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Goal 

�
U

se TT-U
niject as an adjunct to regular program

  
�

in areas that are less accessible and  
�

w
ith populations that are less accessible.   

 
P

refilled TT-U
niject 

z
S

ingle-use 
z

D
evice com

bines A
D

 syringe + needle (fine, sm
all) 

z
Individually packaged w

ith heat-sensitive indicator 
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Study Purpose 

�
D

eterm
ine if traditional birth attendants 

(TB
As) w

ho are participating as com
m

unity-
based volunteers (C

B
V

s) 
�

could successfully use TT-U
niject in M

ali, and 
�

w
ould be accepted by the population for  

vaccinating w
om

en against tetanus 
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C
harac-

teristic 
M

ali –  
  Tetanus 

B
olivia – 

  Tetanus[1] 
Indonesia –  
  H

epatitis B
[2] 

Type of 
vaccinator 

C
BV, self-

em
ployed, 

m
ostly TB

A
s 

N
ot specified, but 

apparently C
B

V 
Trained village m

id-
w

ives in Indonesian 
M

O
H

 H
ealthy S

tart 
for C

S
 program

 

S
election for 

parti-cipation 
S

elected by 
village 

U
nknow

n 
M

idw
ives selected to 

participate in health 
program

 

E
ducation 

and literacy  
M

ajority 
uneducated  
and illiterate 

N
ot specified, but 

som
e education 

and literate[ 3] 

N
ot specified, but at 

least som
e education 

and literate
  

P
rior injection 

experience 
P

resum
ed 

none 
A

bout half had 
experience 

R
outinely vaccinating 

for several years 
  

Com
parison to Previous studies 
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Program
 Method 

A
pproach for incorporating volunteers into 
adm

inistering TT injections : 
�

V
accinators w

ould be volunteers w
ho are TB

A
s.  

�
They w

ould be selected by their respective 
com

m
unity, that is, they w

ould be com
m

unity-based 
volunteers (C

B
Vs). 

�
C

BV
s’ capacity w

ould be tested during M
N

TE 
cam

paign held in 6 districts, using TT-U
niject in 2 

districts accessible for supervision and w
ith typical 

coverage, and A
D

 syringes w
ith m

ulti-dose vaccine 
vials in the 4 other districts. 
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Program
 Method, cont’d 

S
election of C

B
V

s: 
   D

istrict health officer (D
H

O
) requested A

rea 
H

ealth O
fficers (A

H
O

) to talk to tow
n chiefs to 

select local C
B

V
 to be trained to vaccinate 

reproductive-aged w
om

en w
ith TT-U

niject:  
�

O
ne C

BV
 per tow

n 
�

S
election based on 3 criteria: 
z

acceptability by the m
ajority of tow

nspeople 
z

physical capacity to use U
N

IJE
C

T 
z

interest in participating in the activity 
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Program
 Method, cont’d 

Training of C
B

V
s: 

�
TO

T fashion: 2 national trainers - each trained a D
H

O
 

and the A
H

O
s of a single district.  In turn, A

H
O

s 
trained their ow

n C
BV

s. 
�

First training w
as for 2 days (before 1

st M
N

TE round, 
June 2002). 

�
N

om
inated C

BV
s w

ho w
ere unable to perform

 during 
1

st training w
ere deselected. 

�
1 day refresher session  preceded 3

rd round (2/03). 
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Evaluation Methods 

Three indicators: 
1.

%
 C

B
Vs w

ho correctly used TT-U
niject 

(m
easured by perform

ance indicator, PI) 
2.

%
 of C

B
Vs’ clients w

ho w
ere satisfied having 

C
BV

 give vaccination (w
ith TT-U

niject) 
3.

Im
m

unization data (coverage and drop-out) 
in districts using TT-U

niject should be sim
ilar 

to those of the 4 districts using A
D

 syringes 
adm

inistered by health personnel. 
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Evaluation Methods, cont’d 
D

ata C
ollected in TT-U

niject districts by: 
�

A
 survey of C

B
V

s and their clients during round 3 by tw
o 

different m
ethods com

prising four aspects: 
1)

O
bservation of : 

•
C

B
V

s adm
inistering TT-U

N
IJE

C
T  

•
S

ite after com
pletion of vaccination cam

paign in a tow
n 

2)
Interview

s w
ith: 

•
C

B
V

s 
•

O
ne client of each C

B
V

 surveyed 

�
Focus groups conducted just after 3

rd round w
ith 

z
A

rea H
ealth O

fficers 
z

C
B

V
s 

�
M

N
TE

 im
m

unization data collected during 3 rounds 
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Evaluation Methods, cont’d 

P
erform

ance indicator (P
I) to m

easure %
 

of C
B

V
s w

ho correctly used TT-U
niject, 

based on 8 tasks: 
�

1. C
orrectly determ

ines vaccine vial m
onitor (V

V
M

)  
�

2. E
asily opens package  

�
3. C

orrectly activates device  
�

4. U
ses sterile technique  

�
5. Injects in correct body location  

�
6. C

om
pletely em

pties reservoir  
�

7. D
oes not recap needle  

�
8. P

laces device directly into sharps container  
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Sam
ple Selection 

For survey (observations and interview
s): 

N
um

ber of C
B

Vs, by D
istrict  

   

D
istricts 

(C
ercles) 

P
opulation 

of W
om

en 
A

ged 
15 – 49 yrs 

N
um

ber of C
B

V
s 

Trained for 
1

st R
ound 

S
am

pling 
List 1 

S
elected 

for Study
2 

Bla 
53,500 

188 
210 

114 

B
ougouni 

88,548 
417 

446 
290 

Total 
142,048 

605 
656 

404 
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Sam
ple Selection, cont’d 

For focus groups: 
�

A
ll A

H
O

s in the district w
ere to participate (22 

in B
la, 23 in B

ougouni). 
�

E
ach A

H
O

 invited one C
B

V.  Selection w
as by 

convenience, e.g., available to attend, had a 
w

ay to get there, invited by A
H

O
 (so 22 in B

la 
and 23 in B

ougouni). 
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Results 
D

ata w
ere collected by survey and focus 

groups betw
een February 17 – 25, 2003 

 �
4 focus groups w

ere conducted, 1 each 
of C

B
V

s and A
H

O
s in each of the 2 

districts 
�

182 site observations w
ere conducted 

�
346 C

B
V

s and clients w
ere surveyed 
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Results 
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Results: Focus Groups 
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Results:  Focus Groups, cont’d 

A
H

O
s 

C
BVs 

Bla 
22 

17 

B
ougouni 

20 
18 

Total 
42 

35 

N
um

ber of Focus G
roup P

articipants,  
by D

istrict 
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Results:  Focus Groups, cont’d  
S

um
m

ary of key aspects (A
H

O
s + C

B
Vs) 

�
M

ethod by w
hich C

B
V

 w
as recruited:   

�
A

ctual m
ethod of selection w

as 
z

prim
arily by general assem

bly (all of B
la and 42%

 of B
ougouni) 

z
in B

ougouni, next m
ost popular m

ethod w
as by tow

n chief in collaboration w
ith the 

village health com
m

ittee (26%
) 

�
M

ost A
H

O
s and C

B
V

s w
ere satisfied w

ith the m
ethod of selection 

�
M

ost A
H

O
s w

ere satisfied w
ith m

ost of the C
B

V
s selected 

�
A

 num
ber of A

H
O

s suggested that there should be m
ore stringent adherence 

to the criteria w
hen selecting the C

B
V

 (im
prove standardization of selection) 

�
Training of C

B
V:   

�
17%

 of A
H

O
s did not agree to have one or m

ore C
B

V
s vaccinate after 1

st 
training, before round 1  (all w

ere in B
la) 

�
H

alf of A
H

O
s trained other C

B
V

s after 1
st training 

�
M

ost C
B

V
s said they learned in one session   
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Results:  Focus Groups, cont’d 

�
P

erception of the com
m

unity’s view
: 

�
Tow

nspeople agree to having C
BV

 
vaccinate: 1/3 of Bla’s and alm

ost all of 
B

ougouni’s A
H

O
s thought this.  (Y

et the survey 
show

ed 9 out of 10 clients w
ould return if C

B
V 

w
ere vaccinating and/or if U

N
IJE

C
T w

ere used.) 

�
R

um
ors: C

BV
s thought that their participation 

helped reduce rum
ors, but A

H
O

s thought that it 
didn’t. 
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Results:  Focus Groups, cont’d 

�
S

tated advantages of having C
B

V
s help: 

�
Increased coverage: both A

H
O

s and C
B

V
s 

thought this, and that it w
as because C

B
V

s 
z

m
obilize the population and  

z
they know

 w
ho’s m

issing 
�

Im
proves w

ork efficiency:  A
H

O
’s said it 

reduces their (im
m

unization) w
ork load, allow

ing 
them

 to do other things (that C
BV

s can’t do). 
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Results:  Focus Groups, cont’d 

�
C

B
V

s routinely adm
inistering TT-U

niject: 
�

 B
oth groups thought this w

as possible 
�

 B
oth groups said pay w

as not necessary 
�

 A
H

O
s suggested im

plem
enting this   

   through im
m

unization outreach w
ith A

H
O

 
as supervisor and the (existing) com

m
unity 

health w
orker (relais) serving as the link 

betw
een A

H
O

 and C
B

V
. 
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Results:  Focus Groups, cont’d 

�
C

haracteristics of C
B

V
s in focus groups w

ith 
respect to w

ork as a TB
A: 

�
B

la (N
=17):   

z
P

racticing TB
As = 4 (23%

) 
z

Apprentice TBAs = 7 (41%
) 

z
W

ho aren’t TB
As = 6 (35%

) 

�
B

ougouni (N
 = 18):   

z
P

racticing TB
As = 16 (89%

) 
z

A
pprentice TB

As = 2 (11%
)  
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Results: Survey 
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Results:  Survey, cont’d 
 C

haracteristics of volunteers 
�

A
ge:  57%

 >45 years of age (4%
 < 30 yrs) 

�
R

esidence in village:  75%
 since m

arriage 
                                       15%

 since birth 
�

S
chooling:  78%

 had none 
�

Literacy courses:  47%
 had taken som

e 
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Results:  Survey, cont’d 
P

ractice as a TB
A

: 
�

H
ow

 long had she been a TBA
 (years)?  

�
about 40%

 had been a TBA
 for 5 or m

ore years 
�

33%
 for one year or less 

�
H

ad she provided prenatal counseling during the 10-
11 w

ks prior to interview
? 

�
53%

 had counseled som
eone (about 1 per w

k) 

�
H

ow
 m

any deliveries had she assisted during the 10-
11 w

ks prior to interview
? 

�
70%

 had assisted at deliveries (usually about 2 every 3 w
ks) 
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Results:  Survey, cont’d 

�
Training of com

m
unity-based volunteer: 

�
63%

 had the originally planned training  
�

17%
 had only one training (either one of the 

planned trainings or an ad hoc training) 
�

10%
 had the originally planned training plus an 

extra training (36, of w
hom

 31 w
ere from

 B
la) 

�
7%

 had 2 trainings, but not the planned tw
o 

�
3%

 said they had no special instruction 
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Results:  Survey, cont’d 

�
S

upervision during U
N

IJE
C

T 
adm

inistration:  
�

97%
 had at least one person near her, w

ith 
58%

 of these having som
eone so close 

they could touch her 
�

75%
 w

ere constantly w
atched or checked 

�
6%

 w
ere not w

atched at all 
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Results:  Survey, cont’d 

P
erform

ance Indicator: 
�

4 out of 10 successfully executed all 8 tasks 
�

9 out of 10 : 
�

U
sed sterile technique 

�
Injected at correct arm

 site 
�

D
idn’t recap needle 

�
C

orrectly disposed of the device 
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Results:  Survey, cont’d 

�
The task that posed the m

ost difficulty w
as 

em
ptying the reservoir – 1 out of 4 did not 

com
pletely em

pty the reservoir. 
 �

8 out of 10: 
�

easily opened the package 
�

easily activated the device 
�

correctly m
ade a decision using the V

VM
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Results:  Survey, cont’d 

�
M

ean perform
ance indicator (M

P
I) w

as 7.1 
out of possible 8.0 (S

D
=1.1).   

�
3 out of 4 had a value of at least 7.0 

�
M

P
I w

as significantly greater for B
la, 7.4 ± 0.7  

versus 7.0 ± 1.2 for B
ougouni 

�
M

P
I w

as significantly greater for C
B

Vs <46 
years of age, 7.4 ± 0.8 versus 6.9 ± 1.2 

�
The differences betw

een districts and 
betw

een age groups w
as due to a m

uch low
er 

M
P

I for older w
om

en in B
ougouni 
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Results:  Survey, cont’d 
�

TBA
 experience:  N

o association w
ith M

P
I 

�
S

chool: can’t analyze (78%
 had no schooling) 

�
Literacy: 
�

 M
P

I w
as greater for those w

ho had literacy courses but not 
significantly so. 

�
There w

ere interactions betw
een having taken literacy 

courses, age, and district. 

�
Training: M

P
I w

as low
er for those w

ith 3 trainings 
versus 1 or 2 trainings, perhaps because A

H
O

 felt the 
C

BV
 needed supplem

ental training.  
�

S
upervision:  N

o association w
ith M

P
I 
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Results:  Survey, cont’d 

Injection S
afety: 

�
99%

 of the C
BV

s disposed of the U
niject in a 

safety box 
�

5%
 adm

itted to having stuck herself (but not 
som

eone else) at som
e tim

e w
ith the U

niject 
needle 
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Results:  Survey, cont’d 
C

lient S
atisfaction: 

�
4%

 said this w
as her first injection 

�
3 out of 4 had previously received injections and said 
the injection that day w

as less painful 
�

8 out of 10 thought it w
as good to have the C

B
V do 

the injection (6%
 didn’t think so) 

�
V

irtually 100%
 said she w

ould com
e back 

�
For a vaccination given by the C

B
V

 
�

For a vaccination w
ith U

niject 
�

For a vaccination by the C
B

V
 w

ith U
niject 
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Results:  Survey, cont’d  
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Results:  Survey, cont’d 
Injection S

afety - S
ite O

bservations  
(N

 = 182) 
�

99%
 used the safety box 

�
10%

 also had other boxes 
�

98%
 of volunteers took the boxes to a health 

person; 2%
 did nothing w

ith them
 

�
99%

 of the boxes w
ere taken aw

ay by health 
personnel; the other 1%

 w
as appropriately 

disposed of 
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Results:  MNTE Data 
Total %

 of W
om

en w
ith T1 after 3

rd R
ound and T1 – T3 

N
on-com

plete V
accination, by D

istrict 
(TT-U

niject districts are first 2 on left) 

47.1

101.3

26.5
18.1 24.5

99.6

5.6

81.8

17.5

109.3100
103

0 20 40 60 80

100

120

Total T1 C
overage

T1 - T3 N
on-

com
pletion

%

B
la

B
ougouni

D
jenné

K
adiolo

K
olokani

Sikasso
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Conclusions 
R

egarding C
B

V’s capacity to use TT-
U

niject: 
�

C
BV

s, including nonliterate C
BV

s, can be trained to 
safely and correctly use TT-U

niject 
�

Training m
ay im

pact perform
ance  

 R
egarding acceptance of C

B
V 

adm
inistered TT-U

niject: 
�

C
BV

s vaccinating w
om

en are accepted by 
com

m
unities in M

ali 
�

TT-U
niject is accepted by com

m
unities in M

ali 
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Conclusions, cont’d 

R
egarding costs of C

B
Vs adm

inistering 
TT-U

niject: 
�

C
BV

s are w
illing to participate in routine vaccination 

as unpaid com
m

unity volunteers  
�

H
ealth staff believe that C

B
Vs can routinely vaccinate 

using TT-U
niject as unpaid com

m
unity volunteers 

�
S

uch participation can be done w
ithout additional 

costs beyond training costs 



M
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Conclusions, cont’d 

O
ther im

plications: 
�

H
ealth staff felt that C

BV
s in this role reduce their ow

n 
im

m
unization w

ork load to allow
 them

 to do other 
health w

ork 
�

H
ealth staff and C

B
Vs thought that C

BV
s m

ay help 
increase coverage by 
�

M
obilizing population 

�
B

etter identification of those needing vaccination 
�

R
educing rum

ors 



M
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N
IJE

C
T, W

H
O

 TechN
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Next Steps 

�
D

evelop strategy and procedures for 
incorporating C

B
V adm

inistered TT-U
niject 

into routine vaccination 
�

R
evise training m

aterials to accom
m

odate  
adult learners w

ho are predom
inantly non-

literate learners 
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CBVs with TT-Uniject Can Overcom
e Social Barriers 

 



T
T

 U
n

iject: 

P
ro

g
ram

m
atic N

eed
s 

v
is-á-v

is A
v
ailab

ility
  

 
 

 
 

 
 

S
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G
E
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o
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ro

u
p
 fo

r M
N

T
E

 
2

n
d face-to

-face m
eetin

g
  

A
zhar A

 R
aza 

Im
m

unization Specialist U
N

IC
EF 

G
eneva, 17 A

ugust 2016 
 



Presentation O
utline 

U
N

IC
EF 

  

¾
W

hy needed program
m

atically?  

¾
O

perational advantages and past experience  

¾
R

esources required and estim
ated tim

eline  

¾
A

vailability in global m
arket  

¾
M

anufacturers capacity &
 priorities 

¾
Forecast 2017-2020 

¾
N

ext steps 

  



9 out of 18 rem
aining M

N
T risk countries have 

prevailing issues of conflict and insecurity!!! 



U
N

IC
E

F 
 

~40%
 of W

R
A

 inaccessible in 9/18 
countries still at risk of M

N
TE 

 1,921,066  

 -    

 1,852,455  

 15,969,450  

 20,113,077  

 324,670  

 3,176,539  

 1,677,350  

 3,094,937  

 29,917,234  

 1,036,210  

 987,104  

 1,234,970  

 4,530,550  

 5,290,764  

 1,231,692  

 903,490  

 934,239  

 2,063,292  

 18,212,310  
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Central African Republic (100%
)

Chad** (40%
)

N
igeria (22%

)

Pakistan (21%
)

Som
alia (80%

)

Sudan (22%
)

Sudan South** (40%
)

Yem
en (40%

)

TO
TAL

Accessible target
Estim

ated inaccessible target



~18 m
illion targeted w

om
en in 9 countries are 

repeatedly m
issed by routine and TT SIA

s? !! 

 1,036,210  
 987,104  

 1,234,970  

 4,530,550  

 5,290,764  

 1,231,692  

 903,490  
 934,239  

 2,063,292  

 -

 1,000,000

 2,000,000

 3,000,000

 4,000,000

 5,000,000

 6,000,000

A
fghanistan

(35%
)

C
entral

A
frican

R
epublic

(100%
)

C
had**

(40%
)

N
igeria

(22%
)

P
akistan
(21%

)
S

om
alia

(80%
)

S
udan

(22%
)

S
udan

S
outh**

(40%
)

Y
em

en
(40%

)

C
ountries w

ith an estim
ated W

R
A inaccessible  

W
ith either routine or TT SIAs? due to security and/or conflict 

C
an w

e afford 
leaving 3 m

illion 
new

born at risk 
of tetanus ? 

** C
had and S

outh S
udan m

ay need it for one corrective round. 



The situation ideally w
arrant innovative 

technologies for service delivery 

U
N

IC
EF 

  

¾
A

 preparation that is easy to handle and use 

¾
Its m

ore safer to use in such circum
stances 

¾
That need less expertise to operationalize 

¾
M

ore stable on exposure to heat 

¾
U

sable by routine program
m

e afterw
ards.   
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Past experience of TT U
niject 

¾
S

uccessfully used in past – pilot in 9 countries 
¾

P
refilled device – that w

as easy to adm
inister 

 
¾

U
sed satisfactorily by com

m
unity 

w
orkers and volunteers 

¾
R

equired very brief trainings / 
orientation 

¾
N

o change in V
V

M
 despite being 

out of cold chain 
¾

W
as carried to rem

ote sites even 
indoors w

ithout cold chain 
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A
nnual U

niject forecast 2017-2020 
# of Uniject doses required 

 4,873,129  

 27,075,081  

 18,542,038  

 4,980,878  

 -

 5,000,000

 10,000,000

 15,000,000

 20,000,000

 25,000,000

 30,000,000
Chad 100%

Somalia 70%
South Sudan 100%

TOTAL 2017

Afghanistan 40%
CAR 50%

Nigeria 50%
Pakistan 50%
Somalia 30%
Sudan 100%
Yemen 50%
TOTAL 2018

Afghanistan 40%
CAR 40%

Nigeria 40%
Pakistan 40%

Yemen 40%
TOTAL 2019

Afghanistan 20%
CAR 10%

Nigeria 10%
Pakistan 10%

Yemen 10%
TOTAL 2020

Estim
ated # of TT U

niject doses required by 
countries based of tentative validation tim

eline 

2017 

2018 

2019 

2020 



A
n additional U

S$50 m
illion w

ill enable 
access to target 18 m

illion W
R

A
 w

ith 3 doses.    

U
N

IC
EF 

  

 $-

 $5,000,000

 $10,000,000

 $15,000,000

 $20,000,000

 $25,000,000

Afghanistan
(35%

)
Central
African

Republic
(100%

)

Chad** (40%
)N

igeria (22%
)

Pakistan
(21%

)
Som

alia
(80%

)
Sudan (22%

)
Sudan

South**
(40%

)

Yem
en (40%

)

Financial needs to deliver TT U
niject 

U
S$   

Additional cost of devices
O

ps cost @
 0.50 per round

 *
*

 C
h

a
d

 a
n

d
 S

o
u

th
 S

u
d

a
n

 m
a

y n
eed

 it fo
r o

n
e co

rrective ro
u

n
d

.   



A
vailability in global m

arket 

U
N

IC
EF 

  

¾
A

t present, not readily available 
 ¾

O
nly one W

H
O

 pre-qualified m
anufacturer – B

iofarm
a 

 
¾

TT U
niject is a registered product in m

any countries 
o

9 m
illion doses used in 9 countries betw

een 2002 &
 2004 

 

¾
The m

anufacturer has a valid registration of this product 
 ¾

C
urrent annual production capacity is close to 6 m

illion in 
various batches.  

 ¾
D

ue to prior com
m

itm
ents for H

BV, the TT U
niject 

preparation w
ill be earliest available in 2017.  



TT 
U

niject 

C
urrent Status - B

iofarm
a 

U
N

IC
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¾
2

nd U
niject filling plant is operational now

 
 ¾

A
nnual production capacity of U

niject doubled 
 ¾

C
urrently 50%

 of production capacity earm
arked for 

H
B

V U
niject (birth dose) – the com

m
itm

ent w
ith the 

G
overnm

ent of Indonesia (6 m
illion units annualy) 

 ¾
A

pproxim
ate 5-6 m

illion TT U
niject units can be 

m
ade available per year 

¾
Production lag tim

e is 4-6 m
onths – that m

eans for 
availability of first batch of U

niject in January 2017, 
the order need to be placed w

ith guaranteed funds 
not later than A

ugust 2016.  

 



TT 
U

niject 

C
urrent Status – B

iofarm
a 2 

U
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¾
C

ost per unit w
ith V

VM
 varies from

 $0.80 to $1.0  
o

This includes cost of device ~ $0.23 (B
D

)  
o

This is ex-factory price and covers transportation to Jakarta airport 
only.  

o
Further transportation/shipm

ent cost shall be borne by the 
consum

er. 
 

¾
The high cost is due to excessive w

astage prim
arily from

 
leakage and sealing 
o

E
stim

ated w
astage rate vary from

 5-10%
 

 

¾
Td U

niject is not a registered product.   
o

R
egistration and pre-qualification is a lengthy process that need 

average 2-3 years.  
o

C
ountries using Td – w

ill need adm
inistrative instruction to use TT 

for S
IA

s 



W
hat N

ext! 

TT 
U

niject 

¾
N

eed endorsem
ent from

 S
AG

E
  

¾
R

eadiness of countries to use U
niject – policy and 

capacity. 

¾
Secure funding; present business case to potential 

donors –
 B

M
G

F, G
avi, B

D
, K

iw
anis, P

&
G

, etc. 

¾
Liaise w

ith U
N

IC
EF SD

 to follow
-up on pricing and 

dem
and. 

¾
Talk to B

D
 for possible donation – extent and 

duration.  
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B
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C
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P S
LID

E
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A
n additional $50 m

illion w
ill enable tetanus 

protection to the one m
issed repteadly.    

U
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Elim
ination of M

N
T in 2015  

M
ajor M

ilestone achieved 

  

15 M
ay 2015: 

“W
HO

 congratulates 
Ind

ia on achieving 
the m

ilestone of 
M

N
TE” 

2 
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672 districts 
TT for Pregnant 

w
om

en and 
children scaled 
up in the 1980s 



How
 w

as this m
ilestone achieved? 

4 



1.
System

atic vaccination of pregnant w
om

en 
attending antenatal care (A

N
C

) w
ith tetanus toxoid 

(TT) containing vaccine  

2.
Dem

and creation through conditional cash transfers 
(JSY) and Supply side strengthening (JSSK); and 
prom

otion of skilled birth attendance/ SBA
 

(institutions births & hom
e births attended by trained 

m
edical personnel) under the N

ational Health 
M

ission (N
HM

) 

3.
Intensive behaviour change com

m
unication 

targeting com
m

unities to reduce harm
ful cord care 

practices. 

N
eonatal Tetanus (N

T) control and elim
ination 

strategies 

5 



�
Tw

o d
oses of TT, 4 w

eeks apart, offered
 to a

ll pregnant 
w

om
en,  

�
If next pregnancy is w

ithin 3 years, 1 booster TT d
ose is provided

 

�
Introd

uction of TTC
V

 d
uring infancy and

 child
hood

 
�

Three d
oses of D

PT at 6, 10 and
 14 w

eeks  

�
Tw

o booster d
oses of D

PT/D
T at 16–24 m

onths and
 5–6 years 

�
TT d

ose at 10 years and
 16 years  

�
TT SIA

s targeting areas at risk in w
eak perform

ing sta
tes of 

M
P, Rajastha

n, UP, W
est Bengal 

�
Strengthening of im

m
unization services through inclusion 

of 400,000 high risk areas id
entified

 through polio in 
Special Im

m
unization W

eeks (SIW
s) 

 1. Interventions undertaken to im
prove TT 

coverage in pregnant w
om

en and children 6 
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AA
AA

2014* 
2013 80%

 
79%

 

> = 80%
 

70%
 to 80%

 
60%

 to 70%
 

50%
 to 60%

 
< 50%

 

HM
IS: Health M

a
nagem

ent Inform
ation System

 
* D

ata as on 2 M
a

y 2015 

TT2+ injection received during pregnancy 

8 



0 20 40 60 80

100

2003
2004

2005
2006

2007
2008

2009
2010

2011
2012

2013
2014

Percent DPT 3 & DPT Booster coverage, India 

Percent D
PT3 coverage from

 W
HO

-Unicef JRF coverage estim
a

tes 

Percent D
PT b

ooster from
 H

ealth M
ana

gem
ent Inform
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M
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2. Prom
otion of hygienic birth at hom

e or in 
health institutions under the N

HM
 

Im
proving clean deliveries 

�
Janani Suraksha Yojana (JSY)  

�
launched in 2005 

�
conditional m

oney transfer 
schem

e to encourage pregnant 
w

om
en to give birth in health 

facility 

�
Janani Shishu Suraksha 
Karyakram

 (JSSK)-  
�

launched in 2011 
�

w
om

en delivering in health 
facilities received additional 
benefits 

�
free drugs, consum

ables, 
diagnostics, blood, to and fro 
transport, and diet during stay 

�
incentives to A

ccredited Social 
Health A

ctivists (A
SHA

) 
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O
ther interventions undertaken to 

im
prove clean deliveries: 

�
N

ea
rly 70,000 nursing personnel 

trained a
nd

 d
eployed

 

�
M

ore than 900,000 A
SHA

s 
(com

m
unity m

obilizers) engaged
  

�
D

ial 108 A
m

bulance System
 

introd
uced: M

ore than 20,000 
am

bulances supported for tim
ely 

access to public health fa
cilities 

�
O

ver 40 m
illion Village Health & 

N
utrition Days (VHN

Ds) held, w
ith a 

ra
nge of ante-na

tal ca
re and 

im
m

uniza
tion services. 

2. Prom
otion of hygienic birth at hom

e or in 
health institutions under N

HM
 (contd..) 

Skilled birth attendance as per m
ost recent survey*, India 

> = 80%
 

70%
 to 80%

 
60%

 to 70%
 

50%
 to 60%

 
< 50%

 

* A
HS : A

nnual Health Survey (2012-13);  DLHS: District Level Household Survey (2012-13) 
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�
C

om
m

unication progra
m

m
e to red

uce ha
rm

ful cord
 

ca
re practices through A

SHA
, A

nga
nw

ad
i a

nd
 fem

ale 
hea

lth w
orkers 

�
Prom

otion of 5 “cleans” – hands, delivery surfaces, 
instrum

ents for cutting cord, cord tie and caring of cord 
 3. Intensive com

m
unication targeting com

m
unities 

to reduce harm
ful cord care practices 

14 
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M
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O
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Uttar Pradesh
Jam

m
u &

Kashm
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M
eghalaya

N
agaland

N
o substance

M
ed

icine
Indigenous substances

C
ow

 d
ung

Data source: M
N

TE validation 
surveys 2014 & 2015 

C
ord care practices - application of substances 

on um
bilical stum

p  

Reduction of harm
ful practices like cow

 dung  
*O

il and clarified butter used for baby m
assage are the m

ost 
com

m
on indigenous substances 
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�
RM

N
C

H+A
 strategy under N

HM
: 5X5 M

atrix to focus on 184 high priority 
d

istricts to ad
dress eq

uity issue 

 

Im
proving M

aternal & C
hild Health  

High Priority d
istricts 

13 



2003–2012 
2013 

2014 

16 states/UTs 

M
N

TE validation progress in India 
2015 

19 states/UTs 
30 states/UTs 

36 states/UTs 

18 

Validation through:  
•

LQ
A

S in 25 large states, in high risk d
istricts 

•
30 x 7 cluster surveys in 4 m

ed
ium

 sized
 states w

ith hilly terrain    
•

D
esk review

 of d
ata in 7 sm

all states, w
here quality d

ata w
as available 



�
A

pplication of lessons learnt from
 polio eradication 

�
Use of polio m

icroplans to d
evelop M

N
TE va

lid
ation survey 

m
icroplans  

�
Intensive training of surveyors a

nd
 supervisors   

�
D

a
ily evening debriefings at pla

nning unit for corrective 
a

ctions  
�

Intensive supervision and
 m

onitoring w
ith use of real tim

e 
data    

�
A

ccountability through district task forces for im
m

unization  

�
Pre-validation visits includ

ing  30x7 cluster surveys in Uttar 
Pradesh and

 Biha
r used

 to assess feasibility of  valid
ation 

�
Effective partners’x support: W

HO
-Ind

ia
-N

PSP, W
HO

 HQ
 and

 
UN

IC
EF &

 others 
 

Best practices for high quality validation  

17 



Strengthening RI - M
ission Indradhanush  

201 High 
priority districts 

•
201 High priority districts  & 352 M

edium
 

priority districts w
ith high left-outs &

 
d

rop-outs in Ind
ia 

 
•

C
atch up cam

paign for low
 RI areas 

(vacant health center, m
igrant 

population, recent m
easles/d

iphtheria 
outbreaks) 

 •
7 days each m

onth for 4 m
onths  

�
Phase 1 (A

pril, M
ay, June, July 2015) 

�
Phase 2 (O

ct,N
ov,D

ec2015 &
 Ja

n 2016) 
 •

Intensive planning, training, m
onitoring, 

com
m

unication using polio netw
ork 

 •
A

ctive engagem
ent of polio partners 

(W
HO

, UN
IC

EF, Rotary) 

P
h

a
se

 II 

P
h

a
se

 I 

352 M
edium

 
priority districts 
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 m
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m
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 m
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p
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g
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a
n
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o
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e
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n
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3
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 m
illio

n
 

ch
ild

re
n

 fu
lly

 
im

m
u

n
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e
d

 

M
ission Indradhanush-K

ey A
chievem

ents 



�
Laboratory supported 
d

ia
gnosis of D

iphtheria &
 

Pertussis 

�
Using polio surveilla

nce a
s a 

platform
 

�
Surveillance launched in 
H

aryana a
nd

 Kerala
 w

ith 
support from

 W
HO

-Ind
ia

 

�
Plan to expand V

PD
 

surveillance to other states 
(Biha

r &
 Ra

ja
sthan) in 2015 

  

Laboratory backed VPD surveillance launched 

20 



�
Sharp reduction in M

N
T cases due to targeted 

interventions under Universal Im
m

unization Program
m

e  
�

Provision of TTC
V

 d
uring A

nte natal care period  
�

H
igh coverage w

ith TTC
V sustained

  
�

High risk a
pproa

ch adopted
 for rapidly increasing protection at 

birth through targeted
 TT SIA

s in w
eak perform

ing states &
 d

istricts 
  

�
System

s strengthening m
easures leading to elim

ination of 
M

N
TE w

ith positive M
C

H benefits and reduction in 
m

aternal & neonatal m
ortality  

�
La

unch of N
ational Health M

ission in 2005  
�

Rise in institutional births and
 skilled

 birth attend
ance  

�
Innova

te schem
es such as Janani Suraksha Yojna

 &
 Janani Shishu 

Sura
ksha Karyakram

  
�

Engagem
ent of A

SHA
 and

 BC
C

 initiatives have led
 to red

uction in 
ha

rm
ful cord

 practices  

Lessons learnt ..1 



�
Polio infrastructure and learnings leveraged to 
im

prove routine im
m

unization   
�

M
ission Ind

rad
hanush launched

 - Risk analysis and
 high risk 

a
pproach 

�
Em

phasis on m
icroplanning, capacity build

ing and
 intensive 

m
onitoring 

�
Engaging accountability m

echanism
s – task forces 

 

�
Effective partners’ support: W

HO
-N

PSP, W
HO

 HQ
 

and UN
IC

EF & others 
 

�
Polio learning on m

icroplanning, training, 
supervision and data analysis utilized to conduct 
high quality M

N
T validation surveys   

 

Lessons learnt ..2 



�
High TT coverage, institutional births, hygienic 
cord care practices w

ith increasing TT coverage 
through life cycle approach w

ill sustain M
N

T 
elim

ination     
 

�
Strengthening of VPD surveillance to detect cases 
of neonatal tetanus w

ill further strengthen routine 
im

m
unization  

 

Lessons learnt ..3 



Thank you 



  
 Critical operational challenges to 

achieving at least 80%
 Protection at Birth 

from
 M

N
T in high risk districts   

 

 SAGE W
G on M

N
TE  

 
Dr Jane Soepardi 



Tim
eline of activities to M

aternal and  
N

eonatal Tetanus Elim
ination in Indonesia 

1977 

1979 

1984 

1988 

1998 

2000 

2001 

2003 

2004 

2009 

2010 

2011 

2015 

2016 

EPI started, 3 dose of DPT  

Introduction of  2 dose of TT for Pregnant w
om

en in EPI 

Introduction of  2 dose DT for school enters and 2 dose of TT for school leavers in EPI  

Safe m
otherhood program

 ( village m
idw

ives ) 

5 dose TT schedule im
plem

ented, School Im
m

unization M
onth 

M
aking Pregnancy Safer (social safety net) 

Com
m

unity based N
T M

ortality Survey 

2 rounds TT SIAs in high risk districts 2003 - 2009 

Introduction of DTP-HepB into EPI 

Joint W
HO

-U
N

ICEF Review
s 

  
Validation Surveys in phases, M

N
T elim

inated in regions 1,2,3 

U
HC (delivery in health facility) 

District review
 in Papua, Region 4 



  

Strategies to sustain M
N

T Elim
ination  

  
•

Increasing routine DTP coverage am
ong infants and  

 
 

         TT2+ am
ong pregnant w

om
en 

 

•
Long term

 protection against tetanus through: 
–

Booster doses:  
•

DTP4 at 18 m
onths (since 2013)  

•
DT, Td for grade 1, 2 and 3 at elem

entary school (since 1984) 
–

TT/Td vaccination aŵ
oŶg CBAW

 (iŶĐl. ͞ďrides to ďe͟ aŶd pregŶaŶt ǁ
oŵ

eŶ) 

 
•

Short term
 TT SIAs,  in high risk districts only, targeting CBAW

 (15-39 years) 

  
•

Continued N
T surveillance as part of VPD surveillance through im

proving sensitivity on N
T cases 

in all districts incl. rem
ote districts to m

onitor progress and identify areas at risk. 

  
•

Im
proving clean delivery and cord care practice 

 •
U

se of eǀery opportuŶity duriŶg a Đhild aŶd ŵ
other’s ĐoŶtaĐt iŶ HF e.g. Đhildhood treatŵ

eŶt 
(IM

CI), M
alaria nets distribution, AN

C screening for M
alaria, HIV, etc. 

 

EPI 

SURV 

MCH 



3  Years 

5  Years 
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25  Years 

    D
TP-H

B
-H
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    D
TP-H

B
-H

ib 3 

   D
T (1st G

rade E
lem

entary School) 

   Td (2nd G
rade E

lem
entary School) 

   Td {3rd G
rade E

lem
entary School) 

         5
th G

rade       
X TT W

RA
 

9 yrs 

40 yrs 

 D
TP-H

B
-H

ib 4 (18 m
onths) 



School B
ased Im

m
unization, 

Td containing vaccines coverage, 2005-2014 

2005
2006

2007
2008

2009
2010

2011
2012

2013
2014

D
T kls 1

96.7
88.2

77.2
87.2

84.7
88.2

88.6
91.9

93.1
92.6

TT/Td kls 2
92

87.4
69.9

87.7
73.9

79.2
93.3

93.4
94.2

92.6
TT/Td kls 3

88.8
90.8

75.3
88

73.3
79.4

92.8
94.2

95.1
92.8

0 10 20 30 40 50 60 70 80 90

100

Td vaccine is used since 2011 



Picture w
as taken in 2014 during school based DT vaccination am

ong first grade students at SD. YPPK St. Vincentius, 
Asologaim

a sub-district of Jayaw
ijaya District, Papua - Indonesia 

Long term
 benefits of  Vaccination through 

 School based Im
m

unization? Recording? Screening? 



N
eonatal Tetanus C

ases and TT2+ (PW
) Im

m
unization 

C
overage, 2002 - 2014  
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63.5
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2007
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2009
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2011
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2014

D
ata as of 30 A

pr 2015  

Screening ? 



Selected 18 M
N

TE High Risk Districts 



  

Strategies to sustain M
N

T Elim
ination  

  
•

Increasing routine DTP coverage am
ong infants and  

 
 

         TT2+ am
ong pregnant w

om
en 

 

•
Long term

 protection against tetanus through: 
–

Booster doses:  
•

DTP4 at 18 m
onths (since 2013)  

•
DT, Td for grade 1, 2 and 3 at elem

entary school (since 1984) 
–

TT/Td vaccination aŵ
oŶg CBAW

 (iŶĐl. ͞ďrides to ďe͟ aŶd pregŶaŶt ǁ
oŵ

eŶ) 

 
•

Short term
 TT SIAs,  in high risk districts only, targeting CBAW

 (15-39 years) 

  
•

Continued N
T surveillance as part of VPD surveillance through im

proving sensitivity on N
T cases 

in all districts incl. rem
ote districts to m

onitor progress and identify areas at risk. 

  
•

Im
proving clean delivery and cord care practice 

 •
U

se of eǀery opportuŶity duriŶg a Đhild aŶd ŵ
other’s ĐoŶtaĐt iŶ HF e.g. Đhildhood treatŵ

eŶt 
(IM

CI), M
alaria nets distribution, AN

C screening for M
alaria, HIV, etc. 

 

EPI 

SURV 

MCH 



  

Strategies to sustain M
N

T Elim
ination  

  
•

Increasing routine DTP coverage am
ong infants and  

 
 

         TT2+ am
ong pregnant w

om
en 

 

•
Long term

 protection against tetanus through: 
–

Booster doses:  
•

DTP4 at 18 m
onths (since 2013)  

•
DT, Td for grade 1, 2 and 3 at elem

entary school (since 1984) 
–

TT/Td vaccination aŵ
oŶg CBAW

 (iŶĐl. ͞ďrides to ďe͟ aŶd pregŶaŶt ǁ
oŵ

eŶ) 

 
•

Short term
 TT SIAs,  in high risk districts only, targeting CBAW

 (15-39 years) 

  
•

Continued N
T surveillance as part of VPD surveillance through im

proving sensitivity on N
T cases 

in all districts incl. rem
ote districts to m

onitor progress and identify areas at risk. 

  
•

Im
proving clean delivery and cord care practice 

 •
U

se of eǀery opportuŶity duriŶg a Đhild aŶd ŵ
other’s ĐoŶtaĐt iŶ HF e.g. Đhildhood treatŵ

eŶt 
(IM

CI), M
alaria nets distribution, AN

C screening for M
alaria, HIV, etc. 

 

EPI 

SURV 

MCH 



Progress on M
CH  

in contributing to M
N

T elim
ination 

0 10 20 30 40 50 60 70 80 90

100

Clean delivery
Delivery in helath

facilities
AN

C1
AN

C4

2010
2013

S
ource: B

asic H
ealth S

urvery, 2010, 2013. 

Social safety net  -> U
HC Village m

idw
ives 



   

2010: Region 1 (Java &
 Bali); and region 2 (entire Sum

atera) 

2011: Region3 (entire Kalim
antan, Sulaw

esi, N
TT, N

TB) 

Status of M
N

TE validation in IN
D

O
N

ESIA
 

M
N

T has been elim
inated in ± 88.7%

 cities/districts, 97.4%
 population  

1 

3 
2 

4 

R
em

aining areas 2015, 2016 

N
orth M

ollucas 

M
ollucas 

W
 Papua 

Papua 

District Level data analysis: 
- U

sing spreadsheet 
- Series of indicators 
- Classify M

N
T Status 

- Classify routine perform
ance 



ChalleŶges…
…

…
.DeŶoŵ

iŶator  

•
7/14 districts in Papua are 
new, split from

 m
other 

districts; high projected 
population estim

ates  
•

True/actual pop about 60%
 

of political pop   
•

The real TT coverages are   
diluted or not reported  



R
em

arks: 

C
overage <80%

 
C

overage ≥80%
 and <95%

 
C

overage ≥95%
 

as of 29 M
arch 2016 

ProportioŶ of ProviŶce’s Achieveŵ
eŶt 

N
ational Coverage: 

96.4 %
 

2016 Polio N
IDs Coverage 

91 %
 

85.0 
%

 
107.8%

 
75.1%

 

79.1 %
 

95.8%
 

Discrepancy in use of target population betw
een census 

and province/district (possible overestim
ation) 



Logistic Challenge 
¾

Papua: m
any highland districts w

ith 
less developed  or no road netw

ork, 
geographically  very difficult to 
reach can only go by foot 1-3 days, 
security challenges 

     196 HCs in 14 districts,  
     only 9 %

 w
ith electricity,  

     only 50%
 refrigerator functioning  

                      (solar &
 electric)  

¾
M

ollucas: Rem
ote islands, access 

and transport issues, high tides 
¾

Sm
all target population in  very 

dispersed areas 
 



TRAN
S PAPUA – August 2016 



Socio-Cultural-Political Challenges 

¾
Security concerns m

ake it difficult for the health 
staff to do outreach activities (posyandu or 
pusling) and even for the population to access 
the health services in the facilities 

¾
Bupati (M

ayors) and DHO
 Heads support are key 

but variable in Papua 
¾

Som
e tribes continue to practice the use of 

traditional m
ethods in cutting the cord (sharp 

w
ood/bark as knot) and cord care 

(ash/herďs/ďee’s oil/etc) 
 



Health System
 Challenges 

¾
Poor recording and reporting of 
accom

plishm
ents (underestim

ation)  
¾

Lack of trained, m
otivated  health staff  

-
m

idw
ives and nurses in rem

ote areas  
    (<1 Doctor/10,000 pop) 
-

Frequent staff turnover 
-

Vaccinators have m
ultiple tasks 

¾
Healthcare Financing: difficulties in 
accessing governm

ent operational 
funds in Papua despite M

oH directives  
  



21 

Team
 based health w

ork force allocation 



1 Distr. 
2 HCs 

3 Kab 
5 PKM

 

3 kab 
4 PKM

 

1 kab 
1 PKM

 

4 kab 
9 PKM

 

6 kab 
24 PKM

 

1 Kab 
1 PKM

 

5 kab 
14 PKM

 

1 Kab. 
1 PKM

 

4 Kab 
5 PKM

 

3 kab.  
12 PKM

 

1 kab. 
3 PKM

 

1 kab 
 12 PKM

 

      120 R
em

ote H
ealth C

enters Year 2015  
15 PRO

V
IN

C
ES. 48 D

IST
R

IC
T

S 

K
A

LTA
R

A
 

7 kab/kota 
20 PKM

 

1 kab. 
1 PKM

 

1 Distr 
1 HCs 



2 Distr 
3 HCs 

10 kab 
25 PKM

 

1 Kab 
1 PKM

 

1 Distr, 
1 HCs 

1 Kab 
5 PKM

 

 130 R
EM

O
TE H

EA
LTH

 C
EN

TR
ES YEA

R
 2016 

16 PRO
V

IN
C

ES,  51 D
IST

R
IC

T
S 

4 Distr 
15 HCs 

5 Kab 
8 PKM

 

1 Kab 
2 PKM

 

2 Distrt 
2 HCs 

1 kab/kota 
2 PKM

 

1 Distr 
1 HCs 

1 kab/kota 
1 PKM

 

1 kab/kota 
3 PKM

 

4 kab/kota 
18 PKM

 

1 kab/kota 
1 PKM

 

2 kab/kota 
9 PKM

 

14 kab/kota 
33 PKM

 



W
hat innovation are designed  

•
Priority to reach all W

RA in the populated areas, 
Health centers w

ith population >1500  
•

Prioritization based on accessibility  and w
ith a 

very detailed realistic / costed m
icroplanning 

•
Adequate and tim

ely availability of  vaccine and 
logistics, enhanced supervision by Central and 
provincial level  m

anager 
•

Assessm
ents (RCA) undertaken to initiate 

appropriate action, especially in areas that are at 
highest  risk w

ith lim
ited data,  

  



•
Rapid Convenience Assessm

ent (RCA) in House hold, 
Papua 

  

W
H

O
 E

X
T

E
R

N
A

L
 M

O
N

IT
O

R
IN

G
  

1
5
 M

a
rch

 2
0

1
6

 

¾
Total Respondents                              : 1.401  

¾
N

um
ber of under 5s                           : 1.626 

¾
%

 under 5s im
m

unized during N
IDs : 89   %

  

¾
O

fficial Report                                      : 79.1%
 

 

Polio N
IDs : 8 – 15 M

arch 2016  



 
Innovative approach to provide TT  

 
•

Integrated service delivery, providing TT at all 
opportunity, Routine Im

m
unization, M

CH,  
•

Recent O
RI after pertussis outbreak in one district , TT 

w
as also given to W

RA 
•

Include TT Target for high risk districts as a pro-poor 
strategy  
–

1000 days agenda of Governor 
•

O
ptim

izing Integration of TT  w
ith Polio End gam

e 
strategies  
–

Polio m
onitors also assisting in M

N
TE im

plem
entation 

–
TT vaccine also given along w

ith Polio N
IDs in M

arch 
specifically in very rem

ote areas.    
 



TT provided  
as part of 
Polio N

IDs 



Thank you  

The saying ; 
Elim

inating M
N

T is sim
ple and iŶexpeŶsive…

is 
not alw

ays correct -
  



͞N
ew

͟ VaĐĐiŶatioŶ Platforŵ
s aŶd 

O
pportunities for TTCV Boosters 

Tracey Goodm
an, EPI Team

/HQ
 

Presentation to the SAGE M
N

TE W
orking Group M

eeting 
Aug 17-19, 2016 (Geneva) 



 MNTE SAGE W
G, Aug 17-19 2016 

2   

Vaccinating O
lder Age Groups 

     
B

eyond infancy 
vaccination 

B
irth 

Infant 

2
nd year 
of life 

School 
entry 

A
dolescence 

A
dult M

aternal 

Im
m

unization 
in life cycle 

G
VAP 

ESTAB
LISH

 a life-course approach 
to im

m
unization planning and 

im
plem

entation, including new
 

strategies to ensure equity across 
the life span. 



 MNTE SAGE W
G, Aug 17-19 2016 

3   

2YL Scheduled doses: W
HO

 Recom
m

endations 

z
DTP: Booster dose recom

m
ended 1-6 years (DTP-containing vaccine 4 or DTPCV4).      

For Pertussis-containing booster, it is recom
m

ended preferably during the second year 
of life. 

 z
M

easles-containing vaccine 2 (M
CV2):  

–
W

here high-risk of m
easles m

ortality: recom
m

ended 15-18 m
onths 

 

z
M

en A routine dose: a 1-dose schedule, at 9–18 m
onths of age based on local 

program
m

atic and epidem
iologic considerations.  

 z
Pneum

ococcal conjugate vaccine:  
–

  Alternative schedule  (2p+1) w
ith 2 doses before 6 m

onths and 

booster given betw
een 9 and 15 m

onths.  

 

z
And catch-up of any m

issing/delayed doses!  

   



M
ajority of countries (161) have 2-dose 

m
easles schedule, 2015 

D
ata source: W

H
O

/IV
B

 D
atabase, as of 27 June 2016 

M
ap production Im

m
unization V

accines and B
iologicals (IV

B
), 

W
orld H

ealth O
rganization 

T
he bo

u
nd

aries and
 nam

es sho
w

n and
 the d

esig
natio

ns u
sed

 o
n this m

ap
 d

o
 no

t im
p
ly the 

exp
ressio

n o
f any o

p
inio

n w
hatso

ever o
n the p

art o
f the W

o
rld

 H
ealth O

rg
anizatio

n 
co

ncerning
 the leg

al statu
s o

f any co
u
ntry, territo

ry, city o
r area o

r o
f its au

tho
rities, o

r 
co

ncerning
 the d

elim
itatio

n o
f its fro

ntiers o
r bo

u
nd

aries.  D
o

tted
 lines o

n m
ap

s rep
resent 

ap
p
ro

xim
ate bo

rd
er lines fo

r w
hich there m

ay no
t yet be fu

ll ag
reem

ent. ©
W

H
O

 2
0
1
6
. A

ll 
rig

hts reserved
. 

Introduced to date 
(161 countries or 83%

) 
P

lanned introductions in 2016  
(2 countries or 1%

) 

N
ot W

H
O

 M
em

ber S
tate or N

ot Introduced/N
o P

lans 
(31 countries or 16%

) 
N

ot applicable 



5 | 

 
Steady Progress w

ith M
C

V2, 1989-2015 
G

lobal Estim
ate (W

U
EN

IC
) 

Source: W
H

O
/U

N
IC

EF coverage estim
ates 2015 revision. July 2016 and W

H
O
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 Im
m

unization Vaccines and B
iologicals, (IVB

), W
orld H

ealth O
rganization.

 194 W
H

O
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em
ber States. D

ate of slide: 25 July 2016.
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137 C
ountries recom

m
ending a 4

th dose of 
D

TP-containing vaccines (D
TPC

V4), 2014 

D
ata source: W

H
O

/IVB
 D

atabase, as of 13 January 2016
 M

ap production Im
m

unization Vaccines and B
iologicals 

(IVB
),

 W
orld H

ealth O
rganization
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e b
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o
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e d
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 d
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p
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e p
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r o
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u
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o
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e d
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tio
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n
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o
u

n
d

a
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o
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a
p
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a
p

p
ro

x
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a
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o
rd
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h
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a
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o
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et b
e fu

ll a
g
reem

en
t. ©

W
H

O
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0
1
6
. A

ll 

rig
h

ts reserv
ed

.
 

R
ecom

m
ended in 2014 (137 countries or 71%

)
 N

ot Available, N
ot recom

m
ended (57 countries or 29%

)
 N

ot applicable
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128 Countries recom
m

ending both M
CV2 and 

DTPCV4, 2014 

D
ata source: W

H
O

/IVB
 D

atabase, as of 13 January 2016
 M

ap production Im
m

unization Vaccines and B
iologicals 

(IVB
),

 
W

orld H
ealth O

rganization
 

T
h

e b
o
u

n
d

a
ries a

n
d

 n
a
m

es sh
o
w

n
 a

n
d

 th
e d

esig
n

a
tio

n
s u

sed
 o

n
 th

is m
a
p

 d
o
 n

o
t im

p
ly

 th
e 

ex
p

ressio
n

 o
f a

n
y
 o

p
in

io
n

 w
h

a
tso

ev
er o

n
 th

e p
a
rt o

f th
e W

o
rld

 H
ea

lth
 O

rg
a
n

iza
tio

n
 

co
n

cern
in

g
 th

e leg
a
l sta

tu
s o

f a
n

y
 co

u
n

try
, territo

ry
, city

 o
r a

rea
 o

r o
f its a

u
th

o
rities, o

r 

co
n

cern
in

g
 th

e d
elim

ita
tio

n
 o

f its fro
n

tiers o
r b

o
u

n
d

a
ries.  D

o
tted

 lin
es o

n
 m

a
p

s rep
resen

t 

a
p

p
ro

x
im

a
te b

o
rd

er lin
es fo

r w
h

ich
 th

ere m
a
y
 n

o
t y

et b
e fu

ll a
g
reem

en
t. ©

W
H

O
 2

0
1
6
. A

ll 

rig
h

ts reserv
ed

.
 

B
oth recom

m
ended in 2014 (128 countries or 66%

) 

N
ot Available, N

one recom
m

ended (31 countries or 16%
) 

N
ot applicable 

D
TP4 not recom

m
ended (26 countries or 13%

) 

M
C

V2 not recom
m

ended (9 countries or 5%
) 
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19 Countries recom
m

ending both DTPCV4 and M
CV2 

at the sam
e age during 2YL, 2014 

D
ata source: W

H
O

/IVB
 D

atabase, as of 13 January 2016
 M

ap production Im
m

unization Vaccines and B
iologicals 

(IVB
),

 
W

orld H
ealth O

rganization
 

T
h

e b
o
u

n
d

a
ries a

n
d

 n
a
m

es sh
o
w

n
 a

n
d

 th
e d

esig
n

a
tio

n
s u

sed
 o

n
 th

is m
a
p

 d
o
 n

o
t im

p
ly

 th
e 

ex
p

ressio
n

 o
f a

n
y
 o

p
in

io
n

 w
h

a
tso

ev
er o

n
 th

e p
a
rt o

f th
e W

o
rld

 H
ea

lth
 O

rg
a
n

iza
tio

n
 

co
n

cern
in

g
 th

e leg
a
l sta

tu
s o

f a
n

y
 co

u
n

try
, territo

ry
, city

 o
r a

rea
 o

r o
f its a

u
th

o
rities, o

r 

co
n

cern
in

g
 th

e d
elim

ita
tio

n
 o

f its fro
n

tiers o
r b

o
u

n
d

a
ries.  D

o
tted

 lin
es o

n
 m

a
p

s rep
resen

t 

a
p

p
ro

x
im

a
te b

o
rd

er lin
es fo

r w
h

ich
 th

ere m
a
y
 n

o
t y

et b
e fu

ll a
g
reem

en
t. ©

W
H

O
 2

0
1
6
. A

ll 

rig
h

ts reserv
ed

.
 

R
ecom

m
ended in 2014 (19 countries or 10%

) 

N
ot Available, N

ot recom
m

ended (175 countries or 90%
) 

N
ot applicable 

2YL= 13-24 m
onths
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Considerations: 2YL for TTCV Booster 

z
Vaccine Supply 
–

For M
CV2 sam

e vaccine (w
astage savings) 

–
For TTCV booster needs to be different from

 prim
ary series (Penta) 

 
z

Dem
and creation am

ong caregivers 
–

N
eed to im

prove com
m

unication w
ith caregivers about need for 18 m

onth visit 
(provision of im

m
unization services to >1 year is new

) 
 z

Data and Recording issues (Health staff training) 
–

Definitions 
–

Recording and reporting issues – ͞how
 tallǇ sheets iŶflueŶĐe behaviour͟ 

–
Coverage calculations – ͞w

hat deŶoŵ
iŶator?͟ 

 
z

O
ther IM

PO
RTAN

T Influences 
–

Annual W
HO

/U
N

ICEF Coverage Estim
ates (W

U
EN

IC) for M
CV2 

–
Funding support (Gavi for M

CV2) 
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Routine Vaccination Provided in Schools, 
JRF 2015 data 

School-based 
vaccination 
m

ore frequent 
in LM

IC
s 

(caution: SIA
s?) 
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Types of Health Services Provided to School 
Children w

ith Vaccination (2011) 

z
Services: 
–

Dew
orm

ing 
–

General check up (vision, hearing, 
grow

th) 
–

Dental  
–

Screening (N
CDs, nutritional status) 

–
Education, aw

areness, m
ental health 

–
Curative, referral 

–
N

utrition (supplem
ents, food) 

z
A few

 countries also report w
ater &

 
sanitation and hygiene 

O
ther services delivered through SBI

0 5 10 15 20 25 30 35

G
eneral check-up

Education/Counselling

D
entalD

ew
orm

ing
Screening
N

utrition
Curative

Health services

Number of countries reporting
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5 Country* Study 2009: 
Enabling factors for successful school vaccination 
z

High enrolm
ent of school-age children, both genders 

z
Strong prim

ary healthcare system
 w

ith adequate netw
ork of health centres at low

er 
levels 

z
Strong central governm

ent support* through vaccine supplies and equipm
ent 

procurem
ent  

z
Collaboration betw

een m
inistries, especially M

O
H and M

O
E, and w

ithin departm
ent 

of M
O

H 

z
Standard of operations, guidelines and training 

z
Cooperation of staff from

 schools and healthcare w
orkers 

z
People's trust in the public health and education system

 

*Indonesia, M
alaysia, Sri Lanka, Syria, Tunsia 
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The opportunity of school health program
s 

 Com
pulsory school age range 

0 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19

Myanmar
Pakistan

Bangladesh
Lao PDR

Benin
Cameroon
DR Congo

Guinea-Bissau
Haiti

Nicaragua
Sierra Leone

Burundi
Gambia
Lesotho

Mozambique
Niger

Uganda
Zimbabwe

Comoros
Kenya
Malawi

Sudan (pre-)
UR Tanzania

Zambia
Cambodia

Eritrea
Ethiopia

India
Madagascar
Mauritania

Nigeria
Papua New Guinea

Timor-Leste
Viet Nam

Yemen
Afghanistan

CAR
Chad

Côte d'Ivoire
DPR Korea

Ghana
Kyrgyzstan

Mali
Rwanda
Senegal

Tajikistan
Togo

Burkina Faso
Djibouti
Guinea
Liberia

Sao Tome
Uzbekistan

C
om

pulsory starting age
C
om

pulsory ending age

Source: U
N

ESCO
 Institute for Statistics, 2012

 
S 
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“chool Vaccination: ͞Easy to say, difficult to do͟ 

 CO
N

TEN
TS 

1.
O

verall readiness  - deals w
ith the policy 

level support for school based 
vaccination 

2.
School readiness  -  deals w

ith the 
school level infrastructure and processes 

3.
Im

plem
entation readiness  -  deals w

ith 
the Health system

 readiness to 
adm

inister in schools  
4.

 How
 to develop an im

provem
ent plan 

5.
  Bibliography 

 



 MNTE SAGE W
G, Aug 17-19 2016 

15   

Global School Health Policies &
 Practices Surveillance 

(SHPPS) 

•
B

uild on the success of G
S

H
S

 
(optional com

ponent) 
 

•
G

enerate pop-based national data 
on the characteristics &

 quality of 
school health policies in schools 
(prim

ary &
 secondary) 

 
•

131 Q
uestions in 5 topic areas: 

-
P

hysical E
ducation/A

ctivity 
-

H
ealth S

ervices (incl. vaccination) 
-

H
ealth E

ducation 
-

N
utrition S

ervices 
-

S
chool E

nvironm
ent 

 
•

C
ountry w

orkshop July 2012 then 
piloting 
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0
1,750

3,500
875

Kilom
eters

Adolescent Vaccination Platform
: HPV Vaccination 

* Includes partial introduction but excludes 
countries w

here vaccination is tem
porarily 

interrupted
 D

ata source: W
H

O
/IVB

 D
atabase, as of 

30 January 2015
 M

ap production Im
m

unization Vaccines 
and B

iologicals (IVB
),

 W
orld H

ealth O
rganization

 

T
h

e b
o
u

n
d

a
ries a

n
d

 n
a
m

es sh
o
w

n
 a

n
d

 th
e d

esig
n

a
tio

n
s u

sed
 o

n
 th

is m
a
p

 d
o
 

n
o
t im

p
ly

 th
e ex

p
ressio

n
 o

f a
n

y
 o

p
in

io
n

 w
h

a
tso

ev
er o

n
 th

e p
a
rt o

f th
e W

o
rld

 

H
ea

lth
 O

rg
a
n

iza
tio

n
 co

n
cern

in
g
 th

e leg
a
l sta

tu
s o

f a
n

y
 co

u
n

try
, territo

ry
, city

 

o
r a

rea
 o

r o
f its a

u
th

o
rities, o

r co
n

cern
in

g
 th

e d
elim

ita
tio

n
 o

f its fro
n

tiers o
r 

b
o
u

n
d

a
ries.  D

o
tted

 lin
es o

n
 m

a
p

s rep
resen

t a
p

p
ro

x
im

a
te b

o
rd

er lin
es fo

r 

w
h

ich
 th

ere m
a
y
 n

o
t y

et b
e fu

ll a
g
reem

en
t. ©

W
H

O
 2

0
1
5
. A

ll rig
h

ts reserv
ed

.
 

Introduced* to date
 

(60 countries or 31%
)

 

N
ot A

vailable, not Introduced / no plans
 

(111 countries or 57%
)

 

N
ot applicable

 G
avi supported nationw

ide introduction
 

(2 countries or 1%
)

 

G
avi D

em
o projects (started to date)

 
(14 countries or 7%

)
 

G
avi D

em
o projects (starting 2015/16)

 
(9 countries or 4%

)
 



Integrating H
PV vaccination w

ith adolescent 
health interventions and program

s  
•

An opportunity for reaching girls and boys w
ith 

additional health interventions.. 

B
routet et al. JAH

, 2013;  H
indin et al. JAH

, 2015
 

 ADOLESCENT  H E A L T H 
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Learning from
 HPV Vaccination 

z
School-ďased ͞Đaŵ

paigŶ-stǇle͟ = 
high coverage; found to be expensive 
($3-$5/dose) and not sustainable 

z
M

any adjusting delivery strategy to 
routine outreach/facility (coverage?) 

z
Strong com

m
unication effort needed 

(rum
ours/consent) 

z
Integration w

ith other health 
interventions not easy/fast and boys 
left out 

z
W

orking w
ith new

 partners takes 
tim

e 
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In Sum
m

ary 

z
N

o ͞readǇ ŵ
ade͟ platforŵ

 eǆists for TTCV ďooster – BU
T there are 

opportunities (w
ill differ from

 country to country) 

z
Challenges for TTCV boosters likely to be sim

ilar (identifying 
target/denom

inators, dem
and, recording/reporting, training, 

ruŵ
ours, etĐ…

BU
T at lot of learŶiŶg froŵ

 M
CV2/2YL and HPV 

vaccine 

z
Funding support helps BU

T countries have a lot to prioritize 
(financial sustainability is a concern for m

any) 

z
͞W

hat gets counted, counts͟ – need to produce W
HO

/U
N

ICEF 
Coverage Estim

ates for TTCV boosters 

z
Engagem

ent of new
 partners and stakeholders is key (particularly for 

adolescent platform
 and school vaccination) 



Thank you 

 



HIV prevention through 
voluntary medical male 
circumcision and TTCV  
gaps for males 

Liz Miller, Public Health England 
Julia Samuelson 
W

HO Department of HIV/AIDS 



 
2030 A

genda for S
ustainable D

evelopm
ent  

 

3.3   B
y 2030, end the 

epidem
ics of A

ID
S

, 
tuberculosis, m

alaria 
 and neglected tropical 
diseases and com

bat 
hepatitis, 

 w
ater-borne diseases 

and other 
com

m
unicable 

diseases
    

Ending the AIDS epidem
ic 

 firm
ly 

 enshrined in SDGs 







Antiretroviral therapy coverage and num
ber of AIDS-

related deaths, global, 2000–2015 

Sources: G
ARPR 2016; U

N
AIDS 2016 estim

ates. 



N
ew

 HIV infections am
ong people  

aged 15 years and over, by region, 2010–2015 

Source: U
N

AIDS 2016 

H
IV

 incidence is declining but very lim
ited  



HIV im
pact targets,  

m
aintaining coverage or fast track coverage 

HIV infections in millions 



 Efficacy in  HIV Prevention Interventions (2013) 



H
IV prevention research: 

- O
bservational data 

- G
lobal consensus to        

conduct R
C

Ts     
K

enya, 
U

ganda, 
South Africa 
random

ized 
control trials   

 

U
N

AID
S and W

H
O

 G
lobal 

R
ecom

m
endations 

M
edical m

ale circum
cision for H

IV prevention  

2000
 

2005  - 2006
 

1989
 

Im
plem

entation in priority countries 
of eastern &

 southern Africa 

2007 - today
 

2007
 

60%
 reduction in risk 



Im
pact 

•
these 11.7 m

illion M
C estim

ated to avert 335 000 HIV infections by 2025; half a m
illion by 

2030 
•

in HIV incidence reduction show
n in Rakai U

ganda and O
range Farm

 South Africa 



Table. K
ey features of 15 cases of tetanus after voluntary m

edical m
ale  

circum
cision reported to the W

orld H
ealth O

rganization from
 2012 to 2016 

Procedure 
date 

C
ountry 

Procedure 
m

ethod 
A

ge, 
years 

D
ays 

to  
sym

pt
om

s 

D
ays 

to 
diagno
sis 

D
ays to 

death 
C

ircum
cision 
w

ound 

U
nclean 

substance 
applied to 
w

ound 

A
lternate 

exposure 
route on 
body 

M
ay 2016 

R
w

anda 
D

evice 
18 

  9 
10 

18 
C

lean 
N

o 
P

ossibly 

M
ar 2016 

R
w

anda 
D

evice 
34 

  8 
11 

12 
C

lean 
U

nknow
n 

N
o 

S
ep 2015 

R
w

anda 
D

evice 
39 

U
nk 

14 
n/a 

C
lean 

U
nconfirm

ed 
Y

es 

S
ep 2015 

U
.R

. Tanzania 
S

urgery 
13 

  7 
15 

tbc 
U

nk 
Y

es 
Y

es 

M
ar 2015 

U
ganda 

S
urgery 

19 
10 

12 
U

nknow
n 

C
lean 

U
nknow

n 
N

o 

M
ar 2015 

U
ganda 

S
urgery 

11 
  7 

10 
12 

S
eptic 

Y
es 

N
o  

N
ov 2014 

U
nited R

epublic 

of Tanzania 
S

urgery 
18 

11 
16 

35 
S

eptic 
Y

es 
U

nknow
n 

S
ep 2014 

U
ganda 

D
evice 

32 
  7 

  8 
14 

S
eptic 

U
nknow

n 
U

nknow
n 

S
ep 2014 

U
ganda 

S
urgery 

11 
11 

12 
17 

S
eptic 

Y
es 

Y
es 

A
ug 2014 

K
enya 

S
urgery 

15 
11 

11 
13 

S
eptic 

Y
es 

 N
o 

A
ug 2014 

U
ganda 

D
evice 

19 
11 

12 
14 

S
eptic 

U
nknow

n 
U

nknow
n 

M
ay 2014 

R
w

anda 
D

evice 
47 

12 
12 

n/a 
C

lean 
U

nconfirm

ed 
 Y

es 
Jun 2013 

U
ganda 

S
urgery 

18 
8 

15 
n/a 

C
lean 

U
nknow

n 
 Y

es 
D

ec 2012 
Zam

bia 
S

urgery 
12 

5 
  8 

  9 
S

eptic 
Y

es 
N

o 

A
pr 2012 

Zam
bia 

S
urgery 

16 
12 

12 
n/a 

S
eptic 

U
nknow

n 
 N

o 
 



Additional points  -- U
ganda, Indonesia 

•
Background rates  
–

Inpatient non-neonatal rate of 3 / 100 000 m
ales 

–
O

utpatient N
N

 rate of 8.6 / 100 000 m
ales 

•
risk of tetanus follow

ing circum
cision is restricted to an approxim

ate one m
onth period  

•
the relevant background com

parison is tetanus incidence per m
onth, not year,  or 0.25 

inpatient cases / 100 000 m
onths, 0.71 outpatient cases /100 000 m

onths   
•

M
ethod differences 

•
Zziw

a, 2009: St Francis Hospital Buluba U
ganda, record review

 
–

154 cases during 2005-2008: 66%
 m

ales, 66%
 > 5 years, CFR 47%

 
–

Am
ong 71 cases in 2007-8:   

•
87%

 low
er extrem

ity w
ounds 

•
Cause 17%

 jiggers – unknow
n 52%

 

•
HCM

C VietN
am

, 80%
 adm

issions m
ales 

•
Papua Indonesia interested in VM

M
C, TTCV rates appear low

 
  

12
 



Sum
m

ary of hospital studies of non-neonatal tetanus in sub-Saharan 
Africa published 2003-2014  

– 71%
 m

ales, 32.7 years  
Year 

Author 
Country 

Study Period 
Population 

Sam
ple 

Size 
M

ean/M
edian Age 

(yrs) 
M

ale 
(%

) 
Case Fatality 

Rate (%
) 

2014 
Saw

e et al. 24 
Tanzania 

2009-2011 
ICU

 adm
issions at 4 tertiary hospitals 

5627 
  

  
71 

2013 
M

uteya et al. 25  
DR Congo 

2005-2009 
All tetanus adm

issions 
  

39.38 
95.5 

52.4 
2013 

Traore et al. 26 
Guinea 

2001-2012 
Tetanus cases all hospitals in Conakry 

8,649  
  

73 
75 

2012 
O

shinaike et al. 27  
N

igeria 
2006-2011 

Tetanus adm
issions >10 years 

176  
  

75 
56.2 

2012 
Bankole et al. 28 

N
igeria 

2000 -2009 
Adult tetanus adm

issions 
78,009  

30.4 
75 

16.3 
2012 

Am
are et al. 29 

Ethiopia 
2001-2009 

TetaŶus adŵ
issioŶs ≥ϭ3 years  

68  
33.8 

77.9 
35.3 

2012 
M

inta et al. 30 
M

ali 
2004-2009 

TetaŶus adŵ
issioŶs ≥ϭϱ years 

1,839  
  

  
46.2 

2012 
Aba et al. 31 

Cote d'Ivoire 
2003-2008 

Surgical tetanus cases 
29  

36 
  

45 
2011 

Am
are et al. 32 

Ethiopia 
1996-2009  

TetaŶus adŵ
issioŶs ≥ϭ3 years  

171  
33 

75.4 
38 

2011 
U

gw
u &

 U
gw

u
33 

N
igeria 

1999-2008 
Children after intram

uscular injection 
175  

  
60 

80 
2010 

Akhuw
a et al. 34 

N
igeria 

2005-2008 
Post-neonatal tetanus cases 

18  
5.83 

77 
5.9 

2010 
Faw

ibe et al. 35 
N

igeria 
  

Adult tetanus adm
issions 

35  
33 

  
57 

2009 
Tadesse et al. 36  

Ethiopia 
2003-2008 

Adult tetanus adm
issions 

29  
35 

65.5 
41.4 

2009 
Dao et al. 37 

M
ali 

2001-2004 
All tetanus adm

issions 
54  

39 
69 

38.9 
2009 

Zziw
a et al. 38 

U
ganda 

2005-2008 
All tetanus adm

issions 
25,118  

13.5 
66 

47 
2009 

Chukw
ubike et al. 39 

N
igeria 

1996-2005 
TetaŶus adŵ

issioŶs ≥ϭϲ years 
86  

  
58.1 

42.9 
2009 

Ajose &
 O

dusanya
40 

N
igeria 

  
Adult tetanus adm

issions 
164  

  
  

70.1 
2008 

Tow
ey and O

jara
41 

U
ganda 

2005-2006 
All ICU

 adm
issions 

218  
  

  
47 

2008 
Soum

are et al. 42 
Senegal 

1999-2006 
Post-circum

cision tetanus at ID clinic 
1,291  

9 
N

A 
7.4 

2008 
O

nw
uekw

e et al. 43 
N

igeria 
1999-2003 

All tetanus adm
issions 

12  
29 

58 
0 

2007 
Kom

olafe et al. 44 
N

igeria 
1995-2004 

Adult tetanus adm
issions 

79  
  

70. 9 
45 

2007 
Sanya et al. 45 

N
igeria 

1990-2001 
Adult tetanus adm

issions 
202  

36 
68 

64 
2006 

M
elaku et al. 46 

Ethiopia 
1985-2000 

All tetanus adm
issions 

3,548  
37.1 

58.3 
  

2005 
N

dour et al. 47 
Senegal 

1999-2002 
Tetanus after intram

uscular injection 
46  

34.5 
  

60.8 
2005 

Am
salu et al. 48 

Ethiopia 
1989-1998 

Children w
ith tetanus diagnosis 

113  
9 

  
31.4 

2005 
Soum

are et al. 49 
Senegal 

M
ar-Sept 2002 

Children aged 1-15 w
ith tetanus 

40  
8.8 

75 
8 

2005 
Soum

are et al. 50 
Senegal 

Sept-Dec 2002 
Tetanus adm

issions >4 years 
30  

36 
70 

26.7 
2005 

O
jini &

 Danesi 51 
N

igeria 
1990-1999 

TetaŶus adŵ
issioŶs ≥ϭϬ years 

349  
29.8 

66 
36.96 

2005 
Seydi et al. 52 

Senegal 
2001-2003 

Tetanus adm
issions >28 days old 

410  
20 

70.7 
22 

2005 
M

chem
be &

 M
w

afongo
53 

Tanzania 
2004 

Tetanus adm
issions 

  
20-40 

91 
72.7 

2004 
Tanon et al. 54 

Cote d'Ivoire 
1985-1998 

All tetanus adm
issions 

1,870  
28 

71 
31.9 

2003 
Hesse et al. 55 

Ghana 
1994-2001 

All tetanus adm
issions 

158  
32.7 

76.6 
50 
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Ethio
pia

Ken
ya

M
o

zam
biqu

e

R
w

an
da

So
u

th
 A

frica

U
gand

a

Tanzan
ia

Zam
bia

Zim
b

ab
w

e

Diphtheria-Tetanus-Pertussis dose 3 (DTP3) im
m

unization 
coverage in 9 of the African countries im

plem
enting voluntary 

m
edical m

ale circum
cision  



Generation of short term
 protection  

(relevant for recom
m

endations pre-m
ale circum

cision) 

•
Booster response in a prim

ed individual (at 
least one dose in past) 
–

Tim
e since last dose not relevant as booster 

response is elicited m
any decades after last 

dose (com
m

on feature of inactivated 
vaccines) 

–
Age (adolescent versus adult) not relevant 

–
Kinetics suggest booster dose should be given 
at least 7 days before procedure but ideally  
14 days before 

–
O

ne booster dose sufficient  
•

Prim
ary response in a vaccine-naïve 

individual 
–

Single prim
ing dose inadequate 

–
Tw

o doses 4 w
eeks apart needed 

•
N

o herd im
m

unity 



N
atural im

m
unity to tetanus? 

•
Recovery from

 disease does not reliably produce protective 
antibodies 

•
Som

e claim
 natural im

m
unity can be acquired via asym

ptom
atic 

colonisation of gut to explain antibodies detected in unvaccinated 
individuals but 
 –

lack of prior vaccination not confirm
ed in these individuals or  

–
N

on-specific in vitro assay used 
 

•
Safer to assum

e that there is no background of naturally-acquired 
im

m
unity 

 
•

Also no herd im
m

unity as infection is not spread hum
an to hum

an 



Q
uote from

 tetanus m
odule 3 2006 

•
Studies in African schoolchildren (Rey, 1981), Indian 
m

ilitary recruits (M
enon et al. 1976), persons taking 

care of horses (Lahiri, 1939), pregnant w
om

en in New
 

Guinea (M
acLennan et al. 1965), and healthy persons 

in Upper Volta (Brem
an et al. 1981), have 

dem
onstrated that populations in developing countries 

w
ith a high level of exposure to tetanus spores usually 

lack tetanus neutralizing antitoxins. Even if 
asym

ptom
atic colonization and infection of the 

intestine w
ith tetanus organism

s occurs in som
e areas 

of the developing w
orld, natural im

m
unity is not 

thought to have any practical im
portance in controlling 

tetanus. 



Recom
m

endations from
 consultation in 2015 and 2016 

A dual approach:  TTCV and clean care 
•

For conventional surgical m
ethods of m

ale circum
cision, the experts recom

m
ended that no 

m
odification the strategies used ǁ

ill depeŶd oŶ the couŶtry’s TTCV schedule and practices, and its 
tetanus burden. M

inistries of health are advised to develop and phase in effective and practical 
delivery strategies for providing at least one dose of TTCV at the tim

e of voluntary m
edical m

ale 
circum

cision (VM
M

C), unless an individual has docum
ented evidence of protection through receipt of 

the necessary num
ber of doses of TTCV.  

•
For circum

cision w
ith a device m

ethod that requires that the foreskin rem
ains in situ for several days 

before it is rem
oved, the June 2016 consultation updated its previous advice:  should only be 

undertaken if the client is adequately protected against tetanus by im
m

unization w
ith TTCV. Based on 

W
HO

 2006 recom
m

ended vaccination schedule 
–

tw
o TTCV doses at least 4 w

eeks apart, w
ith the second dose at least 2 w

eeks before device 
placem

ent; or  
–

b) if a client has previously received three infant doses, or one dose during adolescence or 
adulthood, a booster at the tim

e of device placem
ent (this m

ust be given at least 2 w
eeks before 

placem
ent); or  

–
c) a series of five doses of TTCV.  

•
N

eed to strengthen efforts to better educate all M
C clients, their parents/care givers (in case of 

adolescents), com
m

unities, traditional healers on im
portance of avoiding harm

ful w
ound-care 

practices. This applies to all m
ale circum

cision m
ethods.  

•
Principles of IPC for skin preparation m

ust be applied for all m
ethods. 

•
W

ork closely w
ith im

m
unization program

m
es 

 



Rapid (point of care) antibody test 
  

•
M

arketed as ProTetanus in U
K, TQ

S in rest of 
Europe and SD BIO

LIN
E Tetanus in Korea 

•
Detection threshold 0.1 IU

/m
L for serum

 or 
0.2 IU

/m
L if w

hole blood   http://w
ebarchive.nationalarchi

ves.gov.uk/20141205150130/htt
p://w

w
w

.m
hra.gov.uk/Publicatio

ns/Postersandleaflets/CO
N

0083
82 
 M

HRA guidelines on point of 
care testing 



http://w
w

w
.google.co.uk/url?sa=t&

rct=j&
q=&

esrc=s&
frm

=1&
source=w

eb&
cd=1&

ved=0CCEQ
FjA

A&
url=http%

3A%
2F%

2Fnhscep.usecnnect.co.uk%
2FShow

Docum
ent.ashx%

3Fid%
3D451%

26i%
3Dt

rue&
ei=ogP-VJW

JN
M

PiU
9eqgqgP&

usg=AFQ
jCN

F5e7H1cyU
cJw

j-O
-

juThCXM
U

m
e3Q

&
bvm

=bv.87611401,d.bGQ
 

•
Review

ed by N
HS Purchasing and Supply Agency in 2010 

(report at above w
eb address) for assessing need for HTIG and 

booster dose in A&
E 

•
Potential use in relation to M

C 
–

Serosurveys of susceptibility in target population (high 
specificity and sensitivity needed to produce m

eaningful 
results) 

–
Pre-M

C screening (high specificity needed to avoid false 
positives) 



Test perform
ance: conclusions of N

HS 
review

  
•

M
ore effectiǀe at deterŵ

iŶiŶg a patieŶt’s 
im

m
une status than history 

•
Specificity high (estim

ates ranged from
 94-

100%
 using ELISA at 0.1IU

/ŵ
L as ͞gold 

staŶdard͟) 
•

 Sensitivity low
 (estim

ates ranged from
 55-

83%
)  

Thus, test could be useful for identifying non-
im

m
une subjects but not useful for serosurveys.  



Key issues on im
plem

entation 
in the 14 countries of ESA 

•
Vaccination policy:   
–

Policy for boys and m
en after infancy lim

ited  
•

reported policy to provide booster doses only in South 
Africa (6 and 12 years); Zim

babw
e (18 m

onths) 
•

Practice: coverage of school and booster age unknow
n   

•
Reporting tetanus 
–

O
nly U

ganda reports non-neonatal tetanus – reporting accuacy? 
–

Safety m
onitoring w

ithin VM
M

C / program
m

es 

•
Resources 
–

Reported stock out in Rakai U
ganda during pilot to im

plem
ent 2 doses 

–
Funding – HIV or vaccine program

m
es? 

•
O

ther options: use of PO
C ? 

•
Im

m
ediate and longer term

 perspectives:  
–

VM
M

C platform
, routine vaccination for adolescents 

 



Adolescents are in need of m
ultiple services_ 

HIV/AIDS, vaccination (HPV, TTCV), other 

23
 

S
ource: U

N
IC

E
F A

llIn To end 
A

dolescent A
ID

S
 

0 20 40 60Number of 
VMMCs/HIV … 
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VM
M

Cs per HIV infection averted 
in Zam

bia, 2010-2035 



Strategies and synergies by providing m
ultiple services 24

 

•
Gender gap in TTCV for m

ales 
•

VM
M

C Platform
 – reaching adolescent and adult m

en  
–

Short term
 – dual approach to protection  

•
Clean care – skin prep and w

ound care -- especially adolescents? 
•

Surgical, phase in one dose at tim
e of M

C, country context 
•

Com
pression device m

ethod: 2 doses of TTCV unless evidence of vaccination 
–

Role for PO
C, uniject? 

•
Longer term

 
–

Routinize 5 - 7 year dose  
–

School and adolescents doses for boys and girls 
–

Adolescents in need of integrated package of relevant services 


