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FOREWORD

The Government of Zimbabwe through the Ministry of Health and Child Welfare is
committed to the immunisation programme as a pillar for child survival and improvement
of child health.

Having been launched in 1982, the Expanded Programme on Immunisation as a public
health strategy under the auspices of Primary Health Care has registered significant
successes in the reduction of childhood morbidity and mortality from vaccine
preventable diseases such as measles.

In line with global targets set at the World Health Assembly (WHA) in 1989, the EPI has
expanded focus from just improvement in vaccination coverage to include eradication of
polio and elimination of measles and neonatal tetanus. Hence surveillance activities for
EPI diseases are in place as a direct assessment of the impact of the programme.

This immunisation policy is a successor to the 1986 policy. This revised EPI policy
document focuses on policy issues for implementation and standardisation of practices
commensurate with the changing environment and the need to sustain achievements in
improving the quality of life of children.

DR P L N SIKOSANA
SECRETARY FOR HEALTH AND CHILD WELFARE

in.



1. INTRODUCTION

The Zimbabwe Expanded Programme on Immunisation in accordance with World Health
Organisation was launched end of 1981 and the main focus was on control of EPI
preventable diseases. The Immunisation Programme has made remarkable strides among
which include improvement in vaccination coverage from 25 per cent in 1982 to 82 per cent
by 1989, attainment of Universal Child Immunisation in 1990, considerable reduction in
morbidity and mortality from vaccine preventable diseases and longer inter-epidemic
periods for measles from 2 years in the 80s to 4 - 5 years in the 90s.

The World Health Assembly (WHA) widened its focus for the 1990s in line with the World
Health Organisation (WHO) recommendations from just improvements in vaccination
coverage to include measles elimination, Neonatal Tetanus (NNT) elimination and Polio
eradication by the year 2000. These challenges were reinforced in the Declaration on the
Survival, Protection and Development of Children which was endorsed at the World Summit
for Children held at the United Nations in September 1990.

This manual provides a review of present Immunisation Policy recommended by WHO and
adopted by the Zimbabwe Expanded Programme on Immunisation.

The Zimbabwe Expanded Programme on Immunisation in accordance with WHO
recommendations has been vaccinating children against tuberculosis, poliomyelitis,
measles, diphtheria, tetanus and pertusis from 1982 to 1999. WHO in 1992 recommended
that all countries with a hepatitis B prevalence rate which is greater than 8% should
consider adding hepatitis B vaccine in the routine schedule. Zimbabwe included Hepatitis B
which is the seventh antigen in the routine infant immunisation in January 1999.

The review of the Zimbabwe Expanded Programme on Immunisation Policy is in response
to changing disease pattern and Health Sector Reforms as they impact on the health
delivery system.
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2.0 VACCINE PREVENTABLE DISEASES IN ZIMBABWE

Refer to annex 1 for Epidemiology of Vaccine Preventable Diseases and the EPI Disease
Surveillance Manual for Standard Case Definitions.

2.1 Tuberculosis:
Tuberculosis is a bacterial infection that is caused by mycobacterium tuberculosis from
humans and mycobacterium bovis from cattle. The transmission is by droplet infection.
The disease is characterised by persistent cough for over three weeks, loss of appetite,
loss of weight and night sweats. In young children it is difficult to diagnose but might
present as failure to respond to antibiotic treatment for acute respiratory infection. Other
characteristics include, generalised painful lymphadenopathy, signs suggesting meningitis
or central nervous system diseases in children.
2.2 Diphtheria:
Diphtheria is caused by the gram positive bacterium corynebacterium diphtheria. The only
natural host is man and transmission occurs via respiratory contact. Incubation period is
less than two weeks. Like any other respiratory infections transmission is increased in
overcrowded and poor socio-economic conditions. The disease presents as swelling of the
neck (bull neck), pseudo greyish membrane on the naso pharynx obstructing the airway
and the membrane bleeds easily to touch.

2.3 Tetanus:
Tetanus is caused by a gram positive anaerobic spore forming bacterium clostridium tetani.
It is not a communicable disease but is acquired through environmental exposure. The
main natural habitat for clostridium tetani spores is soil or animal and human feaces. In
neonates it presents with history of normal suck and cry for the first two days of life and
history of onset of illness between 3 - 2 8 days of age followed by stiff neck, inability to
suck, lockjaw and convulsions.

In adults, there is a history of a wound within the past month followed by lockjaw, stiff neck,
convulsions and photophobia. Neonatal tetanus is an important cause of infant mortality.
Maternal tetanus can occur by post partum contamination of the uterus. In addition to
vaccination, improving hygiene practices during delivery and proper wound care are
important interventions to reduce tetanus.

2.4 Pertussis:(Whooping Cough)
Is a highly contagious disease caused by infection of the respiratory tract by the gram-
negative bordetella-pertussis. The transmission is via close respiratory contact with a
symptomatic individual during the early stage of infection. Pertussis causes a severe
cough of several weeks duration, with a characteristic whoop often with cyanosis and
vomiting. In young infants the cough maybe absent and the disease may manifest itself as
spells of apneoa.



2.5 Poliomyelitis:
Poliomyelitis is an acute viral infection which spreads via the feaco-oral route, thus
transmission is higher in areas of poor sanitation. Where sanitation is good, pharyngeal
spread becomes more important. The incubation period is within 3 days. The disease is
characterised by sudden onset of fever followed by acute flaccid paralysis. The risk of
paralysis is approximately 1 in 200 infections among infants below 1 year old and 1 in 100
infections among children aged 1 - 1 4 years. The majority of cases with wild polio virus
are asymptomatic.

2.6 Measles:
Measles is an acute viral infection that is transmitted by close respiratory contact
characterised by fever, generalised maculo-papular rash, and any of the following(coryza
conjunctivitis and cough). The incubation period is 7-10 days. Most deaths occur through
secondary infections of the respiratory or gastrointestinal tract.

2.7 Hepatitis B:
The causative agent is the Hepatitis B virus (HBV), a DMA virus whose natural host is man.
The virus predominantly infects hepatocytes, in which it replicates. A component of the
virus coat, Hepatitis B Surface Antigen (HBsAg) is present in large amounts in the
bloodstream of infected individuals. Hepatitis B Surface Antigen is the first marker of
infection to appear in the serum of persons exposed to the virus.

The transmission of Hepatitis B can occur by four main routes:
a) Vertical - from mother to child in utero accounts for 5%.
b) Perinatal -during birth accounts for 95%.
c) Horizontal between siblings/family members by unspecified mechanism. Most likely

by unrecognised transfer of saliva or blood from skin wounds.
d) Parenteral or pecutaneous

Most commonly via infected blood or blood products but also via saliva and other
body fluids. Routes of transmission include transfusion, sharing of contaminated
needles, accidental needle prick-injuries, tattooing, ear piercing, oral surgery,
splashes onto mucous membrane or penetration of skin by an infected object.

e) Sexually :via semen, vaginal secretions and blood.

Hepatitis B infection has a long incubation period (90 days on average) during which the
individual is highly infectious. Individuals with chronic HBV infection are at a greatly
increased risk of developing cirrhosis of the liver or primary hepatocellular carcinoma.

• The case definitions presented herein shall be used in Zimbabwe.



3.0 VACCINE PREPARATIONS AVAILABLE

3.1 Bacille Calmette Guerin (BCG):
Bacille Calmette Guerin contains live attenuated microbacterium bovis. It is a freeze-dried
vaccine. The vaccine requires reconstitution with appropriate diluent before administration.
BCG is very sensitive to light and usually manufacturers pack it in dark containers/vials.
The clinical efficacy in preventing pulmonary tuberculosis has ranged from 0 - 80%.
Efficacy does not depend on BCG strain or manufacturer. BCG vaccine protects against
TB meningitis, miliary tuberculosis as well as leprosy. Hence the vaccine protects against
blood borne dissemination of the bacteria but does not limit the growth of localised foci that
occurs in pulmonary tuberculosis. Therefore BCG immunisation at birth will reduce the
morbidity and mortality from tuberculosis in infants.

3.2 Tetanus Toxoid:
Tetanus toxoid (TT) is a formaldehyde inactivated preparation of tetanus toxin adsorbed
onto aluminium salts to increase its antigenicity. The vaccine is stable and can withstand
exposure to room temperature without a significant loss of potency. It induces the
formation of specific antitoxin, which neutralises the toxin and is a highly effective vaccine.
In most cases, the efficacy of two doses of TT during pregnancy in preventing NNT has
ranged from 80-100%.

3.3 Pertussis Vaccine:
The pertussis vaccine used in Zimbabwe is whole cell pertussis, that is whole cell vaccine
that contains whole pertussis bacteria killed by chemicals or heat. The vaccine is
effective in preventing serious illness but does not protect completely against infection from
the organism.

3.4 Diphtheria Toxoid:
It is a formaldehyde inactivated preparation of diphtheria toxin, adsorbed onto aluminium
salts to increase its antigenicity. This toxoid protects against the action of the toxin.
Immunised persons can be infected by toxin - producing strains of diphtheria, but the
systemic manifestations of diphtheria do not occur. Diphtheria toxoid is almost always
administered together with tetanus toxoid and pertussis vaccine as part of DPT vaccine and
is also available as a component of DT.

3.5 Poliomyelitis Vaccine:
There are two types of vaccine against poliomyelitis oral and injectable. Oral polio (OPV)
vaccine is composed of three types of attenuated polio viruses (1, 2, and 3). Because of its
ease of administration, superiority in conferring intestinal immunity and the potential to
infect household and community contacts secondarily, ZEPI adopts OPV as the vaccine of
choice for Polio eradication.



The efficacy of 3 doses of OPV in preventing paralytic polio in developing countries ranges
from 72% to 98% when cold chain is properly maintained. Factors that reduce the immune
response in developing countries other than cold chain problems include interference from
other enteroviruses that may be related to seasonal differences in response and
interference between the three vaccine viruses that may be related to the relative doses of
each virus type in the vaccine formulation.

3.6 Measles Vaccine:
Measles vaccine is a live attenuated viral preparation derived from various measles virus
strains. It is very sensitive to light and most manufacturers pack it in dark coloured
containers/vials. The vaccine efficacy has been measured at 85% if given at 9 months of
age.

3.7 Hepatitis B Vaccine (HB):
There are two types of Hepatitis B vaccine containing HbsAg, which are Plasma derived
vaccine and DNA recombinant vaccine.

Both vaccines are safe and immunogenic and highly efficacious with over 90% of
susceptible children developing a protective antibody response after 3 doses. In Zimbabwe
the choice of the vaccine used is the DNA recombinant combined DTP-HB vaccine.
Refer to annex 2 for Vaccine Combined Preparation.

4.0 REGULATORY ISSUES RELATING TO VACCINE USE IN
ZIMBABWE

Zimbabwe currently does not manufacture vaccines. All vaccines used for the
Immunisation Programme are imported.

• All vaccines should undergo quality control measures before use.

• All vaccines used must be registered by the Medicines Control Authority of Zimbabwe
and should also conform to the World Health Organisation and UNICEF standards.

• ZEPI is open to explore other vaccine preparations in response to the changing disease
patterns such as haemophylus influenza type B, malaria, HIV/AIDS and rubella vaccine.

• All vaccine preparations in use should be made available at all levels of the health care
delivery system, including the private sector at all times free of charge to the recipient.

5.



5.0 COLD CHAIN MAINTENANCE

Cold chain is a system of people and equipment which ensures that the correct quantities
of potent vaccines reach women and children who need them. The elements of an
effective cold chain system are knowledgeable health personnel, adequate functional
equipment, vaccine supplies and transport. All vaccines are sensitive to heat, light and/or
cold.

Refer to annex 3 for information on cold chain maintenance.

• Polio is the vaccine that is most sensitive to heat and therefore should be kept on the
coldest part of the refrigerator.

• Measles and BCG are very sensitive to light and should not be exposed to direct light
during immunisation.

• All toxoids (DPT-HB, DT, TT AND DPT) are affected by freezing. If frozen, they will lose
their potency. These vaccines should be kept on the part of the refrigerator where
temperatures are likely to stay between 0-8 degrees centigrade i.e. in middle shelf for
upright refrigerator and outer compartment for box type refrigerators.

• A shake test should be done to determine if toxoids were frozen before at each
delivery, when ever it is suspected that toxoids were frozen and during supervision.

• Vaccines should be transported under cold chain (0 -8°C) using the fastest possible
means.

• EPI refrigerators should be used for storage of vaccines only.

• Do not store vaccines in the door shelves and vegetable compartments of the
refrigerator.



6.0 IMMUNISATION SCHEDULES

Table 1: IMMUNISATION SCHEDULE FOR CHILDREN UNDER FIVE YEARS

Age

At birth or
first contact

3 months

4 months

5 months

9 months

18 months

5 years

Vaccine

BCG

OPVI

DTP-HB1

OPV2

DTP-HB2

OPV3

DTP-HB3

Measles

OPV

DPT booster 1

OPV

DT booster 2

Route

Intradermal

Orally

Intra muscularly

Orally

Intra Muscularly

Orally

Intra Muscularly

Subcutaneous

Orally

Intra Muscularly

Orally

Intra Muscularly

Site

Right arm, at the
insertion of the
deltoid muscle
Oral

Anterolateral aspect
of the thigh

Mouth

Anterolateral aspect
of thigh
Oral

Anterolateral aspect
of the thigh
Left upper arm

Oral

Antero lateral
asjDectof the thigh
Oral

Antero lateral
aspect of the thigh

Doses

0.05ml

2-3 drops

0.5ml

2-3 drops

0.5ml

2-3 drops

0.5ml

0.5ml

2-3 drops

0.5ml

2-3 drops

0.5ml

N.B. For the doses always refer to manufacturer's instructions.

• Repeat administration of BCG if there is no scar after three months.

• EPI Unit shall update all service providers on new trends regarding vaccines.



6.1 PREVENTION OF NEONATAL TETANUS THROUGH
IMMUNISATION OF WOMEN OF CHILD BEARING AGE .

Tetanus toxoid immunisation for all women of child bearing age (WCBA) (15 -49 years)
aims at protecting newborns against neonatal tetanus. When most women of childbearing
age have not previously been immunised with TT in their infancy or adolescence, the
recommendation is to implement the TT five dose schedule as detailed in table 2.

Table 2 : TT IMMUNISATION SCHEDULE FOR WCBA (15 TO 49 YEARS)

Dose

TT1

TT2

TT3

TT4

TT5

Timing

At first contact or as early
as possible in pregnancy

At least 4 weeks after TT1

At least 6 months after TT2

At least one year after TT3

At least one year after TT4

Expected Duration
of Protection
None

1-3 years

5 years

10 years

All child bearing
years

Doses

0.5ml

0.5ml

0.5ml

0.5ml

0.5ml

Route

Intra
Muscularly

Intra
Muscularly
Intra
Muscularly
Intra
Muscularly
Intra
Muscularly

Site

On the Deltoid
Muscle

On the Deltoid
Muscle
On the Deltoid
Muscle
On the Deltoid
Muscle
On the Deltoid
Muscle.

Table 3: TT IMMUNISATION SCHEDULE FOR WCBA WHO RECEIVED CHILDHOOD
IMMUNISATION:

Number of DPT in childhood
No DPT in childhood

3 Primary Course DPT

3 Primary Course + 1 DPT booster

3 Primary Course + 1 DPT booster + 1 DT at
five years

Doses needed as an adult
5 doses according to 5 dose schedule

2 doses 1 month apart + 1 dose after 1 year

2 doses 1 year apart

1 dose at first contact during childbearing age.

• When a Child Health Card or TT Card is lost, the nurse must use her/his discretion
based on thorough history taking to either update or restart the immunisation schedule.
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7.0 VACCINE ADMINISTRATION

• Vaccines should be administered by qualified licensed nurses and doctors.

• No alcohol or anti septic lotion or spirit should be used to clean the injection site. A
swab soaked in clean water should be used if need be.

• Give information on possible side effects to the mother or guardian.

• Vaccines should always be kept in a vaccine carrier with a dial thermometer and fully
frozen ice-packs during an immunisation session .

• Use one disposable needle and syringe per person.

• Record date and batch number and sign on the child health card after administering a
vaccine.

• Use provided diluents for each antigen. Do Not Use Water for Injection or Normal
Saline for reconstituting BCG and measles.

• Different vaccines should never be mixed in one syringe for injection.



8.0 OPENED VIAL POLICY (The use of opened vials of vaccine in subsequent
immunisation sessions)

Vaccines are biological chemical substances that can be destroyed by either heat or cold,
therefore vaccine handling becomes a very critical issue in maintaining potency.

The use of opened vials in subsequent immunisations applies only to the following
vaccines DPT-HB, DPT, TT, DT and Polio provided the vaccine has not expired and the
Vaccine Vial Monitor (VVM) has not changed colour.

The use of open vial policy does not apply to BCG and measles (reconstituted vaccines).
-These are to be discarded as per manufacturer's instruction at end of session.

• All opened vials of DPT, DTP-HB, TT and DT returned to the refrigerator should be
labeled with date vial was opened and the date vial should be discarded.

• Opened vials of vaccines without VVMs which have been taken out of the health centre
for immunisation activities (e.g. outreach , national immunisation days) are discarded at
the end of each day.

• Needles should not be left sticking out of vials of vaccines to avoid contamination.

• All opened vials kept under cold chain and sterile conditions, should be kept up for a
period of seven days before discarding.

• All opened vials returned to the refrigerator should be labeled with date vial was opened
and the date vial should be discarded.

An opened vial must be discarded immediately if sterile procedures have not been fully
observed, or if there is suspicion that the opened vial has been contaminated and there is
visible evidence of contamination such as a change in appearance, floating particle, etc.
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9.0 INTERVAL BETWEEN MULTIPLE DOSES OF THE SAME ANTIGEN

The following vaccines require administration of more than one dose for development of an
adequate antibody response. DPT-HB, DT, OPV and TT.

Giving multiple doses of the same vaccine at less than 4 weeks interval does not stimulate
the acceptable antibody response and should be avoided. On the other hand, longer than
recommended intervals between doses do not reduce final antibody levels.

• The minimum interval between doses is four weeks.

• If any dose of an antigen for subsequent doses is delayed, immunisations on the next
attendance should be continued as if the usual interval had elapsed. . All the EPI
antigens are safe and effective when administered simultaneously i.e. during the same
immunisation session but on different sites. DPT-HB and Polio are already given
simultaneously.

• If a vaccine dose is given at less than the recommended 4 weeks interval, it should not
be counted as part of the primary series.

11.



10.0 HOSPITAL ADMISSION POLICY ON IMMUNISATION

• To reduce nasocomial transmission, measles vaccine should be given on admission
to all children six months to fourteen years, if they were not previously revaccinated.
Children admitted to hospital should receive only one additional dose of measles
vaccine. This admission dose must be recorded on the graphic side of the child
health card corresponding with the age at which it was given and should be entered
vertically.

• Children who are very ill on admission should be vaccinated as soon as their condition
has improved.

11.0 RESPONSE TO VACCINES

The response to vaccines maybe affected by the maternal antibodies transferred in utero to
the foetus and by the maturity of the immune response.

Although immaturity of the immune system reduces the response to some other
polysaccharide vaccines, young infants respond adequately to the EPI vaccines without
any increase in side effects.

Maternal antibodies against most of the other EPI diseases are transferred to the foetus.
Administration of DPT vaccine before one month of age result in a suboptimal response,
and also persistent maternal antibody is a major factor determining the age for measles
immunisation. At 9 months about 10% or more of infants may still have levels of maternal
antibody that interfere with the response to immunisation to measles vaccine. Delaying
immunisation would increase the rate of seroconversion but would result in unacceptably
high levels of morbidity and mortality prior to immunisation.

For Hepatitis B vaccine, the age of immunisation depends on the proportion of infections
that are acquired perinatally. In Zimbabwe, perinatal infection is less common, thus the
hepatitis B vaccine first dose is given at 3 months.

• Immunisation of preterm infants should follow the same schedule recommended for
term infants.

• All children who get measles vaccine before nine months should be given a repeat
dose at nine months.

12.



12.0 CONTRAINDICATIONS TO VACCINATIONS

There are very few absolute contraindications to vaccines. The risk of delaying an
immunisation because of an intercurrent illness is that the child may not return or the child
may come down with a vaccine preventable disease before he/she receives the vaccine.
Therefore health workers should use every opportunity to vaccinate eligible children. Fever,
diarrhoea, mild respiratory infection and malnutrition are not contraindications to vaccines.

• BCG vaccine should not be given to a child with symptomatic HIV infection but polio
and measles vaccines should be given to children with HIV/AIDS.

• A second or third dose of DTP-HB should not be given to a child who severely reacted
to a previous dose of DPT-HB (Note DPT because of the whole cell P may cause
severe anaphylaxis, collapse, or convulsions). DT should be given instead.

• A child with an evolving neurological disease such as uncontrolled epilepsy or
progressive encephalopathy should not be given DPT. Give DT instead.

13.0 MISSED OPPORTUNITIES

A missed opportunity for immunisation occurs when a child or woman of child bearing age
comes to a health facility or outreach site and does not receive any or all of the vaccine
doses for which he or she is eligible.

• Health workers should offer immunisation services on daily basis at all health facilities
regardless of what the client has come for, utilising the supermarket approach.

13.



14.0 THE EXPECTED EFFECTS OF IMMUNISATION ON DISEASE
EPIDEMIOLOGY

The epidemiology of vaccine preventable diseases changes after immunisation
programmes are well established and high coverage is attained. The degree of change is
influenced by the mechanism of action of the vaccine, the level of coverage achieved and
the presence of non human hosts for organism.

Vaccines can either protect humans against a viral or bacterial infection, or they can reduce
the severity of disease among persons who are infected by the organism. Live viral
vaccines such as measles and polio confer lifetime protection against infection thereby
reducing the transmission rate. For these vaccines the concept of herd immunity is
relevant that is the indirect action of the vaccine. Once heard immunity is achieved, there
is reduced number of susceptibles resulting in reduced rate of transmission.

Pertussis vaccine protect the individual against severe disease but does not confer
complete protection against infection and hence have less effect on transmission of the
organism.

Currently, controversy surrounds the effectiveness of BCG vaccine in the prevention of
Pulmonary Tuberculosis. However BCG vaccine is effective in preventing severe forms of
milliary TB, TB Meningitis and leprosy.

Toxoids such as TT confer antibodies against the toxin produced by certain organisms
hence protection against the disease , but would not normally be expected to protect
against infection by the organism. Interestingly, diphtheria toxoid immunisation has
resulted in a dramatic decline in both clinical disease and carriage rates. It is thought that
the vaccine may reduce transmission because infected vaccines are usual asymptomatic,
and therefore they contribute less to airborne spread of the toxigenic organism than do
unvaccinated infected individuals who have a membrane and cough. Pappenheimer's work
on the molecular biology of diphtheria suggested that widespread immunisation led to a
decreased prevalence of the toxigenic strain of diphtheria, suggesting a mechanism for the
"herd immunity" phenomenon (Pappenheimer et al 1983).

Vaccines that protect against infection have two major effects on epidemiology of the
diseases. These have perhaps been most extensively documented for measles but similar
changes have also occurred with poliomyelitis and diphtheria; immunisation changes the
relative age distribution of cases, with a shift to older ages and outbreaks are likely to occur
after some years of low incidence.
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In addition with all vaccines the following changes are likely; the proportion of cases of
disease that occur in immunised individuals increase as coverage increases and antibody
levels among immunised persons are often lower than among persons who acquired
immunity through natural infection (an exception is Tetanus Toxoid immunisation). This in
turn will lead to lower levels of antibodies transferred from mothers to their infants with
implications for the age at immunisation of infant.

• Maintain immunisation coverage at 90% and above for all antigens.
• Where coverage rates are below 80%, mop-up campaigns should be carried out.
• National follow -up campaigns should be organised based on surveillance data.
• Local Immunisation Days should be conducted based on the surveillance data.

14.1 OUTBREAKS
o
Outbreaks may occur and these will involve a large number of older children both
vaccinated and unvaccinated. Outbreaks will also continue to occur in pockets of low
coverage such as urban slams, certain population or persons with religious or philosophical
objections to immunisation. As immunisation coverage increases a higher proportion of
cases occurs among immunised children.

• A localised mass immunisation should be conducted rapidly in response to detection of
cases of EPI disease that are more than what is normally recorded during that
particular period and a particular area.

14.2 Polio:
For each case of polio there will be about 200 asymptomatic cases who get affected.

• One case of suspected polio should be considered as an outbreak and should be
investigated.

• If a case of suspected Polio is identified (Acute Flaccid Paralysis and Guillain Barre
Syndrome) all children 0 - 59 months of age should be vaccinated with OPV. 2 doses
4 weeks apart regardless of their previous immunisation status. The area to be
covered is determined by the morbility of the suspected case, however the area should
be as wide as possible.

• In an effort to eradicate polio, all cases of paralysis including GBS in all children under
15 years of age should be reported and investigated.

15.



• Two stool specimens should be collected 24hrs apart within 14 days of onset of
paralysis, and transported under reverse cold chain to the virological laboratory.
Reverse cold chain refers to transportation of specimens within temperatures of 0° to
+8°C as applies to the storage of vaccines.

14.3 Neonatal Tetanus:
• A case of neonatal tetanus should be fully investigated and all women of child

bearing age who have not been fully immunised or not immunised within that area
should receive tetanus toxoid vaccine (2 doses 4 weeks apart).

• All neonatal deaths should be reported and investigated

14.4 Measles:
Following the 1998 mass immunisation campaign, the response to a measles case should
take into account the levels of vaccine coverage in the particular area and the state of the
population in terms of risk such as religious and philosophical objectors. If these are found
to be positive then:-

• Mass vaccination of all children 6 months to 14 years must be conducted in as wide an
area as possible, starting from the surrounding areas proceeding to where the index
case came from.

• A case based investigation must be carried out and each case should have five case
investigation forms completed.

• In hospitals all patients aged between six months and fourteen years should be
vaccinated regardless of previous vaccination status.

• For each suspected measles case, blood and urine specimens must be collected and
send to the virological laboratory for confirmation.

14.5 Diphtheria:
• A single case of diphtheria should be investigated followed by a rapid widespread

immunisation response covering affected age groups (3-59months).

• The close contacts should be monitored for signs and symptoms of diphtheria and
should have a blood specimen collected for bacteriological test for diphtheria organisms

16.



15.0 HIV INFECTION AND IMMUNISATION

Measles and Tuberculosis are more severe in HIV infected children than in sero-negative
individuals. Measles tends to occur earlier in life and has a high mortality rate in HIV
positive children. Primary tuberculosis infection is more likely to be associated with
progressive disease in HIV-infected than in seronegative individuals. The response to
treatment is lower in HIV infected individuals and the morbidity rate is higher.

SAFETY OF EPI RECOMMENDED VACCINES IN HIV INFECTED INDIVIDUALS

As HIV infection results in progressive deterioration of the immune system, there has been
concern that the use of live vaccines could result in severe vaccine associated disease in
those individuals. However studies conducted by Clements et al 1987, Le Page et al 1992,
Maclaughlin et al 1988, and Ryder et al 1993 all conclude that there has been no reported
increase of adverse reactions in HIV infected persons to the live vaccines OPV and
measles nor to DPT and Hepatitis B vaccine which contain no live organisms.

THE IMMUNOGENICITY OF EPI RECOMMENDED VACCINES IN HIV-INFECTED
INDIVIDUALS.

Most HIV infected children have the capacity to mount both cellular and humoral immune
response during the first two years of life. EPI recommended vaccines have shown
satisfactory seroconversion rates in early stages of infection. However the proportion of
responders decreases with progression from HIV infection to AIDS.

• Children with known or asymptomatic HIV infection should receive all EPI vaccines
according to the schedule.

HIV infected children are exposed to high risk of early and severe measles infection
therefore they should be given an early dose of measles vaccine at 6 months and then
repeat at 9 months.

BCG vaccine should not be given to children with clinical symptoms of HIV infection
(AIDS)
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16.0 ADVERSE EVENTS FOLLOWING IMMUNISATION

Although modern vaccines are extremely safe, some vaccines may lead to reactions. The
occurrence of an adverse event after administration of a vaccine does not prove that the
vaccine caused the symptoms.

An association between an adverse event and a specific vaccine is suggested
if there is an unusual clustering of a condition in vaccinated children in limited interval after
immunisation or if vaccinated children experience the event at a rate significantly higher
than that in groups of similar age or background who have not recently received a vaccine.

• Each adverse event should be investigated and efforts should be made to determine
the cause and managed appropriately.

• An emergency kit should be available at all levels of care including outreach for
management of anaphylactic shock.

• For each incident, 5 copies of adverse event forms should be completed. One form
must be sent to National EPI offices through the normal health information channel.

• Following AEFI correct information should be given to the community.
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17.0 INTEGRATED EPI COMMUNICATION STRATEGY POLICY

The EPI Communication Strategy aims at promoting maximum involvement and ownership
of Immunisation Programme by Politicians, communities, families and individuals.
Communication is an important channel in improving the quality of life of children through
immunisation and EPI disease surveillance.

Interpersonal communication was identified as the most preferred means of information
dissemination by the Zimbabwe communities (Leo Burnnet 1998).

• All EPI services providers should advocate for the programme, strengthen social
mobilisation and communicate the programme to individuals, families and communities
guided by the EPI communication Strategy Policy Manual.

• The ZEPI Policy Document and the Integrated EPI Communication Strategy manual
shall be made available to all stakeholders/service providers.

• The Immunisation awareness week shall be commemorated annually by all
stakeholders at all stations.

18.0 PRIVATE SECTOR PARTICIPATION

The Ministry of Health and Child Welfare recognises the role played by the Private Sector in
the delivery of Health Services. Hence, it is essential to involve all the private sector in the
EPI service provision to ensure standardisation of practice.

• Private Practitioners should adhere to the policies and regulations that govern the
provision of Health Services including immunisation to ensure standardisation.

• Every Licensed Private Practitioner and institution should provide immunisation
services to their clients.

• Ministry of Health and Child Welfare through local authorities shall provide vaccines to
all Private Practitioners/institutions free of charge.

• Private Practitioners/institutions should submit all EPI statistics to the relevant Local
Authorities and notify all EPI notifiable diseases.
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19.0 STAFF DEVELOPMENT

Quality of Immunisation service is dependent on the availability of manpower appropriately
trained in immunisation practices. Training is provided through in service training for staff
in the field and formal training and other health disciplines.

. Sustainable staff development programme in EPI should be established at all levels of
health care delivery system.

- information on EPI should be availed to all training schools for all health workers.

• Induction and orientation programmes for new recruits should include EPI.

20.0 TRANSPORT

Transport availability is a critical success factor in the implementation of the ZEPI
Programme. Transport is vital for the ordering and distribution of vaccines, gas cylinders,
support and supervision of EPI activities and running outreach programmes. EPI coverage
is a sensitive indicator of the performance of the health delivery system. Unavailability of
transport has impacted negatively on the programme outcomes evidenced by declining in
EPI coverage.

• EPI should be accorded second priority in transport allocation after ambulance services
at all levels of the Health Delivery System.

• When transport is not available vehicle hire services should be contracted.
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21.0 BUDGET ALLOCATION

The Government of Zimbabwe has indicated its commitment to EPI hence this commitment
should be reflected into specific financial allocation to the programme. Currently there is a
centralised budget for vaccine procurement only hence the ZEPI programme funding has
been augmented by donor funding to ensure implementation of all programme
components.

• Ministry of Health and Child Welfare should allocate adequate budgetary line item to
cater for all EPI components.

22.0 LEGAL FRAMEWORK

Immunisation is a public good that requires legal support to ensure elimination of vaccine
preventable diseases.

The current legal instruments such as the Child Protection and Adoption Act, Public Health
Act, The Convention on the Rights of the Child give guidance on the prevention of
infectious diseases among children.
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ANNEX 1

EPIDEMIOLOGY OF VACCINE PREVENTABLE DISEASES

DISEASE

Tuberculosis

Diphtheria

Tetanus

Pertussis

Poliomyelitis

Measles

Hepatitis B

AGENT

Mycobacterium
tuberculosis

Toxin-producing
bacterium C.
diphtheria
Toxin producing
bacterium (Cl
tetani)

Bacterium (B.
pertussis)

Virus (serotypes
1,2 and 3)

Virus

Virus

RESERVIOUR

Humans

Humans

Animal intestines
Soil

Humans

Human

Human

Human

SPREAD

Airborne droplet
nuclei from
sputum positive
person

Close contact
respiratory or
cutaneous
Spores enter
body through
wounds/umbilic
al cord
Close
respiratory
contact
Close
respiratory
contact
Close
respiratory
contact
aerosolised
droplets
Prenatal; child-
child, Blood,
sexual spread

TRANSMISSIBLE
PERIOD

As long as sputum Acid
Fast Bacilli positive

Usually < 2 weeks some
chronic carriers

No person-person
transmission

Usually <3 weeks (starts
before whoop is
apparent)
Usually < 3 weeks
(starts before whoop is
apparent
4 days before until 2
days after rash

Chronic carriers > 30
years

SUBCLINICAL
INFECTION

Common but not
important in
transmission

Common

No

Mild illness
common may not
be diagnosed
Mild illness
common may not
be diagnosed
May occur but
relative
importance
unknown

Common,
especially in
infants

DURATION OF
NATURAL
IMMUNITY
Not known
Reactivation of
old infection
commonly
causes disease
Usually lifelong

No immunity
induced by
infection

Usually lifelong

Usually lifelong

Lifelong

If develops,
lifelong

RISK FACTORS
FOR INFECTION

Low access to care
immunodeficiency
Malnutrition
Alcoholism
Diabetes
Crowding Low
socio-economic
status
Contamination of
umbilical cord
Agricultural work

Young age
Crowding

Young age
crowding

Crowding Low
socio-economic
status

HbeAg+ mother
Multiple sexual
partners; IVDU



ANNEX 2

VACCINE PREPARATION AVAILABLE

DISEASE

Tuberculosis

Diphtheria

Tetanus

Pertussis

Poliomyelitis

Measles

Hepatitis B

NATURE OF VACCINE

Attenuated M bovis

Toxoid

Toxoid

Killed whole cell pertussis
bacterium

Attenuated live viruses of 3
types

Attenuated live virus

HBsAG

FORM

Freeze dried

Fluid

Fluid

1M

Fluid

Freeze dried

Fluid

ROUTE

I/D

I/M

I/M

I/M

Oral

S/C

I/M

HEAT STABILITY

Medium in dried form low in
reconstituted form

High

High

Medium

Low

Medium in dried form

High

I/D Intradermal
I/M Intramuscular
S/C Subcutaneous


