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ABSTRACT 
 
The purpose of the meeting was to review experience and progress made in achieving poliomyelitis 
eradication by countries during 2001–2002; to coordinate the plan of action for poliomyelitis eradication 
in the Eastern Mediterranean Region and in the European Region of WHO; to review the quality of acute 
flaccid paralysis surveillance in the participating countries; to discuss the sustainability of poliomyelitis 
eradication activities in countries without circulation of wild polioviruses; to brief the main partners on 
the efficacy of the Operation; and to discuss and finalize the strategic plan for the future development of 
Operation MECACAR in 2003–2005, which includes cooperation in measles control efforts and 
strengthening routine immunization services. The initial objective and highest priority of MECACAR has 
always been the interruption of wild poliovirus transmission. Much progress has been made and the WHO 
European Region was certified “poliomyelitis-free” in June 2002. In the Eastern Mediterranean Region, 
three countries remain poliomyelitis endemic, including two MECACAR countries (Afghanistan and 
Pakistan). In general, all MECACAR countries have achieved the defined certification quality indicators 
for AFP surveillance. The poliomyelitis laboratory network is functioning effectively. Routine infant 
immunization is the cornerstone of child health and a key element in sustaining poliomyelitis eradication 
and control of all vaccine-preventable diseases.  The MECACAR experience has made a significant 
contribution towards the eradication of poliomyelitis in the two regions. A major success of MECACAR 
has been the effective working together of partners at all levels. The system of consultation and 
coordination has a potential wider benefit in the areas of strengthening routine immunization and vaccine-
preventable disease control, especially of measles in the first instance. All countries are encouraged to 
develop and implement plans of action for measles elimination and report to the next MECACAR 
meeting. 
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1. INTRODUCTION 
 
The eighth meeting on the coordination of Operation MECACAR Plus took place in 
Budapest, Hungary from 8 to 10 September 2003. The meeting was opened by Dr Nedret 
Emiroglu, Regional Adviser for Vaccine Preventable Diseases and Immunization at the World 
Health Organization (WHO) Regional Office for Europe. On behalf of Dr Marc Danzon, 
WHO Regional Director for Europe, Dr Emiroglu greeted the participants and briefly 
reviewed the scope and purpose of the meeting. She stressed the need to strengthen and 
maintain high-quality surveillance of acute flaccid paralysis (AFP) and routine immunization 
of children. Dr Emiroglu welcomed all partners of the poliomyelitis eradication initiative and 
of Operation MECACAR, including country representatives and representatives of WHO 
headquarters, the Centers for Disease Control and Prevention (CDC), UNICEF, March of 
Dimes and USAID.  
 
Dr George Oblapenko of the WHO Regional Office for Europe asked for a moment of silence 
in memory of Dr Rafi Aslanyan, who had recently passed away. Dr Aslanyan had been well 
known to immunization staff in countries of both the Eastern Mediterranean and the European 
Regions of WHO as “one of the main engineers of MECACAR”; his input into poliomyelitis 
eradication had helped towards the great success of this initiative. 
 
Dr Faten Kamel, Medical Officer, Vaccine Preventable Diseases and Immunization, greeted 
participants on behalf of Dr Hussein Gezairy, Regional Director of the Eastern Mediterranean 
Region of WHO. Since the previous MECACAR meeting in 2001, the European Region had 
been certified as “poliomyelitis-free” and Operation MECACAR had greatly contributed to 
this success. Significant progress towards the elimination of poliomyelitis in the Eastern 
Mediterranean Region had also been made, but it was clear that the final steps in achieving 
“poliomyelitis-free” status in the Region would not be easy. The meeting, he said, created a 
perfect opportunity to share information and experience, to review successes, and to discuss 
plans for future action in the framework of Operation MECACAR.  
 
Dr Daniel Tarantola, Director, Immunization, Vaccines and Biologicals at WHO 
headquarters, conveyed greetings from Dr J.W. Lee, Director-General of WHO, and best 
wishes from Dr David Heymann, who had recently been appointed by the Director-General to 
spearhead the elimination of poliomyelitis from the remaining endemic countries.  

 
Dr Tarantola reminded the participants that the European Region had been certified 
“poliomyelitis-free” on 21 June 2002, its last confirmed case occurring in November 1998. 
Since its beginning in 1995, Operation MECACAR had achieved substantial progress owing 
to well-coordinated eradication activities among 18 countries in two WHO regions sharing 
geographical and epidemiological affinities. Building on an effective model for intercountry 
and interregional collaboration and coordination, Operation MECACAR had accelerated the 
effort, established better and close communication between countries, and allowed transparent 
and open partnership and review of needed resources. Dr Tarantola saluted the staff from 
WHO and other key players for their excellent work, and particularly country counterparts 
and field staff, Rotary International, CDC, UNICEF, USAID and the World Bank. Within 
MECACAR countries, only Afghanistan and Pakistan remained endemic and even they, 
despite very challenging circumstances, were steadily making progress towards the 
interruption of poliovirus transmission.  
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As long as a single country harboured wild poliovirus, all countries were at risk of the 
importation and re-emergence of epidemic poliomyelitis. Supplementary immunization 
activities with oral poliomyelitis vaccine (OPV) in high-risk areas of some countries (local 
resources permitting) will continue at least until 2005 in the European Region and will require 
continued coordination. AFP surveillance, and work towards certification and laboratory 
containment of polioviruses, will also need to be coordinated. 
 
Measles was still causing high levels of morbidity in WHO’s Eastern Mediterranean and 
European regions, with outbreaks and deaths in some Member States. Both regions have 
designated 2010 as the target year for measles elimination. There was a strong will in many 
countries in these regions to move towards measles control and/or elimination. In this respect 
it was relatively easy to build on poliomyelitis experience, involving the same staff and 
infrastructure and including a major part of the laboratory network. WHO encouraged 
initiatives to expand the scope of MECACAR by embarking on the surveillance and control 
of other vaccine-preventable diseases, particularly measles elimination. On 15–17 October 
2003, WHO, UNICEF and other partners would be convening a major global meeting in Cape 
Town, South Africa, to review progress of the WHO/UNICEF measles mortality reduction 
strategy. Several representatives of MECACAR countries would participate in that event. 
 
Dr Umvaly, Chief Medical Officer, Ministry of Health of Hungary, welcomed all participants 
to the wonderful city on the Danube, with beautiful bridges uniting Buda and Pest into 
Budapest. This was reflected in the work of MECACAR, which created a powerful unity 
between countries of both WHO regions in eliminating poliomyelitis from the planet and 
measles from those regions. 
 
Dr Nick Ward was elected as Chairperson of the meeting. Dr Nedret Emiroglu and Dr Faten 
Kamel served as Secretaries and Dr Francis Mahoney, Dr Mary Agocs and Dr Nikolaj Chaika 
as Rapporteurs.  

 
The programme of the meeting is attached as Annex 1 and the list of participants as Annex 2. 
 
 
2. SCOPE AND PURPOSE  
 
The scope and purpose of the meeting was: 
• to review experience and progress made towards achieving poliomyelitis eradication by 

participating countries during 2001–2002; 
• to coordinate the plan of action for poliomyelitis eradication in the Eastern Mediterranean 

and European regions of WHO, focusing on national immunization days (NIDs) and 
subnational immunization days (SNIDs) in 2003–2004 in selected countries;  

• to review the quality of AFP surveillance in the participating countries and to discuss 
future action to sustain the high quality required until global certification; 

• to discuss the sustainability of poliomyelitis eradication activities in countries without 
circulation of wild poliovirus; 

• to brief the main partners on the efficacy and future development of Operation 
MECACAR; and 

• to discuss and finalize the strategic plan for the future development of Operation 
MECACAR in 2003–2005, MECACAR VIP (Vision for Countries), which includes 
cooperation in measles control efforts and strengthening routine immunization services.   
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3. POLIOMYELITIS ERADICATION IN THE FINAL STAGES: PROGRESS AND 

CHALLENGES  
 
3.1 Global progress and challenges remaining 
In 1988, an estimated 350 000 poliomyelitis cases occurred in 125 countries. In the 14 years 
since the poliomyelitis eradication initiative began, the number of cases have fallen by 99% 
and the number of endemic and countries by approximately 95%. In 2002, 1918 cases were 
registered in 7 countries (Afghanistan, Egypt, India, Niger, Nigeria, Pakistan and Somalia). A 
total of 209 countries and areas are now free of reported poliomyelitis cases, and 
“poliomyelitis-free” status has been certified for 134 countries in 3 WHO regions. As of 3 
September 2003, 99.8% of the 304 reported poliomyelitis cases that year had been diagnosed 
in only three countries – India, Nigeria and Pakistan; 115 cases had been registered in India 
(344 cases in 2002).  
 
A distinct tactical shift took place in 2003, with 91 OPV campaigns conducted in 13 countries 
compared to 166 campaigns in 93 countries during 2002. In Uttar Pradesh in 2002, 93% of 
children aged 6–59 months with non-poliomyelitis AFP (NPAFP) were given four or more 
doses of OPV and 7% were given 1–3 doses. This compares with 73% and 22%, respectively, 
in 2002; 5% of such children were not immunized in 2002. A similar level of population 
immunity was achieved in Bihar. Six SNIDs will be performed in India in 2003 in areas 
where wild poliovirus has been isolated, and six will be performed in Nigeria. Good progress 
was achieved in wild poliovirus containment. Eighty countries reported the completion of a 
laboratory survey and 68 countries were conducting such a survey by mid-2003. 
 
There remains a significant risk of wild viruses being introduced into “poliomyelitis-free” 
countries. In 2002–2003, all of the known importations were from India (to Bulgaria, China, 
Georgia and Lebanon) or Nigeria (to Burkina Faso, Ghana and Niger). A second risk to the 
poliomyelitis eradication initiative is circulating vaccine-derived poliovirus (VDPV). 
Infection with such viruses can occur in areas without indigenous wild viruses where there is 
continued use of OPV but low routine immunization coverage. During the last several years, 
outbreaks due to strains of circulating VDPV have been identified on Hispaniola in 2000–
2001 (22 cases of type 1), in Madagascar in 2002 (4 cases of type 2) and in the Philippines in 
2001 (3 cases of type 1). A third risk is related to a funding gap in the amount of US$ 210 
million for the continuation of poliomyelitis eradication activities in 2003–2005. The 
approximate cost of the poliomyelitis eradication initiative for 1988–2005 is US$ 3 billion 
(public sector 65%, private sector 25% and multilateral sector 10%). Over 60% of external 
funds to date have been received from CDC, Rotary International and the governments of 
Japan and the United Kingdom.  
 
A new strategic plan has been developed for 2004–2008, its chief objectives being to interrupt 
the transmission of wild poliovirus, to achieve global certification, to develop post-
certification policies and adapt the poliomyelitis eradication infrastructure for public health 
needs (e.g. to improve immunization and surveillance activities in general). Post-certification 
policies will include: (a) poliovirus detection and notification; (b) stockpiles and emergency 
response; (c) long-term containment of all poliovirus strains; and (d) routine immunization 
against poliomyelitis with a coordinated switch from OPV. Post-certification risks of disease 
with continued use of OPV can include vaccine-associated paralytic poliomyelitis (VAPP), 
outbreaks due to circulating VDPV and cases associated with immunodeficient long-term 
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excretors of VDPV. There are also risks associated with the  inadvertent or intentional release 
of wild poliovirus. Experts participating in a WHO ad hoc consultation on vaccine-derived 
poliovirus in September 2003 concluded that “VDPVs constitute a real risk to the global goal 
of eliminating paralytic poliomyelitis due to circulating polioviruses” and that “to prevent 
cases due to VDPVs, OPV should be stopped as soon as possible after global certification (i.e. 
2010), before surveillance and population immunity begins to decline”.  
 
Key issues in the cessation of OPV use following certification are: (a) the frequency of further 
outbreaks of VDPV during 2004–2005; (b) VAPP/VDPV avoidance/risk management 
strategies, such as the use of inactivated vaccine (IPV) in orphanages; (c) future stockpile(s) 
and access; (d) the rapid resumption of routine OPV if needed; and (d) the efficacy, cost and 
operational feasibility of routine IPV use. 
 
A recent WHO position paper on IPV outlines current formulations and schedules and 
discusses issues surrounding the introduction of IPV. It recommends that IPV not be used: in 
currently or recently endemic countries; where a high risk of importation exists; in tropical 
and developing countries; in any country that is following the WHO/EPI immunization 
schedule at 6, 10 and 14 weeks; or where coverage with a third dose of diphtheria-tetanus-
pertussis vaccine (DTP3) is less than 90%.  
 
In conclusion: 
• wild poliovirus transmission could be interrupted within 18 months;  
• insufficient financing remains a major risk; and 
• all areas should be preparing for global certification and the post-certification era. 
 
Priorities for “poliomyelitis-free” countries are: 
• surveillance for importations and circulating VDPV; 
• to achieve and sustain a high level of coverage with three doses of poliomyelitis vaccine;  
• to prepare for global certification, especially laboratory containment; and 
• to advocate and support activities in the endemic areas. 
 
 
3.2 Poliomyelitis eradication efforts in the WHO Eastern Mediterranean Region: 

progress in 2001–2003 and challenges  
 
The last two years have been characterized by intensive supplementary immunization activity 
(SIA) in several countries of the Eastern Mediterranean Region. In 2002, NIDs were 
conducted in nine countries (supplemented by SNIDs in seven countries) and SNIDS were 
conducted in a further six countries. To date in 2003, at least two rounds of NIDs have been 
performed in eight countries (with SNIDs in five).  
 
The quality of AFP surveillance definitely improved over the last decade. The NPAFP rate 
per 100 000 children under 15 years of age increased in the Region from 0.24–0.49 in 1993–
1994 to 2.3–2.4 in 2002–2003. The average regional NPAFP rate has been over 1.0 since 
1999. The proportion of AFP cases with adequate stool specimens increased from 43% in 
1993 to as high as 88–90% in 2002–2003. The high quality of AFP surveillance was 
confirmed by international teams that performed reviews in five countries (Afghanistan, 
Egypt, the Islamic Republic of Iran, the Sudan and Yemen). The poliomyelitis laboratory 
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network in the Region comprises 12 laboratories, 10 of which are fully accredited. All 
countries are using the virological classification scheme.  
 
The number of reported poliomyelitis cases fluctuated between around 1500 and 2500 in 
1988–1993, falling to some 500–1200 in 1994–2000. A total of 110 cases were registered in 
2002, and 61 during the first eight months of 2003 (Pakistan 57, Afghanistan 2, Egypt 1 and 
Lebanon 1 case imported from India).  
 
In Pakistan, the number of districts with wild poliovirus decreased from 59 in 2000 to 27 in 
2003 (the number of wild virus isolates being 199 and 54, respectively). In 2003 in 
Afghanistan, the NPAFP rate was 5.0 per 100 000 children and 88% of cases provided 
adequate stool specimens. In Egypt in the same year, four Technical Advisory Group 
meetings took place, five rounds of NIDs/SNIDs were conducted and independent monitoring 
of SIA was performed. No poliomyelitis cases have been diagnosed in the Sudan since April 
2001 and in Somalia since October 2002. 
 
Aspects of laboratory containment of wild poliovirus were discussed at regional meetings in 
March 2001, September 2002 and September 2003. Consultant visits on containment were 
made to the Islamic Republic of Iran, Jordan, Lebanon, Morocco, Oman, Saudi Arabia, the 
Syrian Arab Republic and Tunisia. National plans are available in all countries and areas 
except Afghanistan, Pakistan, the Palestinian Self-Rule Areas, Somalia and Yemen; the first 
phase is beginning in Libya and the Sudan. Surveys are being implemented in Egypt, Iraq, 
Jordan, Kuwait, Morocco, the Syrian Arab Republic and Tunisia. Surveys are already 
complete and the inventory is awaited in Cyprus and the Islamic Republic of Iran, and the first 
phase has been completed in Bahrain, Djibouti, Lebanon, Oman, Qatar, Saudi Arabia and the 
United Arab Emirates. All laboratories of the regional network have submitted inventories, 
and updated inventories have been prepared by all laboratories except those in Kuwait and 
Saudi Arabia.  
 
The main challenge at present is to sustain national commitment in both poliomyelitis-
endemic and “poliomyelitis-free” countries. National importation preparedness plans were 
included as part of country documentation for certification. National plans have been prepared 
and presented to the Regional Certification Commission by Bahrain, Iraq, Jordan, Kuwait, 
Lebanon, Oman, Qatar, Saudi Arabia, the Syrian Arab Republic, Tunisia and the United Arab 
Emirates. 
 
For successful realization of eradication activities, three countries need full external funding 
and four need partial external funding, totalling US$ 80 million for 2003. 
 
The situation in Iraq deserves special attention. Future activities include continued 
acceleration in endemic and war-affected areas, good coordination of all activities and 
building on poliomyelitis experience to improve the entire EPI system in every country and in 
the whole Region. 
  
Representatives of Afghanistan and Pakistan presented their countries’ experience with 
actions to interrupt the transmission of wild poliovirus. One major problem in both countries 
is caused by persistent high-risk territories, where a relatively low level of OPV coverage still 
exists owing to the presence of hard-to-reach population groups. Improving access to children 
will require increased community involvement and motivation of vaccination teams.  
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3.3 Certification of the WHO European Region and efforts to sustain 

“poliomyelitis-free” status 
 
Following the certification of WHO European Region as “poliomyelitis-free” in June 2002, 
special attention has been paid to sustaining its “poliomyelitis-free” status. National plans had 
been developed by all countries by the end of 2002: 46 countries had developed a “plan of 
action” based on a template proposed by WHO, while 5 expressed a strong commitment to 
continue poliomyelitis eradication efforts. Activities to sustain “poliomyelitis-free” status in 
2002 included:  
 
• April–June: assistance to countries in developing national plans to sustain “poliomyelitis-

free” status; 
• September: adoption of a special resolution by the WHO Regional Committee for 

Europe; 
• October: consultation in Rome on strategies for sustaining a “poliomyelitis-free” Europe; 
• September–October: supplementary immunization in selected countries of the Region; 

and 
• December: workshop on assessing the quality of national laboratory surveys for 

containment of wild poliovirus. 
 
The European Regional Certification Commission reviewed the first annual update at its 16th 
meeting in April 2003. SIA continued in selected countries of the Region and special attention 
was paid to ensuring the high quality of virological surveillance. Consultations to enhance the 
quality of national laboratory surveys for containment were made in Bulgaria, France, Greece, 
Ireland, Portugal, Sweden and Switzerland. 
 
Most European countries report a high level of routine coverage with three doses of vaccine. 
Countries with low coverage were Austria (71% in 2000 and 83% in 2001), Bosnia and 
Herzegovina (87% in 2000), Georgia (78% in 2000 and 81% in 2001), Germany (80% in 
1999), Ireland (86% in 2000 and 84% in 2001), Malta (70% in 2001) and Turkey (79% in 
2000 and 85% in 2001). 
 
The national AFP surveillance index1 was over 0.8 per 100 000 in all European MECACAR 
countries except Azerbaijan (2001), Georgia (2001) and Turkey (2002). In 1999–2002, 
around 7000 stool specimens were processed annually by the regional poliomyelitis 
laboratory network, two thirds of the samples being from AFP patients.  
 
In the containment process, the laboratory survey was completed in most European Member 
States, including all MECACAR countries.  
 
The challenges for the European Region in 2003–2005 are to maintain high-quality 
AFP/virological surveillance (particularly in high-risk areas, given that international funding 
will decrease) and to meet the requirements for the laboratory containment of wild poliovirus. 
The delay in progress towards global poliomyelitis eradication will prolong the risk of 
importation. The risk of wild poliovirus transmission following importation persists, with the 
northern Caucasus and south-eastern Turkey being areas of high risk. Special attention should 
                                                           
1 NPAFP rate up to 1.0 multiplied by the percentage of AFP cases with two specimens collected within 14 days 
of onset. 
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be paid to the choice of future vaccine (IPV vs OPV, industrialized versus transitional 
economies) and to implementing the policy of halting OPV immunization in countries of the 
Region. 
 
Representatives from Georgia and Tajikistan informed the meeting about their countries’ 
efforts to sustain “poliomyelitis-free” status and described their main challenges. The 
countries applied an SIA strategy in order to improve immunization coverage (Tajikistan) or 
to limit the transmission of potentially imported wild poliovirus (Georgia). Surveillance for 
AFP functioned well. Georgia had established environmental surveillance for wild poliovirus.  
 
 
4. SURVEILLANCE FOR WILD POLIOVIRUS – KEY STRATEGIES FOR 

CERTIFICATION AND FOR THE POST-CERTIFICATION PERIOD 
 
4.1 Surveillance overview in countries of the WHO Eastern Mediterranean 

Region  
 
In the WHO Eastern Mediterranean Region, 4625 AFP cases were reported in 2002 and 3318 
cases by 1 September 2003. Of these, confirmed poliomyelitis cases numbered 110 (2.4%) 
and 58 (1.8%) respectively, and poliomyelitis-compatible cases 58 (1.3%) and 9 (0.3%), 
respectively. In 2002 and 2003 to date, NPAFP rates were 2.3 and 2.4 (annualized), 
respectively, per 100 000 children up to 15 years of age; the proportion of cases with adequate 
stool samples was 87.5% and 89.7%, respectively. Data on NPAFP rates in the Region by 
country and by countries’ provinces were also presented. The proportion of cases with 
adequate stool samples varied in countries from <60% to >80%. 
 
The final diagnosis was stated for 4457 AFP cases in 2002, and included Guillain-Barré 
syndrome (44%), traumatic lesions (8%) and encephalitis and meningitis (6%).  
 
In the regional poliomyelitis laboratory network in 2003, five laboratories are fully accredited 
and seven are pending accreditation. More then 21 000 specimens, mainly stool samples, were 
processed by laboratories in 2001, around 25 500 specimens in 2002 and around 15 500 
specimens up to August 2003. All performance indicators, except timely arrival of samples to 
laboratories, conformed to WHO criteria. The average time from the onset of paralysis to the 
reporting of intratypic differentiation (ITD) testing fell from 44 days in 2002 to 39 days in 
2003 (the average for nonendemic countries was 51 days and for endemic countries 37 days).  
 
In Egypt, 7 of 185 environmental samples (4%) were positive for wild poliovirus. Two strains 
of wild poliovirus type 1 were isolated from samples collected in Gaza (Palestinian Self-Rule 
Areas) in February and August 2002; both strains had 97.8% sequence homology with wild 
poliovirus type 1 from Upper Egypt. 

 
To sustain surveillance performance quality, support for improved communications via 
phone, fax and e-mail and weekly exchange of data will continue. Standard surveillance 
reviews with international teams or rapid assessments are of great importance.  
 
Representatives from the Islamic Republic of Iran and Lebanon presented their countries’ 
experience in maintaining high-quality AFP surveillance. In the Islamic Republic of Iran, 
AFP surveillance is part of the integrated surveillance system for infectious diseases. Active 
surveillance is performed weekly and zero reports are received from all health care facilities. 
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Lebanon was able to promptly detect importation of wild poliovirus and to organize 
appropriate action to limit its impact. 
 
 
4.2 Surveillance overview in countries of the WHO European Region  
 
Importation of wild poliovirus and VDPV are important issues in the period following 
certification of poliomyelitis eradication. These problems will be discussed at the ad hoc 
consultation with experts in Rome in October 2003. There are serious concerns about post-
certification deterioration of performance indicators in the European Region, and it is thus 
necessary to continue to emphasize the value of high-quality AFP surveillance. The reduced 
availability of funding following certification is also a problem. External help will continue 
but is not “guaranteed” at previous levels, and there is consequently a need for increasing 
national support for continuing activities. 
 
Cases of poliomyelitis due to VDPV have been registered in Europe since certification. On 9 
July 2002, a case of AFP was diagnosed in an unvaccinated 5-month-old girl in the Roma 
community in Romania. The isolated virus was 1.2% derived from Sabin strain type 1. 
Positive virological results were found in five close contacts and in three more children in the 
same town. SNIDs were conducted in this county. Another case due to VDPV was found in 
Kazakhstan on 1 December 2002. Symptoms of AFP appeared in a 3-year-old child who had 
received four doses of OPV (the fourth dose was given on 23 April 2001, but later the child 
showed evidence of immunodeficiency). The isolated poliovirus was 13% derived vaccine 
strain type 2. Two instances of single environmental samples with >12% derived poliovirus 
were reported from Estonia in 2002 and Slovakia in 2003. 
 
The Regional Office has made great efforts to maintain the performance quality of AFP 
surveillance through communication (a bimonthly publication and the web site), updating of 
resources for field staff and physicians, availability of workshop materials, special rapid 
assessments by international teams of experts and ad hoc or internal assessments. The 
Regional Office has continued supervising and supporting laboratories as well as funding the 
transportation of specimens. 
 
Support is given to the integration of AFP surveillance with that of other vaccine-preventable 
or priority diseases (for example, Tajikistan and Turkey have considered combined 
surveillance for AFP and hospitalized measles patients). All other opportunities have been 
taken to enhance laboratory-supported surveillance systems. Priority was given to coding and 
laboratory testing. Priority AFP case reporting (clinical poliomyelitis, less than three doses of 
vaccine, recent travel to or contact with an endemic area, high-risk group) was requested in 
2001. In 2001–2002, the system of priority notification was successfully used in Bulgaria 
(wild poliovirus type 1), Montenegro (Sabin strain type 2), Romania (Sabin strain type 1) and 
the Russian Federation (Sabin strain type 1). 
 
In 2002, NPAFP rates in all MECACAR countries were over 1.0 per 100 000 children up to 
15 years of age, though the annualized rates in 2003 were <1.0 in Azerbaijan and 
Turkmenistan. Maps were presented of registered cases of AFP with specimens versus 
expected but not found cases in Turkey, Caucasus countries and the central Asian republics in 
2002 and 2003. It is necessary to increase awareness and to improve the sensitivity of 
surveillance for prompt detection of potential wild poliovirus or circulating VDPV.  
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Over the last two years all quality performance indicators (<7 days from onset of paralysis to 
notification; <48 hours from notification to investigation; testing of two adequate stool 
samples; stool samples collected within 14 days) have been over 80% in all recently endemic 
countries. The surveillance index was >0.8 in all MECACAR countries in 2002–2003 (except 
Azerbaijan and Turkmenistan with respective annualized indexes to date of 0.6 and 0.7). 
 
The poliomyelitis laboratory network in MECACAR countries includes two regional 
reference laboratories (in Moscow and the Netherlands), eight national and seven subnational 
laboratories. Proficiency testing has been used successfully and a laboratory data management 
system has been developed. 
 
The challenges for AFP surveillance in the post-certification period are to ensure proper 
investigation, laboratory testing and follow-up of AFP cases and to improve/maintain 
surveillance sensitivity so as to promptly detect wild poliovirus or circulating VDPV.  
 
A representative of the Russian Federation presented his country’s experience on the 
sustainability of high-quality AFP surveillance. The Federal Centre for Epidemiological 
Surveillance has routinely monitored its AFP database by territory in a computer-based 
information system. Special attention was paid to high-risk territories, such as the northern 
Caucasus, and to territories with relatively low quality performance indicators. 
 
 
5. OPERATION MECACAR IN THE NEW MILLENNIUM 
 
5.1 Reasons for success and lessons learned  
 
The initial objective and highest priority of operation MECACAR has always been the 
interruption of wild poliovirus transmission as rapidly as possible. Much progress has been 
made under the MECACAR banner: transmission of wild poliovirus has been interrupted in 
the WHO European Region, and the Region was certified “poliomyelitis-free” on 21 June 
2002. In the WHO Eastern Mediterranean Region, only three countries remain poliomyelitis-
endemic and two countries – Afghanistan and Pakistan – are part of MECACAR.  
 
The chief factors that contributed to the Operation’s success are as follows. 
• There was a solid technical basis on which to build the Operation, including analysis of 

epidemiological data, virological evidence for a close relationship between polioviruses 
circulating in the countries involved, and application of appropriate strategies. 

• The participants were strongly motivated to get the job done! All countries involved in 
Operation MECACAR worked hard to implement the recommendations agreed on at 
coordination meetings. National ministries of health were able to use the momentum and, 
with support of the partners, were effectively implementing strategies to establish high-
quality AFP surveillance and ultimately to halt transmission of wild poliovirus in most 
MECACAR countries that were participants in the Operation in the spring of 1995. 

• There were well-established and effectively functioning partnerships. The partners 
demonstrated their willingness to coordinate efforts and were ready to share their 
experiences and apply themselves to achieving the goal.  

 
Lessons learned during Operation MECACAR go far beyond poliomyelitis eradication. First 
of all, international cooperation in infectious diseases control is not only possible and 
effective but clearly welcomed by the countries. Second, there was a willingness by non-
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health sectors and communities to become involved in health programmes. Finally, there are 
lasting benefits from Operation MECACAR, such as the development of AFP surveillance, 
which strengthened the capacity for communicable disease control.  
 
 
5.2 Areas for future cooperation in 2003–2005: WHO vision 
 
There are two main, and quite different, areas proposed for future MECACAR development:  
• remaining poliomyelitis eradication issues in MECACAR countries in order to complete 

the work; and 
• new technical issues relevant to all MECACAR countries. 
 
Future MECACAR collaboration in the field of poliomyelitis eradication will focus on three 
areas: coordinated supplementary immunization, AFP surveillance, and certification 
(including containment of wild poliovirus in laboratories). 
 
Supplementary immunization to maintain high population immunity will include the 
following activities during 2004–2005. 
• Supplementary immunization activities will continue in Afghanistan and Pakistan. 
• Continuing coordination of any SIA on the border between central Asian countries 

(European Region) and Afghanistan can be considered, depending on the epidemiological 
situation and funding.  

• Plans for the coordination of broader SIA in 2005 should be discussed between the WHO 
regional offices in December 2004. A decision will be taken depending on the 
epidemiological situation in MECACAR countries, availability of funds and global 
policy. 

 
High-quality AFP surveillance will be sustained in order to detect and respond to any 
importation. Action will focus on: 
• improvement/maintenance of quality indicators to achieve certification standards at 

national and subnational levels (Eastern Mediterranean Region) or to retain 
“poliomyelitis-free” status (European Region). 

• timely cross-notification of “hot” cases; 
• improved specimen shipment performance (both regions); 
• a search for possible early VDPV strains; and 
• border area information exchange (directly from country to country or through the 

regional offices). 
 
Certification and containment activities will continue to ensure global certification remains on 
track. Action will focus on: 
• shared participation in Regional Certification Commission meetings; 
• sharing of plans to prevent and control the importation of wild poliovirus; and 
• progress in the laboratory containment of wild polioviruses (exchange of information on 

status and preparation of Phase II). 
 
As proposed at the previous MECACAR meeting held in Cairo in 2001, new technical areas 
for future cooperation between the regional offices were discussed. Based on those 
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discussions, two topics were identified as appropriate for potential incorporation into future 
MECACAR collaboration.  
 
1. Measles elimination efforts. In 1997 the WHO Regional Committee for the Eastern 

Mediterranean endorsed the regional goal of eliminating measles in all Member States by 
2010. The WHO Regional Committee for Europe, in establishing health for all targets for 
the new millennium, included the elimination of measles by 2007; this has since been 
revised in the newly released Strategic Plan to 2010. This provides an excellent basis for 
including measles elimination activities as part of any future MECACAR collaboration 
between the regions. 

  
2. Strengthening routine immunization. WHO recently launched an initiative to improve 

routine immunization services, focusing on achieving high immunization coverage in 
every district (the so-called “Reach Every District” or RED). Those activities will focus 
on improving the performance and management of the existing national health services/ 
immunization infrastructure, in order to improve access as well as the quality of 
immunization services. This initiative is very much in line with existing efforts by 
MECACAR countries to upgrade their routine immunization programmes.   

 
Thus, the next phase of MECACAR collaboration will be broader and will include additional 
closely linked components. Achieving high immunization coverage in each district is a key 
strategy for reaching the goal of eliminating measles. This initiative is to be known as 
MECACAR VIP (Vision for Countries).  
 
 
5.3 Option: acceleration of measles control, WHO Eastern Mediterranean 

perspective 
 
In 1997, the WHO Regional Committee for the Eastern Mediterranean passed a resolution to 
eliminate measles virus transmission by the year 2010. The resolution endorsed the following 
five well-recognized strategies:  
• achieving and maintaining high routine measles vaccination coverage (>95%) among 1-

year-old children; 
• conducting a one-time, nationwide mass immunization campaign or catch-up campaign 

targeting all children (usually those 9 months to 15 years of age); 
• providing a second opportunity for measles immunization, either through periodic follow-

up campaigns every 3–5 years targeting all children born since the last campaign or 
achieving >95% routine coverage with a second dose of measles vaccine; 

• strengthening measles surveillance; and 
• optimal case management of children with acute disease. 
 
Current activities 
 
Strengthening routine infant immunization 
The successful elimination of measles in the Region by 2010 will require considerable efforts 
by Member States, including full implementation of the elimination strategy. The Regional 
Office will continue to support programme activities according to the overall strategy, with 
special emphasis on linking measles elimination to strengthening overall EPI activities. In 
2003, regional coverage with measles vaccine was 76%, leaving some 3.4 million children 
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unvaccinated; 65% of the non-immunized children live in MECACAR countries. Coverage 
ranged from 50% in Afghanistan to >99% in the Syrian Arab Republic. All of the GAVI 
(Global Alliance for Vaccines and Immunization) countries are receiving funds and 
considerable technical support to improve routine coverage with measles vaccine. Much of 
the effort to increase coverage is focused on micro-planning at the district level using the 
RED approach.  
 
Supplementary immunization activities 
Since 1998, over 79 million people have been vaccinated through supplementary 
immunization activities. In 2003, the Islamic Republic of Iran conducted a nationwide 
campaign targeting 5–25-year-olds with a combined measles and rubella vaccine and 
vaccinated some 33.4 million people. Among the MECACAR countries, only Pakistan has 
not conducted a catch-up measles campaign; there are plans to implement phased campaign 
activities in the country beginning in 2005. To achieve measles elimination, it will be 
necessary to conduct these campaigns over the next few years. 
 
Second opportunity for measles immunization 
Among the eight MECACAR countries, six provide a second dose of measles vaccine as part 
of the routine schedule. Afghanistan conducted a nationwide measles campaign in 2002 and 
plans to provide a routine second opportunity for measles immunization through periodic 
supplementary immunization activities.  
 
Strengthening surveillance 
Surveillance capacity in the MECACAR countries varies in quality. All countries with the 
exception of Pakistan collect case-based data. All countries except Pakistan have a national 
measles laboratory, though the role of the laboratory in surveillance varies considerably. The 
Islamic Republic of Iran, Jordan, Lebanon, the Palestinian Self-Rule Areas and the Syrian 
Arab Republic maintain high-quality fever and rash surveillance activities. Surveillance has 
deteriorated in Iraq owing to the ongoing conflict. The regional strategy to strengthen 
surveillance includes linking measles surveillance to AFP surveillance, with more timely 
collection of surveillance data coupled with regular analysis and feedback of data at the 
country and regional levels. This strategy was discussed at an intercountry meeting on 
measles elimination held in Tunisia, and consensus was reached on reporting elements and 
timescales for reporting. In 2004, countries will be asked to report measles on a monthly basis 
according to these data elements. The Regional Office has hired a consultant to develop a 
software package to support the collection, analysis and reporting of data at the country level. 
All countries are encouraged to investigate and laboratory-confirm all measles outbreaks.  
 
Future directions 
In 2004, the Regional Office will continue to assist countries to improve coverage with the 
first dose of measles vaccine, using resources available through GAVI and the RED approach. 
It will be important to coordinate measles control efforts when campaigns are planned in 
Afghanistan and Pakistan. Cooperation in measles elimination activities seems to be a 
reasonable approach for Operation MECACAR to take in the future.  
 
 
5.4 Option: acceleration of measles control, WHO European perspective  
 
Since the early 1990s, there has been an approximately 7-fold reduction in the incidence of 
measles in the countries of the WHO European Region. By 2002, however, a great deal of 
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variation had developed among countries in their level of measles control: 22 had a 5-year 
average measles incidence of <1/100 000 population and 5 had a 5-year average incidence of 
>20/100 000 population. In 2002, 50 countries (98%) had national two-dose measles 
vaccination programmes and 41 (80%) used measles-mumps-rubella (MMR) or measles-
rubella (MR) vaccine. In 2002, 30 (59%) reported coverage with a first dose of measles-
containing vaccine of at least 95%, and 35 (69%) reported a 1-year measles incidence 
<1/100 000 population. The completeness of monthly reporting among all Member States was 
77% in 2002.  
 
In 2002, the Regional Office developed a strategic plan for measles and congenital rubella 
infection, which identifies targets for 2010 of: 
• interrupting indigenous transmission of measles; and  
• preventing congenital rubella infection (<1 case per 100 000 live births). 
 
A review of progress toward meeting these targets is planned for 2005, to coincide with the 
planned assessment of the global measles mortality reduction strategy, and approval of the 
strategy by the European Regional Committee will be sought. 
 
The strategic plan identifies six key strategies to achieve the targets:  
• achieve and sustain very high coverage with two doses of measles vaccine; 
• provide a second opportunity for measles immunization; 
• target populations that are susceptible to rubella; 
• ensure protection of women of childbearing age; 
• strengthen surveillance systems; and 
• improve the availability of information on immunization. 
 
Current activities 
A number of activities have been undertaken to assist with the implementation of the strategic 
plan. Surveillance guidelines and a field guide for SIA have been developed. A periodical 
entitled EURO measles quarterly has also been published since autumn 2002. To strengthen 
surveillance capacity, a network of national laboratories has been created that now includes 
laboratories in 45 countries plus Kosovo. Three recently designated regional reference 
laboratories (in Berlin, Luxembourg and Moscow) support the national laboratory network. 
National SIAs were also conducted during 2000–2002 in Albania, Kyrgyzstan and Moldova, 
and in 2003 in Kosovo and Turkey. During 2004–2005, SIAs are likely to take place in 
Belarus, Italy, Kazakhstan, Tajikistan and Turkey. 
 
Summary of questionnaire data 
The results of the survey of the 11 MECACAR countries found that all reported routine two-
dose measles immunization programmes, and that the age at first dose was at least 12 months 
in 8 countries and at 9 months in 3. The age at second dose was 6–7 years for 9 countries. 
Eight of the countries used single-antigen measles vaccine and 3 used MMR. The 5-year 
average coverage with one dose of measles vaccine was >95% in 8 countries, while the others 
had 90% coverage or less. The 2-year average coverage with two doses was >95% in 6, while 
1 reported coverage >90% but <95%. Immunization coverage surveys conducted in 5 
countries found coverage to be 2.8–13.6% less than indicated by administrative data. 
 
Surveillance for measles was reported as case-based for 9 and aggregate only for 2 countries. 
All had monthly reporting, including routine zero reporting. All reported use of the WHO 
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standard case definition. Four indicated that >70% of cases were laboratory confirmed and 5 
indicated that <15% met this criteria. All had national laboratories that performed anti-
measles IgM testing, and 4 also had subnational laboratories that used this test. Virus isolation 
capacity was identified in 5 countries. 
 
Potential areas for collaboration 
 
Surveillance 
• Strengthened routine surveillance and outbreak reporting. 
• Documented genotype distribution and circulation. 
 
Immunization programme strengthening 
• Immunization safety. 
• Improved methods for accessing and monitoring, particularly in remote areas and migrant 

populations. 
 
First initiatives 
• Cross-border meetings to share experiences with common population groups. 
• Notification of outbreaks in border areas. 
• Routine exchange of data. 
 
 
5.5 MECACAR VIP (Vision for Countries) 
 
Representatives of Afghanistan and Turkey presented their countries’ experience related to 
measles control efforts. Afghanistan, in the face of substantial existing operational problems, 
has recently effectively conducted SIAs to control a measles epidemic, and Turkey plans to 
implement such action to prevent an epidemic early next year; this will be the largest measles 
immunization mass campaign to be conducted in the European Region. 
 
Representatives of Kazakhstan and the Syrian Arab Republic described their countries’ efforts 
to strengthen the quality of routine immunization programmes (as an essential part of primary 
health care) in order to achieve and sustain high immunization coverage in each district and/or 
in hard-to-reach subpopulations. An immunization coverage survey recently confirmed high-
level vaccination coverage at subnational level. 
 
 
6. CONCLUSIONS AND RECOMMENDATIONS 
 
6.1 Conclusions 
 
Poliomyelitis eradication in the final stages 
The initial objective and highest priority of MECACAR has always been the interruption of 
wild poliovirus transmission. Much progress has been made, and the WHO European Region 
was certified “poliomyelitis-free” in June 2002. In the Eastern Mediterranean Region, three 
countries remain poliomyelitis-endemic, including two MECACAR countries. Afghanistan 
and Egypt appear to have low levels of transmission but in Pakistan, in spite of significant 
progress, widespread transmission of poliovirus types 1 and 3 continues to occur and is a 
source of great concern. 
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To protect the substantial investment made by MECACAR countries, it is critical that the 
remaining persistent transmission of wild poliovirus is interrupted as soon as possible. Until 
this is achieved, all other MECACAR countries are at significant risk of wild virus 
importation. This risk is of particular concern, as there is evidence that AFP surveillance is 
less comprehensive than in previous years in some nonendemic countries while, at the same 
time, the size and number of SIAs in nonendemic countries are being reduced.   
 
AFP surveillance and response preparedness 
In general, all MECACAR countries have achieved the defined certification quality indicators 
for AFP surveillance. The poliomyelitis laboratory network is functioning effectively. 
Nevertheless, the quality of AFP surveillance has declined in the European Region since 
certification. This is of concern, not only because of the risk of importations but also due to 
the need to detect circulating VDPV should it occur.  
 
Routine immunization 
Routine immunization of infants is the cornerstone of child health and a key element in 
sustaining poliomyelitis eradication and control of all vaccine-preventable diseases. Although 
routine infant immunization coverage has been sustained or slightly improved in MECACAR 
countries, too little attention has been paid in some countries to ensuring and quantifying 
high-level coverage in all districts and among underserved communities. Some resources are 
available to assist selected countries to increase district-level coverage.  
 
Experience in poliomyelitis eradication, with national commitment, local micro-planning, 
involvement of the community and social mobilization, provides a strong basis for improving 
routine infant immunization coverage. The experience of the poliomyelitis eradication 
initiative with performance monitoring can be adapted to measure coverage on an ongoing 
basis at the provincial and district levels, to identify low-performing districts for priority 
intervention using the strategies of the RED initiative.  
 
Measles elimination 
Both the Eastern Mediterranean Region and the European Region have established 
operational targets to eliminate measles by 2010, in spite of tremendous challenges in the 
field. Plans for SIAs in the Islamic Republic of Iran and Turkey represent some of the largest 
measles campaigns to date in the Eastern Mediterranean Region.  
 
In MECACAR countries, there is considerable enthusiasm to achieve measles elimination 
consistent with the goals of both regions. The experience of Afghanistan and other 
MECACAR countries demonstrates what can be achieved with national commitment and 
good planning.  
 
There are fundamental differences in planning and implementing effective SIAs for measles 
as compared with SIAs for poliomyelitis. These differences mean that sufficient time must be 
allowed in advance in order to ensure the necessary political commitment, financing, vaccine 
selection and procurement, and safe immunization practices. 
 
Routine immunization and the provision of a second opportunity for measles immunization, 
coupled with one-time catch-up campaigns of susceptible populations where necessary, are 
key strategies for measles elimination. It is vitally important to guarantee country ownership, 
international support and financial sustainability for measles elimination early in the planning 
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process.  
 
With better measles control and surveillance, rubella and congenital rubella syndrome (CRS) 
will become more apparent as preventable public health problems. In due course, appropriate 
control strategies need to be developed, particularly in countries that have introduced the use 
of combined vaccines (MR or MMR). Linking rubella control to measles elimination provides 
a unique opportunity to begin activities to prevent and eventually eliminate rubella infection, 
including CRS.  
 
Coordination and collaboration 
The MECACAR experience has made a significant contribution towards the eradication of 
poliomyelitis in the two regions. A major success of Operation MECACAR has been the 
effective working together of partners at all levels in jointly planning and implementing 
poliomyelitis eradication activities. The system of consultation and coordination has 
potentially wider benefits in the areas of strengthening routine infant immunization and 
vaccine-preventable disease control, most immediately in terms of measles.  
 
There is a definite role for MECACAR in coordinating measles control strategies, 
strengthening routine immunization services, sharing experiences and monitoring goals as 
progress is made.  
 
 
6.2 Recommendations 
 
Poliomyelitis eradication in the final stages 
• Stopping wild poliovirus transmission is the highest MECACAR priority. All possible 

support, including intercountry advocacy at the highest level, should be directed at the 
endemic countries, particularly Pakistan. MECACAR countries should use their influence 
through all available means to ensure that transmission is stopped as soon as possible. 

• In the remaining endemic countries, it will be necessary to continue with appropriately 
scheduled, high-quality SIA requiring a high level of international technical and financial 
support. 

• There is no indication at present for countries to discontinue the use of OPV, which 
remains the vaccine of choice for poliomyelitis eradication, including control of 
importations. It is anticipated that in the near future – depending on the ongoing research 
and ultimate dates of interruption of wild virus transmission and global certification – 
global consensus will be reached on stopping the use of OPV.  

 
AFP surveillance and response preparedness 
• In nonendemic countries, especially in the European Region, it is critical to re-establish 

and maintain quality AFP surveillance at its former high level in each country.  
• All countries must have a plan of action for identifying and responding to importations of 

wild poliovirus or local transmission of VDPV. These plans should be continuously 
questioned and updated, and subsequently reviewed with subnational health authorities. 

• To benefit from the lessons learned in poliomyelitis eradication, AFP surveillance should 
be reviewed to explore how it can be integrated and used to strengthen overall 
communicable disease surveillance, and to find the best means of sustaining its quality. 

 
Routine immunization 
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• Immunization programme managers in all countries should develop the capacity to 
monitor district-level coverage on a monthly basis, with a focus on improving routine 
immunization services. This includes enhanced data management and analysis following 
the AFP surveillance model, and developing plans to target low-performing districts with 
special interventions to ensure that underserved populations are being reached. 

• In developing district-level micro-plans, programme managers should guarantee that all 
components of safe immunization practice, including cold chain, vaccine management, 
injection safety and AEFI surveillance and investigation, are of the highest quality. 

• Building on one of the key components of the poliomyelitis eradication programme, 
managers at each level should develop communication strategies, including advocacy and 
social mobilization, to improve routine infant and maternal immunization at the 
community level as a cornerstone of maternal and child health.  

 
Measles elimination 
• All countries are encouraged to develop and implement plans of action for measles 

elimination and report to the next MECACAR meeting. The plans must include providing 
all children with two opportunities for measles immunization (through routine 
immunization services or SIA) at appropriate ages, “catch-up” SIA for susceptible age 
groups where necessary, laboratory-based surveillance, case management, and a 
standardized system for investigation and reporting of cases. With the support of WHO 
and other partners, countries should look for opportunities to link measles activities with 
rubella surveillance and immunization activities to prevent congenital rubella infection 
and CRS. 

• Measles elimination activities should be used as an opportunity to improve overall 
immunization safety and quality of routine immunization services. 

  
Partnerships and collaboration: future directions for MECACAR 
• Immunization programme managers in MECACAR countries should continue to meet 

biennially. While poliomyelitis eradication remains the highest priority, routine infant 
immunization and  measles elimination should be additional areas of focus at the 2005 
meeting. 

• The Regional Offices for the Eastern Mediterranean and for Europe should develop a joint 
plan to maximize the benefits of MECACAR collaboration for improving routine infant 
immunization coverage and measles elimination, including quarterly sharing of data, 
outbreak surveillance and reporting, cross-border coordination and provision of technical 
assistance. 

• National health authorities and international partners should be briefed on their critical 
role in sustaining quality surveillance for AFP and wild poliovirus. Such surveillance may 
collapse in a number of countries if partners suddenly withdraw their financial assistance 
before national resources are identified. 

• Additional partnerships should be pursued across the regions and within countries to 
enable the future goals of MECACAR to be met. 
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PROGRAMME  
 

 
Monday, 8 September 2003 
 
08.30–09.30 Registration 
09.30–10.00 Welcome and Opening: 
 WHO European Regional Office: Dr Nedret Emiroglu 
 WHO Eastern Mediterranean Regional Office: Dr Faten Kamel 
 WHO headquarters: Dr Daniel Tarantola 
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Session 1 Poliomyelitis eradication in the final stages: progress and challenges 
10.00–10.30 Global progress and challenges remaining   Dr Bruce Aylward 
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progress made in 2001–2003 and challenges  Dr Faten Kamel 
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11.45–12.15 Pakistan: actions to assure interruption of transmission by end 2003  
        Dr Anthony Mounts  

Discussion 
12.15–12.45 Afghanistan: Actions to assure interruption of transmission by end 2003 
         Dr Abdulla Fahim 
  Discussion 
12.45–14.00 Lunch break 
14.00–14.45 Certification of the WHO European Region and efforts to sustain “poliomyelitis-free” 

status  
Dr George Oblapenko 
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Dr Shamsiddin Jobirov 
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Dr Paata Imnadze 
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wild poliovirus 
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09.15–09.45 WHO Eastern Mediterranean country experience: Islamic Republic of Iran 
         Dr Seyed Lzahrae 
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         Dr Nada Ghosn 
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  Discussion 
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Dr Sergey I. Ivanov 
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10.30–11.00 Coffee break 
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11.30–13.30 Lunch break 
13.30–14.30 Conclusions and Recommendations 
14.30–15.00 Final remarks and closure of the meeting 
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