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Polio in Tajikistan: A 
Reminder of the Risk of 
Importations to Polio-
free Regions
A marked increase in the reported 
number of acute flaccid paralysis 
(AFP) cases last April led Tajikistan 
to confirm a polio outbreak due to 
wild poliovirus type 1. By the end 
of August, a total of 456 laboratory-
confirmed cases of wild poliovirus 
type 1, including 20 deaths (Figure  
1), have been confirmed. Most of the 
cases in Tajikistan have occurred in 
the Southwestern part of the country 
(Figure 2). Of the confirmed cases, 
313 (69%) are in children aged <5 
years and 90 (19%) in children aged 
6-14 years.  The last case had paraly-
sis onset on 4 July. The virus seems to 
have been imported from India. 

The outbreak has spread to neigh-
boring countries. Since the beginning 
of 2010, the Russian Federation has 
reported 12 confirmed polio cases 
and Turkmenistan 3 cases. Kazakh-
stan, Kyrgyzstan, and Uzbekistan 
have strengthened surveillance, but 
no polio cases have been confirmed.  

This is the first wild poliovirus im-
portation into the European Region 
of the World Health Organization 
(WHO) since it was certified polio 
free in 2002. Reported OPV-3 cover-
age levels from Tajikistan have been 
>85% since the late 1990s and the 
last polio cases occurred in 1997. 

In response to the outbreak, several 
immunization campaigns using the 
monovalent polio type 1 vaccine 
have been implemented in Tajikistan 
(4 rounds with coverage levels 99% 

UNASUR’s Role in the Vaccination Against 
Pandemic Influenza
Background
The Union of South American Nations (UNASUR) was founded on 23 May 2008 in the city of Brasilia, Brazil, 
where its constitutive treaty was signed. UNASUR is formed by 12 South American countries and its purpose 
is to provide, in a consensual and participatory manner, an opportunity for countries to unite on the cultural, 
social, economic, and political levels, following the European model. 

The South American Health Council or UNASUR Health was created on 16 December 2008 to provide an op-
portunity for integration with regard to health. UNASUR Health, has 5 technical commissions: (1) Epidemiologi-
cal shield, (2) Development of universal health systems, (3) Universal access to drugs, (4) Health promotion 
and action on social determinants, and (5) Development and management of human resources in health. 

Influenza A(H1N1) 2009 Pandemic
At a meeting of the South American Health Council on 8 August 2009, the UNASUR countries, in light of the 
threat generated by the first influenza pandemic of the 21st century, considered the following facts: 
•	 The influenza pandemic constituted a public health challenge. 

Extraordinary Meeting of the South American Health Council on 8 August 2009 in Quito, Ecuador.
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•	 The global community had to found its work 
on the principles of solidarity, justice, and eq-
uity to provide access to vaccines, drugs, and 
strategic supplies in order to control H1N1 
influenza. 

•	 The production, availability, and access to 
vaccines, drugs, and strategic supplies was se-
verely limited at Regional level. 

In view of the above three facts, the UNASUR 
countries resolved to take the following actions: 
1.	Ratify the concept of public health supremacy 

above economic and commercial interests. 
2.	Strengthen the collective efforts of member 

countries, resulting in an ability to bring  con-
crete responses. 

3.	Declare as global public goods all the drugs, 
vaccines, and equipment that are required to 
respond to the pandemic. 

4.	Ask the World Health Organization (WHO) 
to urge developed nations to fulfill the joint 
priority protocol to guarantee equitable and 
timely access to vaccines by all countries. 

5.	Decide that intellectual property rights should 
not prevent Member States from adopting 
measures to protect public health. 

6.	Develop a strategic plan for Regional innova-
tion, development, and production to guaran-
tee access to biologicals, drugs, and supplies. 

7.	Support the Revolving Fund of the Pan Ameri-
can Health Organization (PAHO) as the strate-
gic mechanism for Regional negotiation and 
urge that acquisition from Regional producers 
be prioritized. 

8.	Decide that the main strategy for short-term 
access to pandemic influenza vaccines will be 
based on joint negotiation through the PAHO 
Revolving Fund, in order to guarantee timely 
and equitable access by vulnerable popula-
tions and prevent commercial interests from 
taking advantage of the panic and uncertainty 
caused by the pandemic. 

The H1N1 influenza vaccines generated great ex-
pectations for the social and political agenda of 
countries. Ministers of Health of South America 
have participated in the monitoring of procure-
ment and vaccine delivery processes, and have 
received briefings from PAHO on the H1N1 situ-
ation in the Americas. The UNASUR supported 
PAHO during negotiations to obtain better price, 
quality, and claim conditions, strengthening 
PAHO’s advisory role and articulation with other 
actors in health. 

UNASUR countries have also endorsed the WHO 
and PAHO technical recommendations for vacci-
nation with regard to the quality criteria for vac-
cines to be acquired and the designation of pri-
ority groups for pandemic influenza vaccination. 

Guayaquil Resolution, November 
2009
The South American Health Council met in 
November 2009 to review advances in vaccine 
procurement through the PAHO Revolving Fund. 
During the meeting, Members States resolved to: 
“Recognize the success achieved in the procure-
ment of pandemic influenza vaccine through the 
PAHO Revolving Fund and underscore the im-
portance of continuing to promote strategies for 
joint negotiation for the procurement of drugs 
and strategic supplies of public health interest 
in order to guarantee improved quality, timeli-
ness, and equity while respecting the principles 
of lower price and single price.”

Furthermore, the countries agreed to initiate the 
vaccination of priority groups, to import vaccines 
through diplomatic groups, to prepare mass 
communication guidelines supporting the prior-
ization of vaccination, and to share information 
on events supposedly attributable to vaccination 
or immunization (ESAVIs). 

Based on this experience, UNASUR has pre-
sented new challenges, such as universal access 
to drugs and joint fight against illegal drugs, a 
continental plan against dengue, border health, 
and the prioritization of research for against for-
gotten diseases. 

Conclusions
The threat of the pandemic became an oppor-
tunity for integration and joint response by UN-
ASUR’s member countries. Pandemic influenza 
vaccination was part of an integrated response 
that included pharmaceutical and non-pharma-
ceutical measures. 

The pandemic also made it possible to regulate 
the industry and avoid unilateral marketing to 
countries, which could have endangered vaccine 
access through undue influence on their avail-
ability and cost, guarantee vaccine access at a 
lower price and a single price, and achieve eq-
uity in access. In the end, it served as a catalyst 
for future cooperation regarding new challenges 
in public health. 

Figure 1. Pandemic Influenza (H1N1) Vaccine Acquisition in Latin America and the Caribbean

Source: FCH/IM, PAHO (data as of November 2010).

Vaccine Source:
• Revolving Fund-RF (PAHO)
• WHO Donation
• Direct Purchase (DP)
• RF-PAHO and WHO Donation
• DP and WHO Donation
• Mixed Purchase

Approximately
170 million doses
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tinue to circulate for some years to come, taking 
on the behavior of a seasonal influenza virus.

The Committee agreed that the global influenza 
situation no longer represented an extraordinary 
event requiring immediate emergency actions 
on an international scale. In their view, the pub-
lic health emergency of international concern, 
recommended following the emergence of the 
H1N1 (2009) virus, should be considered over. 
The Committee further noted that the temporary 
recommendations adopted in response to the 
public health emergency of international con-
cern were terminated.

After extensive discussions, the Committee 
unanimously advised the Director-General that 
the world was no longer experiencing an influen-
za pandemic, but that some countries continue 
to experience significant H1N1 (2009) epidem-
ics. Members agreed that waiting for winter data 
from the southern hemisphere had been neces-
sary in order to make such a global assessment 
with reasonable confidence.

The Committee noted that the information 
from India, New Zealand, and the Pacific Island 
countries was consistent with the expectation 
that individual countries might experience sig-
nificant levels of influenza associated with the 
H1N1 (2009) virus in the future, and expressed 
the need for national authorities to continue 
to implement outbreak response measures in 

The Emergency Committee of the World Health 
Organization (WHO) held its ninth meeting by 
teleconference on 10 August 2010. 

The Emergency Committee was given an epide-
miological overview and update of the global 
H1N1 (2009) pandemic influenza situation by 
the secretariat. Particular emphasis was placed 
on the epidemiological situation in the southern 
hemisphere, where many countries are experi-
encing their winter influenza season. The update 
also covered certain countries reporting active 
pandemic influenza virus transmission. Rep-
resentatives of the governments of Argentina, 
Australia, India, New Zealand, and South Africa 
described the most recent developments in their 
countries. Particular attention was given to the 
situation in some countries, including India and 
New Zealand, which are currently experiencing 
intense influenza epidemics largely caused by 
the H1N1 (2009) virus.

While noting such epidemics with concern, the 
Committee based its assessment on the global 
situation.  Members noted clear indications that 
influenza, worldwide, is transitioning towards 
seasonal patterns of transmission. In the major-
ity of countries, out-of-season outbreaks are no 
longer being observed, and the intensity of H1N1 
(2009) transmission is lower than that reported 
during 2009 and early 2010. Members further 
noted that the H1N1 (2009) virus will likely con-

those countries when such events occur. The 
Committee strongly emphasized the need for 
States to maintain vigilant disease surveillance 
and monitoring for influenza outbreaks and in-
fluenza-like illness as well as ensuring the avail-
ability of necessary public health measures for 
preventing and controlling influenza. Such mea-
sures include the continued use of H1N1 (2009) 
pandemic or seasonal influenza vaccines where 
appropriate and available. The Committee noted 
that the uptake of pandemic vaccine in some Pa-
cific Island countries appeared sufficiently high 
to reduce the risk of outbreaks in these States.

Based on the advice of the Emergency Commit-
tee, and her own assessment of the situation, the 
Director-General determined that the world was 
no longer in an influenza pandemic and there-
fore terminated the public health emergency of 
international concern in accordance with the In-
ternational Health Regulations (2005).

In light of these determinations, the Director-
General thanked the members and the advisor 
of the Emergency Committee for their diligent 
service and expert advice, which were of great 
importance to international public health. 

The work of the Emergency Committee now be-
ing ended, the names, affiliations and declared 
interests of the Committee members and advisor 
will be published on the WHO website as soon 
as possible. 

Note: For more information on the meetings of the Emer-
gency Committee concerning Influenza Pandemic H1N1 
2009 and a full list of its members and advisors, please see 
http://www.who.int/ihr/ihr_ec/en/index.html. 

WHO Director-General Statement Following 
the 9th Meeting of the Emergency Committee

Haiti: Vaccination Campaign Following the 
Earthquake
On 12 January 2010, a 7.0-magnitude earth-
quake killed an estimated 220,000 people and 
devastated Haiti’s capital, Port-au-Prince, and 
surrounding areas. To date, there are still over 
1 million people living in more than 800 tempo-
rary settlements.

In Haiti, the immunization program has been 
historically weak and some vaccine-preventable 
diseases (diphtheria, pertussis, tetanus, neona-
tal tetanus) remain as public health concerns. 
Non-neonatal tetanus represented 2% of the 
infectious causes of death, excluding the neona-
tal period (2000 data) and the neonatal tetanus 
(NNT) cases reported by Haiti represent roughly 

half of all reported NNT cases in the Americas. 
The immunization schedule only includes the 
basic Expanded Program on Immunization (EPI) 
vaccines targeting children aged <1 year: BCG, 
oral polio vaccine (OPV), diphtheria-tetanus-per-
tussis (DTP), measles, and, since 2008, rubella 
as the measles-rubella combination vaccine 
(MR). Haiti is the only country in the Western 
Hemisphere that does not include hepatitis B 
and Haemophilus influenzae type b (Hib) vac-
cines, or other vaccines for persons aged over 1 
year in its national immunization schedule. Since 
2000, reported coverage levels for DTP3 have 
fluctuated between 39-79%, with 68% cover-
age reported for 2009. The last wild polio case 

in Haiti occurred in 1989 and the last outbreak 
of vaccine-derived poliovirus in 2000-2001. No 
measles cases have occurred since 2001. Vac-
cination campaigns against polio and measles 
have maintained both diseases at bay.

National Post-Disaster Vaccination 
Plan
Soon after the earthquake, the National Immuni-
zation Program developed a national post-disas-
ter vaccination plan, with support from the Pan 
American Health Organization/World Health Or-
ganization and UNICEF. The main objective was 
to minimize the occurrence of vaccine-prevent-
able diseases in the aftermath of the earthquake. 
The plan was divided in phases. 

Phase 0. Immediate provision of Td/TT vaccine 
and tetanus anti-toxin to persons injured during 
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the earthquake and those undergoing emergen-
cy surgeries, including amputations.

Phase 1. Vaccination of displaced population 
living in temporary settlements in disaster-
affected municipalities. These included Port-au-
Prince, Pétionville, Croix-des-Bouquets, Delmas, 
Tabarre, Cité Soleil, and Carrefour in the Met-
ropolitan Area; Léogâne, Gressier, Grand-Goâve, 
and Petit-Goâve in the Ouest Department; and 
Jacmel in the Sud-Est Department. The target 
population and interventions included the fol-
lowing: 
•	 Children aged 6 weeks to 8 months: DTP
•	 Children aged 9 months to 7 years: DTP, MR 

and vitamin A supplements
•	 Persons aged >8 years: Td
•	 All children aged >2 years: albendazole

The rationale to include DTP/Td vaccination 
was the fact that vaccination activities with DTP 
for children and Td for adults in response to a 
diphtheria outbreak had started in late 20091 but 
were interrupted due to the earthquake. There 
was sufficient stock of Td vaccine in the country 
at the time of the earthquake.

Phase 2. Provision of a similar package as that 
for Phase 1, but using OPV instead of vitamin A 
supplements, to all people aged <20 years liv-
ing in the affected area regardless of the type of 
housing. The vaccination campaign provides a 
second dose of DTP/Td and MR for previously 
vaccinated persons and an additional opportu-
nity for those not living in tents or missed during 
phase 1. 

Strengthening Routine. The national post-
disaster vaccination plan also includes intensi-
fication of routine vaccination with all the EPI 
vaccines as an integrated health package for 
children aged <5 years, even in areas not direct-
ly affected by the disaster, along with epidemio-
logical surveillance in health institutions and at 
community level. 

Implementation of Phase 1
Phase 1 was implemented between February 
and May 2010. The municipalities in the Met-
ropolitan Area, Croix des Bouquets, Petit-Goâve 
and Grand-Goâve were vaccinated between Feb-
ruary and April; Ganthier, Gressier, Jacmel and 
Léogâne started vaccinating in April. The target 
population was initially estimated at around 1.4 
million people (around 250,000 children aged 6 
weeks to 7 years) living in over 300 sites, using 
data from the Office for the Coordination of Hu-
manitarian Affairs of the United Nations (OCHA). 

1	 Diphtheria Outbreak in Haiti, 2009. Immunization News-
letter, Volume XXXI, Number 6 (December 2009).

The estimates by age group, were obtained by 
applying the age distribution in the general 
population (1.86% for 6 weeks to 8 months; 
15.71%, 9 months to 7 years; and 82.43%, >8 
years). However, the population estimates 
changed overtime as settlements appeared and 
disappeared, some sites were counted twice 
during the planning stage because of confusion 
about their names, and widespread relocation 
occurred among the population following the 
earthquake. 

Due to the high demand for vaccination, non-
governmental organizations participated in 
phase 1, in coordination with Haiti’s EPI and 
the municipality health bureaus. The Interna-
tional Federation of the Red Cross, Médecins du 
Monde-Canada, the Spanish Marines, and the 
Cuban brigades were the main foreign institu-
tions involved in vaccination activities during 
phase 1. Injection safety measures were imple-
mented from the onset, but were also adjusted 
through enhanced training and supervision. 
Events supposedly attributable to vaccination 
or immunization (ESAVIs), mostly local reac-
tions and fever, were reported by the population 
and health personnel working on the sites (no 
severe ESAVIs were reported). Several logistical 
problems hindered the implementation of phase 
1. Health facilities, including some municipality 
health bureaus, had been destroyed or severely 
damaged. The Ministry of Health was damaged, 
which affected the ability of the system to dis-
tribute salaries. Vehicle rentals were affected by 
the increased demand, leading to skyrocketing 

prices. Waste disposal was another major prob-
lem due to difficulties in identifying an incinera-
tion facility charging an affordable price. 

Calculating coverage was not possible due to the 
inability to estimate the target population. Rapid 
coverage monitoring (RCM) was implemented 
following vaccination in the sites to provide 
information for conducting mop-up activities. 
However, RCM activities could not be completed 
due to logistical challenges. Overall, more than 
928,000 persons were vaccinated, 188,125 of 
them children in the 9 month-7 year age group 
(Figure 1). Based on the available data, coverage 
among children may not have reached 80%.

Conclusions
Implementation of Phase 1 of the post-disaster 
vaccination plan in Haiti took a long time to im-
plement and coverage achieved during vaccina-
tion activities was insufficient. The high number 
of humanitarian workers traveling to Haiti from 
countries where measles continues to occur rep-
resents a persistent risk of measles importation 
given the existing pool of susceptible Haitians.  
In addition, diphtheria cases continue to occur 
in the country.  Consequently, health authorities 
decided to halt phase 1 of the post-disaster vac-
cination plan and to proceed with phase 2, which 
was supposed to be launched in July.  

Figure 1. Vaccine Doses Recorded by Age Group, Phase 1 Post-earthquake Vaccination, 
Affected Municipalities, Haiti, 2010

Source: Campaign bulletin; data as of 30 May 2010.

Croix-des-Bouquets
44,658

Pétionville
100,763

Ganthier
12,116

Port-au-Prince
219,423

Petit-Goâve
61,083

Grand-Goâve
4,213

Jacmel
8,500

Léogâne
48,249

Gressier
20,704

Carrefour
129,514

Delmas
210,349

Tabarre
34,103

Cité Soleil
34,566

9 months to 7 years (DTP+MR)
≥8 years (Td)

6 weeks to 8 months (DTP)

Legend:



PAN AMERICAN HEALTH ORGANIZATION	 IMMUNIZATION NEWSLETTER   Volume XXXII, Number 4   August 2010	 5

Figure 1. Vaccine Doses Recorded by Age Group, Phase 1 Post-
earthquake Vaccination, Affected Municipalities, Haiti, 2010

Advances in Cervical Cancer Prevention in 
Latin America
It has been almost two years since the Directing 
Council of the Pan American Health Organiza-
tion (PAHO), a governance body composed of 
Ministers of Health from the Americas, passed a 
resolution urging for the strengthening of com-
prehensive cervical cancer prevention programs 
in Latin America and the Caribbean. The resolu-
tion was passed after the Ministers reviewed and 
endorsed the Regional Strategy and Plan of Ac-
tion for Cervical Cancer Prevention and Control 
outlining a seven-point action plan to improve 
the quality, coverage, and effectiveness of cervi-
cal cancer programs, including human papillo-
mavirus (HPV) vaccine introduction.

As a means to stimulate further implementa-
tion of the Regional strategy, PAHO, the Minis-
try of Health of Panama, and PATH1 convened 
a meeting from 2-3 June 2010 in Panama. Over 
70 health professionals from 13 Latin American 
countries participated. The meeting provided 

1	 The Program for Appropriate Technology in Health 
(PATH) is an international non-governmental organiza-
tion.

an opportunity to discuss recent scientific evi-
dence regarding new screening technologies 
and HPV vaccines, including regional evidence 
being generated by Latin American studies; to 
discuss the importance of women’s and commu-
nity perspectives and the need to improve public 
education to increase participation in preven-
tion programs; to discuss country experiences 
regarding introduction of new approaches and 
technologies such as the Panama experience 
with the introduction of the HPV vaccine and 
the Mexico experience with regards to introduc-
ing HPV testing and HPV vaccines; and to plan 
collaborative activities between countries with 
the assistance of international organizations to 
improve the effectiveness of their cervical can-
cer prevention efforts. Representatives from 
several international organizations, notably the 
Union for International Cancer Control (UICC), 
the U.S. Centers for Disease Control and Preven-
tion (CDC), and PATH were on hand to promote 
information on their various resources and tools 
to assist program managers with their decision-
making. Of note are PATH’s Action Planner, a 
new web-based interactive tool that provides a 

hands-on, step-by-step approach to designing 
a new or improving a comprehensive cervical 
cancer program, and PAHO’s ProVAC initiative, 
a project helping countries to build capacity for 
undertaking their own cost-effectiveness evalua-
tions for new vaccine introduction.

The meeting participants came to the following 
conclusions:
•	 There is clear scientific evidence to support 

the implementation of new technologies for 
cervical cancer prevention programs;

•	 There is incredible interest, motivation, and 
enthusiasm on the part of program managers 
in the Ministries of Health to incorporate these 
new technologies into their current programs 
and the managers are of the opinion that the 
2008 Directing Council resolution provides the 
political impetus to move forward with such 
changes; and

•	 The greatest barrier to introducing new tech-
nologies into programs is the current high cost 
of HPV vaccines and the HPV test.  

For more information, please see the PAHO webpage 
on the Latin American Sub-regional Meeting on Cervical 
Cancer Prevention, available at: http://new.paho.org/hq/
index.php?option=com_content&task=blogcategory&id=
2300&Itemid=2318. 

What’s New About New Vaccine Surveillance
With the objective to globally strengthen and 
expand surveillance for new and underutilized 
vaccines, the World Health Organization (WHO) 
and its partners recommended in 2007 that the 
standardizing of surveillance data be considered 
a priority in the following years. Since then, vari-
ous Latin American and Caribbean surveillance 
networks for rotavirus and invasive bacterial dis-

eases have been working on improving their sys-
tems to (1) provide quality information for dis-
ease burden estimation, (2) support evidence-
based decision-making on vaccine introduction, 
(3) monitor circulation of specific serotypes/
genotypes and changes in serotype/genotype 
distribution and antimicrobial susceptibility, and 
(4) evaluate vaccine impact after its introduction. 

From 8-13 February 2010, the Pan American 
Health Organization (PAHO) convened a meet-
ing in Washington, D.C., to revise the most rel-
evant rotavirus and bacterial pneumonia and 
meningitis surveillance variables applicable to 
children aged under five years and develop a 
standardized guide on variables to help coun-
tries better interpret their surveillance data. 

The result of the meeting was the production, 
and subsequent publication in July, of the bro-
chure Nuevas vacunas: variables para la vigi-
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between May and June 2010). Campaigns have 
also been conducted or will be conducted in 
September in neighboring Kazakhstan, Kyrgyz-
stan, Turkmenistan, and Uzbekistan. The Russian 
Federation has investigated contacts and imple-
mented catch-up vaccination in areas around the 
confirmed cases. 

WHO has maintained its recommendation not 
to impose restrictions to the international move-
ment of persons. However, it is important that 
international travelers to and from polio-affected 
areas are adequately immunized against polio. 

Countries of the Americas are alerted of the risk 
of polio importations. As illustrated by the cases 
in previously polio-free countries in Central Asia, 
while wild poliovirus continues to circulate in 
some areas, importations and outbreaks can 
occur. The last case of wild polio occurred in 
the Americas in Peru in 1991. To maintain the 
Region free of wild poliovirus, countries are en-
couraged to assess their risk of an outbreak from 
importations by analyzing their polio vaccine 
coverage by municipality and the capacity of the 
surveillance system to detect an importation in a 
timely manner. Countries not reaching the mini-
mum of 1 AFP case per 100,000 children aged 
<15 years are encouraged to conduct active case 
searches in their main hospitals. 

For more information: (1) Global Polio Eradication Ini-
tiative (http://www.polioeradication.org/) and (2) WHO 
Epidemiological Brief 7: Polio outbreak in the European 
Region and country responses, in English (http://www.
euro.who.int/__data/assets/pdf_file/0011/121799/WHO_
EPI_Brief_10sep_ 2010e.pdf).

TAJIKISTAN from page 1
Figure 1. Laboratory Confirmed Polio Cases by Date of Paralysis Onset,  

Tajikistan, 2010

Source: Weekly AFP reporting to WHO European Region; data as of 18 November 2010.

Figure 2. Distribution of AFP and Laboratory-confirmed Polio Cases by District,*  
Tajikistan, 2010

Source: Weekly AFP reporting to WHO European Region; data as of 25 November 2010.
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lancia centinela de rotavirus y meningitis y neu-
monías bacterianas (available in Spanish only), 
which includes selected essential variables to as-
sist with data collection regarding rotavirus and 
bacterial pneumonia and meningitis at hospital 
and national levels. 

The variables that should figure on each pa-
tient’s investigation form are described in the 

brochure as either mandatory, recommended, 
or optional, and instructions are given on how to 
correctly complete the investigation form. 

PAHO has also recently developed a new web-
based software, VINUVA1, which allows sentinel 
hospitals and/or countries of the American Re-

1	 Vigilancia de Nuevas Vacunas/New Vaccine Surveillance.

gion to capture, store, and report aggregated 
surveillance data directly from the country level 
to the regional level. The software will allow di-
rect and systematic data reporting. This will re-
sult in a more efficient system and better data 
quality. The tool will become available for use by 
countries starting in March 2011.  
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La Cruzada Interminable 
por la Niñez Colombiana

MINISTERIO DE LA PROTECCIÓN SOCIAL
ORGANIZACIÓN PANAMERICANA DE LA SALUD

HISTORIA DEL PROGRAMA  AMPLIADO DE
INMUNIZACIONES (PAI) EN COLOMBIA 1979-2009

History of the Expanded Program on 
Immunization in Colombia
On 15 June 2010, Cruzada Interminable por la 
Niñez Colombiana (Ceaseless Crusade for the 
Colombian Children) was launched in Bogotá, 
Colombia. The book retraces the thirty years of 
the Expanded Program on Immunization (EPI) in 
Colombia.  It was introduced to the public in the 
presence of Dr. Diego Palacio Betancourt, Min-
ister of Social Protection, Carlos Ignacio Cuervo 
Valencia, Vice-minister of Health and Wellbeing, 
Dr. Juan Gonzalo Lopez Casas, Director, National 
Institute of Health, and Dr. Jorge Castilla, repre-
senting the Pan American Health Organization.

In his remarks, Dr. Palacio stated that the objec-
tive of Cruzada Interminable por la Niñez Co-
lombiana was to record the history of the EPI, 
remembering its main contributors and recalling 
its most salient successes.  Although it is not ex-
haustive, the book’s intent is to provide a reflec-
tion on immunization: a quiet and modest, yet 
historic, experience that changed the life of Co-
lombian society.  Reading through its pages, one 
learns about smallpox eradication and poliomy-

elitis eradication and, closer to our 
time, the imminent verification of 
measles, rubella, and congenital 
rubella syndrome elimination.  
Dr. Palacio also noted that many 
challenges remain, among others 
reaching homogenous coverage 
in all municipalities in the country 
and the sustainable introduction 
of new vaccines.  Yet, the EPI can 
count on an extraordinary power 
to keep on advancing: its dedi-
cated workforce that considers 
their work for the EPI as a duty, 
even a life mission and a raison-
d’être.  Today, the EPI functions as 
a highly participative process that 
provides each health care worker 
with the opportunity to contribute 
to the program with suggestions, initiatives, and 
ideas. The book is therefore a heartfelt homage 
to all the women and men who have worked and 

are working for the EPI.  


