Partnering for the Successful Introduction of Japanese Encephalitis Vaccine In India
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Backaround Meth | (88% coverage) were vaccinated with a single
i ethodo 0dy dose in 11 districts. Intensi ed surveillance
Japanese encephalitis (JE) Is a vector-borng, zoonotic avivirus that Is Overcoming many challenges, the Gol decided on a phased introduction reported a small number of serious adverse
endemic In many Aslan countries. e disease continues to spread to new of JE vaccine in all 101 at-risk districts over a ve-year period (2006- events following_ Immunization, 0.7 per
areas in the region because of changes in vector ecology as a consequence 2010) with full-funding and operations led by the Gol (Figure 2). PATH: 100,000 immunized children. An independent
of changes In rice cultivation and pig-rearing practices. In India it JE project contributed signi cant disease-speci ¢ knowledge to facilitate expert review committee concluded that there
has caused overwhelming seasonal outbreaks of encephalitis, killing the making of an informed decision on JE vaccine introduction. In was no causal association of these events with
thousands. e disease primarily a ects susceptible children under 15 addition, PATH negotiated an a ordable public-sector price with the the vaccine and thus it could continue to be
years old, killing one-third of cases with disease and leaving half of those vaccine manufacturer in China  a pivotal factor in the Gol s decision used without restrictions.
who survive the disease with permanent lifelong disabilities. Although to introduce JE vaccine. All partner agencies (PATH, WHO, UNICEF) :
vector control for mosquito-borne infections is an important public health served as resources to national/local governments and collaborated Conclusion
measure, the only way to e ectively control JE Is through vaccination. with other stakeholders to provide technical assistance in all aspects of o successful introduction of JE vaccine in
Objective mar;rjtlnrgr?ndr:gnple:negtart]lon of the program, including training and India was the culmination of considerable
ONIoTINgG and evaitation. collaborative preparatory work, information-sharing, and political
Following a massive JE outbreak in northern India in 2005, which claimed Figure 2. Schematic of decision making process in India for JE commitment. WHO s recommended strategy of campaign followed by
over 1,500 lives, the Government of India (Gol), with support from immunization program Integration into routine immunization will eventually protect 100 million
partners like PATH, WHO, and UNICEF, launched an unprecedented JE children in India over the next ve years (Table 1). It is hoped that similar
mass immunization campaign to vaccinate 10.5 million children 1 to 15 programs can be instituted in other Asian countries a ected by JE,
years of age in 11 of Indias highest-risk districts for JE in four states eventually protecting all at-risk populations from this devastating disease.
(Uttar Pradesh, Assam, West Bengal, and Karnataka) during May-July | | -
2006 (Figure 1). Data review on disese Table 1. India JE Immunization plan, 2007-2010
Figure 1. Priority districts for JE vaccine introduction, India 2006 i S | | |
o i Target Children | Vaccine required
e Year Districts (Million) (Million Doses)
T e 2007 22 18.8 22.6
2008 26 20.99 25.2
e 2009 27 22.84 27.4
2010 15 12.69 15.2
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post-marketing studies. During the 2006 campaign 9.3 million children
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