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Infectious Diseases continue to threaten health in Europe WUndekumnoHHbie 6onesHn nNpoponKaAIOT OCTABATLCS Yrpo3oil Ans

Diphtheria, a vaccine-preventable disease, ha
since 1995.

Tuberculosis has more than doubled, with
resistance.

s killed over 5000 people 3p0posbs B EBpone.

Dudrepws, otHOCALLASCA K Yncny yripasnsemsix uHbekwmi, Hawros ¢ 1995 r. npvsena k
the world’s highest drug amep 5000 yenose.

Yucno cnyyaes TyBepkynesa BO3pocno Gonee yem B ABa pa3a, U 3Ta 6onesHs 0CTaeTes

The epidemic of HIV/AIDS and sexually transmitted infections is rapidly HaUBONEE YCTORYMBON K NEKOPCTBEHHbIM NPENAPATAM,

growing. Snunemus BMY/CIII 1 Gonestu, nepenasaensie NONOBLIM MyTem pACTPOCTPAHAIOTCR
Malaria is re-emerging in many countries. ObICTPIMA TEMNOMA.
Antimicrobial resistance means that many infections will become difficult to Bo MHOMMX CTpaHax BO30BHOBRAETCA MANAPHS.

treat. YCTOMIMBOCTb K MPOTUBOMMKPOBHbIM MPENCPATAM MOUBOAKT K TPYAHOCTAM B NIEYEHHM
International travel and trade bring with them increased likelihood of MHOTVX MHPEKLMOHHbIX BONe3HeH.
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prevention or early response.

The countries of European Region of WHO: Albania, Armenia,
Azerbaijan, Belarus, Bosnia and Herzegovina. Bulgaria, Croatia, Czech
Republic, Estonia. Georgia, Hungary, Kazakhstan, Kyrgyzstan, Latvig,
Lithuania, Moldova, Poland, Romania, Russian Federation, Slovakia,
Slovenia, The Former Yugoslav Republic of Macedonia, Turkey,
Turkmenistan, Ukraine and Uzbekistan

Participating in the Consensus meeting on surveillance of infectious
diseases:

1. REITERATE their political commitment to the principles of the
HFA2I;

2. STRESS the importance of protecting the health of individuals as
a fundamental responsihility of national authorities;

3. UNDERLINE the importance of Surveillance as essential fo the
effective detection, monitoring and control of infectious diseases;

4, RECOGNIZE that maintaining and improving the response to these
and other likely threats to health requires continued commitment to
supporting communicable disease surveillance and control at all levels,
local, national and international;

5. STRESS the value of cooperation in combating infectious diseases
of public health importance;

6. STRESS the importance of the WHO's Regional activities in the
field of infectious disease prevention and control;

7. RECOGNIZE that national surveillance systems should be:

« Based on effective surveillance af local, intermediate and national
level

o Driven by specific objectives, and be action oriented

« Integrated and coordinated

8. AGREE on the following actions:

« Strengthen public health programmes relevant to preventing
and combating emerging and re-emerging infections;

o Assess public health surveillance, including the laboratory and
response capacity;

« Develop national preparedness plans, or improve existing ones,
for outhreak investigation and response;

o Examine the opportunities for better Regional and sub-Regional
cooperation and harmonization;

o Develop the skills of personnel working in infectious disease
surveillance and control through training, including epidemiology and
laboratory methods;

« Facilitate the use of modem technology to enhance infectious
disease surveillance, prevention and control measures;

o Encourage WHO to contribute to capacity building and
strengthening of infectious disease surveillance.

Recommendations

A. Surveillance systems

Member States are recommended to:

1. Linkimprovements in surveillance to the priority infectious diseases
for each country, based on public health importance, preventability and
control measures, and consider enhanced monitoring of the WHO/EURO
HEALTH21 list of disease priorities.

2. Conduct an assessment of existing surveillance systems to identify
strengths, weaknesses and needs, including training needs, and to revise
or formulate a national plan of action for infectious disease surveillance
and control.

3. Adopt national standards in case definitions and epidemiologic
data collection for the purpose of disease surveillance, hased on the WHO
proposed set of standard case definitions.

4, C(onsider the inclusion of national surveillance systems for anti-
infective drug resistance and nosocomial infections. Second generation
surveillance, such as of behavioural risk factors for sexvally transmitted
infections or environmental monitoring, can also be considered.
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noTeps pabOoYEro BPEMEHH, BOSHUKTIOT TPYAHOCTH C PEQM3ALWEN TOPTOBHIX COMALIEHHH, O
3086DPXKA B MPUHATVM HEOBXOMMMBIX MEP BELET K 3HAUMTENLHO GONEE BLICOKWM 3ATPATAM, N0
CPUBHEHMIO C POGUNAKTUYECKMMI MEPOTIPHSTHSMA W COBDEMEHHBIMU SEHCTBUAMM,

Crpans, Bxopsiupte 8 Eaponerickiit perion BO3: Anbaris, Apmers, Asepbaiimxan, benapycs,
Boaua u lepuieroewta, Bormapus, Xopeams, Yewwckas Pecmybruka, Sctorus, Tpyans, Bermpis, Kasaxcran,
Kbiproiacran, Jamews, Jvteo, Monosa, Monsiua, Pocaniickas Penepauyss, Pymbirug, Ciosakws, GbisLias
tOrocnasckas Pecnybnuka Makenonus, Typuws, Typkmernctan, YkpanHa 1 Y30exucTaH.

YyacTsyioLme 8 COBELLAHMM MO JOCTUKEHMIO KOHCEHCYCA B 0BNACTY 3MMAHAZ30PA 30
MHbEKUMOHHBIMK BONEIHAMM:

1. TIOATBEPX[AIOT caoto nonmTuyeckyio npuBEpXeHHOCTb NPUHLMNGM «3LOPOBLE
ons Bcex 8 21 Beke.

2. TTOJ4EPKMBAIOT BaxHOCTb OXpaHbl 350p0BbS KAXAOTO YENOBEKA B KAYECTBE
OCHOBOMONQICIOLLEN OTBETCTBEHHOCTH HOLMOHOIbHbIX OPFAHOB TOCYAUPCTBEHHOM BIACTY U
ypOBrIEHws.

3. TIOOHEPKMBAIOT BaxHOE 3HAYEHME COHUTAPHO-3MMAEMUONOMYECKOTO HAA30PA
KOK OCHOBHOTO CPEACTBA S$OEKTUBHOTO OBHAPYXEHMS, MOHUTOPUHIG M BOpPLObI C
MHbEKLMOHHLIMK HONESHAMM.

4,  TIPU3HAIOT, 4T0 rOTOBHOCTb K MPUHATAIO MEP 1 MIOBHILLEHHE WX 3OOEKTUBHOCTA B
CBSA3M C CYLLECTBYIOLLEH YrPO30H, O TAKKE BO3MOXHBIMA YTPO3OMH Ans 350POBLA Tpebyer
MOCTOAHHONO BHUMOHWS K BOMPOCAM NOAKEPXKM CHCTEMbI SMAIHAZ30PA 30 MHOEKLMOHHBIMM
BonesHami 1 6oPbObI C HAMK HQ BCEX YPOBHSX- MECTHOM, HOUMOHQITEHOM M MEXIYHAPORHOM.

5. MOIYEPKMBAIOT HeobxommmocTs coTpyannyecTaa B 60ps0e C MHOEKLUOHHBIMM
BonesHiM, TPEBYIOLLIMMA BHUMOHMS BCEY CUCTEMbI 3LPOBOOXPOHEHHS.

6. [MOIYEPKMBAIOT sasxHoe sHauerme pervoronbHoi gestensHoct BO3 8 obnacw
NPOGUNAKTUKM M BOPLOLI C MHDEKLMOHHbIMA BONEIHAMM.

7. TPM3HAIOT, uto HawMOHAbHbIN CHCTEMSI SMHEHAA30PA

e [IOMKHbI BOMPOBATLCSA HA BCEX YPOBHSIX COHUTAPHO-SMAEMMONOTMYECKOTO HOZ30PA
HO MECTOX.

o [OMKHbI ObiTb LENEHAMPOBIEHHBIMY 1 OPUEHTUPOBAHHBIMM HO MPMHSATUE HEOOXOMMbIX
LENCTBMM.

o [OMKHbI BbITb MOCTPOEHbI HA MPUHLMMAX MHTErPALMM M KOOPAMHALMM,

8. COMALAIOTCS c uenecoobpasHOCTbIO ClieayHoLLMX AEHCTBIAN :

o Ykpennarb nporpamMbl 3pABOOXPAHEHKS B 061ACTH NPOGHNAKTUKM 1 BOPLOLI €
HOBBIMM W BHOBb BOSHUKTIOLLMMN MHOEKLMAMA.

o TlpoBOZMTL OLEHKY COCTORHMA CUCTEMBI SMMAHOA30PA, BKIOYAA NABOPATOPHOE
obecrieyeHme 1 BOSMOXHOCTb MPHHATHA Mep.

o PaspabarbiBath, COBEPLIEHCTBOBATL HALMOHOIBHAIE MACHL FOTOBHOCT A1 LENei
POCCNIEROBAHMS Y MIPUHSTUS MEP B CITYYOSX HHOEKUMOHHBIX BCTbILLEK.

o V3y40Tb BOSMOXHOCTY YNyHLLEHWS COTPYBHUYECTBA W TPMOHM3LIMN HO PETMOHAITBHOM
1 CyOPETYOHANBHOM YPOBHSIX.

o CoBepLeHCTBOBATL MPODECCHOHANbHBIE HABBIKM CTIELMONMCTOB, MOBBILIEHNE UX
KBONMOMKOLMM B OONACTY MUIHAZ30PA U KOHTPOMS 301 MHOEKLMOHHBIMA DONESHAMM.

PexomeHpauvm

A. Cuctembl 3NMAEMHONOrMYECKOrO HAA30Pa

Tocynapcraam-4reHam pexomeHayercs:

1. Yayuwwrs cucTemsl 3MMBHOA30PO 30 MPUOPHTETHBIMM 18 KOXEOTO rOCYAAPCTBA-4TIEHA
MHOEKUVOHHbIMM BONE3HAMM HO OCHOBE MX 3HOYMMOCTH A5 OBLLECTBEHHOTO 3OPOBLS,
NPODUAAKTUKM U KOHTPOITA, PACCMOTPET BOSMOXHOCTM YCHIEHMS MOHUTOPHHIG GonesHel
COMACHO NepeyHio npuopmTeTHBIX Gonesned B pamkax crpaterun EPB BO3 3noposbe-21.

2, TlpoBECTM QHONM3 CYLLECTBYIOLMX B HOCTOALLEE BPEMS CUCTEM SMUIHOA30PA ANS
ONPeseneHHs Ux SOCTOMHCTB, HELOCTATKOB W HyXE, BKTKOYCR MOTPEOHOCTH OBYEHHA CIELHONHCTOB,
W MEPECMOTPO WIM CO3AAHMS HOUMOHQMSHOTO MAGHA AEHCTBUA MO 3MABHAA30PY 34
MHbEKLMOHHBIMY BONE3HAMY 1 BOpLOE C HIMM,

3. AnanTvpoBOTL HAWMOHAMLHBIE CTAHAAPTH OMPEeReneHus Cryyaes u cbopa
SMUAEMHONOTMYECKUX AAHHBIX C LIENbIO HOBMOAEHHS 30 PACTPOCTPAHERNEM DonesHen Ha
0CHOBE PO3POBOTOHHOTO BeemupHOi OpraHM3aLVeN 38POBOOXPAHEHHA COOPHMK CTOHAAPTHLIX
ONpeaeneHuit cy4aes 3060neBaHMI,

4, OO6cymts UenecoobpPAsHOCTb BKIIOYEHNA HALMOHQMBHBX CHCTEM HOZ3OPA 30
PE3NCTEHTHOCTBIO K AHTUMHGEKLMOHHbIM SIEKAPCTBEHHbIM CPELACTBAM M BHYTPUOOTBHUYHbIMM
uHbekuvamn. B oBeyxaerne MOTYT BbiTb BKIIIOYEHb BOMPOCH O BOSMOXHOCTH BKIIOYEHMS
HOZ30pQ BTOPOTO MOKONEHHS, KK, HOMPUME, HOBTIOREHYE 301 CBA30HHBIMA C MOBEAEHYECKMM
DAKTOPAMU PUCKT MHDEKLWAMM, POCTPOCTPOHIEMbIMA TONOBbIM MYTEM, O TAKXE MOHUTOPHH



5. Review the laboratory services offered at each administrative
level of the country in order to improve the efficiency and proficiency of
laboratory testing.

6. |dentify national reference laboratories for diseases of high public
health importance. For some rare diseases, this may require international
laboratory networks outside the country serving as the reference. The
experience gained from the laboratory network of the polio eradication
programme should be used as a model for planning laboratory services
for other diseases.

7. Incorporate international standards on laboratory methods and
consider potential laboratory accreditation processes.

8. Increase collaboration with agencies and Ministries responsible
for veterinary services and food product testing to ensure common objectives
and improved efficiency, e.g. through interagency committees.
Collaboration could also be increased with relevant authorities involved
in the safe transportation of specimens, including across national borders.

9. Ensure that routine feedback of surveillance and control
information is given to health care providers and local epidemiologists,
according to the disease and action necessary.

10. Strengthen the timely sharing of infectious disease surveillance
data through improvements in communication by increasing use of
computer technologies.

WHO is recommended to:

11. Strongly promote the importance of public health information
systems in public health practice, particularly surveillance systems for
infectious diseases, and state the willingness of WHO to be a major
partner in the enhancement of functional systems in all Member States.

12. Communicate directly with heads of state to promote political
support for infectious disease surveillance and control. This communication
should indicate:

« the importance of infectious disease surveillance and control in
protecting the health of populations and in maximizing the rational use
of health resources, and

« that special attention is required in the recruitment and retention
of competent epidemiologists, laboratory scientists and other public health
professionals.

13. Promote epidemiology as the core of preventive and control
services in public health and stress that epidemiologists be recognized as
health specialists.

14. Convene a working group fo initiate the process of harmonization
of case definitions, case investigations, and monitoring systems and
reaching consensus on setting priority diseases and syndromes to be
reported to WHO/EURO.

15. Develop and/or compile standards in laboratory methods for all
priority infectious diseases and disseminate these to Member States.

16. Strengthen the monitoring and prompt feedback of data to
Member States, particularly for HEALTH2 1 priority diseases. Any changes
in the method of data collection by the Regional Office should not
compromise the need by Member States for timely and complete information
on infectious diseases.

17. Improve collaboration and coordination on health issues, including
laboratory testing, with other international agencies, such as the World
Trade Organization, the Food and Agriculture Organization and the
Office of International Epizootics.

18. Revise the Regional plan of action for surveillance of infectious
diseases by incorporating comments from Member States for its presentation
to the Regional Committee in 2001.

B. Outbreak preparedness

Member States are recommended to:

19. Have up-to-date, thorough epidemic preparedness and response
plans, including other health emergencies such as natural disasters,

OKPYXQIOLLEN Cpenpl.

5. [Mepecmotpets esTensHoCTb T0BOPATOPHON CTyXBbl KAXIOTO OMMAHMCTPOTUBHONO
YPOBHS CTOQHSI B LENSX YNydLUEHNS SBOEKTUBHOCTH U NPOGECCHOHANLHOCTM NABOPATOPHbIX
MCCNEROBAHHA.

6.  OnpenenTs HauoHaNbHYE pedepeHc-nabopaTopu1 s BONesHeH, MMeroLx
B0MbLLIOE 3HQYEHME 119 OBILECTBEHHOTO 3aPABOOXPaHEHUS. B cnyuasx 0cobo peakmx GonesHelt
PedEPEHC-NIABOPATOPUEN MOXET CIIYXHTb MEXIYHOPORHAS CETh NABOPATOPHI 30 MPeenamm
ctpanbl. OnbiT, nprobpeTerHbii T0BOPATOPHOA CETHIO MPH OCYLLECTBNEHNH MPOTPAMMSI
TMKBAACLYY OSMOMUENIUTA, SONXEH GbiTb MCMONS30BOH B KQYECTBE MOZENM NPH MIGHUPOBOHHM
nabopartopHoro oBCTyXuUBaHKA N0 NOBOAY APYIMx GonesHei .

7. Brenputs naBOPATOPHbIE METORI, OCHOBAHHHIE HO MEXBYHUPOLHLIX CTAHAAPTOX, 1
06CYAMTL BOMOXHOCTb QKKPEAMTALMN NTOBOPATOPHH.

8. Ykpennats coTpymHMYECTBO CO CTyXGOMY W MUHMCTEPCTBAMM, OCYLLECTBISIOLIMMA
BETEPUHOPHbIA HOL3OP W KOHTPOMb 301 MULLEBLIMA MPOBYKTAMA, A5 TOCTUXEHHA 0BLLMX Lenei 1
noBbiLLEHMS SGGEKTMBHOCTM KOHTPONA (HOMPUMED, YEPE3 MEXBEOMCTBEHHbIE KOMMTETHI. TaKkxe
YT YYYLLATb COTPYAHMHYECTBO C COOTBETCTBYIOLLMMA CIIYXOMA M OpraHaMi, obecneunsa-
1OLLYMK GE3OMACHYIO TPAHCTIOPTUPOBKY OOPAZLOB, B TOM YACTIE M YEPES HALMOHAMSHBIE TPOHHL,

9. Obecneums CyLIeCTBOBAHME NOCTOFHHON OBOPATHOM MHPOPMALMOHHOM CBA3M CTIYXD
KOHTPOMS M HAA30PA C MPEACTABMUTENTMA MESUKO-COHUTAPHOM MOMOLLIM 1 3MMEEMUONOTAMA HO
MECTCX MO COOTBETCTBYIOLLMM 3000NEBAHMSIM 1 HEOOXOMMMBIM KOHKDETHBIM AEHCTBHAM.

10. Yeunuts coespemeHHbin OGMEH AOHHbIMM MO SMUAHOAIOPY 30 MHOEKLMOHHbIMA
BONE3HsMA NyTEM PACLIMPEHNS PUMEHEHNS KOMTBIOTEPHLIX TEXHONIOMHIA.

Beemmproni oprarmsaum sapasooxparerns (BO3) pexomengyercs:

11. BcemepHo nponaraHaMpoBaTs BOXHOCT> MHGOPMALMOHHLIX CHCTEM B MPAKTUKE
OBLLECTBEHHOTO 3LPABOOXPAHEHNS, OCODEHHO NS CHCTEM SMMIHAA30PA 30 MHOEKLMOHHBIMM
BonesHsmu, 1 305815 0 pewmmoct BO3 crats ogHMm 13 BaxHe#wmMx napTHepoB 8 chepe
YNYYLLEHUS QYHKUMOHTMbHBIX CHCTEM BO BCEX TOCYAAPCTBOX-UNEHOX.

12, HenocpeacTseHHO KOHTOKTMPOBATL C TMABOMA TOCYAAPCTB B LENSX YCUNEHMs
MONUTUYECKOM NOALEPXKM AR SMUEHAR30PA 30 UHGEKLMOHHBIMA BOnesHaMA 1 BopbOsI C
HUMM. DT KOHTOKTHI JOMKHLI YKO3LIBATS HO:

o BAXHOCTb MMAHOA30PA 30 MHOEKLMOHHbIMY GONE3HAMK M GOPEBSI C HUMM 119 OXPCHbI
300POBbS HOCENEHUS M KAK MOXHO 6ONEee PAUMOHQMBHOTO WCMOMb3OBAHMS PECYPCOB
30POBOOXDAHEHHS,

o HEODXOMMOCTb yaEneHs 0coBOTO BHUMAHKS OBYYEHHIO 1 YIEPKAHMIO KOMMETEHTHbIX
3MUIEMAOIOTOB, IABOPATOPHOTO NEPCOHANA U APYMX MPOGECCHOHObHLIX TPYNN PABOTHHKOB
30PABOOXPOHEHMS.

13. [TponarangupoBaTh 3NMIEMMONOTUIO KK OCHOBY MPOGMIAKTUYECKOI U KOHTPOMLHOM
CnyxBbl OOLLECTBEHHOTO 3APABOOXPAHEHHA 1 AKLEHTUPOBATL HEOOXOBMMOCTL MPM3HOHMS
0COBOM PONM SMUAEMUONOTOB KOK CMIELMANACTOB 3APABOOXPAHEHNS.

14, Cosnats paboyyio rpynny s MHUUMOLMM NPOLECCA COMACOBAHMA,/ TAPMOHM3OLMK”
COOPHUKOB OMPERENEHUi CIIy4TER, UCCTIEROBOHMIA CITYYOEB 1 CUCTEM MOHUTOPMHTG, O TAKXKE S
BOCTUXEHMS KOHCEHCYCA B YCTAHOBNEHMMA PHOPHTETHIX GONESHEN 1 CHHAPOMOB, COOBLLEHME O
kotopsix BO3 aenaetca 0b93aTenbHbIM,

15, Co3nats 1/ COCTABNTL CTAHAAPTH NABOPATOPHLIX METOROB A1 BCEX MPHOPUTETHLIX
BonesHedt 1 pACTPOCTPAHUTS 3TH METORbI BO BCEX TOCYAUPCTBAX-4TIEHAX.

16.  Ykpenurs MOHUTOPUHT 1 BLICTPYIO OBPATHYIO CBA3b AAHHBIX B TOCYAAPCTBA-UNEHI,
0COBEHHO B OTHOLLEHMM BONE3HEN, MPUHAHHLIX TPUOPHTETHLIMM B CTPATETMM SMOPOBLE-21.
Hukakue usmeners B metosax cbopa aaHHbIx Esponerickoro peroransHoro 6iopo He moryT
CTOBMTb MO, YTPO3Y MOMYYEHHE TOCYAPCTBOMM-UIEHMM CBOEBPEMEHHON M MIONHOM MHGOPMALM
06 MHBEKUMOHHBIX HONE3HSX.

17, Ynyuwmrs cOTPYIHHYECTBO 1 KOOPAMHALMIO MO BOMPOCOM 3A0POBLA 1 ET0 OXPAHB, O
TaKXe NABOPATOPHOTO OBCTYXUBAHMS, C APYIVMA MEXEYHAPOAHLIMA CMIELMANAUPOBAHHBIMM
YUPEXIEHUIMM, TaKUMM, KaK Bcemmprast Toprosas opranusaums, [pogoBonsCTeeHHas u
CENbCKOXO3AMCTBEHHAR OPTaHM3ALMS, BIOPO MEXTYHOPOBHBIX SMU300THH.

18. lMepecmotpets peroHanbHbI MAQH AEACTBMI N0 HOA30PY HOA MHOEKLMOHHBIMA
BONE3HAMM NYTEM BKIIOYEHNS 1 YYETA 3UMEYTHHH, MONTYYEHHBIX M3 TOCYAAPCTB-YIEHOB, AN
npexcrasnenus ero 8 Pernoranbhbii komuret 8 2001 .

B. MoaroToBNEHHOCTb K BCABILLKAM

[ocynapcTaam-uneHam pexomenayercs:

19. Vimets 0bHOBNEHHbIE NOAPOGHbIE NIAH 0BECTIEYEHNA TOTOBHOCTM U PEATMPOBAHMS
B CITY4OSX MMM, JDYTVX SKCTPEMOMbHBIX 19 3A0POBBA CATYQLMSX, TAKKE B CTIYHOSX CTUXMIHBIX
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environmental accidents or unexpected biological hazards as
appropriate.

20. Alert WHO and other Member States when a health emergency
is of potential infernational importance.

21. Develop a specific communication strategic plan integrated in
the national operational plan of action addressing training,
preparedness to epidemics and public address during events of PH
importance.

WHO is recommended to:

22. Support Member States in the investigation and control of
infectious diseases through the systematic monitoring, verification and
dissemination of information on outbreaks of international health
importance.

23. Facilitate the preparation and dissemination of guidelines on
surveillance and control of unexpected threats to health.

C. Capacity Building

Member States are recommended to:

24, Develop incentives to encourage the retention of effective,
experienced staff and to facilitate the recruitment of skilled candidates.

25. Include in training the use of newer epidemiologic methods,
information technologies and other tools, particularly relevant to priority
infectious diseases and national needs. Effective training materials
should be exchanged between national and sub-national levels.

26. Ensure that all epidemiologists at all levels have a core set of
skills including constructive interaction with mass media.

27. Ensure that laboratory scientists have a core set of skills for
effective laboratory testing according to international standards.

WHO is recommended to:

28. Promote the formation of other international field-based
training programmes modeled on EPIET, along with Member States
and international partners.

29. Facilitate the development, adaptation and exchange of
appropriate educational materials for Member States.

30. Support Member States in the production of the appropriate
materials and tools for the training of health care providers regarding
the role of surveillance and control procedures for infectious diseases in
protecting the health of populations.

31. Promote, and seek international partners to assist Member
States in, the establishment of effective national reference laboratories
for priority infectious diseases by enhancing laboratory capacity.

D. Networks, International Collaboration

32. Member States are recommended to join and participate in
regional and sub-Regional networks for the regular interchange of
data, problems and solutions concerning areas of common interest.

33. WHO is recommended to continue to encourage inter-regional
collaborations on the sharing of infectious disease data, problems and
solutions of mutual interest, such as Operation MECACAR for polio
eradication.

34. WHO and Members States are recommended to increase liaison
communication with international and local press organizations in
order to improve accurate media communication (internationally and
in Member States) regarding issues in the control of infectious diseases.

E. Building Partnerships

35. WHO and Members States should encourage the involvement
of potential partners for improvement in infectious disease surveillance
among development and health organizations (governmental,
international and non-governmental).

36. WHO is recommended to formulate a formal agreement for
cooperation with the European Union on the enhancement of surveillance
and control of infectious diseases.
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BEncTBuiA, OBAPUH, KOTOPLIE MOMYT BHI3BATH 3AMPA3HEHME OKPYXCIOLLIEN CPEMl, O TAKKE B CTyHasX
BOSHUKHOBEHMS APYIVX HEMPELBAACHHbIX BUONOTMUECKUX OMOCHOCTEN.

20. Mssewars 06 onacrocv BO3 v gpyme rocynopcrBa-uiieHbl B Cy40sX, €M KCTPEMANbHOS
CUTYQLMS, NPEACTABASIOLLAR YTPO3Y 4719 3A0POBLS, YPEBATA NOCNEACTBUIMM, MOTYLLMMM MMETS
MEXIYHOPOBHOE 3HAYEHME.

21, Pa3paboTaTh KOHKPETHbIA CTPOATErMYECKUM MNQH KOMMYHWKOLMK M MHMOPMALMH,
MHTETPUPOBOHHbI B HOLWMOHANBHbIA MNCH MPOTUBOSMMAZEMAYECKIX AEHCTBHN, B KOTOPOM HOMEUYEHO
00y4eHue, NOLrOTOBKA K 3MMIEMHUAM, O TOKXE AEHCTBUA ODLUECTBEHHOCTM M HOCENEHNS B CTIy4asX
ONACHOCTY 4751 OBLLECTBEHHOTO 34POBOOXPAHEHNS.

BeemimpHov 0prammaaLm 30p0BOOXDGHEHHS DEKOMEHEYETCH:

22. Oxasbisars MOAREPXKY FOCYAAPCTBAM-UNEHOM B COEPE UCCNEROBAHMHA MHOEKLMOHHBIX
BonesHeit 1 BoPsBbI C HUMY MY TEM CCTEMATUYECKOTO MOHHTOPHHIT, BEPMOMKOLIY 1 PACTIPOCTOAHEHHA
MHOOPMOLWM O BCMLILLKOX 3060NEBAHMH, MMEIOLLMX MEXTYHOPOLHYIO 3HOYMMOCTb A1 3A0POBLS.

23.  CnocobeTBoBaTS NOATOTOBKE M PACTPOCTPOHEHYIO PYKOBOBALLIMX MPUHLMIIOB, MHCTDYKLH
¥ PEKOMEHLOLMH MO 3MAHAA30PY U KOHTPOMIO HEMPEABUAEHHBIX YTPO3 4719 30POBbA.

B. Pazsutue pecypcos

[ocyaapcTBam-uneHam pexomerayeTc:

24, Cosnams ciCTeMy MOOLLPEHHS C LENbIO MOALEPXKN COXOUHEHHS KOMTIETEHTHOTO, OMbITHOTO
NEPCOHANG 1 COCOBCTBOBATL MOMOTHEHMIO 70 KBAMUOULMPOBAHHbIMU KAHIUAATAMA.

25, Broiouwms B nporpammbl OBY4EHHA HOBLIE SMMEMUOIIOTYECKHE METORH, MHOOPMALMOHHbIE
TEXHONOMM 1 JDYTHE METORb, OCOBEHHO KACIOLIMECH MPUOPHTETHBIX MHDEKLUMOHHBIX GOnesHeN 1
notpebHocTeit Ha yposHe cTpaH. Cneayer 0GMEHMBATLCA 3GEKTUBHBIMK MATEPMANTMM s
0ByuEHMS HOI CTPOHOBOM M BHYTPUCTPOHOBOM YPOBHSIX.

26. OBecneuTs, YTOBSI BCE MMIEMMONOTY HA BCEX YPOBHSX OONAANM OCHOBHbIM HABOPOM
HOBLIKOB 1 YMEHWH, BKITIOH0S KOHCTPYKTUBHOE BIOMMOAEHCTBME CO CPELCTBAMM MOCCOBOR MHGOPMALYM.

27. Obecneuws, 4ToBbI nepcoHan MabopaTopwit OBNKEN M PACTIONATAN OCHOBHbIM GPCEHANIOM
YMEHWA U HOBLIKOB ANS 3DGEKTMBHLIX NABOPATOPHLIX MCCTIELOBAHMA B COOTBETCTBMM C
MEXYHOPOBHbIMU CTOHLOPTOMA.

BcempHow 0prarmaaLm 30p0BOOXDAHEHHS DEKOMEHEYETCH:

28. CnocobcTBoBaTL CO3AAHMIO HOBBIX MPOTPaMM ODYYEHHA HO MECTOX, CMOAEMMPOBAHHBIX
Ha EPIET Bmecre ¢ rocyaapCTeaMu-unieHamMA 1 MEXIYHAPOAHbIMM NAPTHEPOMA.

29. Croco6CTBoBATS CO3AAHMIO, AAAMTOLYM 1 OBMEHY HyXHbIMA MOTEPHANCMY OGY4eHHs B
FOCYBOPCTBOX-4TEHOX.

30. OxasbiBaTb NoRAEPXKKY rOCYAAPCTBAM-IEHOM B M3AOHMM LIENIEHANPOBIIEHHBIX MATEPMAIIOB
1 060pPYROBAHMA Ans 0BYYeHUs PaBOTHUKOB 3APABOOXPOHEHHA MO BONPOCAM, CBA3AHHBIM CO
3HQUEHMEM SMMAHAA30PA 1 MeP GOPLOLI C MHDEKUMOHHBIMM BONE3HAMM N9 3ALLMTE 3A0POBLS
HaceneHvs.

31. CogelfcTBOBATS rOCYAAPCTBAM-YNEHTM B CO3AAHMM M OCYLLECTBIATD OKTUBHBIA MOMCK
MEXIYHOPOAHbIX NAPTHEPOB A9 CO3AAHNA SPPEKTUBHbIX HALMOHANbHBIX CIPABOYHBIX (pedepeHc-
) nabopatopuit No NPUOPUTETHBIM MHBEKLMOHHBIM GONE3HAMM 1 N9 NOBLILIEHNA NOTEHLMANA U
BOSMOXHOCTEN NAGOPATOPUI.

I. Cetn, MeXXAyHApPOAHOE COTPYAHUYECTBO

32, [ocynopCTBaM-UNEHOM PEKOMEHIYETCH MPUCOBIMHHTLCA W Y4OCTBOBATb B AEATENBHOCTH
PETYOHMbHBIX M CyBPETMOHNbHBIX CETEN 19 PETYRAPHOTO 0BMEHA HHbOPMALWEH, NPOBIEMAMA
M peLLeHuaMy B 0ONACTAX, FBATIOLLMXCA NPEAMETOM BCEOOLLEH 3AMHTEPECOBAHHOCTH,

33.  BcemvpHOI Opram3aLyy 3BpOBOOXPOHEHHS PEKOMEHEYETCH MPOROMIXAT NOOLIPEHHe
MEXPETMOHANEHOTO COTPYAHMYECTBA B Chepe OBMEHA AAHHBIMM 06 MHEKUMOHHBIX BONesHsX,
NPOGREMOX U PELLEHNSX (KOK, HOMPUMED, B POMKAX, MPEACTOBIAIOLLMX B3CHMHBIA MHTEPEC OMepaLH
MEKAKAP no nuksnaaumm nomuomnenual.

34, BO3 # rocynopCTBOM-4NEHOM PEKOMEHAYETCS PACLIMPHTL CBA3M M KOHTOKTHI C
MEXAYHOPOIHLIMA 1 MECTHBIMM OPIOHOMY NEYATH AN HANCXHMBAHMS SOCTOBEPHOCTU M TOYHOCTH
[IOHHbIX CPEACTB MACCOBOM MHGOPMALIMY (MEXBYHOPORHHIX M B FOCYAAPCTBAX-4IEHOX] M0 BOMPOCaM
BOpLOBI C MHBEKLMOHHBIMM BONE3HAMM.

4. YcraHoBneHue naptHepcrea

35. BeempHas opram3aLys 3apaBOOXPAHEHHA M FOCYAAPCTBO-UTIEHbI T YAYULLEHHA HOJ30PA
30 MHOEKUMOHHbIMM BONE3HAMM LOMKHLI NOOLLPSATL MOMCK NOTEHLMANbHLIX NAPTHEPOB CPEMM
OPIOHM3OLMH, OCYLLIECTBISIOLLAX AESTENIHOCT B OBIICCTH PO3BATIS, MCCTIBNOBOHMI 1 3APOBOOXDCHEHHS
(FOCYBOPCTBEHHBIX, MEXBYHOPOBHbIX Y HEMPABHTELCTBEHHbIX).

36. BcemupHOl OpraHM3aLMM 30PABOOXPOHEHMS PEKOMEHAYETCA CHOPMYMMPOBATS
$OpPMOnbHOE ComaLLEHHe O COTPYAHMYECTBE C EBpONEiCKim COI030M MO YCHNEHHIO 3MMAHAA30PA
30 MHOEKUMOHHbIMK BONEsHIMM M BOPLOE C HUMM.
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The Baltic Inventory describes and analyses monitoring and control systems of communicable diseasespoles of experise of epidemiological and microbiological investigation,
resources and logistics of outbreak control in Baltic states as well as co-operation with countries outside the Baltic region. The Baltic Inventory is fully comparable with the EU

Inventory and in the future - with WHO Inventory of Eastern Europe.

Background

In May 1998, the national infectious diseases surveillance centres of the
Baltic states and the Swedish Institute for Infectious Diseases Control agreed on
a closer co-operation in the region. This programme was called Baltic Sea
Programme.

Within this Programme the Baltic Inventory was conducted. It is based on the
design of the European Inventory of 1998. The Baltic Inventory was strongly
supported by the European Commission and the WHO, Regional Office,
Copenhagen. WHO performes at present a similar inventory in all Eastern European
countries.

The European Inventory was successfully performed in EU member states,
Norway and Switzerland in 1997/98. It is available on CD ROM and written
report. An Internet version of the European Inventory is planned to facilitate
better maintenance and updating of the data base. The Baltic Inventory followed
the design of the European Inventory.

Objectives

The objectives of the Baltic Inventory are:

* todescribe and analyse monitoring and control of communicable diseases,

*  to describe poles of expertise in epidemiological and microbiological
investigation,

*  to describe the research currently heing conducted for the monitoring
and control of infectious diseases,

*  to describe co-operation with countries outside the Baltic region.

Methods

We used the questionnaires of the European Inventory on:

o institutions involved in communicable diseases surveillance,

*  statutory reported communicable diseases,

* non-statutory surveillance systems and networks,

o outbreak and alerts for communicable diseases,

*  laboratory capabilities.

The Baltic institutes completed the questionnaires and a database was set up
at SMI. The preliminar report was sent to the involved institutes for review and
corrections were implemented for the final version of the report and the CD ROM.

Results

The Baltic Inventory provides:

a comprehensive overview on the Baltic surveillance systems,

g complete list of surveillance institutes and labs with detailled description
of their responsibilities,

 an address list of involved health professionals,

 and the description of resources and logistics of outhreak control.

Mpeanocbinku

B mae 1998 rona HaunoHanbHLIE LEHTPL CIEXEHUS 30 MHOEKLMOHHBIMM
3a6onesaHmami banmuiickix cTpan v LLIBeackuit MHCTUTYT KOHTPONS HOL MHAEKUMOHHBIMMK
306016B0HMAMM AOTOBOPUIMCL O GOfIEe TECHOM COTPYAHMYECTBE B PETMOHE. JTa
nporpamma Bsina Hassara Mporpammot Bammwickoro mops.

B pamkax 37oi nporpammsl Gein cosaaq Bantwickuit Ob3op. On noctpoer Ha
ocHosauy Esponeickoro O63opa. Cosaanme banmitckoro O63opa nogaepxam
Esponeiickas komucens 1 Peruonanstas kortopa BO3, Konerraren. BO3 nposoaut
nonobHsit 0630p 8o Beex Boctouro-Esponeiickux crpaHax.

Esponerickuit Ob3op Gbin ycnewHo nposegex B CTpaHax uneqax Esponeickoro
Coobectsa, 8 Hopserw v Lseduapun 8 1997/1998. On goctynen 8 sie CD ROM
KQK MUCbMEHHBIA JoKnag. JannanuposaHa sepcus Esponeiickoro O3opa 8 MHeprere,
4066l OBNErYUTS NydLLEE NOAIEPXCHKE W NONONHEHWE NOCTIEAHMMM CBELEHSMA HA3bI
LIOHHIX.

Llenn

Lensmu banmvitckoro O6sopa Geinm:

*  OMMCOTb ¥ MPOCHAMM3NPOBATS, KOK OPTAHU3OBAHSI CEXEHUE W KOHTPOMb HOL
MHOEKUMOHHBIMA 3000NEBAHMAMM,

*  ONMCATL BCIO PA3HOOBPA3HOCTb OMLITA B 3MMAEMMONOTUYECKUX
MUKPOBMONOTMYECKUX UCCIIBROBARMSX,

*  ONMCATb HOYYHbIE MCCIEOBOHMSA, NPOBOAAILMEC B HACTOSLIEE BPEMS AN
CIBXEHMS M KOHTPONA HOZ MHOEKUMOHHBIMK 30007EBAHNAMM,

*  OMMCTb COTPYAHUMYECTBO C FOCYAAPCTBAMM BHE banmuiickoro pervowa.

Metogsi

Boinm ucnonbsosarsl axkets Esponeickoro Ob3opa no Temam:

®  VUPEXTEHVS, CBA3CHHLIE CO CTIEXEHMEM 30 MHMEKLMOHHBIMA 3060NIEBAHMSMY,

*  0OS30TENLHO NOAEXALLYE PETUCTPOLMM MHGEKUMOHHBIE 3060N1EBAHMNS,

*  HeOGA3ATENbHBIE CETH 1 CHCTEMBI CIEXEHMS,

®  BCMbILKM Y TOTOBHOCTb K MHOEKLMOHHBIM 3000NEBHHUAM,

*  BO3MOXHOCTM TOBOPATOPHH.

Banmuiickve yupexaeris sasepLunmv sanonHenve arker 1 B SMI Bbina cosaora 6asa
L0HHbIX. [PEmBOPUTENbHBI OTYET BbiN PASOCTIOH B 30LEHCTBOBOHHLIE YYPEXTEHHA AN
MPOCMOTPA, HCTIPABAEHMA Gbinv BHECEHH! B OKOHYCTENbHYIO Bepcwio otveTa u Ha CD ROM.

PesynsTamsi

Banmitckuit OBsop npesoctosnser:

*  CYEPNHIBAIOLLMI 0B30D BANTUACKMX CHCTEM CTIEXEHMS,

®  IONHBIA CIMCOK YYPEXTEHNI MO CIEXEHMIO U NaBGOPATOPHIt C NOAPOGHSIM
OMUCaHMEM X OBA3THHOCTEH,

*  CIMCOK OAPECOB 30EMCTBOBOHHbIX CNELMANMCTOB OBLLECTBEHHOTO 310PO0BSS,

*  OMMCOHYE PECYPCOB M JIOTUCTAKA KOHTPONA BCTIbILUEK.
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Conclusion and future perspectives

The Baltic Inventory is a practical information tool, because the information
is easily retrievable. It is fully comparable with the EU Inventory and the WHO
Inventory of Eastern Europe. As such it is of great value for existing and future
infernational collaboration in the field of communicables diseases surveillance
and control. However, the usefulness of the inventory depends on the data
quality. Therefore, permanent quality control of the data has to be ensured. The
Internet version would be the ideal tool for fast and regular changes.

Baltic states public health systems are going to update the database by
themselves, since they have the best overview on new developments. One institute
could be responsible for the maintenance of the website. The Inventory could be
extended fo other topics of relevance. It could be integrated in to other international
databases.

Availability

The Baltic Inventory will be available as written report and (D ROM at the
involved institutes and it can be accessed via the SMI homepage (htfp;//
www.smitfskyddsinstitutet.se). At a later stage it should be incorporated into
the European Inventory and the WHO Inventory of the Eastern Europe countries.
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Jaknioerme v nepcnexTves Ha Byayuiee

Banmitckuit OB30p ABMSETCA MPAKTMUECKMM NOCOBUEM, TAK KOK MHGOPMOLMS NETKO
pocrynia. On nonHocTeio coorsercrayer Esponerickomy O63opy 1 Bocouro-
Esponerickomy Ob3opy BO3a. Kak Takosoi oH umeet Gonbluyio LEHHOCTb A1s
CYLLECTBYIOLLETO 1 BYAYIOLLETO MEXTYHAPOBHOTO COTPYAHUYECTBA B OBNACTY CTIEXEHMS 1
KOHTPONA HO MHdeKUMOHHbIMK 3a60nesarmsamy. OpHako nonssa Ob3opa 3asucT ot
KQUECTBA AAHHSIX. [103TOMy SOmXeH BbiTs 0BECTIEYEH NOCTORHHBIM KOHTPOMS WX KAYECTBA.
Bepaus uHTepHeTa GyaeT MaeambHbIM CPEACTBOM A8 BLICTDbIX M PETYTAPHBIX USMEHEHHH.

Tlyswim pewernem 6bino Bbl 4T0BH BanTwickme konner camt 06HOBNATM Ha3y
LIOHHIX, TOK KOK OHX MMEIOT NTy4Lumit 0630p HOBbIX AaHHbIX. ORHO yupexaerue Mormo Gbi
BbiTb OTBETCTBEHHbIM 30 06CTyXMBaHME CaiTa B Mkteprete. O630p Mor 6ol Bbib Takke
paclmpen 3a cyet cvexsix Tem. OB30p MOXET BbiTb MHTETPUPOBAH C APYMMM
MEXTYHOPOAHbIMA GO3AMM AOHHBIX.

HAocrynHoctb

Banmvitckuit Ob3op Gymer goctynen kak goknaa 1 Ha CD ROM 8 30aeitcTBOBAHHbIX
yuepexaerusx. bonee Toro on goctynen yepes caitt SMI 8 wnTeprete (hitp://
www.smitiskyddinstitutet.se). B nepcnexvse oH gomxeH GuiTb BKnioueH & Esponeickuii
O630p 1 Bocrouro-Esponeitckmit O6sop BO3a.

MpusHarenbHoCTb

Banmitckuit O630p He Gbin Gl yenewen Ge3 COTPYAHMYECTBA MHOTUX L M3
Banmuitckux CTpaH, noCBATMBLIMX CeBs 3TOM OTBETCTBEHHOM PaboTe. 03TOMY Mbl XEnaem
BbIDO3HTH MPM3HATENLHOCTL BCEM NTMLLAM, KOTOPSIE 3AMOTHANM QHKETH! M MPELOCTABMIIM
HOM UHGOPMALMIO.

CTATbU

Oleg Parkov, Tatiana Krainova, Maria Okuneva,
Tatiana Ugolkova
Saint-Petersburg Centre for Epidemiological Surveillance, Russia

O.B. MNapkos, TH. Kpasinosa, MA. Okynesa, T.b.Yronskosa
LleHTp roccaHanuaHaasopa B CaHkT-Metepbypre

Poliomyelitis surveillance programme in SaintPetersburg includes active acute flaccid paralysis surveillanceseroimmunity studiesenterovirus distribution and environmental
surveillance and children immunization against poliomyelitis. Three years olds polio immunization coverage was 97% in 1998. There have been 13 - 56 AFP cases annually since
1971. Only a few cases of poliomyelitis have been registered in St. Pefersburg since 1964. During the lastfive yearstwo cases of vaccine-associated poliomyelitis have been
registered in nonvaccinated infants under one year from baby-orphanages, who had been in contact with vaccinated children. For a the full detection of poliomyelitis on time, the
epidemiological surveillance of illnesses similar to poliomyelitis or acute flaccid paralysis (AFP) was established in St. Petersburg in 1971.

AFP surveillance

Since 1988, active surveillance for AFP in children’s hospitals with neurological
departments has been carried out.

All children with suspected AFP are hospitalised to the Neuroinfection Clinic
of the Children’s Infections Institute (CH), to secure qualified clinical, laboratory
and instrumental examination including electromyelographia. The working
diagnosis is AFP for the first two days following hospitalisation. During this time,
all necessary examinations, including electromyelographia are performed. The
final diagnosis of AFP is established no later than four weeks after the beginning
of the examination, and includes the results of virological analysis. After discharge
from hospital, AFP patients are provided with mandatory follow-up by the
dispensary for 60 days in order to detect residual flaccid paralysis.

AFP is confirmed in 50% of the children with primary AFP diagnosis
hospitalised at the CH. On the whole, the diagnosis is changed to traumatic
neuritis, perinatal encephalopathia, neuromyalgia syndrom etc.

Two stool samples are obtained from all patients and tested in the laboratory.
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Ha repprropwt Carr-TerepGypra Hounkos ¢ 1964 rona pemcTprpoBaiivey eavkdHsie
Cy4au NOMMOMENHUTA. 30 NOCTIERHHE 5 NET 30PETUCTOMPOBAHO 2 Cy4Cs BAKLMHO -
(CCOLYMPOBAHHOTO MOMMOMMENHTA Y KOHTAKTHbIX HEMPMBHTLIX AETEH AO FOAA U3 JOMOB
pebeHka. [1ns MOsHOTO 1 CBOEBPEMEHHONO BLIABNIEHNS 3000NEBAHMIA TONMOMAENTOM, B
Camikr-Terepbypre ¢ 1971 rogo BeseTcs sMaem1onorvyeckuit HAg3oP 30 3060nEBAHMAMA
MO KIMHUKE CXOIHbIMM C MOMMOMUENMTOM WM OCTPbIMy BAnbiMu napanuyamu (OBT).
Exeronro pervctpupyiotea ot 13 o 56 cyyaes OB, nokasarens 3a6oniesaemocy
coctasnsier ot 1,8 5o 6,5 Ha 100 Teic. getckoro Hacenewms (puc. 1) anbonee soicokuit
nokasarens 3a6onesaemoctv 8 1997 rofy 30 CYET BKIIOYEHMS B OTYET HEBPUTOB JIMLIEBOTO
HepBa y aetedt no 14 ner.

Ona obecrievenms KBAMMGULAPOBAHHON MELULMHCKOR MOMOLLM, NPOBEAEHMS
CBOBBPEMEHHOTO M MIOMIHOTO KIMHMYECKOTO M 1060PATOPHOTO OOCTEOBAHHSA, BCE AETH C
sarHosom OB rocuramuaupyiotcs B kntmky Heitpoudexuit HIAIN. B craunonrape
nepasie Asoe cyTok pabounm avariosom sensierca OBIT, 3a 570 Bpems npoBoasTCA Bce
HEODXOZMMBIE HCCNESOBAHNSA, B T.4. 3neKTpOMUENorpadus. OKOHYATENbHBI AMArHO3
YCTQHOBAMBAETCA He nosgHee 4-x Hegenb OT HOYana OBCIEAoBAHMA C yYeTOM



Since 1998, testing has also been conducted at the regional centre of laboratory
diagnostics of poliomyelitis. In 1991-1992 80% and in 1998 94% of patients with
a primary AFP diagnosis were tested by virological methods.

In order to monitor the epidemiological investigation of every case of AFP, and
to control the preventive measures, lists of patients as recommended by the WHO
were infroduced in 1987. In addition, epidemiological investigation records have
been kept.

Accompanying documentation for stool samples that are sent to the virology
laboratory have also been worked out and introduced.

Since 1971 13-56 cases of AFP have been registered annually, and incidence
rates vary from 1,8 to 6,5 per 100 000 children (fig 1). The highest AFP incidence
rate in children was found in 1997 due to inclusion of neuritis facialis cases in the
official reports.

Seroimmunity and environmental sampling

Surveillance of herd immunity to poliomyelitis is constantly maintained in the
city: 500 -1000 sera of vaccinated children are tested annually. The mean
geometric fitres of antibodies is quite high (fig 3).

The percentage of children, among all those examined who are serologically
negative to all three types of poliomyelitis viruses varies from 0,3 to 5,6% in
different years.

In 1998, laboratory investigation for enteroviruses of stool samples from healthy
infants and water pipe samples, and ground water samples was abolished because
only vaccine virus can be isolated.

Vaccination

Vaccine prophylactics are one of the most important measures for poliomyelitis
prevention. During the years of immunisation against poliomyelitis in St. Petershurg
up to 1995, the number of children from 0-3 years of age who received three and
more doses of OPV was never higher than 80%. The share of children in this age
group that did not receive a dose of OPV ranged between 4-12% in different
years.

Medical contraindications for vaccination during the first year of life (85-90%)
resulted in inadequate vaccination coverage. Prior to 1995 the first dose of vaccine
was given to children at the age of 5-6 months or later. Thus only 80-82% of
children received the full course of vaccination during the first year of life.

The introduction of changes in vaccine application instructions in 1989 reflecting
the reduction of medical contraindications did not improve the vaccination coverage.

Since 1995, one of the criteria for the evaluation of pediatricians” work in

BUpyconormueckux 4aHHbx. OB3aTentHbiM SBNFETCR AMCAHCEPHOE HBIOeHHE 30
Bcemu BonbHbimu ¢ guariozom OBIT 8 Teuerm 60 aHeit A1 BHISBNEHNUS OCTATOYHBIX
BANbIX NAPONAYEN.

Iuaros OBM nogreepxaaetca y 50% GonbHbix noctynaiowyx s kvrnky HAIN
¢ nepauuHbiv auariosom OBI, B 0CHOBHOM AMATHO35I OTMEHSIOTCH HO TPOBMATUUECKHIA
HEBPWT, NEPUHCTAIBHYIO 3HUEGONONATUIO, HEAPOMMONTMUECKMA CUHPOM U T.4,

Y Bcex BonbHbix Gepetca 2 npobel cryna u ucanenyioted 8 nabopatopmt HAMIN, a ¢
1998 roga TaK e B PEMOHAHOM LEHTPE N0 TAGOPATOPHOM BUCTHOCTUKE MOSMOMUETHTA.

B 1991-92 rogax supyconormyeckn obenegosanmcs 80% aeteit ¢ nepsuyHbIM
ariosom OBI1, 8 1998r. - 94,0%. [Ins ocyLLECTBNEHMA MOHUTOPUHTQ 30 POBEAEHMEM
MUAPOCCER0BAHMS N0 kaxaomy ctyaio OBIT 1 KoHTPORS NORHOTE MEPOTIPHATIH, G TOK
€ QHQNM30 0HHLIX M OMPEaeneHks nokasarens kauectsa pabots, ¢ 1997 rona kpome
KapT 3MMIoBCNEnoBAHMS BBEAEHE CIUCKM BOMbHbIX MO ONPeaeneHHoMy 0bpasLly,
pexomergosaHoMy BO3. PaspaBoTansl 1 BHEpeHb conpoBoauTenshbie 6raHkv ans
MpoG CTyNo, HOMPCBAAEMBIX B BAPYCONIOTMUECKYIO 0BOPATOpHIO.

C asrycra 1998 roga BeneTcs aKTMBHbIA HAA30P 30 OCTPLIMA BATIbIMI NOPCIMIOMA B
LETCKVX CTOLMOHAPAX UMEIOLLMX HEBPOMOTUUECKUE OTAENEHMS.

BakuMHONPOGUAOKTUKG - OFHO U3 BAXHEHLIMX MEPOMPHSTHA MPODUNAKTUKM
306018BAEMOCTY MOSMOMUEITUTOM.

Ha nporsixeHi BCex et ummyHU3aLmMM npoTve nommommenwta 1o 1995 rosa wiano
neTert nepebix 3-x net xuam, nonydmeiumx 3 1 bonee gos OMMB He npessiwano 80%.
YpenbHbiv BeC feTei, He nomysLumx Hu1 opHoi soss OMB 8 310i BO3paCTHOI rpynne,
konebancs 8 pasHbie rogsl o1 4,0 1o 12,0%.

OCHOBHOM NMPUYUHOM HEMONHOTO Y HECBOBBPEMEHHOTO OXBATA MPUBMBKOMY Obinv
MELLWHCKYE MPOTUBOMIOKA3AHHA Ha 1-om rogy xuaku (85-90% crpykType Bcex npuum
HerprBiTOCTH). Tepeyio 103y BOKLHSI AETM MONYYQIM C 5-6 MECIUHOTO BOSPACTA 1 MIOBXE,
nostomy B 1 rogxuarm (1r. - 1r.11m29am) romsko 80-82,0% gereit so 1995 rona nonyuanv
MOMHbI KyPC BOKLYHALWM. BHECEHME H3MEHEHMI B UHCTPYKLMIO 1O MPUMEHEHMIO BOKLWHSI
8 1989 rony B naHe COKPALLIEHY MPOTMBOMOKABOHMH, HE YIYLLMIO MOKQBATENM MPUBUTOCTH
[ETel POHHEro BO3PACTa.

C 1995 roga B AETCKUX MOTMKIMHUKOX FOPOAQ OIHMM U3 KDUTEPHES OLEHKY PaBOTHI
YHCICTKOBOTO NEIMATPA, CTON MIOKA3ATENb OXBATC AETEN MPMBUBKAMM MPOTHB NOSMOMAEIATA
B 3-x MecsuHom BospacTe. Meayuurckuit oteog ot nepaoit sossi OB 8 3rom sospacte
LOMXeEH BbiTb 0GOCHOBAH KOMACCHOHHO. ITO YCUIIMIIO BHUMOHHE MEAUCTOB K Mpobreme
BOKLMHOLWM MPOTHB NommommenuTa. OBHOBPEMEHHO B 3TM TORbI B LUTATHOE PACTMCAHHE
MHOTMX MIOTMKIMHUK GbINC BBEAEHA JOMXHOCTb BPAYQ - HEOHATONOTD, NOA HADMOAEHHEM
KOTOPOTO HOXOIWICh ETH PAHHENO BO3PACTA. STO CHUUIIO YMCTTO HEOBOCHOBAHHbI
MegoTBOROB Ha 1-M rogy xvskn. Metomudeckas pabota ¢ nematpamy, Hesponaronora
peTckux nommkvnk coamectHo ¢ HM gerckmx undexunin Carkr-TletepOypra mamernna

Fig 1. Acute Flaccid Paralysis Incidence in Children Population in Saint-Petersburg in 1971-1998 /
3abonesaemocts ocTpbiMi BAnbiMi napanuyamu aetert 8 Carkr-Merepbypre, 1971 - 1998 .

Incidence per 100000
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Fig 2. The OPV3 Immunization Coverage of 1 Year Old
Children in Saint-Petersburg in 1990-1998 / Ynenshsiit sec
peteit nonyumswmx Tpu gossl OMB 8 Tr., 1990-1998 rr.

1990 1991 1992 1993 1994 1995 1996 1997 1998
Years

outpatients’ clinics, has heen the poliomyelitis vaccination coverage of children
at the age of three months.

Medical rejection of the first dose of OVP at this age should be confirmed by
a commission. This attracted pediatricians” attention to vaccination against
poliomyelitis.

At the sume time, neonatologists were introduced to many of the outpatient
clinics. This led to a decrease in the number of groundless methods in use during
the first year of life. The methodical work of the CH with pediatricians and
neurologists at childrens” outpatient clinics changed the approach to medical
contraindications against vaccination of children with neurological pathology.
As a result, coverage for children at the age of one went up from 81% to 90%.
In 1996 the coverage reached 96% and in 1998 the coverage was 97% (fig 2).

“National Polio Immunisation Days” improved vaccination coverage of 0-2
year old children. Especially noticeable was the positive dynamics in vaccination
coverage of 2-3 year old children. Thus, until 1994 the share of three-year olds
that received seven doses of OPV was on average 50%, as 65% in 1994 and
90% by 1997. In connection with the change in the immunisation scheme in
1998, children in this age group were now considered fully vaccinated against
poliomyelitis after receiving five OPV doses. The coverage reached 97%.

Despite the positive dynamics in vaccination coverage, the problem of
vaccination timeliness of one-year-old children still exists. 91% of the children
received three doses of OPV before 12 months. A diagnosis of “encephalopathia”
still remains the main reason for delaying polio vaccination of three months old
infants.

Conclusions

At present, the main attention of poliomyelitis and AFP surveillance system
should be paid to the timeliness of children’s vaccination from three months of
age, the increase of vaccination coverage of children up to three years old, the
detection of children with AFP, and the undertaking of a full virological
examination of children with AFP in the regional laboratory centre for poliomyelitis.
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Fig 3. Geometric Mean Titers of Antibodies to Poliomyelitis Viruses
in Saint-Petersburg in 1974-1998 / Cpeanuit reomeTpuyeckmit Tnp
awTuTen k supycam nonvommenuta B Cant-letepbypre, 1974 - 1997,
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NOAXOfb! K MPOTUBONOKA3AHMAM K BAKLMHOLMM JETEN C HEBPONOTMYECKOM NATONOTMEN.
B pesynsrare k konuy 1995 roa oxsar sakuvHauwedt 8 1 rog nossicuncs ¢ 80,9 o 89,5%,
8 1996 rony socvr 95,6% u & 1998 roy coctaswn yxe 97,4% (puc. 2).

HaumoHanbHbIe HM MMMYHM3OLAM NPOTMB MOMMOMMENHTA YCKOPWIM YAYULLEHME
NOKQ3CTENEN OXBATA BAKUMHALMEN eTed nepsbix 4Byx et xuaHu. Ho ocoberHo someTHa
nonoxutenbHas auHamuka y aeteit 2-3 net. Tak 8 3 ropa 7 sos OB o 1994 rosa
nonydam B cpeatem 50% aereit, 8 1994 rony - 64,9%, 8 1997 rogy - 89,8%. B 1998 rogy, 8
CBA3N C U3MEHEHMEM CXEMBI MMMYHU3OILIM, JETH SOHHOM BO3PACTHOM PYMMbI OLEHMBANMCH
KQK CBOEBPEMEHHO npuBuTsie nocne Baeaenus 5 o3 OB, Srot nokasarens coctasun
96,5%.

He cMoTpst HO NONOXUTENBHYIO AMHAMMKY NOKO3ATENM OXBATA AETEN NPUBHBKAMM,
MPOGREMON BCE ELLE OCTABTCA CBOBBPEMEHHOCTb BOKUMHALYM HO NEPBOM rofy xu3ku. K 12
mecsom 3 gossl OTB nonyunn 8 1998 roay 91,0% aereit. uarvos “sHuedanonatms”
OCTCETCS OHOM M3 BEYLLYMX NPHMH HECBOSBOEMEHHOM BAKLMHALWMM JETEN B 3-X MECTYHOM
BO3PACTE.

B ropose mocTosHHO BeZeTCH HAZ30P 30 KOMMEKTUBHbIM MMMyHMTETOM. B rog
nccnegyetcs ot 500 go 100 chiBopoTOK KPOBM 3LOPOBbIX MPUBMTHIX AETEH.
CpenHereoMeTpHIeCki TUTP QHTMTEN K BUPYCOM NOMMOMMUENTA HOXOUTCA HOl BbICOKOM
ypose puc. 3).

[poUEHT CEPOHETaTUBHbIX JETEN KO BCEM TPEM TUTIOM BUPYCO! MOSMOMMENIATA B PO3HSIE
rogsl cocrasnan ot 0,3 1o 5,6 % ot Bcex 06CnenoBaHHLIX AETEN.

“[vkue” NONMOBMPYCH M3 OBBEKTOB BHELLIHEN CPEAbl M OT 310POBbIX AETEN HE BLIIENAMCS.
30 nocrentie Tou rORA BHRENEHO 9 BOKUMHHbIX LLITOMMOB BUDYCO MOTMOMHENIMTA OT 310POBLIX
petei. C 1998 roga otmereHo 0bcneosarme Ha 3HTEPOBIUPYCH NPOD CTYNIO 3A0POBLIX
[iETei W MCCTIEROBAHMS BOLOMPOBOAHOM BObI, O TAK XE BOZbI OTKPBITbIX BOLOEMOB.

B Hacroswiee Bpems B cucTeme annaHaazopa 3a nonmomuentom 1 OBIT ocHosHoe
BHUMOHME YAENAETCH CBOEBPEMEHHOM BOKLMHALMM AETEH C 3-X MECAYHOTO BO3PACTA,
LIOCTUKEHMIO BBICOKOTO OXBAT MPBUBKOMA MPOTUB MONMOMMENTO AETEM O 3-X NIET, BbIBIIEHMIO
onbHbx OBIT 1 1x MOHOMY BUPYCONOMMYECKOMY OBCTIESOBAHMIO B PETVOHOIBHbIM
11060OPATOPHOM LEHTPE MO OBOPATOPHON AMOTHOCTHKE NOSMOMMENMTC.
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During 1998-1999 an increase in the incidence of mumps was registered in Lithuania: 1875 cases were reported in 1998 and 5946 cases in 1999. The incidence varied
between differentterritories and was notrelated to population density. Persons 13-19 years of age who had notreceived a second dose of the mumps vaccine were particularly
affected. The high incidence of mumps in this age group was associated with the loss of immunity following primary vaccination.

Incidence

Since the beginning of 1998 an increasing number of mumps cases has been
reported in Lithuania (fig.1, 2). Between 1989 and 1997 the incidence of mumps
was comparatively low; 400-650 cases per year were reported (1.0-1.7 cases/
10000). Teenagers were somewhat more affected in 1997, and since 1998 the
total number of mumps cases has increased sharply; 1875 cases (5.1 cases /
10000) were reported in 1998 and 5946 cases (16.1 cases /10000) in 1999.
From January to April in 2000 the number of cases was 17% higher than during
the first four months in 1999.

Geographical and seasonal distribution

The incidence of mumps varied between different territories in Lithuania. In
1998 the incidence increased dramatically in some southern and western regions.
During 1999 an increase was observed in the middle northern regions. In 20 of
the 52 administrative territories the incidence exceeded the non-epidemic level for
the country by more than 10 times during 1999. In contrast, the incidence did
not increase and only sporadic cases were reported in 15 territories. The incidence
of mumps was similar in large cities (population 130000 to 580000) rural territories
and small towns.

The increased incidence has not changed the seasonal distribution of the
infection, the highest number of cases being reported in winter and spring
months.

Age distribution and incidence by age

Compared to the period prior to 1999, the incidence of mumps has increased
about 12 times with a shift towards older age groups. In 1991-1996 the majority
of cases (76-84%) occurred among children under the age of 13 and only 8-17%
were observed among teenagers aged 13-19 years. In 1997, 13-19 year olds
became much more susceptible to mumps infection; approximately 36% and 50%
of mumps cases occurred among teenagers in 1997 and 1998-1999, respectively.
The incidence among 15-19 year olds has increased almost 70 times and among
13-14 year olds approximately 30 times. Among the youngest children the incidence
of mumps has not increased significantly; the number of cases among children
under 3 years of age has changed only slightly and among 3-4 year olds has
increased by 2-3 times.

In 1998 the highest morbidity was among 13-14 year olds (born in 1984-
1985) whereas in 1999 the morbidity was comparable between age groups 11
years, 12 years, 13-14 years and 15-19 years (fig.3).

Immunity status of highly affected age groups

The majority of children and teenagers in Lithuania received primary vaccination
against mumps during early childhood (1-2 years of age). Immunity may already
be lost among teenagers aged 12 years and older.

Assignificant number of teenagers have been re-vaccinated (fig.4). Since 1998
immunization with MMR combined vaccine has been introduced into the
immunization schedule for teenagers 12 years of age. By the end of 1998
approximately 57% of teenagers born in 1986 had been re-vaccinated. The
coverage had increased to 93% by the end of 1999. Some teenagers, born in

3a6onesaemoctb

C Hayana 1998 r 8 JluTee 650 30pETMCTPUPOBAHO YBEMMYEHHE WCTT CTy4aEs
snuaemuyeckoro napomwa puc. 1,2). B 1989-1997 r, sobonesoemocts snmaemuieckim
MOPOTUTOM BbUa CPOBHATENSHO HiaKoit: coobianocs 0 400-600 any4aes 8 rog, v nokasarers
pocwron smws 1,0-1,7 cnyuaes/10000. B 1997 r Heckonsko yawwe Gonenm nogpoctku, a
¢ 1998 r pesro ysenmumnocs obLuee unaio so6onesakuit 8 1998 r Guino coobiuero o 1875
canysoes (5,1/10000), 8 1999 r = 0 5946 cnyyaes undexumm (16,1/10000). B nepesie
yerbipe mecada 2000 rona s060nesLmx Geino Ha 17 % Gonblue Yem 8 Te xe mecsupl 1999
rona.

Feorpaduueckoe 1 ce30HHOE pacnpepeneHue

3a60neBaBMOCTb HEPOBHOMEPHO POCTIPEAENNACH MO TepPUTOPHM CTPakLL. B 1998
[ YACTO CIYYOEB PESKO YBEMMUUIOCh B HEKOTOPBIX IOXHBIX 1 3anaaHbX, B 1999 r -8
cpenrux ceseprbix pervorax. B 1999 rHa 20 (s 52) asmuHmcrparpaTvsix Tepputopusx
MOKA3QTENb 3000NEBEMOCTY MPEBLILLIAN HENMAEMHYECKHH YPOBEHS CTpas! 8 10 pas,
X0T# HQ' 15 TEPPUTOPHMAX OH HE YBEIMMNCS, 1 30B0NEBAEMOCTb OCTABAIACh CTIOPABMIECKOM.
B kpynHeriwux roposax (Hacenerme = 130-580 Thicad) akmeHOCTs snugemuyeckoro
MOPOTUTAL He GbiNa BONIEE MHTEHCHBHOM, YEM B CEMICKVX MECTHOCTAX 1 MOTIEHBKVX FOPOZKOX.

[oBBILLEHHOS CKTVBHOCTS BUDYCO HE MMEHWIQ CE30HHOTO POCTIPELENIEHVS HHDEKLM:
CaMOE BLICOKOE YMCIIO Cy40es BbIIO 30PETVICTPMPOBOHO B 3UMHME M BECEHHHE MECALLI

BospactHoe pacnpegeneHue ciy4aes 1 30601e8aeMOCTb MO BO3PACTY

Or nepuoa Hskoi akTvaHocTM 4o 1999 1 o6iuas 3060M1EBOEMOCTS SMMBEMAYECKUM
MOPOTMTOM BO3PACT MpMEPHO 8 12 pa3 M Mopaswia BospacTHsIE rpymisl Goriee CrapLuero
Bospocte. B 1991-1996 r GonbiumHcrso cnyqaes (76-84%) scrpedanocs cpemt aetert go 13
neT u Tonsko s 8-17% - cpeav nogpoctkos 13-19 ner. B 1997 1 3ta sospactHas
rpynna crana ropago Gonee socrpunmunsoit: 8 1997 1 okono 36% v 8 1998-1999 1- 50%
CIy40B8 JMHIEMAYECKOTO MOPOTUTO BTPEYANOC cpeavt noapocTkos. OT Meproaa HU3Koi
akmsroc 5o 1999 r sabonesaemocts BospactHod rpynnsl ot 15 go 19 net sospacia
noutw 8 70 pas, a ot 13 go 14 net — 8 30 pas. MoBbiLueHHAS GKTUBHOCTL IMUEEMMIECKOTO
MOPOTUTA MEHbLLE BCETO MOBIMANG HO COMBIX MIGALIMX AETEN: YACTO CITy40es CPEmv
BETel 10 3 NET NOYTH HE U3MEHUTOCH, O feTel 3-4 neT - Bo3pocna Ha 2-3 pasa.

B 1998 r camas sricokas sabonesaemocts 66ina cpeav 8ospactHo rpynnsl 13-14
net, a8 1999 - 13-14 nen 15-19 nier, v Tonbko HesrauvmrensHo Hixe = 11-12 sier (puc.

3

CocToHMEe MMMYHMTETO BO3PACTHBIX TPYNN C BbICOKOW
3u6oneBaemMocTbio

BonblumHCTBo peTed M NoapocTKos B JUTBe BriepBLIE NPOTUB SMIEMAYECKOTO NOPOTUTG
Dbl BOKUMHUPOBAHbI B POHHEM AETCTBE (B BO3pACTE 1-2 N1ET), 1 MMMYHWTET NOAPOCTKOB
12 n1eT ¥ CTapLUE, BHI3BAHHbIA NEPBO 030/ GHTUIEHT, YXE MOXET BbiTb YTEPTHHbIM.

JHaumTENBHOE YMTNO MOAPOCTKOB B0 PeBAKUMHKPOBAHO (pue. 4). B 1998 r crema
WMMYHM3CLYM BbING ZOMOTTHEHA MMMYHU3ALWMEN NOBPOCTKOB 12 NET KOMBUHMPOBAHHOY
sakuyHort MMR. B koriue 1998 r okono 57%, a 8 konue 1999 - yxe 93% nospoctkos,
pomvewmxcs B 1986 r, 65ino pesakumHmposaro. HexoTopbie 13 CTaplumx NogpocTKos,
pomvLLxcs 8 1981-1985 1, yxe parbLue Monyuui BTOPYIO 403y OHTHTEHA SMMEEMAYECKOTO
napowa, ynotpebnss MMR s ummyHrsawmm npotvs kopu ¢ 1993 roga.

OnHOKO 306011EBEMOCTS NOBPOCTKOB, PEBOKLMHMPOBOHHIX MPOTHB SMAZEMAYECKOTO
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Fig 1 Mumps in Lithuania, 1988-1999
Maporw 8 Jutse, 1988-1999
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Fig 3 Mumps by ages, 1997-1999
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1981-198 had been given a second dose of mumps antigen, using MMR.

Morbidity among teenagers re-vaccinated against mumps was significantly lower
than among those who had not received a second dose of the vaccine. Only 4.5%
of patients with mumps aged 13-19 years had been re-vaccinated within the past
3 years and 2.5% within the past 4-9 years (the majority had been vaccinated the
first time). Patients who had not been vaccinated or who had been vaccinated more
than 10 years prior to infection accounted for 93% of all cases. Teenagers aged 13-
14 years without a second dose of vaccine were more susceptible than 15-19 year
olds. In 1999 the incidence of mumps was 8-11 times higher among this group than
among re-vaccinated teenagers; 115 cases/10000 and 170 cases/10000 among
teenagers aged 15-19 and 13-14 years, respectively, who had not been re-vaccinated
were reported. The rate among re-vaccinated teenagers was only 14-15 cases/
10000.

Incidence of highly endemic territories

In 1999 the highest number of cases was registered in the city of Siauliai. A
total of 879 infections were reported (60 cases/10000) and the majority of cases
where among teenagers aged 13-19 years.

A high incidence of mumps was also observed in three other territories, Silale,
Silute and Akmene (population 33000-70000 per district), in which 365 to 695
cases (93-145 cases/10000) were reported. In these territories the highest incidence
was among teenagers 11-19 years of age. Some outbreaks at schools and in
daycare centres were reported. Many children of the same age were affected during
each outbreak and thus the distribution of cases by age varied in these territories.
In areas reporting a high incidence of mumps a large number of children under the
age of 12 years became susceptible to infection even though they had been vaccinated
within the past 10 years. At the same time, in territories with low incidence few cases
were reported among children under 12 years of age and a greater number of cases
were observed among adults 20-29 years of age.
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Fig 2 Mumps seasondlity, 1997- 2000
MocesonHoe pacnpenenenie napomra, 1997- 2000
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Fig 4 Mumps immunization coverage (2nd dose) in 1999
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MOPOTHTA, GBIIO 3HAYUTENBHO HUXE YEM NOFPOCTKOB, HE MOMYUMBLLMX BTOPOW JO3HI
anmvrena: cpemm naumentos 13-19 ner, Tonsko 4,5% Bbin BKUMHMPOBH! MEHEE Yem
3 ropa Ha30A (1. €. oHW nonyuMu BTOPYIO 803y akTreal, 2,5% - 4-9 net Hasag
(BonbLUMHCTBO 13 HiX Gbiny BKLUHMPOBAHYI BriepBbie] 1 Aoxe 93% - HEBAKLMHMPOBAHYI
w sakuHvposarsl 10 1 Gonee net Hasag, Mogpoctku 13-14 ner, He nonyumslune
BTOPOV 036l AHTUTEHA, Gbiniv Bonee BoCTpMiMuvBbIMK Yem nogpocTku 15-19 ner. B
1999 r 30B0onesaeMOCTb Cpeay NOIPOCTKOB, HE NOMYHMBLLMX BTOPOW A03bI, AOCTAMA OT
115 cnyyaes/ 10000 (cpem 15-19 sier) go 170 cnyuaes/ 10000 (cpem 13-14 nerjus 8-
11 pas npessiwan 306071€BAEMOCTb CPEAU PEBAKUMHUPOBAHHLIX NOBPOCTKOB.
3abonesaemocTs CpeaM PEBAKUMHUPOBAHHIX NOZPOCTKOB AOCTUMA Mwb 14-15

anyyoes/10000.

Tepputopuu ¢ BbICOKOI 3a601€BAEMOCTbIO

B 1999 r 6onsiue scero cnydaes - 879 - Guino sapemcrprposaro B ropoae LLsynse
(59,8 cnyuaes/10000).

Ha tpéx apymx Tepputopmsx (parioHax LLnnyre, Winane u Axmane ¢ 33-70
THICAYOMM HOCENEHMS B KOXIOM) 30601eBaEMOCTb Gbina 0cOBeHHO Bbicokom — 93-145
anyuoes;/ 10000 (365-695 cyaes). B 3mix parioHox 30pemcTpupoBaHO BHICOKOE YMTO
Y4088 NMOYTH BO BCEX BO3PACTHbIX MPYNNAX AETEV U OAPOCTKOB. DMUAEMUYECKUi
NOPOTHT 34€Ch NOPAWN BO3PACTHBIE TPYMMbI YyTh MICALLE, XOTS CAMOR BHICOKAR
3abonesaemocs Guina cpea noapoctkos 11-19 ner. B wkonax 1 petckux copax
BO3HVKIIO HECKOMSKO BCTILILLIEK, BO BPEMS KOTOPbIX 30BOMIENO BLICOKOE YCTIO JETEN TOT0
e Bo3pacta. [py yCrosmsx Snuemum1 3HOUMTENsHAR YaCTb AeTelt Ao 12 nieT crana
BOCTIDMAMYMBON K MMIEMUUIECKOMY MAPOTHTY, XOTS OHY Gbii BOKLUMHHPOBOHS! MEHEE
yem 10 net Hosog, B 10 Xe Bpems Ha TEpPUTOPHSIX C HU3KOM 3000M1EBAEMOCTBIO AETH
10 12 net 6onenu 0coberHo PeaKo 1 6onee BLICOKMIA MPOLEHT Cly4aEB BCTPEQNCS
cpem B3pocnsix 20-29 ner.

06cyxpaeHue

Mo AOHHLIM 30607EBAEMOCTH, NOTES UMMYHHTETA HEKOTOPbIX TPYII MOMYNIALMM



Discussion

According to morhidity data, loss of vaccine-induced immunity among some
population groups might be one of the causes of the epidemic. The high incidence
of mumps among teenagers aged 15-19 years was probably a result of
inadequate re-vaccination coverage while teenagers aged 12-14 years were
more susceptible to infection because they had not received a second dose of the
mumps vaccine.

MOrmIa BbiTb OFHOM 13 MpMunH Snaemun. Bricokas sabonesaemocts cpeav noapocTkos 15-
19 net Bsina Gornee 0BYCTIOBEHA HA3KYM OXBATOM PEBAKLMHOLYMK, O CPEM NOBPOCTKOB 12-
14 e - 0COBEHHO BHICOKOH BOCTIDHMMAMBOCTLIO ML, HE MOITYYBLLMX BTOPOW 03bl BAKLYHSI.

Peter A. Csango, Irina J. Menshutkina, Natalia Firsova, Svetlana

Ivanova, Tatiana Abakov ~ Department  of  Medical
Microbiology, University Hospital, Tromso, Norway; Regional
Dermatovenerological Dispensary, Arkhangelsk, Russia

MYauro, M. Menwyrkuna, H. ®@upcosa, C. Mearosa, T. Abakosa
OtaeneHue MeAULMHCKOW MUKPOOMOAOTMM YHUBEPCHUTETCKOTO
rocnutansg Tpomcé, Hopeerug, KoxHoBeHeponornyeckuin AucnaHcep
ApxaHrenbckoi obaacTy, Poccuitckas PepepaLing

Sexually transmitted infections (STI) are endemic in North West Russia, including Arkhangelsk Region with the STl incidence rate of 1642,6 in 1998 and 1690,0in 1999. Due to
diagnostic difficulties the actual incidence rate of genital chlamydial infections and other STIs may not be reflected in the reported figures. Contacts are increasing between North
West Russia and North Norway and cross-border spread of STls has already been demonstrated. As far as Norway is concemed the Depariment of Medical Microbiology at the
University Hospital in Tromsw is co-operating with the Arkhangelsk Region STI linic. The research of 332 patients with genital chlamydial infections using ligase chain reaction and
traditional direct immunofluorescens method revealed that the sensitivity of the latter method was 55,5%, specificity 97,9%, predictive value for positives 80,6%, predictive value for

negatives 93,3%, prevalence 13,5% and accuracy 92,2%.

Introduction

Sexually transmitted infections (STI) have been endemic in Russia, including
North West Russia, during the lost decade. The prevalence of STIs in the
Arkhangelsk Region is significantly higher than in other parts of Russia. In 1997
the incidence rate of STIs was 1353.7 in Russia and 1890,7 the Arkhangelsk
Region, 40% higher in Arkhangelsk than the average for other regions in the
country. In 1998, the incidence rate was 1361,0 in Russia while 1642.6 in
Arkhangelsk and in 1999, in Arkhangelsk it was 1690,0.

The geographic proximity and the increasing contact between Russia and
Norway provide the basis for a better co-operation aimed at improving ST
diagnostics. While connections have been partially due to tourist and commercial
traffic, there is a growing concern about migrant women and STls (1). Although
the spread of STIs across the international border between the northernmost
counties of Russia and Norway has only been demonstrated on a minor scale to
date (2), it is important o obtain reliable epidemiological data concerning STls
on both sides of the border.

In accordance with a Norwegian-Russian agreement signed in 1998 between
the Department of Microbiology at the University Hospital in Tromsg and the
Regional Dermatovenereological Dispensary of the Arkhangelsk Region, Russia,
the latter received diagnostic reagents, equipment and technical support for
diagnostics of C. trachomatis genital infections by the ligase chain reaction.

Materials, patients and methods

Patients attending the Regional Dermatovenereological Dispensary of the
Arkhangelsk Region for non-gonococcal urethritis (8 leukocytes /HPF), endometritis,
cervicitis (8 leukocytes /HPF), suspected urogenital chlamydial infection and
chronic salpingo-oophoritis in addition to controls were included in this study. A
total of three hundred and thirty four patients (187 female and 147 male) were
included.

The presence of C. trachomatis plasmid DNA in clinical specimens was

Beepenue

B nocneanem necatunetwn undekunm nepenasaemsie nonossim nytem (AMMMN)
SBNANMCH SHOEMMYHBIMA B POCCHM, B TOM uMCrie B CEBEPO-3ANALHOM PErvOHe, rae
satonesaemocts MMM sHauwTensHo Bhilwe, em B apyrvx peronax Pocenn. Ecm s 1997
r. sabonesaemocts VMMM 6bina & Pocenn 1353,7, 10 B Apxarrensckoit obnacu 1890,7,
1.6. 40% BbiLE N0 cpasHenuio co cpeaneit B cTpane. B 1998 r. 3tot nokasatens Bbin
1361,0 8 Poccun n 1642,6 8 Apxarrenscke, a8 1999 1. 8 Apxarrenscke — 1690,0.

leorpadmueckas BAM30CTb U MHTEHCHPUKALMA KoHTaKTOB Mexay Poccuedt u Hopeerveit
SBNAETCA OCHOBOM [19 PO3BUTMA COTPYAHMYECTBA B 3TOH OBNACTH, O TAKKE YNyyLIEHNS
mmarHoctnkn UMM, Yenoseueckue KOHTAKTE ABAFIOTCA OTYACTH TYPUCTUHECKMMM U
KOMMEPUECKMMM, HO BLISHIBOET ONACEHUS CBA3b MEXY MATOMPYIOLLMMM XEHLLMHOMA U
MMM (1). Heemorps Ha To, uto ypesrpanmunoe pacnpoctparenve MMM s manom
pPO3MEPE YCTAHOBNEHO HELUBHO MEXTy CEBEPO-30MAmHbIMA pervoHamu Poccum u
Hopservert (2), 0ueHb BaXHbiM SBRAETCA NOMyYEHME AOCTOBEPHBIX SMMAEMUONOYECKHX
narbix 0 pacnpoctparern MMM no o6enm CTOpOHAM rpaHMy.

B cootsetcraim ¢ noamucanHbim 8 1998 r. HOPBEXCKO-POCCHICKMM COMALLIEHMEM
mexgy OTaeneHnem MeMUMHCKOM MUKDOBUONOMM YHUBEPCHTETCKOTO rocrMTang Tpomcd
1 KoxHo-8eHEpONOvMHECKyM ANCTIaHCEPOM ADXQHTENbCKOM 06naCTH, NOCTeRHMi nony4aeT
[MQTHOCTUYECKUE PEQTEHTH], OCHOLLEHHE W TEXHUYECKYIO TOMOLLb ANS AMArHOCTUKM
FEHUTAILHO-XTOMUIMAHON MHQEKWAN C NHra3HOw wenHoi peakumeit (JILIP).

Marepuansl, nauyueHTs! U MeTopbl

Mbi ncenenosany naupenTos, nocetiaiolx KoxHo-BeHeponoryeckmii gucnamcep
ApXaHrenbckoi 0BRACTY C AMATHO3AMM HETOHOKOKKOBHI YPETOMT, SHIOMETPHT, LIEPBULIAT,
NORO3PEBAGMAS YPOTEHUTONbHAS MHOEKUMS, XDOHMYECKHI CONbIMHTO-00GOPHT 1
KoHTpOnbHas rpynna — Bcero 334 nauyenta (187 xemwut u 147 myxum).

C uensio uaeHtdmkaupn JHK xnamMuauitHOro nnasmmag B KITMHHYECKUX MATEPANOX
Bbin MCONB30BAH METOR amnmdmkam Hyknenrosoi kncnorsl, JILIP (Abbott LCXs, Abbott
Laboratories). C wenbio cpasHeHms Gbin UCONb30BaH MPSMON MMMYHODRYOPECLEHTHBIN
meton “XnamuCnarn” (AO JTAB-mamoctvka, Mockea) (TAD) ans uaermdmkaum armvrena

43



Table 1. Results of directimmunofluorescence vs. ligase chain reaction for the
detection of C. frachomatis in 332 patients / Pesynstatsl naenmdukaum C
trachomatis y 332 nauMeEHTOB METORAMA MPAMON MMMyHOGRYopecueHwy 1 JILIP

Method Total
DIF Positive Positive Negative  Negative
LCR Positive ~ Negative Positive Negative

25 6 20 28I 332

detected using a nucleic acid amplification method (NAAD), the ligase chain
reaction (Abbott LCX 0, Abbott Laboratories, Abbott Park, Illinois). For comparision,
an immunofluorescence method, “ChlamySlide/ XnamuCnaitn” (A LABdiagnostika,
Moscow), was used for the direct detection of Chlamydia trachomatis antigen.
(linical specimens included endocervical or male urethral swabs.

Results

The average age of the patients was 29.8 (29.5 for men and 29.3 for
women). The average age of the chlamydia positive patients was 23.8 vs. 29.4 in
the chlamydia negative group. The chlamydia positive women were 28.2 years vs.
29.4 years of chlamydia negative women. The chlamydia positive men were 27.3
years vs. 29.3 for the chlamydia negative men.

Results for both direct immunofluorescence (DIF) and ligase chain reaction
(LCR) were available in 332 patients. The results are shown in Table 1.

Assuming that LCR is the gold standard, the DIF test yielded a sensitivity of
55.5% and a specificity of 97.9%. The positive predictive value was 80.6%, the
negative predictive value was 93.3%. The prevalence of C. trachomatis among
the patients was 13.5%. The test efficiency was 92.2%. Positivity according to
diagnosis is shown in Table 2.

Discussion and conclusions

Using NAAT technology C. trachomatis was detected in a high percentage of
patients with conditions typical for chlamydial genital infections. We cannot explain
why the detection rates were above the expected, but it is possible that the
selection criteria for patients should be better defined. It has to be added that the
LCX machine was running in room temperatures that from time to time did not
exceed 10- 15°C (due to outside arctic temperatures of —30°C).

Characteristically, the level of detection by the more traditional
immunofluorescence method was lower, and the sensitivity of this method was only
half of that obtained by LCR.

Nucleic acid amplification technologies including ligase chain reaction and
polymerase chain reaction have used for the diagnosis of genital chlamydial
infections at the majority of clinical microbiology laboratories in Norway since the
late 1990s. However, such techniques are not yet widely available in Russia.
Chlamydia diagnostics using NAAT have been established at an STI clinic in
Arkhangelsk in co-operation with the Department of Medical Microbiology, University
Hospital in Tromsg, Norway. The use of NAAT will contribute to an understanding
of chlamydial epidemiology and aid in efforts to erradicate C. trachomatis.

During the past decade, we have seen a rapid increase of all sexually
transmitted infections including gonorrhoea, HIV, syphilis and chlamydia in Russia.
For genital chlamydial infections, the diagnostic means are often scarce, but
reports indicate a high incidence (3).

In the Russian Federation, there were 34.5% more cases of gonorrhoea in
1993 than in 1992. The average incidence rate for Russia was 126.8, the highest
levels were recorded in North West Russia, including Karelia, St. Petershurg and
the Murmansk Region (200-270/100,000 inhabitants). Data also showed a high
incidence of 145-200 per 100,000 population in 1990-91 in the Arkhangelsk
Region (4). This situation has worsened in the last years of the decade. The
underreporting (range between maximum and minimum figures) may be 7.4
times for gonorthoea and is probably even higher for C. trachomatis genital
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Table 2. Comparison of ligase chain reaction with directimmunofluorescence
for detection of C. trachomatisin differentdiagnostic categories / Cpasrerme
3¢dextmaroc JILIP 1 npsmoit ummyHOGIYOPECUEHLMM Y MOLMEHTOB PO3HBIMA
KIMHAYECKMMA BHOTHO3OMA

Diagnostic category LCR DIF
Cervicitis 5(5 2 (4)
Endometritis 4 (5) 1 (5)
NGU 20 (22) 12 (22)
Salpingitis 2(2) 2(2)
UGC 34 34
Observation 9 (291) 8 (290)
No diagnosis () ()
Positive (Total) 44 (330) 29 (328)

C. trachomatis. KnnHM4eCkmm1 MOTEPUANTMM SBATMCb SHEOLEPBHKANbHbIE MPODLI OT
KEHLUMH WM YPETPAIBHBIE MPOGBI OT MyXUMH,

Pecynbrarnl

Cpennmit Bospact naupentos Gein 29,8 net (29,5 y myxumnn u 29,3 y xeHwmh).
CpenHmit BO3PACT XNAMUINAHO-NIO3UTMBHbIX NAUMEHTOB Bbin 23,8 NET 1y HEraTMBHbIX
29,4. Cpenrwit BO3POCT XIOMAIMAHO-MOSUTUBHBIX XEHLLMH Bbin 28,2 1IET, Y HEraTHBHbIX —
29,4 v y nosuTvBHLIX MyxunH — 27,3 net u y HeratmsHbix — 29,3 net. Pesynstats
ucenenosanms 332 NoUMeHToB npueegeHsl & Tabmue 1.

Mpuriss JILP 3a 3on0Toi cronopa, vysctentensHocts [ Guin 55,5%, cieundmdroct
97,9%, npenckassiBaiowee sHaverwe ans nosvtvsrbix 80,6%, MPeaCKa3LBAIOLIEE 3HAYEHHE
na HeramvHbix 93,3%, npesanenc 13,5% u TouHocts 92,2%.

Buissnerme nosuTvaHbx pesynbTaTos nccnenosanua Ha C. frachomatis npu pasbix
KIMHUYECKUX IMArHO30X MPEACTABAEHO B TABAMUQ 2.

O6cyxpaeHue 1 BbIBOAbI

s ccnenosarua nawwenTos, nocewaroLyx KoxHO-BEHEpONOTMIECkwi aucnaHcep
APXQHTEnbCKOw 0BNACTH Mbl HCTIONB3OBAM TEXHONIOTMIO AMIAMGUKALMK HYKNENHOBON
kucnors (TAHK). C nomowsio s1ov Texonomm C. frachomatis Gein 0GHOPYXEH C BbICOKOM
YOCTOTOM Y NAUMEHTOB C TUMMYMHOM TEHUTANBHO- XIAMUAMHHOM MHdeKumen. TpyaHo
OBSACHHTS, MOYEMy HOCTOTO OBHOPYXEHYS BbINQ BbILLIE OXMICEMON, HO BOIMOXHO, YTO KHTEHA
BbI60pO NAUMEHTOB JOMKHbI 6bIJ'IM 6bl NyyLLe OnpeaeneHsl. B,OI'IOJ'IHMTGJ'II::HO HOOO CKO3ATh,
yto Abbott LCX annapat pabotan B GpKTHHECKUX YCROBHAX (P BHELLHEM TeMAepaType
Hvxe —30°C) v BpEMS OT BPEMEHM BHYTDEHHOA TEMMEPATYPA NOMELLIEHWi He npeBbiuana 10-
15°C, umenu MecTo 1 paspbibl MEKTPUYECKOTO CHABXeHHA. XOpOKTEPHO, YTO YpoBeHb
WEEHTHOMKALWHM GOEE TPOTULMOHHOTO HMMYHOBAYOPECLEHTHOTO METOAC GbiN HiXe,
YYBCTBUTENBHOCTH 3TOTO MeToRA Bbina BBoe Hixe JILIP.

ﬂ,ﬂﬂ JNArHOCTUKA I'eHMTGHbHO'XJ'IOMM,DMﬁHOﬁ MHd)eKLIMM PEKOMEHIO0BAHBI TEXHONOTMM
amnamdmkaunmn HyknewHosor kucnotsl (TAHK, nurastas uenwas peakums, JILP w
nonvmepasHas uenHas peakumd, [1LIP), kotopeie ucnombayiotca nabopatopusmm
KnHueckoi makpobronomm 8 Hopaerm ¢ korua 1990 ronos, Ho Pocenn TAHK wmpoko
BLUE HE BOCTYMHbL. TTO3TOMy MbI HOUCIH AHQTHOCTUKY XITOMMEMIHON MHOEKUMM B KITHMKE
UMMM 8 cotpyarmyectse ¢ OTeneriem KMHUIECKON MUKDOBHONOTMM YHUBEPCUTETCKOTO
rocnutans Tpomcé, Hopeerus. B cooTeercrauy ¢ cywectsyiowymmn pexomeHaaumsmu
TAHK nomoraet paciumdposbiBaTs SMMIEMAONONVIO XNAMATMMHOM MHOEKLIMM 1 AenaeT
BOSMOXHbIM Spagukaumio C. frachomats.

B nocnefjHeM [ecatMneTun Mbl CTANUM CBULOETENIMU 6bICTpOI'O NOBbILLEHNA
3abonesaemocty scex MMM & Pocenw, srioyas roHopeto, BMY, cudmmic u xnamummos.
JnarHocTieckue BOMOXHOCTH FEHATANSHOXTOMATHAHOM MHGEKUMM YOCTO HESOCTATONHS,
HO CTATUCTMYECKA 3060NEBAEMOCTb BEICOKA (3).

B 1993 r. 8 Poccuitcroit Depepaumy cyyaes roHopey 30pemcTprposaHo Ha 34,5%
Bonblue o cpasHenmio ¢ 1992 1., a sabonesaemocts 8 Pocamt Geina 126,8 Ha 100000.
Camsle BHICOKME NOKA3ATENM PETUCTPHPOBAIMCS HA CeBepo-3anage Poceuw, Bkioyan



infections due to diagnostic difficulties. For the period 1993-1996 the notification
rates of chlamydial genital infections had increased in the Russian Federation from
37.110106.1 (5).

In 1997, 26,000 cases of STI were registered in Arkhangelsk Region; this figure
includes gonorrhoea, syphilis and chlamydial genital infections. (6). Six thousand of
these cases were genital chlamydial infections (incidence 428,0). The situation may
have improved somewhat. In 1999, 20,000 people with STIs were registered, but
there was a high level of morbidity among the young people (7). The figures for
gonorrhoea are important because in countries where the STl situation is not under
control the incidence of chlamydial genital infections may be 3-4 times higher than
the incidence of gonorrhoea.

The situation regarding STls in the Arkhangelsk Region with a population of
1.39 million people is difficult. In 1999, the incidence of genital chlamydial infections
decreased in Arkhangelsk Region to 3413 (244,7/ 100,000 inhabitants), while
2738 cases of gonorrhoea were reported (189,2 /100,000 inhabitants) (8). Owing
to diagnostic difficulties, the actual incidence of genital chlamydial infections may
not be reflected in the figures and the situation in various localities such as
Arkhangelsk city, Novodvinsk and Severodvinsk may be even worse than in the rest
of the region.

As far as Norway is concerned it should be noted that in Murmansk Region, the
Russian county neighbouring Norway, the STl situation may be slightly better than
that in Arkhangelsk Region. The most recent statistics suggest, however, that there
is a high incidence of both syphilis and gonorrhoea (9).
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Kapenmio, Carr-etepbypr n Mypmarckyio obnacts (200-270 cnysaes Ha 100000), Ho
oHa Geina Beicokoit 8 1990-1991 rr. v 8 Apxarrensckoi obnacv (145-200 cnyyoes Ha
100000). ObcTaHoBKa YXyALMAACH B NOCTIEAHHE FOb AECTTUNETHS.

Heyuér cnyyaes ronopen MoxeT Bbith B 7,4 pa3a 30 CYET AMATHOCTHYECKMX
TPYAHOCTEN M NOBMAMMOMY AOXKE BbILLE B OTHOLIEHMM F€HUTANBHO-XNOMMANIAHOM
nHdexum. B 1993-1996 rr. nokasatens 30601€BAEMOCTH MEHUTANHO-XTCMABMAHOM
nHoexuvei 8 Poccun yeenmunnca ¢ 37,1 go 106,1 (5).

B 1997 r. pervctpuposanocs 26000 cysaes UMMM & Apxarrensckoit obracty,
BKIIOYQS FOHOPEIO, CUGUINC Y TEHUTONHO-XNAMUINIHYIO MHOEKLMIO (6). B wecu
THICAYOX CTIY4OEB M3 HUX BbING FEHUTANHO-XTAMAIMIHAA MHOEKLWA (306011EBABMOCTb
428,0 o 100000). B 1999 r. pervctpuposanu 2000 cnyyaes UMMM, sbicokas
3060n1eBaeMOCTs OTMEYANacs cpean monoasix nioaeit (7). Mokasatens
3060M1EBAEMOCTV TOHOPEY BOXEH NOTOMY, YTO B CTPAHAX, fae pacrpoctparerye AN
He NOAAGETCA KOHTPOMIO, 3060NEBABMOCTb FEHUTAMBHO-XITAMAIMIHON MHGEKUMEN
Mmoxer Obimb 8 3-4 pasa sbilue 30607EBAEMOCTH TOHOPEEH.

O6craroska ¢ UMMM & Apxarrensckoit obnact ¢ Hacenermem 1,39 manmmora
snaetca Taxenoi. B 1999 1. 3060ne8aeMOCTb FeHHTONLHO-XTOMUANIHOM MHDEKUEH
chmaunocs 5o 244,7 wa 100000 (3413 cyuaes), Ho B To Xe Bpemsd 3a6onesaemocTs
roropeeit Gbina 189,2 va 100000 (2738 cnyuaes) (8). ot nokasarens Moxer ykasats
Ha cHuxerue sabonesaemoctn ¢ 1994 no 1995 (305 w 277 cyuaes), Ho rowopes,
MOBHIVMOMY M TEHUTCTTHO-XTAMUGUIAHOS MHOEKUMS, ABIRIOTCA SHEEMMYHBIMM. B casan
C IMOTHICTMYECKMMM TPYHOCTAMA HOCTOSLLYH YPOBEHb 3000M1EBABMOCTH FEHUTOMBHO-
XOMUIMAHON MHEKUEH HE OTPOXAETCA B STUX BEMMYMHOX 1 OBCTAHOBK B FOPORIOX
Apxarrensck, HosomsuHck 1 CeBepomBuHCK MOXET BbiTb XyXe, Yem B APYTUX POHOHTX
obnactm.

Tak kax Hopserwa 03a604eHa, HEOBXOAMMO OTMETHTH, YTO B GRMXANLLEM K
Hopsenm pervore Poceun — Mypmarcroit obnactn oberoroska VMMM Heckonsko
nyuLue, yem B Apxarrensckoit obnactu. OBHAKO NOCTEHME AUHHSIE NOATBEPXACIOT,
4TO M TOM UMEET MECTO BHICOKQS 3060N1EBABMOCTL CUPUIMCOM 1 roHopeei (9).
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Statistics

Notification of Communicable Diseases

in the Baltic Sea and Barents Region,

Cratucruka
Pernctpaums uHPEeKLMOHHbIX 3a60neBaHui B

ctpaHax bantuitckoro mops u bapeHueso

1999 pervoHa, 1999
Denmark Norway Sweden Finland Iceland Estonia Latvia

Disease / Infection Total Per Total Per Total Per Total Per Total Per Total Per Total Per

No. 100000  No. 100000  No. 100000  No. 100000  No. 100000  No. 100000  No. 100000
Botulism 0 0,0 4 0,1 0 0,0 0 0,0 0 0,0
Brucellosis | 0 0,0
Campylobacteriosis 4 164 78,1 2027 45,6 7137 80,5 3303 64,0 436 156,0 150 10,4
Chlamydia sex inf 13863  260,1 16708 1885 10660 206,6 1707 6120 3413 236,1
Cryptosporidiosis 5 0,1 I 0,1
Diphtheria 0 0,0 0 0,0 | 0,0 0 0,0 0 0,0 8l 3,3
E.coli inf 33 0,7 59 0,7 36 0,7 | 0,0 84 58
Giardiasis 454 10,2 | 497 16,9 282 55 0 0,0
Gonorrhoea 343 6,4 190 43 431 4,9 255 4,9 2 1,0 1103 76,3 1101 45,1
Haemoph infl b 5 0,1 13 0,1 7 0,2 3 0,2
Hepatitis A 90 1,7 998 22,4 161 1,8 48 0,9 0 0,0 378 26,1 702 28,8
Hepatitis B 6l 1,1 472 10,6 1100 2 12,4 255 | 4,9 46 17,0 280 | 19,3 453 18,6
Hepatitis C 14 0,3 26 0,6 2 330 26,3 126 1 2,4 68 24,0 244 | 16,8 247 10,1
HIV disease 71 1,3 21 0,5 73 0,8 2 0,1 17 0,7
HIV- infection 273 51 147 3,3 217 2,5 142 2,7 12 4,0 9 0,6 247 10,1
Influenza 1 571 30,4 30938 2140,1 46 151 18919
Legionellosis 92 1,7 10 0,2 67 0,7 9 0,1 0 0,0 0 0,0
Leptospirosis 14 0,3 5 0,3 43 1,8
Listeriosis 18 0,3 19 0,4 27 0,3 46 0,9 0 0,0 | 0,1
Lyme disease 146 3,3 404 7,8 321 22,2 281 11,5
Malaria (imp) 207 39 73 1,6 155 1,7 29 0,5 0 0,0 6 0,3
Measles 6 0,1 3 0,1 20 0,2 0 0,0 12 0,8 0 0,0
Meningococc inf 187 3,5 79 1,8 57 0,6 57 1,1 21 8,0 6 0,4 36 1,5
Mumps 20 0,4 5 0,1 12 0,1 I 0,0 409 28,3 41 1,7
Paratyphoid fever 45 0,8 83 1,9 95 1,0 36 0,7 0 0,0
Pertussis 181 3,4 1 207 27,1 1 749 19,7 918 17,8 235 16,2 55 2,3
Poliomyelitis 0 0,0 0 0,0 0 0,0 0 0,0 0,0 0 0,0 0,0
Rabies 0 0,0 0 0,0 0 0,0 0 0,0 0,0 0 0,0 0,0
Rotavirus inf 1 029 19,9 617 42,7
Rubella 0 0,0 4 0,1 0 0,0 0 0,0 238 16,5 9l 3,7
Salmonellosis 3268 61,3 1 432 32,2 4 884 55,1 2 801 54,3 173 62,0 462 31,9 915 37,5
Scarlet fever 578 40,0 | 241 50,9
Shigellosis 55 1,0 190 43 473 53 71 1,4 2 1,0 145 10,0 439 18,0
Syphilis 34 52 1,2 38 0,4 140 2,7 4 1,0 841 58,2 | 542 63,2
Tetanus | 0,0 | 0,0 2 0,0 | 0,1 3 0,1
Tick-borne encephal | 0,0 51 0,6 12 0,2 185 12,8 350 14,4
Toxoplasmosis 0,0 9 0,6
Trichinellosis 0,0 [ 0,4 40 1,6
Tuberculosis total 571 10,7 273 6,2 494 56 565 10,9 12 4,0 608 42,0
Tuberculosis respirat 379 7,1 163 3,7 381 7.4 569 39,4 | 593 65,3
Tularemia 4 0,1 75 0,8 87 1,7 0 0,0
Typhoid fever 20 0,4 30 0,7 12 0,1 8 0,2 | 0,1 3 0,1
Varicella 6 848 4737 4185 171,7
1’\::;]' r:s:;’a:ﬂ:‘r;e"er 0 0,0 64 14 389 44 2300 446 2 0,1
Yersiniosis 125 2,8 478 54 634 12,3 113 78 96 39

| Acute infection

2 Chronic infection
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Lithuania Arkhangelsk Reg Murmansk Reg St. Petersburg Leningrad Reg Rep. of Karelia
Disease / Infection Total No. | OFE)SJOO Total No. | OFE)eJOO Total No. | OFE)eJOO Total No. | OFE)eJOO Total No. | OFE)eJOO Total No. | OFE)eJOO
Botulism 21 0,6
Brucellosis 0 0,0 2 0,0 0 0,0
Campylobacteriosis 0 0,0
Chlamydia sex inf
Cryptosporidiosis
Diphtheria 5 0,1 2 0,1 13 1,4 66 1,4 23 1,4 2 0,3
E.coli inf 285 19,7 84 8,9 314 19,0
Giardiasis
Gonorrhoea I 140 30,8 2 549 176,3 I 709 180,7 6 160 128,9 | 047 63,2 | 844 239,1
Haemoph infl b
Hepatitis A 267 72 Il 77 37 3,9 I 520 31,8 389 23,5 92 1,9
Hepatitis B 374 10,1 154 1 10,7 3221 34,1 4050 | 84,7 757 1 45,7 155 1 20,1
Hepatitis C 121 33 3302 22,8 283 | 29,9 4526 | 94,7 466 | 28,1 130 | 16,9
HIV disease | 0,0 6 0,4
HIV- infection 20 0,5 0 0,0 39 4,1 427 89 51 3,0 4 0,5
Influenza 88 887 2400,9 88 589 6127,9 79 225 8377,7 332060 69485 109 964  6637,5 47 489 6158,6
Legionellosis 0,1
Leptospirosis 28 0,8 0,6 3 0,3 42 0,9 10 0,6 2 0,3
Listeriosis 0,0 4 0,1
Lyme disease 767 20,7 41 2,8 2 0,2 265 5,6 74 4,5 20 2,6
Malaria (imp) 8 0,2 16 1,7 44 0,9 0,4 4 0,5
Measles 23 0,6 154 10,7 3 0,3 76 1,6 0,1 | 0,1
Meningococc inf 78 2,1 4?2 2,9 6l 6,5 97 2,0 44 2,7 19 2,5
Mumps 5942 160,5 3612 249,9 913 96,5 | 286 26,9 366 22,1 503 65,2
Paratyphoid fever 2 0,1 | 0,1 0 0,0 | 0,0
Pertussis 80 2,2 299 20,7 174 18,4 3415 71,5 349 21,1 208 27,0
Poliomyelitis 0,0 0 0,0 0 0,0 0 0,0 0 0,0 0 0,0
Rabies 0,0 0 0,0
Rotavirus inf 32 2,2 67 7,1 185 3,9 54 3,3
Rubella I 322 35,7 17513 1211,4 7519 795,1 14 339 300,1 5434 328,0 1 032 96,6
Salmonellosis | 461 39,5 998 69,0 749 79,2 | 975 41,3 402 24,3 598 77,6
Scarlet fever | 538 41,5 1317 91,1 634 67,0 7 692 161,0 | 341 80,9 362 46,9
Shigellosis | 545 41,7 3771 260,8 I 149 121,5 6315 132,1 2 405 145,2 | 835 238,0
Syphilis | 532 41,4 I 799 124,4 | 734 183,4 6129 128,3 2 670 161,2 | 808 2345
Tetanus 6 0,2 2 0,0 0 0,0
Tick-borne encephal 171 4,6 28 1,9 0 0,0 50 11 15 0,9 33 43
Toxoplasmosis
Trichinellosis 63 1,7
Tuberculosis total 468 32,4 320 33,8 | 938 40,6 96| 58,0 428 55,5
Tuberculosis respirat 1133 30,6 435 30,1 303 32,0 1 729 36,2 915 55,2 393 51,0
Tularemia 0 0,0 0 0,0 2 0,1 0 0,0
Typhoid fever 7 0,2 2 0,1 0 0,0 5 0,1 | 0,1 0 0,0
Varicella 17 743 479,3 5527 3823 5139 543,4 25 444 532,4 7413 447,5 4419 5744
et o N
Yersiniosis 192 52 100 6,9 127 13,4 478 10,0 18 1,1

| Acute infection

2 Chronic infection
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SHORT
INFORMATION

The Task Force on Communicable
Disease Control in the Baltic Sea
Region

The Task Force on Communicable Disease Control
in the Baltic Sea Region which was established by
the Heads of Government under the Council of the
Baltic Sea States in Kolding on April 13. 2000, met
again in Oslo on August 24. 2000. Five expert groups
have been established, to elaborate proposals for
actions within the fields of:

o tuberculosis control including health in
prisons,

e HIV, STl and drug abuse,

e surveillance and vaccinations,

o prudent use of antibiotics and nosocomial
infections,

o the role of primary health care in
communicable disease control.

The mandate for Task Force on Communicable
Disease Control in the Baltic Sea Region points at: 1)
a description of the situation and trends; 2) an
invenfory on on-going activities; 3) a call for
recommendation for concerted action.

Expert groups take note of the mandate and
keep in mind the following principles:

1) Strategies for closer co-operation,

2)  No central project administration,

3)  Seek for policies and principles which can
be implemented in uniformity.

This call for:

o Models for strengthening public health
programmes,

«  Financing by tender,

o Uniformity in action and evaluation,

o Shared participation,

o Working with existing programmes,

o Investment in capacity for service delivery,

o Minimal expenditure for support to external
agencies, equipment and expendables.

Further to be considered are:

o Investment in fraining,

o Dignity and equity,

o Nostrict delineation of geographical cover.

The outputs of the experts groups will be

o Recommendations to be considered by the
Task Force on Communicable Disease Control

o ABasic Document which gives the essential
information leading on to the Recommendations

o Further background information

The Task Force will examine the proposals; an
edited draft report and the revised proposals will be
presented at a hearing with members of the scientific
community in Frankfurt on November 17. 2000.
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KPATKAS
NMHOOPMALIUA

Cunbl 0c060ro HA3HaYEHUs no
KOHTPONIO 30 MHPEKLUOHHBIMU
3a6onesaHusmu B Pernone
Bantuiickoro mops

Cunbl 0COBOTO HA3HAYEHHA MO KOHTPOMIO 30
MHbEKUMOHHbIMM 3060neBaHUIMM B Pernone
Banuitckoro mops, KOTOpbIE BbINM CO3AAHb! MABAMA
npasutenscre Cosera Crpan banuitckoro mopst 8
Konyrre 13 ampens 2000 r., scrpemmmes sHoeb 8 Oco
24 asrycra 2000 1. beino co3aaHo neTs AN 3kCnepTos
C Lenbio BHPABOTKM NPEANOXEHHH eHCTBMg No
CNEayIoLMM HOMPOBNEHUSAM |

o TyGepkynés, BKIIOYAR COCTOSHME 30POBLA B
TIOPBMOX,

o CIML, mHdexunm nepenasaemsble nonosbim
MYTEM 1 HOPKOMQHHS,

®  PO3YMHOE WCTIONb30BAHME QHTMOMOTHKOB W
FOCTUATQNbHBIE UHOEKLIM,

®  POMb CHCTEMbI NIEPBUUHON BPQHEBHOM MOMOLLK
B KOHTPONE 30 MHEKUMOHHbIMM 3060NEBAHMAMM,

Margar Cu 0coB0ro HOBHAYERHA MO KOHTPOMIO 30
MHbEKUMOHHbIMM 3060neBaHUIMM B Pernone
Banmuickoro Mops KOHLEHTPHPYET BHUMOHHME HO:

1) onucaHuy cuTyaumMm 1 TPEHI0B, 2) ONMCaHMM
REVCTBIV, 3] MPENOXEHMSX MO B3AMMOTEHCTBHO.

[ pynnbl 3KCNEPTOB PYKOBOACTBYIOTCA MPUHLMNAMM
MOHAQTA ¥ OGPALLGIOT OCHOBHOE BHUMAHWE HQ
cnegyloume nonoxenus: 1) cTpateris TecHoro
B3OMMOMENCTBKA, 2) OTCYTCTBME LEHTPANLHON
QEMUHMCTPOLYM, 3] BIDOBOTKA EIMHOOBPASHOM NOMMTHKM
M MPMHUMNOB. 370 TPEBYET CO3MAHMS HOBBIX MOIENEH
N0 YCUNEHMIO NPOrpamm OBWECTBEHHOTO
30POBOOXPAHEHMS, DUHOHCMPOBAHMA MO 3CSIBKE, BIMHLIX
LIEMCTBIH M OLIEHKH, POSHENLHOTO YUACTHS, MPOROMKEHHS
POBOTHI M0 UMEIOLLMCH MPOTPOMMOM, MHBECTHPOBCHHA
B CTIOCOBHOCTH YBENMYEHMS! YCITYT, MUHUMOMbHBIX 30TPOIT
HQ 0BOPYAOBAHME, PACXOMIOB W NOAAEPXKM BHELUHHX
OpICHOB.

JononHuTeNnbHO HEOBXOAUMO YUUTHIBATH
MHBECTUPOBAHHE B OBYUEHME, YyBCTBO IOCTOMHCTBA #
CPOBEMBOCTY, O TOKXE OTCYTCTBUE HAMMYMA CTPOTOr0
rE0rPAGUIECKOTO O4EPTAHMS.

Or rpynn 3KcnepToB OXMaCETCA paspaboTka

o pexomeHnauit ans Cun 0coboro HasHaUeHHs,

®  OCHOBHOMO IOKYMEHTO! C LIEMbIO MPERCTOBIIEHH
KOHKDETHbIX MPDEANOXEHHUH,

®  [IONOMHUTENLHOM HOHOBOM MHBOPMALMM.

Cunbl 0coboro HasHauerns obcreayioT Bee
MPENOXEHHA U OTPELOKTAPOBAHHBI MPOEKT AOKNAAA
ByneT 06CyXAQTbCA COBMECTHO C NPEACTABUTENMA
HayuHbix kpyros 17 HosGps 2000 r. so Pparkdypre.




