﬂmﬁm;

;| Chid, CitedToire, Ghana, Mal, Nige, Nigeria, and Togo] collcted and curated by the WHO Intebcountty SUppORt e i
- Team between 2005 and 2015. The incidence rate atios (IRRs) of suspected and confirmed cases in vaccinated and

Unit,
unvaccinated populations were estimated with negative binomial regression models The relatne nsl: of distrcts mmlmm

reaching the epidemic threshold often per 100000 per week Wi Uiy f
ety ey U
(LTt

Findings The incidence of suspected meningitis cases declined by 573 (95% C155-39) n vaccinated conpared with
unvaccinated populations, with some heterogeneity observed by country. ‘ieohsened astmlari%declmm Ihe
risk ofa disiictreaching the epidemic threshold. In fully vaccinated fconfirmed

disease was reduced by more than 99%. The IRR for mMsemgroups wis hlJlmfher(«nplemuof\den'Va: W}’:’:‘;‘"
campaigns (IRR2.76,95% C1 1-21-6-3). s
e e Wodd

Interpretation MenAfriVac introduction has led to substantial reductions i the incidence of suspected meningitis
and epidemic risk, and a subslanhal effect on confirmed group A meningococcal meningiti. It is important fo

VWi mmauy  Methods. - Afer de-duplication and reconcifaton, data were extracted from the surveilance buletins and
ST, central database held by the World Health Organization Inter-country Support Team in Burkina Faso for count

et e, With & marked peak in 2009 due to  large epidemic of group A Neisseria meningitidis (NmA) meningitis. Case
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Meningococcal Meningitis Surveillance in the

Enhanced meningitis
African Meningitis Belt, 2004-2013

surveillance; data for action

Clément Lingani Cassi Bergeron-Caron, James M. Stiar” Katya Femandez,' Mamoudou H. Djingarey,”
Olvier Ronveaux,' ohamnes . Schnitler,'and William A Perea’

it <ounty SpportTeam fo West Afica, Ward Heah Orgerization, Ouagadougn, Brina Fass; niversit bz Moniéa, Canads; ‘e o
Ifecious an Frpical Disease, L Schoo of Hygene an Trpcal Medie, United Kingdon:and “Degerment of andemic ad Eidemic
Diseases, Workd Health Organizatin, Genena, Switzerend

+24 reporting countries

*weekly aggregated district level data
(IDSR-based)

sincidence-based alert and epidemic
thresholds

Background.  An enhanced meningitis surveillance network was established across the meningitis bel
sub-Saharan Africa in 2003 to rapidly collect, disseminate, and use district weekly data on meningitis incide
Following 10 years' experience with enhanced surveillance that included the introduction of a group A meningod
cal conjugate vaccine, PsA-TT (MenAfriVac), in 2010, we analyzed the data on meningits incidence and case fata
from countries reporting to the network.

slaboratory results

scompiled and published in AFRO
Bulletin (IST-West), since 2003

reporting consistently from 2004 through 2013 (Bein, Burkina Faso, Chad, Democratic Republic of Congo, Gha
Cote d'voire, Mak, Niger, Nigeria, Togo).
Results.The 10 study countries reported 341 562 suspected and confirmed cases over the 10-year study p

tality was lowest (5.9%) during this year. A mean of 71 and 67 districts annually crossed the alert and epid
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Aucun NmA n'a été identifié en 2020 par les pays
qui ont partagé des données de laboratoire, Par
contre dimportants nombres de NmX ont été
identifiés au Ghana (38) et au Burkina Faso (37).
Par ailleurs on mote également un nombre
croissant de Hib dans plusieurs pays dela ceinture

No NmA has been identified in 2020 by countries
thar shared laboratory data. In contrass, large
numbers of NimX have been identified in Ghana
(38) and Burkina Faso (37). There is alsa an
increasing number of Hib in several belt countries,
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continue d remain vigiant agains? threats from other
memngm(al semgmups and other pathogens.
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Case based entire population surveillance — Eliminate Yellow
Fever Epidemics (EYE)

YELLOW FEVER — WHE WITH LAB SUPPORT FROM
VB



Yellow Fever Surveillance standards

Case-based surveillance is the surveillance
standard for Yellow fever disease in humans.

As yellow fever is a vector borne disease, a multi- =
faceted “One Health” approach is promoted. e s

Surveillance of mosquito vector and non-human w @ a
primates can provide valuable insight on yellow

fever virus circulation.

Tools:

® VPD Surveillance Standards for Yellow Fever
(link here)

" EYE Booklet on Managing Yellow Fever
Epidemics & Outbreak Toolbox



https://www.who.int/immunization/monitoring_surveillance/burden/vpd/WHO_SurveillanceVaccinePreventable_23_YellowFever_R1.pdf?ua=1

Surveillance data outputs -
exambles
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summary

1.

|IA 2030 envisions WHO supporting a
global system of comprehensive VPD
surveillance (VPDS) across Member
States

Comprehensive VPDS encompasses
different surveillance mechanisms for
different end objectives of
surveillance, but lays down certain
minimum standards

Historically, VPDS for different
syndromes has evolved across
different departments in country
systems as well as within WHO

. There is now much stronger

collaboration and information sharing
(daily for outbreak flags) between
WHO departments and similar
guidance to countries

. We work towards a coordinated

comprehensive VPDS, to build this
complex global “mosaic” of VPD
surveillance

. ldeally, disease surveillance systems

in countries and supported by WHO
and other partner agencies would
seamlessly share and access
information.
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