
Ensuring a safer Hajj for pilgrims 
Here are some preventive measures required by· the Ministry of Health lor 

pilgrims: 
A valid international certificate of vaccination against yellow fever is re­

quired from all travelers coming from recognized yellow fever zones. 
AU pilgrims are required to show a valid certificate of vaccination against 

meningococcal meningitis. The certificate is valid for three years. beginning 10 
days after the vaccination. Children aged 3 months to 2 years should receive A 
vaccine in two doses, one to two months apart. Pilgrims entering the Kingdom 
within 10 days of vaccination should receive as prophylatic treatment: 

Adults: 500 mg ciprofloxacin (one dose) or 300 mg rifampicin twice daily 
for two days 

Children: 10 mglkg rifampicin (over 1 month of age), 5 mglkg rifampicin 
(under I month) 

Pregnant women: 250 mg ceftriaxone 1M 
All personnel deputed to work during Hajj must be vaccinated against menin­

gococcal meningitis. 
Foodstuffs carried by travelers, including pilgrims, are not permitted into the 

Kingdom, with the exception of small quantities for use by road travelers. Such 
items must be kept in clean. easy-to-open containers for inspection by health 
authorities. 

Preventing vaccine failure 
Vaccination failure is a failure in 

giving a particular vaccine to all or 
part of the target group and it is meas­
ured by vaccination coverage. while 
on the other hand vaccine failure is a 
failure in the induction of expected im­
munogenic response after giving the 
vaccine and it is measured by serocon­
version rate. This means that even 
90% coverage does not mean that 90% 
of the target population are protected. 
For example. if the measles vaccine 
coverage is 90% and the serocon\'er­
sian rate is also 90%, this means that 
only 81 % are protected [vaccine cover­
age (90%) x vaccine serocon\'ersion 
(90%) = 81 %). In another way, almost 
20% of the target population are not 

. protected and this means that a big 
pool of susceptibles will be accumu­
lated each year and nn outbreak can oc-

cur. To remedy this situation, the Min­
istry of Health has encouraged re­
search in the field of vaccine failure. 
besides sustaining the effort to assure 
a high coverage not only for the pri­
mary vaccine series but also for 
booster doses. In 1990. a national clus­
ter survey was conducted to determine 
vaccination coverage in Saudi children 
before their first birthday (I). The re­
sults are shown in the table below. 

In the same period, a study was con­
ducted to evaluate the seroconversion 
rate after measles vaccine. At that 
time, Schwarz measles vaccine was 
given at 9 months. The seroconversion 
rate was only 85% (2). A vaccination 
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trial was performed using Edmonston­
Zagreb (E-Z) measles vaccine and se­
roconversion rate was 95% after E-Z 
at 6 months with persistent high mea­
sles antibody at 15 months (3). Accord­
ingly, the measles immunization 
strategy in Saudi Arabia was changed 
to use E-Z at 6 months with a compul­
sory second dose given as MMR at 12 
months. For poliomyelitis immuniza­
tion. a national post-vaccination sero­
sur\'ey was conducted during the same 
~od and seropositivity after the third 
dose of oral polio vaccines was 79% 
(type I), 88% (type 2) and 65% (type 
3) (4). At that time. OPV was given at 
3,4 and 5 months. Alternative strate­
gies are under investigation. 

The interpretation of the serocon­
\'ersion results should be taken within 
the context of the epidemiological pat­
tern of the disease. knowing that the 
protective antibody levels for some dis­
eases are not known yet. 

Reported by Dr. Mohamed Khalil 
,SlIleimania Children 's Hospital, Ri­
yadh) 
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WHO guidelines for immunization safety 
The follOWing are the most recent 

guidelin~s on immunization safelY 
from the Expanded Programme on Im­
munization (EPl) Update (November 
J993): 

A sterile syringe and a sterile nee­
dle must be used for each injection. 

Reusable, sterilizable needles nnd 
syringes must be cleaned and sterilized 
after each use according to EPI guide­
lines (I). 

All health facilities pro\'iding im­
mWlization sen'ices should ha\'e ac­
cess to sterilization. E\'en facilities 

using single-use syringes will require 
reusable, sterilizable equipment for 
backup in case of a stock shortage. 

Single-use syringes and needles 
should only be used when it can be as­
sured that tlley will be destroyed after 
use. Auto-destruct syringes that auto­
matically reuse can now be purchased 
through UNICEF (2), 

Used needles and syringes must be 
placed in a safe, puncture-resistant con­
tainer. which should be availabJl! at all 
immunization sessions. Ifno safe con­
tainer is available and a needle must 

be recapped, it should be done with 
one hand to avoid needle-stick injuries. 
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