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ABSTRACT 
 

A sub-regional meeting on AFP/polio surveillance and poliomyelitis laboratory 
issues was held in St Petersburg in July 1999 to discuss the progress made in 
global and regional eradication of poliomyelitis and the activities of poliomyelitis 
laboratories, take note of outstanding problems and make recommendations for 
future activities. Achievements included the successful completion of Operation 
MECACAR during 1995�1997 and initiation of Operation MECACAR Plus in spring 
1998. Participants recommended that WHO and Member States should inter alia 
accelerate their activities, improve AFP/polio surveillance and increase it in areas 
of special concern, ensure that stool samples were only processed in accredited 
laboratories, accredit all poliomyelitis laboratories by the end of 1999, improve 
communication in the poliomyelitis laboratory network, improve analysis of 
surveillance and laboratory data, ensure high quality coordination between 
neighbouring WHO regions, carry out mopping-up immunization in high risk areas 
and/or high risk population groups, improve the use of national resources and of 
support from international donors/partners, produce revised plans for action for 
2000�2001, and initiate the containment of wild poliovirus strains. 
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Introduction 

A subregional meeting on acute flaccid paralysis (AFP)/poliomyelitis surveillance and 
poliomyelitis laboratory issues was held in St Petersburg from 28 to 30 July 1999. The aim of the 
meeting was to: 

• present an overview of the status of polio eradication, AFP surveillance and laboratory 
performance in the WHO European Region, particularly in newly independent states (NIS); 

• share experience and identify problems and solutions for improving AFP surveillance and 
laboratory functioning; 

• discuss data communication and feedback; 

• present and discuss details of laboratory containment of polioviruses; 

• inform participants about the current state of the certification process. 
 
Dr Stephen L. Cochi (Director, Vaccine-Preventable Diseases, Eradication Division, US Centers 
for Disease Control) was elected Chairperson, Dr Sergei Deshevoi and Dr Nikolai Chaika were 
elected Rapporteurs, and Dr Oblapenko Secretary. 

Opening of the meeting 

The meeting was opened by Dr George Oblapenko, Medical Officer, Eradication of Poliomyelitis, 
WHO Regional Office for Europe (WHO/EURO). Dr Oblapenko welcomed the participants on 
behalf of the then Regional Director, Dr Asvall, and informed them about the discussion of 
achievements and problems in the global eradication of poliomyelitis at the Fifty-second World 
Health Assembly, and in particular resolution WHA52.22 on poliomyelitis eradication adopted 
by the Assembly on 25 May 1999 which urged poliomyelitis-endemic Member States to 
accelerate their eradication activities. Dr Oblapenko also informed participants about the meeting 
of the Regional Certification Commission in March 1999 in Budapest, and emphasized the 
necessity of finding good confirmation of the absence of wild poliovirus circulation. Some 
countries had submitted useful documents to the Regional Certification Commission. Other 
countries should do the same in the following year. This was why the quality of poliomyelitis 
surveillance and the activities of the poliomyelitis laboratory network were so important in 2000. 
 
Dr Sergei Ivanov, Director, Surveillance Department, Ministry of Public Health of the Russian 
Federation, welcomed participants on behalf of the Ministry. He stressed the necessity of good 
coordination and close collaboration between neighbouring countries, especially in view of the 
short time remaining before 2000. 
 
Dr Anatoly Zhebrun, Director, St Petersburg Pasteur Institute, welcomed participants on behalf 
of researchers at the Institute and wished them a successful meeting. 
 
On behalf of CDC, Dr Stephen Cochi welcomed participants and noted the high priority of the 
poliomyelitis eradication initiative. He informed the meeting of the success in poliomyelitis 
eradication that was achieved in the western hemisphere and underlined the important role of 
donors in the global struggle with infections. Dr Cochi wished success to all participants in 
implementation of plans for poliomyelitis eradication in the WHO European Region. 
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Progress in poliomyelitis eradication 

On 25 May 1999 the Fifty-second World Health Assembly had discussed the report by the 
Director-General on the eradication of poliomyelitis. The Assembly recognized that “... substantial 
progress has been made towards eradication of poliomyelitis, with large geographic areas of the 
world now free of the disease, and a fall of 85% in annually reported cases since global eradication 
began in 1988”. It adopted resolution WHA52.22 urging poliomyelitis-endemic Member States to 
accelerate their eradication activities and to mobilize the human and financial resources to carry 
out necessary measures during the critical period 1999–2001. 

Global overview of poliomyelitis eradication, July 1999 

Tremendous progress has been achieved in recent years towards poliomyelitis eradication. In 
1988, when the World Health Assembly passed the resolution to eradicate poliomyelitis, around 
35 000 poliomyelitis cases were reported globally to WHO. By 1998, the figure had dropped to 
6000 cases (Fig. 1), representing a great decrease with improved poliomyelitis surveillance. The 
geographic distribution of poliomyelitis cases had been dramatically reduced to primarily Africa 
and the Indian sub-continent. Currently, there are 22 countries with known wild poliovirus 
circulation, an additional 13 that probably have wild poliovirus circulation (but surveillance is 
insufficient to detect it) and another 13 where wild poliovirus might be circulating but current 
surveillance efforts may be missing it (Fig. 2). 
 
The poliomyelitis eradication initiative is characterized by extensive international coordination and 
partnership, including three major efforts: (i) Operation MECACAR, involving 18 countries and 
60 million children; (ii) Kick Poliomyelitis out of Africa, involving 42 countries and 75 million 
children; and (iii) South Asian Association for Regional Cooperation (SAARC) and China 
initiative, involving 8 countries and 250 million children (Fig. 3). As well as WHO and the United 
Nations Children’s Fund (UNICEF), 191 Member States are involved as major implementers at all 
levels providing coordination, supplies, equipment, technical assistance and advocacy. The 
Secretary-General of the United Nations has recently become involved in the negotiation of 
ceasefires so that children in wartorn countries can be immunized against poliomyelitis. Partners 
providing resources (human and financial) and active in research and advocacy include CDC, 
Rotary International and the governments of Australia, Belgium, Canada, Denmark, Finland, 
Germany, Italy, Japan, Norway, the United Kingdom and the United States. CDC, the National 
Institute of Public Health and Environmental Protection in the Netherlands, the National Public 
Health Institute in Finland, the National Institute of Health in Japan, the National Institute of 
Virology in South Africa and the National Institute of Biological Standards and Control in the 
United Kingdom provide specialized laboratory support for the poliomyelitis laboratory network. 
New partners have recently joined the initiative, including the United Nations Foundation, 
producers of oral polio vaccine, and the De Beers Corporation (Fig. 4). 
 
The initiative is entering its final stages with a focus on interrupting poliovirus transmission in 
five countries in conflict (Afghanistan, Angola, The Democratic Republic of the Congo, Somalia 
and Sudan) and five countries which act as global reservoirs of the virus (Bangladesh, Ethiopia, 
India, Nigeria and Pakistan) (Fig. 5). The establishment of certification standard surveillance is 
now urgent. Many endemic countries are making rapid gains, but surveillance in the Americas, 
which have been poliomyelitis-free since 1991, is suffering and thus may impede the ability to 
detect poliovirus importation. Countries that are free or almost free of poliomyelitis also need to 
to establish action plans in the event of a wild poliovirus importation. It is also urgent to ensure 
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that all laboratories have access to a poliomyelitis-accredited laboratory, particularly in the 
European and African Regions (Fig. 6). 
 
The 1999 World Health Assembly passed a resolution to: accelerate eradication activities by 
conducting additional immunization rounds each year, on either a national or subnational basis; 
improve the quality of national immunization days (NIDs) by ensuring that every child is 
reached; implement house-to-house “mopping-up” campaigns; enhance surveillance by ensuring 
that all AFP cases are detected and promptly investigated; and begin laboratory containment of 
polioviruses. 
 
Urgent action points for each country are to: 

• ensure certification-standard surveillance 
• develop a contingency plan in the event of a wild poliovirus importation 
• complete national documentation for certification 
• begin phase 1 of poliovirus containment according to WHO guidelines. 

Poliomyelitis eradication activities in the WHO European Region, 1998–2000 

Situation analysis 
Operation MECACAR Plus, consisting of supplemental mass immunization campaigns 
coordinated by the WHO Regional Offices for Europe and the Eastern Mediterranean across 
regional and national borders and coordination of other poliomyelitis eradication activities 
among endemic and/or recently endemic countries in 1998–2000,  was successfully initiated in 
the spring of 1998. 

• National/subnational immunization days have been conducted in 13 countries of the WHO 
European Region (and 8 countries of the Eastern Mediterranean Region), achieving an 
average coverage of 95% with over 17 million children immunized in the Region. 

• Coordinated mopping-up operations were carried out in October–November 1998 focusing 
in particular on high-risk areas in neighbouring countries to prevent cross-border 
transmission (Turkey, Iran, Iraq, Syria). Special attention was paid to the quality of these 
activities. 

• In the spring of 1999, seven countries conducted NIDs (Armenia, Azerbaijan, the Russian 
Federation, Tajikistan, Turkey, Turkmenistan and Uzbekistan) and three countries 
conducted sub-NIDs (Bosnia and Herzegovina, Georgia and Kazakhstan). The regional 
average of coverage was 97%, with 16.8 million children additionally immunized. 

 
Regional routine immunization coverage with poliomyelitis vaccine remains high at 92%. The 
trends for poliomyelitis in the European Region for 1989–1998 are shown in Table 1. 
 
The only country in the Region where endemic transmission of wild polioviruses was proved in 
1998 was Turkey. There were 26 cases of confirmed poliomyelitis (24 cases due to wild 
poliovirus type 1 and 2 cases due to wild poliovirus type 3) in 7 provinces of south-eastern 
Turkey, most of them in non-vaccinated children. The date of onset of the last case was 
26 November 1998 (Agri province). 
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AFP/poliomyelitis surveillance 
Efforts to develop AFP surveillance initiated by the Regional Office and supported by Member 
States have resulted in expanded and better quality AFP surveillance in many countries over the 
last few years. Thirty-nine Member States are implementing AFP surveillance, and the main 
regional quality indicators for 1998 are better than for 1997: the provisional rate of non-
poliomyelitis AFP in children was 1.14 per 100 000 and the provisional proportion of cases with 
two adequately timed faecal specimens was 80%. During the first six months of 1999 the 
regional indicators of the quality of AFP surveillance remained high: the rate is 1.14 and the 
proportion of cases with two stools is 79%. However, the Regional Certification Commission 
was dissatisfied with the quality of AFP surveillance by countries: only a few (no more than five 
recently endemic countries) had kept the surveillance index at a high level during 1998–1999, 
and the proportion of stools investigated in WHO-accredited laboratories remained rather low. 
 
The weekly reporting system was introduced in the Region during 1998 and 31 of the 
35 countries reported weekly case-based AFP information (or the absence of detected AFP 
cases) to the Regional Office. The completeness of weekly reporting was 78%. 
 
Laboratory examination of samples from AFP cases is crucial for surveillance for poliomyelitis 
viruses. Accreditation of the regional poliomyelitis laboratory network started in 1997 and 
continued in 1999: during that process, 36 national laboratories were visited and 30 laboratories 
accredited. Efforts to improve laboratory performance have focused on support to the national 
laboratories in the newly independent states (NIS), the Russian Federation and Turkey and have 
resulted in considerable progress. 
 
Thanks to the technical and financial support received from CDC, Rotary International and the 
United States Agency for International Development (USAID), substantial improvement of the 
quality of surveillance was observed in recently endemic countries in the Region during 1998. 
However, a greater effort is needed to improve surveillance in order to meet the performance 
quality level required for certification (“gold standard”). 

Certification of poliomyelitis eradication 
The process for certification of the European Region as polio-free is proceeding well: 

• national certification committees have been established in 49 Member States; 

• a standard format manual of operations has been finalized and distributed to all Member 
States; 

• the Regional Certification Commission has reviewed the documentation prepared by 
32 non-endemic Member States; although many of the reports were reassuring that data 
were or would be forthcoming to make convincing cases for poliomyelitis eradication, the 
Commission was concerned that some countries still have a lot to do. 

Main achievements: 1998 
1. Operation MECACAR Plus was successfully initiated: 

• NIDs were conducted in all countries in the spring and mopping-up activities were 
implemented in the autumn of 1998; 

• coordination of action for poliomyelitis eradication for selected neighbouring 
countries has been formalized and improved. 



EUR/00/5018752 
CMDS 03 01 09 

page 5 
 
 
 

 

2. AFP surveillance has improved, particularly in recently endemic countries. 

3. Assessment of the quality of AFP surveillance was undertaken in 13 recently endemic 
countries (and 1 non-endemic country). 

4. The accreditation process of the regional laboratory network has made substantial progress. 
High scores on the laboratory proficiency test have been noted: the mean score is as high 
as 90.3%. 

5. The certification process was initiated in 34 non-endemic countries of the Region which 
have a long history of being reportedly polio-free. 

6. The overall improvement of virological surveillance for poliomyelitis has demonstrated 
that Turkey continues to be the only country with proven endemic transmission of wild 
poliovirus in the European Region. 

Problems 

1. Endemic transmission of wild polioviruses was demonstrated in Turkey up to almost the 
end of 1998. A protracted period of high-quality surveillance will be necessary to check 
whether it continues. 

2. Political support to national poliomyelitis eradication programmes was proclaimed. 
However, in certain countries, this was not translated into action, partly for economic 
reasons and partly because poliomyelitis eradication is often not considered a priority. 

3. There is still civil tension or unrest in parts of some countries (Armenia, Azerbaijan, 
Georgia, the Russian Federation, Tajikistan, Turkey and Yugoslavia). 

4. Improvement of the quality of AFP surveillance is progressing slowly as it is not well 
understood by clinicians and health staff. 

5. Monitoring and analysis of data regarding AFP and virological surveillance at national 
level remains sub-optimal in many recently endemic countries. 

Plans for 1999–2001 
The objectives of the regional plan of action for eradication of poliomyelitis are: 

• by 2000, to achieve high quality of surveillance for wild poliovirus through well 
established AFP surveillance and/or surveillance for enteroviruses; 

• by 2000 or earlier, to interrupt transmission of wild poliovirus in the Region; 

• by 2003 or earlier, to certify the WHO European Region as free of poliomyelitis. 
 
At the time of the Meeting there were only 522 days left up to the end of 2000. Good, promising 
results have been achieved but there is still much to do to prove that there is no circulation of 
wild poliovirus in the countries of the Region. It will be hard work, but is achievable! Time is 
flying. Let us do our best in order to bring that wonderful present – THE POLIO-FREE WORLD 
– to the children of the twenty-first century! 
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Surveillance for wild polioviruses – main strategy for certification 

Surveillance, certification and laboratory containment 

There are three related activities for poliomyelitis eradication: 

• eradication of poliovirus transmission 
• polio-free certification 
• laboratory containment of the poliovirus. 
 
These activities must be closely coordinated. As the European Region is approaching polio-free 
status, completion of documentation for certification and the implementation of phase 1 
containment activities are urgent. 
 
National certification committees should already be collating, reviewing and verifying surveillance 
and laboratory data and carrying out programme activities related to poliomyelitis eradication. In 
addition, all countries should have contingency plans in the event of a poliovirus importation. 
Three years after poliovirus transmission has been interrupted, the Regional Certification 
Commission will review all data and the ability to detect and respond to poliovirus importation in 
countries. Based on this information, and verification in some countries, a decision will be made as 
to whether to certify the Region as polio-free. 
 
Phase 1 containment activities involves surveying all laboratories and documenting which of them 
have wild poliovirus or potentially infectious materials. All such laboratories should be instituting 
biosafety level 2 poliomyelitis procedures. Phase 1 of containment should be instituted within one 
year of interruption of transmission, i.e. during 1999 for the European Region (Fig. 7). Phase 2 of 
containment activities, which should begin within two years of interruption of transmission, during 
2000 for the European Region, involves instituting biosafety level 3 procedures, transferring the 
virus to a WHO-designated repository or rendering the materials non-infectious (Fig. 8). 
 
During this period of certification and laboratory containment, supplemental immunization will 
continue in many countries and surveillance/laboratory activities will continue for all countries. 
urgent action points for all countries of the European Region include the following: 

• to ensure certification-standard surveillance 
• to develop contingency plans in the event of a poliovirus importation 
• to complete national documentation for certification, and  
• to designate a focal point to begin containment activities. 

AFP surveillance: situation analysis and problems in the WHO European Region 

Surveillance is defining the future of poliomyelitis eradication activities in the European Region 
regarding decisions about future supplemental mass vaccination, the certification of elimination 
and the rapid detection of importation of wild poliovirus. The Global and Regional Commissions 
for the Certification of the Eradication of Poliomyelitis have stated that AFP surveillance is the 
standard surveillance method for certification. Unfortunately, there is a high risk that the Region 
will enter a period of three years or more without wild poliovirus isolation and that during some 
significant proportion of that time AFP surveillance performance criteria will not be met in the 
vast majority of countries. This could seriously jeopardize regional certification. 
 



EUR/00/5018752 
CMDS 03 01 09 

page 7 
 
 
 

 

In 1997, the average annual incidence of reported non-polio AFP per 100 000 children under 
15 years of age in countries with AFP surveillance was 1.14 (with subtraction of reports of 
isolated facial paralysis possible for all countries except the Russian Federation and Ukraine) and 
provisionally 1.14 in 1998. Analysis of data from several recently endemic countries showed that 
25–95% of paralytic diseases registered as AFP were cases of facial paralysis (Fig. 9,10). Of the 
17 countries in the endemic and recently endemic zones, as defined by the Regional Certification 
Commission, only 53% met the target for an AFP reporting rate of 1 non-poliomyelitis AFP case 
per 100 000 children for 1998 (Table 2). To date in 1999, annualized data were not showing any 
further improvement in this proportion. Case-based data were not available from the Russian 
Federation for 1998 and 1999. 
 
The available data showed that few countries had reached a reasonable distribution of AFP cases 
consistent with the distribution of the child population. One country which has, however, done so 
is Ukraine. A review of the second half of 1998 and the first five months of 1999 showed 
variable changes in performance indicators for case investigation by country, but overall status 
does not indicate net improvements in surveillance systems (Table 3). The overall rate of 
collection of two adequate stool samples from reported AFP cases within 14 days at least one 
day apart reached approximately 69% in 1997, 80% provisionally in 1998 and 79% to date in 
1999. This reflects a real and substantial increase, since reported collection was higher than 
calculated proportion when case-based reporting began in 1998. To date in 1999, 65% of 
recently endemic countries were reaching the target of 80% of specimen collection within 
14 days (Table 2). Follow-up data are being poorly reported to WHO/EURO and perhaps not 
well collected: follow-up investigations have been reported in 69% of the AFP cases reported 
since 1998. Final classification and final diagnosis have been reported for under 65% and 45% of 
cases, respectively. 
 
In 1998, 31 of 36 countries with AFP surveillance were reporting weekly case-based AFP 
surveillance data to WHO/EURO (Table 4). Completeness of reports received for weekly 
reporting was 76% overall (allowing for delays in the first weeks of the year). Thirty-nine 
countries were reporting in 1999, with current completeness of 75%. 

Conclusions 
• Relatively few countries have reached major performance criteria. 

• Among non-endemic countries, most have not improved. 

• Even in countries performing well overall, geographic distribution of AFP/specimen 
collection is not based on population distribution. 

• Many recently endemic countries have problem areas or other persistent problems. 

• Potentially, surveillance in the European Region will not attain the quality required for 
certification purposes if performance is not substantially improved from 1999 levels during 
the remainder of the year and beyond. 
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Surveillance for wild polioviruses 

The European regional poliomyelitis laboratory network, set up two years earlier, had carried out 
several important steps in 1998–1999: 

• virological surveillance 
• accreditation of national polio laboratories 
• modernization of national laboratories 
• training of specialists 
• containment of wild polioviruses. 
 
The results of virological studies in the WHO European Region are impressive. The proportion 
of AFP cases with virological stool tests increased from 42% in 1997 to 95% in 1998. The 
efficacy of poliovirus isolation also increased from 5% in 1997 (119 strains from 2393 samples) 
to 6% in 1998 (325 strains from 5082 samples). Intra-typic differentiation was performed in 31 
of 79 strains in 1998 and in 38 of 41 strains in 1999 (40% and 92%, respectively). Thirty-three 
strains of poliovirus were isolated during two and a half years: 6 in 1997, 24 in 1998 and 3 in 
1999 (all laboratory contaminants). 
 
The proportion of AFP cases with two stool samples increased in NIS to 89% (WHO European 
Region average – 84%). At the same time the proportion of samples delivered to the laboratory 
within 72 hours is still very low – 46% in comparison with 69% in Europe overall. The results in 
some NIS are also very poor: the proportion of good samples in Ukraine is around 60%; the 
proportion of samples collected within 14 days in Armenia and the Republic of Moldova is 83% 
and 80%, respectively; and the proportion of samples with definite test results within 28 days is 
around 60% (59–63%) in Armenia, the Republic of Moldova and Uzbekistan, and as low as 24% 
in Belarus. 
 
Some countries (Azerbaijan, Georgia, Kyrgyzstan, Lithuania, Tajikistan and Turkmenistan) do 
not submit the results of laboratory studies, and reports from many countries are incomplete. 
Five of 38 national poliomyelitis laboratories are not yet accredited (Azerbaijan, Georgia, 
Kazakhstan, the Russian Federation and Ukraine). 

Main obstacles and problems 
• Inefficacy of surveillance. 
• Inappropriate activity in the eastern part of the poliomyelitis laboratory network. 
• Slow delivery of stool samples. 
• Slow modernization of national laboratories (problems with customs). 
• Rotation of laboratory personnel. 
• Additional training of laboratory staff. 

Surveillance: main problems regarding criteria for certification 

The main problems to be solved if the criteria for certification listed below are to be met. 
 
General problems include: 

• completeness of reports in each country is not known in WHO/EURO 
• silent territories 
• late detection of cases 
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• late sample collection  
• slow delivery of samples  
• too late follow-up of patients 
• late classification of cases. 
 
There are problems at WHO with implementing the support necessary for improving surveillance: 

• coordination is very slow 
• resources not used 
• late delivery of financial reports which interferes with additional financial resources 
• planning needed with indication of needs in: 

– training 
– active surveillance 
– samples transportation 
– monitoring, analysis and communications. 

 
The following must be improved: 
• active surveillance 
• control 
• monitoring/identification of problems 
• action in response to identified problems 
• subsequent observation/control of implementation. 

Partnership in and support for poliomyelitis eradication 

Because poliomyelitis cases were still registered in several regions and the deadline for infection 
eradication was very close, new efforts were necessary to attract additional partners. The United 
Nations Fund had undertaken to give WHO US $20 million for poliomyelitis programmes. The 
DeBeers Company had recently become a new partner in the poliomyelitis eradication initiative, 
and Rotary International had targeted new grants towards polio control. These examples proved 
that it was possible to collect additional money for intensification of poliomyelitis programmes. 
 
At the same time there is great need in improvement of documentation that is prepared by 
national specialists and authorities to WHO/EURO. Applications for additional resources should 
contain detailed information on how much money each country needs, what for, and for which 
period of time. Special attention should be paid to the real cost of different activities (NIDs, 
mopping-up immunization, poliomyelitis surveillance, AFP surveillance, certification, etc.). This 
documentation should also present a clear picture of countries own expenses for poliomyelitis 
eradication (routine immunization, salary of health care workers, the cost of vaccine, etc.). Such 
data can be summarized in special tables that were sent recently from WHO/EURO. 

Key countries needing to improve surveillance 

A special session was organized for presentations from different countries, with special attention 
paid to surveillance quality and laboratory performance. 
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Azerbaijan 

Poliomyelitis was a serious public health problem in the late 1980s (morbidity rate 0.24–2.6 per 
100 000 children <15 years of age). Due to generous support from UNICEF and WHO, a national 
immunization programme was successfully implemented in 1993–1995. During the last five years 
Azerbaijan took part in Operation MECACAR. Immunization coverage increased to 97% in 1997 
and 98.1% in 1998. As a result, Azerbaijan has been free of poliomyelitis since 1996. 
 
The non-polio AFP rate was 0.8 per 100 000 population in 1997 and 0.6 per 100 000 in 1998. At 
the same time, the proportion of geographical units with AFP registration increased from 10% in 
1997 to 19% in 1998. The proportion of AFP cases investigated within 48 hours increased from 
89% in 1998 to 100% in 1998–1999, and the proportion of cases registered within two weeks 
rose from 63% in 1997 to 75% in 1999. 

Problems 
• Insufficient participation of neurologists in AFP surveillance (no possibility for training). 
• Poor knowledge of AFP on the part of paediatricians and interns. 
• Rotation of personnel. 
• Gaps in staff (absence of epidemiologists). 
• Weak social mobilization.. 

Georgia 

Georgia has participated in Operation MECACAR since 1995. The proportion of children 
immunized during the second round of NIDs during all six years was 95–96%. Vaccination 
coverage was 98.4% in 1997 and 94% in 1998. 
 
The quality of AFP surveillance was rather good in 1997–1998. Seven cases were registered in 
1997 and 16 cases in 1998 (the non-polio AFP rates were 0.6 and 1.2 per 100 000 children, 
respectively). However, the number of registered AFP cases was one third of the expected 
number. Two areas of the country, with 45 000 children <15 years of age, were silent. There was 
no weekly active surveillance.  

Problems 
• No electronic mail communication with WHO/EURO. 
• No laboratory proficiency-testing. 

Russian Federation 

Overall OPV-3 coverage had increased and remained quite stable over the previous decade, 
exceeding 91% in 1997 and 94% in 1998. In 1997, vaccination coverage in 22 out of 89 
territories was under 90%; in 1998 the number of such areas fell to 7. During the previous two 
NID campaigns, over 99% of children from the target age group had been immunized. 
 
The quality of AFP surveillance had improved greatly during the previous year. The AFP rate, 
calculated at 2.75 per 100 000 (including cases of facial paralysis to 1.15 per 100 000 children 
<15 years of age decreased). In 1999 there was significant improvement in all indicators of 
surveillance quality in comparison with 1998: the proportion of AFP cases with 2 stool samples 
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collected for virological tests was 97% and 82%, respectively; the proportion of cases 
investigated within 48 hours was 94% and 98.5%, respectively; and the proportion of cases with 
subsequent follow-up 60 days after paralysis onset was 94.2% and 95%, respectively. 
Essentially, not one case of AFP was left without virological investigation (in 1998 0.6% of 
cases had not been investigated). 
 
Special software for poliomyelitis and AFP surveillance (“Information For Action”) had been 
developed and implemented at federal level. A special form for monitoring the detection and 
registration of AFP cases in health care settings was introduced in practice by order of the 
Ministry of Public Health. The proportion of territories submitting monthly reports increased 
from 85% in 1998 to 98.8% in 1999 (data for six months). 
 
A national certification committee on poliomyelitis eradication had been organized, and the first 
meeting was due to take place in the autumn of 1999. 

Main problems 
• Comparatively large number of districts with “zero” AFP reporting (20) – it is necessary to 

visit such territories to check the quality of surveillance. 

• Difficulties with delivery of stool samples to regional laboratories (great distances, 
problems with transportation, insufficient resources). 

• High rates of transitory non-polio spinal paralysis cases (problems with differential diagnosis). 

• Insufficient number of containers for cold chain in many administrative territories. 

• Difficulties with implementation of the software for poliomyelitis and AFP surveillance 
(deficiency of qualified computer specialists). 

Tajikistan 

Routine immunization coverage had increased to 95% in 1998 from 92% in 1997. The lowest 
coverage in a separate territory had increased from 64% in 1997 to 86% in 1998. The last 
poliomyelitis case was registered in 1997. 
 
During subnational NIDs and mopping-up campaigns coverage exceeded 99%. The proportion 
of AFP cases with 2 stool samples collected for virological testing within two weeks increased 
from 67% in 1997 to 100% during the first six months of this year. All stool samples delivered to 
the poliomyelitis laboratory were of appropriate quality, and the proportion of cases with 
subsequent follow-up 60 days after paralysis onset increased from 90% to 100%. 

Problems 
• Some hard-to-reach areas with low vaccination coverage. 

• Shortage of transport for mobile teams. 

• Low AFP rate – health care workers need to be trained and the quality of surveillance 
checked. 

• Lack of epidemiological analysis – national/provincial expert groups need to be organized 
for continuous monitoring of the real situation. 
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Turkmenistan 

Since 1997, OPV-3 coverage had been over 99%. No administrative area has coverage below 
90%. The country had participated in Operation MECACAR and MECACAR-Plus during the 
previous five years. Mopping-up immunization was implemented in 1997 (130 000 children aged 
0–4 years in 20 areas) and in 1998 (121 000 children in 14 areas). 
 
The national certification committee was organized in 1998. Special training (two-day 
workshops) on polio/AFP had taken place in all administrative territories, with the participation 
of neurologists, epidemiologists and family physicians. The AFP rate was 0.49 per 100 000 
children in 1997, increasing to 1.3–1.4 in 1998 and the first half of 1999. 
 
The quality of polio/AFP surveillance had definitely improved. The proportion of AFP cases 
with 2 stool samples collected for virological testing within 2 weeks increased from 50% in 1997 
to 54% in 1998 and 81% during the first half of 1999. In 1999 all stool samples delivered to 
poliomyelitis laboratories were of appropriate quality, against 78% in 1997 and 95% in 1998. 
The proportion of cases with subsequent follow-up 60 days after paralysis onset increased from 
90% in 1997 to 95% during the previous year. The number of patients without virological 
investigation dropped from 22% in 1997 to 4.2% in 1998 and to 0% in January–June 1999. 

Problems 
• Very low salaries for health care workers and, as a result, a high turnover of medical staff. 

• Inadequate knowledge of polio/AFP among medical professionals of all specialties. 

• Late diagnosis and registration of AFP cases (long distances from health care centres, 
shortage of resources in medical institutions, lack of trust in official medicine with 
preference to religious leaders). 

Improvement of surveillance and laboratory activity 
The work plan for additional improvement of surveillance and laboratory activity lists: 

• achievement of 95% coverage of routine immunization in all administrative territories 
• assessment of the quality of AFP surveillance 
• continuation of active AFP surveillance 
• implementation of mopping-up immunization in border areas 
• organization of a training workshop on AFP surveillance (in collaboration with WHO) 
• improvement of the training of health care workers 
• intensification of social mobilization. 

Republic of Moldova 

Average routine vaccination coverage in the Republic of Moldova during the last two years was 
over 98% (in two areas it was 86% in 1998). There were no NID and mopping-up immunization. 
Three cases of vaccine-associated poliomyelitis were registered in the country in 1998. 
 
Active AFP surveillance was implemented in January 1998. During the first six months of 1999 
the completeness of weekly reports increased to 84.6%, but their timeliness decreased from 70% 
in 1997 to 65%. Several indicators of surveillance quality are quite high (100% of appropriate 
stool samples, 100% of stool samples with laboratory results in 28 days). At the same time the 
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proportion of cases investigated within 48 hours is still 85.7% and one third of patients were not 
followed up during the first 60 days after onset of the disease. Moreover, the proportion of AFP 
cases with two stool samples collected for virological testing within 14 days dropped from 87% 
in 1997 to 60% in 1998 and 57% in the first half of 1999. 

Problems 
• The national poliomyelitis laboratory is not accredited. 

• Comparatively low level of AFP surveillance (one-day training seminars will be organized 
in all areas of the country). 

• Absence of constant monitoring of AFP surveillance. 

• Insufficient financial support. 

Ukraine 

Vaccination coverage with routine immunization during the last two years was 98–98.3%. In 
1997–1998 only one area had coverage below 90% (87.5%). 
 
AFP surveillance was introduced in 1995. The quality of surveillance improved during the last 
year. The AFP rate increased from 0.67 per 100 000 children up to 15 years of age in 1997–1998 
to 0.82 per 100 000 children (not annualized) during the first six months of 1999. The proportion 
of paralytic cases diagnosed during the first seven days of the disease rose to 89.2% in 1999 
compared with 75.4% in 1998. The proportion of patients with virological investigation within 
14 days after the onset of symptoms increased during the last six months to 96.9% versus 87.7% 
in 1998. As opposed to the previous year, the geographical distribution of AFP cases was more 
homogenous in 1998–1999. 
 
The yield of poliovirus isolation in 1998 and 1999 was 4.6% and 3.1%, respectively, and of non-
poliomyelitis enteroviruses 6.2% during both periods of time. Four cases of polio-compatible 
disease were registered in 1998 – all of them probably vaccine-associated cases. 

Problems 
• Vaccine supply for routine immunization (not all provinces receive money regularly from 

the government). 

• Insufficient AFP knowledge in most physicians of the district level – training seminars 
should be organized. 

• Additional resources are needed to improve the cold chain and to cover expenses for 
delivery of samples to the reference laboratory. 

• Weak social mobilization – educational materials should be printed and distributed among 
the general public; the mass media should inform and educate the local population better. 

Uzbekistan 

Routine vaccination coverage in 1998 increased to 97.1% in comparison with 1995 (95%). Now 
all geographical areas have coverage of >90% (two territories in 1997 had coverage below 90%). 
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The additional poliomyelitis vaccination of small children was started in 1994. Average coverage 
during NIDs varied between 98% and 99%. In spring 1999 NIDs were organized in 14 
provinces. The target group included 2.2 million infants and children up to four years of age. 
Only 4 per 1000 target group children were not reached during this campaign (immunization 
coverage was as high as 99.6%). 
 
AFP surveillance was introduced in 1996 by special decree of the Ministry of Health. The 
sensitivity of AFP surveillance increased during the last two years: the AFP rate in 1998 was 1.0 
per 100 000 children up to 15 years of age and increased to 1.44 per 100 000 children during the 
first half of 1999. The proportion of paralytic cases diagnosed during the first seven days of 
disease grew in 1999 to 89.2% in comparison with 75.4% in 1998. The proportion of patients 
with adequate stool samples approached 98.5% and the proportion of cases with virological 
study of samples taken during 14 days after the onset of symptoms increased from 67% in 1997 
to 87% in 1998 and to 97% in 1999 (data for six months). All activity was well coordinated with 
the WHO Regional Office for Europe. 

Problems 
• Additional training of physicians is needed (paediatricians, epidemiologists, general 

practitioners and other specialties). 

• Additional resources for equipment and supplies are also needed. 

Quality of LABNET performance: operational matters 

The Poliomyelitis Laboratory Network was created in the WHO European Region for 
strengthening the progress of the Global Eradication Programme. The most important aspect of 
Network activity is surveillance for wild polioviruses. In 1998, 1427 AFP cases were 
investigated in total and 164 poliovirus strains were isolated. Twenty-six strains were identified 
as wild viruses (wt PV1 – 24 strains, wt PV3 – 2 strains). All the wild strains were isolated in the 
south-eastern provinces of Turkey. Not one case of wild poliovirus isolation was related to AFP 
patients in other countries. 
 
The Poliomyelitis Laboratory Network now includes 38 national laboratories (in 1994 there were 
only ten such institutions). Thirty-three laboratories submitted their reports to WHO/EURO in 
1998. The assessment of the quality of laboratory results is extremely important. 
 
To guarantee the high quality of laboratory performance, WHO started the process of 
accreditation in 1997. Special criteria and indicators were developed to check the laboratories’ 
ability to isolate polioviruses from stool samples and to identify all three types of these viruses. 
The European laboratory coordinator visited 36 of the 38 national laboratories; two visits will 
take place in the near future. Twenty-three laboratories were accredited completely and seven 
provisionally. Six laboratories need great support and intensive training to be able to gain the 
necessary scores of proficiency test for final accreditation. 
 
Professional testing is the most important tool to check the quality of laboratory performance. 
The average level of testing results was 87% in 1998. 
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The ability of all laboratories to follow WHO recommendations in poliovirus isolation and 
identification was also evaluated. Some laboratories still lack the equipment and supplies 
necessary to meet certification criteria. To meet the needs of such laboratories, WHO/EURO 
developed a special work plan for 1998 and subsequent years for the improvement of the 
situation in the Region. 

The main target of the Poliomyelitis Laboratory Network is to secure the virological studies of 
all stool samples from paralysed children in laboratories accredited by WHO. WHO/EURO will 
continue to modernize non-accredited laboratories, to help them with equipment and supplies, 
and to train laboratory personnel. Special attention is paid to communications and providing all 
laboratories with access to e-mail and the internet. The real possibility should be created by the 
year 2000 to use electronic communications for data collection and regular reporting at national 
and regional levels. 
 
The quality of laboratory performance in the European Region can be illustrated with some 
statistical data from the countries of the former Soviet Union. Up to now two countries 
(Tajikistan and Turkmenistan) have no national poliomyelitis laboratories and four countries 
(Azerbaijan, Armenia, Georgia and Kyrgyzstan) can only rely on laboratories with limited 
abilities. There are seven subnational poliomyelitis laboratories in two of the largest countries of 
the region (5 in the Russian Federation and 2 in Ukraine). 
 
Over 300 stool samples were received for testing by the Regional Reference Laboratory 
(Moscow) in 1998 and the first six months of 1999. The proportion of patients with virological 
investigation during 14 days after the onset of symptoms increased during the first six months of 
1999 to 71% versus 64% in 1998. Special attention should be paid to the transport of stool 
samples to secure their high quality – only 58% of specimens were delivered to the Regional 
Reference Laboratory in an appropriate condition. 

The quality of performance in different laboratories linked to the Regional Reference Laboratory 
in Moscow varied greatly. In 1999 most laboratories improved their proficiency testing (PT) 
scores in comparison with 1995–1996. For example, PT scores for poliovirus isolation and 
typing grew from 80–90 to 100 in Belarus and the Republic of Moldova, and from 50–75 to 95 
in Kazakhstan. The average PT scores (data for 1995–1999) of all subnational laboratories in the 
Russian Federation and Ukraine were under 80 (the Russian Federation: 53 in Ekaterinburg, 63 
in Khabarovsk, 67 in Omsk, 74 in St Petersburg, 80 in Stavropo; Ukraine: 71 in Odessa, 77 in 
Donetsk). 
 
The Regional Reference Laboratory (Moscow) recommends all affiliated national laboratories: 

– not to destroy stool samples until the final results are obtained 
– to reduce the duration of investigation to reporting of results 
– to provide the Reference Laboratory with isolate and stool samples 
– to improve the quality of samples 
– to improve packing and labelling of all samples. 
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Certification process in the Region 

News from the Regional Certification Commission 

A brief review was presented on the activity of the European Regional Certification Commission 
in 1999. The Commission had met twice. In February it had considered the documentation from 
13 countries: Austria, Belgium, Estonia, France, Germany, Iceland, Ireland, Latvia, Lithuania, 
Luxembourg, Norway, Sweden and Switzerland. In May it had reviewed documents from 15 
countries: Andorra, Belarus, Bulgaria, Croatia, the Czech Republic, Greece, Hungary, Israel, 
Italy, Malta, Poland, Portugal, Slovakia, Slovenia and Spain. 
 
The Regional Certification Commission had made both general and specific comments and had 
directed the national commissions to take these comments and recommendations into account 
when they revised their national reports and prepared the next version of all documents. 

Country experience 

Belarus 
Belarus occupies an area of 207 600 km2 and consists of seven administrative territories – six 
provinces and Minsk City. The population at the beginning of 1998 was 10 203 800 with a density 
of 49 per 1 km2. The maximum poliomyelitis rate was registered in 1958 (12.4 per 100 000). 
Following a mass immunization campaign with OPV the poliomyelitis epidemic was stopped. In 
1961, incidence fell to 86% (1.7 per 100 000). The last isolation of wild polioviruses (PV3 in 2 
patients) was registered in 1964. Imported poliomyelitis cases caused by non-Sabin polioviruses 
were registered in 1965 (from Kazakhstan, type 1), 1968 (from Poland, type 3) and 1978 (from 
Uzbekistan, type 1). In 1986 in Minsk a case of brain stem encephalitis in a two-year old child who 
received five doses of vaccine was registered. Poliovirus type 1 was isolated from the stool sample 
at the Institute of Poliomyelitis and Viral Encephalitis (Moscow) and the strain was identified as a 
wild virus. The patient was not included in the official registration. Mass immunization with OPV 
was started in 1959. At present vaccination against poliomyelitis includes 7 vaccine doses at the 
age of 3 months, 4.5 months, 6 months, 18 months, 24 months, 7 years and 14 years. High 
immunization coverage (90% since 1989 and >95% during the last three years) has been sustained. 

AFP surveillance 
The system was established in Belarus in 1995. Paediatricians, neurologists, infectionists, 
physicians of intensive care units, epidemiologists and virologists are well informed about AFP. 
Children with clinical signs of AFP are hospitalized in special departments in each province. 
Children with severe forms of AFP are referred to the Department of Child Neurology at the 
Institute for Postgraduate Medical Studies or the Department of Neuroinfections at the Research 
Institute for Epidemiology and Microbiology. There is good coordination between all specialists 
at district, provincial and national level. 
 
The national poliomyelitis reference laboratory accredited by WHO – the National Reference 
Centre for Poliomyelitis (NRCP) – was established at the Belarus Research Institute for 
Epidemiology and Microbiology. There are eight virological laboratories in the country. All 
stool samples from AFP cases and from contacts are tested in provincial laboratories and the 
NRCP. All enteroviruses isolates are sent for verification to the NRCP, which also performs 
intratypic differentiation (neutralization test with type-specific monoclonal antibodies to wild 
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and vaccine viruses, PCR, RFLP). All poliomyelitis and other enteroviruses isolates are sent to 
the Regional Reference Laboratory (Institute of Poliomyelitis and Viral Encephalitis, Moscow) 
for verification and intratypic differentiation. The NRCP passed the proficiency test three times 
with scores of 90, 80 and 100. It uses sensitive cultures for virus isolation (L20B, Hep2C, RD). 
The frequency of non-polio enteroviruses was 20% in 1996, 11% in 1997 and 10% in 1998. 
 
Poliomyelitis and AFP are notifiable diseases in Belarus. The rate of non-polio AFP detection in 
children up to 15 years was 1.17 per 100 000 children in 1996, 1.58 in 1997 and 1.90 in 1998. 
Two cases of vaccine-associated AFP were registered in 1996 and 1 in 1997. All reported AFP 
cases were investigated within 48 hours from the moment of registration. The number of AFP 
cases with stool samples collected and analysed according to schedule was 96.4% in 1996; 
94.3% in 1997 and 67.8% in 1998. All stool samples were delivered in an adequate condition. 
All AFP cases were clinically investigated within 60 days to detect residual limb paralysis and to 
make a final diagnosis. 
 
The country has no borders with poliomyelitis-endemic countries, there are no religious or other 
population groups that refuse immunization. All districts have immunization coverage over 90%. 

Supplementary measures to surveillance for polioviruses circulation 
Surveillance for enterovirus circulation is carried out by the NRCP and regional virological 
laboratories. Tests are carried out on AFP cases, children with facial palsy, aseptic meningitis 
and acute diarrhoea, and healthy children up to three years, as well as sewage. This is done 
according to the universal schedule over the whole country. Dozens of strains of poliovirus are 
isolated by regional laboratories annually. These viruses are sent to the NRCP for verification 
and intratypic differentiation. During five years 200 poliovirus strains were isolated from 
different sources – but not one isolate of wild polioviruses was detected. 

Measures for high-risk groups 
Refugees, asylum-seekers and immigrants from Africa and central and south-east Asia belong to 
high-risk groups and are registered by the health care institutions immediately on arrival. 
 
Persons from high-risk groups without a history of vaccination receive complete vaccination 
against poliomyelitis and other infections. Children up to 7 years of age who had received 5 doses, 
children from 8 to 14 years who had received 3 doses and adults who had received 1 dose of 
vaccine are considered fully immunized. Partially immunized people receive the necessary number 
of doses. Further immunization is carried out according to the generally accepted schedule. 

Measures to be taken in case of wild poliovirus importation 
If a case of imported diseases with paralytic poliomyelitis (arriving during the incubation or 
paralytic stage of the diseases) is registered, the diagnosis of suspected poliomyelitis is made on 
the basis of the clinical data. As distinct from indigenous cases suspected of being vaccine-
associated poliomyelitis or other AFP, an imported case is subject to the full range of anti-
epidemic measures immediately after arrival, namely, focus disinfecting, collecting of stool 
samples from contacts and vaccination of everyone connected to the focus of infection, 
irrespective of age and previous vaccination. Contacts who are fully immunized receive one 
OPV dose, those who are not vaccinated receive full vaccination, and those who are partially 
vaccinated receive the necessary number of doses to achieve full immunization. 
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If an indigenous wild poliovirus is isolated in a patient with any clinical signs, in an 
asymptomatic (non-apparent) carrier or in the environment, two mass immunization campaigns 
will be carried out over an area determined in accordance with the level and area of the wild 
poliovirus spread. Since 1978, when an individual immunization schedule was introduced, there 
have been no mass immunization campaigns as no wild poliovirus has been detected and routine 
immunization coverage has exceeded 85%. 

Objective evidence for the absence of wild poliovirus circulation in Belarus 
• No indigenous cases of paralytic poliomyelitis caused by wild polioviruses have been 

registered for 35 years. 

• Vaccination against poliomyelitis was introduced in 1959 and high immunization coverage 
is sustained. 

• An efficient system of AFP surveillance has been established. 

• The high qualification of the NRCP is substantiated by WHO accreditation. 

• There is no evidence of wild poliovirus circulation with intensive surveillance. 

• For more than 10 years not one imported case of poliomyelitis due to wild polioviruses has 
been registered. 

 
Belarus confirms that the good system for AFP surveillance and for monitoring of enterovirus 
circulation in the population will be maintained. 

Estonia 
Estonia is one of the non-endemic countries of the Nordic/Baltic zone. The last poliomyelitis 
epidemic due to virus type 1 was registered in 1957–1958 with an incidence of 83.2 per 100 000 
population. The last indigenous case of poliomyelitis was diagnosed in 1961. There has been no 
recurrence of indigenous poliomyelitis nor any imported poliomyelitis case since that time. The 
immunization programme was introduced in 1957 and there has been mass vaccination with 
OPV since 1959. By the end of 1961 almost the whole population had received OPV3 (95% of 
children and 70% of adults). The high standard of the water supply and sewage disposal in 
conjunction with the effective immunization programme eliminated poliovirus. The elimination 
of poliomyelitis from the country is confirmed by the following. 

Good AFP surveillance system 
The reliable AFP surveillance system was implemented in 1994. The system consists of highly 
qualified paediatricians, neurologists, paediatric neurologists, infectionists, intensive case and 
rehabilitation specialists and specially trained family doctors. There are children’s hospitals or 
departments of paediatrics and neurology in each county. Clinical AFP cases are mandatorily 
sent from county hospitals to two special centres: Tartu University (south Estonia) or Tallinn 
Central Children Hospital or Mustamae Hospital Neurology Clinic (north Estonia). The high 
quality of AFP diagnostics is secured by supervision from the Children’s Hospital and 
Neurology Clinic of Tartu University. Facial palsy is not included in AFP reporting. Good 
communications exist between primary level physicians and central hospitals, virology 
laboratories, local public health officers and the state epidemiological service. 
 
The National Reference Laboratory (central virology laboratory) was accredited by WHO but the 
laboratory of virology at Tartu University was not accredited. Excellent scores have been 
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reached in three out of four proficiency tests. For intratypic differentiation all poliovirus isolates 
are sent to the WHO-accredited Regional Laboratory (National Public Health Institute) in Helsinki, 
Finland. Sensitive cell cultures are used for enterovirus isolation (L20B, HEP2, RD). The 
frequency of non-polio enteroviruses isolation from stool samples was 7–21% during 1997–1998. 
 
All required indicators and performance levels are fulfilled including routine reporting on 
schedule. The non-polio AFP rate was 2.47 per 100 000 population aged <15 years in 1998. All 
reported AFP cases are investigated within 24 hours and all virological studies are performed by 
the accredited laboratory. All stool samples are delivered to the laboratory in appropriate 
condition. All AFP cases have complete clinical and laboratory investigation with a 60 day 
follow-up examination for residual paralyses and final diagnosis. There is no active AFP 
surveillance. It was tried in 1994 but it very soon became clear that it was unnecessary. 
 
Poliomyelitis and AFP (as syndrome) are notifiable diseases in Estonia. The communicable 
disease notification system is well established, mandatory and correlates with international 
standards. A case of poliomyelitis would be an extraordinary event and therefore it is unlikely 
that any diagnosed case would not be notified. The population has good access to a public health 
care system, including hospital care. All AFP cases are thoroughly assessed by clinicians and the 
laboratory. 
 
There are no high-risk groups of population or areas, no borders with poliomyelitis-endemic 
countries, no minority populations with frequent contacts with poliomyelitis-endemic countries, 
no religious groups refusing immunization, and no immigrants or refugees from poliomyelitis-
endemic countries. Poliomyelitis immunization coverage in all population groups in Estonia is 
very high. 

Supplementary surveillance strategies 
The AFP surveillance system is supported by: 

• a well functioning and reliable national immunization system and high coverage of at least 
three doses of poliomyelitis vaccine; serological studies of population immunity to 
polioviruses have not been done in the last five years and would be desirable; 

• an established surveillance system for vaccine-associated adverse events; 

• enterovirus surveillance, including investigations in healthy people through public health 
(poliomyelitis reference) and hospital (university) laboratories; 

• environmental surveillance through the virological testing of sewage samples (since 1966); 
in sewage sampling during the 1990s in risk areas (international airport, harbours, border 
areas) and cities covering approximately 40% of population, not one poliovirus isolate was 
recovered. 

Objective evidence of poliovirus absence  
• The country has been polio-free for more than 37 years. 

• Since 1962, high OPV coverage has been achieved and maintained, especially among 
children. The level of herd immunity is very high. 

• There is effective AFP surveillance system. 

• There is a high quality poliomyelitis reference laboratory service. 
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• There is no evidence of poliovirus circulation in residents. 

• There have been no imported poliomyelitis cases. 

• There is a high socio-environmental level of sanitation. 

A strategy for response to poliomyelitis importation  
Estonia is at risk of re-establishment of poliovirus circulation through importation from 
poliomyelitis-endemic countries. The main risk groups are illegal and legal immigrants, adopted 
children, refugees, asylum seekers and travellers.  
 
A strategy for poliomyelitis importation response includes: 

• information and immunization (with one booster dose) of travellers to poliomyelitis-
endemic countries, and follow-up during the incubation period after their return; 

• temporary isolation (during the incubation period) of risk-group people from poliomyelitis 
high-risk areas; medical examination by an immigration camp physician; where necessary, 
consultation with the local county public health officer or county hospital neurologist and 
hospitalization following a virological investigation; 

• a check of the poliomyelitis immunization history: if the person has no immunization 
document, he/she is considered unvaccinated and vaccination is carried out according to 
age group (children: Estonian schedule; adults: one OPV booster dose; suspected 
poliomyelitis contacts: one dose OPV). 

 
Estonia ensures that sufficient national resources are committed to sustain a high quality AFP 
surveillance system until the global eradication of poliomyelitis is certified. 

Latvia 
Notification of AFP. According to Cabinet Regulation (“Notification of Infections Diseases”, 
January 1999) and order of the Ministry of Health, all physicians have to notify the local and 
national environmental health centres (EHC) immediately, by telephone and written report, of 
every case of AFP in persons under 15 years of age. A list of the health conditions and diagnosis 
that could be associated with AFP has been distributed among health care workers. 
 
Notification from the Laboratory of Virology. When the Laboratory of Virology receives a stool 
sample with a label “AFP” or “for poliomyelitis” and the case is not registered, an 
epidemiologist from the national EHC and the local EHC have to be informed immediately and 
an active case investigation should be started. 
 
Stool specimen study. The physician who diagnoses an AFP case has to take two stool samples 
for virological study with 28–48 hours interval and send them to the Laboratory of Virology, 
national EHC. If necessary, an epidemiologist from a local EHC may coordinate this work. Stool 
specimens are collected, stored and delivered according to specific guidelines. 
 
Epidemiological study. On receiving information about an AFP case, a local EHC epidemiologist 
has to investigate it within 24 hours, complete a special reporting form and submit this to the 
national EHC. If the case notified is not AFP, investigation should be interrupted. An 
epidemiologist from the national EHC must coordinate the investigation of each AFP case. 
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Investigation of contact persons. An epidemiologist has to take one stool specimen from five 
contacts under five years of age. In the absence of contacts, samples of sewage water should be 
taken. 
 
Observation of an AFP case and its final classification. A physician has to observe an AFP 
patient over 60 days and check the outcome to the local EHC. The information is submitted to 
the Expert Committee and used for final case classification. 
 
Active surveillance of AFP at hospitals. EHC epidemiologists have to make monthly visits to 
local children’s hospitals (departments of neurology, therapy and infectious diseases) to perform 
a selective check-up of case histories of patients under 15 years of age with a high AFP 
probability. Monthly reports on the results of active surveillance of AFP in hospitals are 
submitted to the national EHC. When an AFP case is found, the appropriate investigation should 
be done retrospectively and a completed form sent to the national EHC (seven unnotified AFP 
cases were revealed in 1998). 
 
“Zero reporting”. Where there is no AFP (passive and active surveillance), the local EHC 
submits a monthly “zero report” to the national EHC. The national EHC reports weekly 
cumulative data on AFP cases to WHO/EURO. 
 
Notification of suspected poliomyelitis. All cases of suspected poliomyelitis should be notified 
and investigated immediately. 
 
Quality of virological investigation. The Laboratory of Virology of the national EHC has been 
accredited as a part of the poliomyelitis laboratory network. All poliovirus isolates are submitted 
for intratypic differentiation to a WHO reference laboratory. 

Isolation of enteroviruses at the Laboratory of Virology, 
National Environmental Health Centre, Latvia 

Year Number of 
samples Number of isolates 

  Total Percentage Polio 

1994 1070 28 2.6 7 
1995 1384 165 11.9 18 
1996 1049 40 3.8 3 
1997 1429 99 6.9 4 
1998 1208 18 1.5 7 
Total 6140 350 5.7 39 

 
 
Environmental surveillance. Sewage samples are taken annually in different areas of the country. 
In 1998 attention was paid to seaports, airports and railway stations. 
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Isolation of enteroviruses from the environment in Latvia 

Year Surface and drinking-water Sewage 

 Number of samples Positive Number of samples Positive 

1994 91 0 0 0 
1995 133 0 9 2 
1996 125 0 27 10 
1997 240 0 89 15 
1998 180 0 100 11 
Total 769 0 225 38 (17%) 

 
 
Enterovirus surveillance in patients. To improve enterovirus surveillance, the Regulation of 
Cabinet and the order by the Minister of Health on mandatory notification and virological 
investigation of all cases of viral meningitis, encephalitis, myelitis and carditis (A84, A85, A86, 
A87, G02.0*, G03.0, G05.1*, B33.2 by ICD -10) have been accepted recently. In 1998, seven 
enterovirus strains were found in 928 specimens from patients (38 per 100 000). 
 
Monitoring of vaccination coverage. National and local EHC supervise vaccine coverage and 
plan the necessary amount of vaccines and their distribution to health care centres. Vaccination 
monitoring is based on monthly reports by medical institutions on the number of vaccinations 
and annual reports about immunization coverage of all cohorts of children under 18 years old. 
 
Sero-epidemiological surveillance. The national EHC organizes regular sero-epidemiological 
investigations. 

Certification process 
The Polio Certification Meeting (Vienna, 1999) gave an excellent possibility to share experience 
in poliomyelitis control and activities in the certification process. The meeting indicated the 
necessity for different activities, including: 

• preparation of a summary that would specify the grounds on which it is believed that 
poliomyelitis has been eliminated; 

• a plan of action in case of poliomyelitis importation; 

• estimation of the population size in communities from which enterovirus samples, both 
positive and negative, had been obtained; 

• management plan for cases of isolation of a wild poliovirus; 

• increase of faecal sampling for enterovirus surveillance; 

• rationalization of environmental surveillance to match it better to demographic data and 
possible sites of poliomyelitis importation. 

Lithuania 
Immunization coverage is evaluated regularly in all areas of the country. Immunization coverage 
with poliomyelitis vaccine of children one year of age is quite high: 92.6% in 1996, 94.9% in 
1997, and 96.6% in 1998. 
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AFP/polio surveillance is carried out according to Ministry of Health orders No. 150 
(01.04.1999) and No. 155 (21.03.1998). 
 
Hospitals, laboratories and private physicians are required to report immediately any AFP or 
poliomyelitis case. The physicians who diagnose the case must report it immediately to the 
Regional Public Health Centre (PHC), which reports it to the Centre for Communicable Disease. 
Routine AFP or poliomyelitis surveillance reports are sent weekly, but when an AFP or 
poliomyelitis case is diagnosed, the report is required within 24 hours from onset. 
 
There is a standard case investigation form and protocol for any AFP or poliomyelitis case, 
including collection of stool samples. At least two stool specimens should be obtained 24–
48 hours apart from patients with suspected poliomyelitis at the earliest stage of the disease but 
within the first 14 days after onset of paralysis. 
 
The National Expert Committee classifies AFP cases. This Committee meets quarterly, but when 
a compatible case is diagnosed the Committee would have an urgent meeting. Final classification 
of AFP cases is according to WHO recommendations. 
 
Active surveillance is conducted for AFP cases – several departments (for infectious diseases 
and for neurological infections) of children’s hospitals in Vilnius, Kaunas, Klaipeda. Shauliai 
and Panevezhis are targeted for active surveillance. Local public health centres and institutions 
of personal care check monthly all medical documentation of these departments for retrospective 
detection of cases compatible with poliomyelitis or AFP. 
 
The Expert Commission on Poliomyelitis Elimination and the National Centre for 
Communicable Disease, together with PHCs and the Paediatric Centre of Vilnius University, 
organize regular meetings for primary health care specialists who are supposed to be responsible 
for diagnosing early poliomyelitis. The last meeting took place on July 7, 1999. 
 
To improve the quality of patient detection, qualified specialists have been made responsible for 
diagnosing poliomyelitis and AFP cases at all primary institutions of personal care. 
 
All laboratory tests for diagnosis of poliomyelitis are performed at the national laboratory. 

Containment of wild polioviruses 

The resolution on poliomyelitis eradication adopted by the fifty-second World Health Assembly 
contains recommendations on the first phases of poliovirus containment. 
 
The Technical Consultative Group on Strategic Planning of Poliomyelitis Eradication for 2000–
2003 formulated several recommendations on poliovirus containment during its meeting in Paris 
in June, 1999. 
 
(A) By the end of 1999, WHO/EURO should prepare the work-plan and start implementation 

of recommendations in two to five pilot countries, to gain some experience in the practical 
realization of the proposals in question in separate medical institutions. 
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(B) The results of this implementation in pilot countries should be presented to the Regional 

Certification Commission and to WHO headquarters for analysis and subsequent use 
during the process of certification. 

 
(C) The process of poliovirus containment should be completely coordinated with the process 

of certification, including necessary changes and additions to the manual of operations. 
The Regional Certification Commission is responsible for monitoring poliovirus 
containment. 

 
(D) The Global Certification Commission should discuss and evaluate the first results after 

preliminary analysis done by regional commissions. The Global Certification Commission 
and the Technical Consultative Group on Global Poliomyelitis Eradication should develop 
the resolution on the standard approach to regional certification, including standards on 
poliovirus containment. 

 
(E) Using the regional plan of action and recommendations, a summary should be prepared 

and be available to all participants in the Poliomyelitis Eradication Programme. 

Conclusions 

Substantial progress in implementing the poliomyelitis eradication strategies recommended by 
WHO has been reported from the NIS and Baltic States, namely maintaining high routine 
immunization coverage with OPV, conducting supplemental NIDs, carrying out mopping-up 
activities in endemic territories, and establishing an effective surveillance system for AFP and 
polioviruses. 
 
The only country in the Region where proven endemic transmission of polioviruses occurred 
during 1998 is Turkey (the last confirmed case occurred in November 1998). In the NIS, the last 
case of poliomyelitis was registered in April 1997. 
 
The poliomyelitis eradication programme was reviewed at the fifty-second World Health 
Assembly in May 1999. The Assembly recognized that substantial progress had been made 
towards eradication of poliomyelitis: the annual number of reported cases of poliomyelitis had 
fallen by 85% since the Initiative began in 1988. In resolution WHA52.22, the Assembly called 
on poliomyelitis-endemic Member States “... to accelerate eradication activities by conducting 
additional immunization rounds each year on either a national or subnational basis; to improve 
the quality of NIDs by ensuring that every child is reached; to implement house-to-house 
“mopping-up” campaigns; and to enhance surveillance by ensuring that all cases of AFP are 
detected and promptly investigated”, and on poliomyelitis-free Member States “to sustain high 
levels of immunization coverage until eradication is certified globally; and to maintain high 
quality surveillance for importation of wild poliovirus and establish action plans for rapidly 
responding to such events”. 
 
All 15 countries participating in this subregional meeting are extremely grateful to WHO, 
UNICEF, CDC, Rotary International, USAID, and other national and international organizations 
for their generous assistance in poliomyelitis eradication. It is important that all partners continue 
to support the eradication efforts at this very critical end-stage of the programme until global 
certification of poliomyelitis eradication is achieved. 
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The participants noted the following achievements made since the previous subregional 
coordination meeting on surveillance and certification of poliomyelitis eradication (Kiev, 
15–17 July 1998). 
• High levels of routine immunization coverage were maintained in the participating 

countries. However, the current economic crisis in the NIS can seriously undermine 
countries’ capacity to finance vaccine procurement and routine immunization activity. This 
may threaten the long-term stability of national immunization programmes. 

• Following the precedent-setting activities of Operation MECACAR during 1995–1997, the 
successful implementation of Operation MECACAR Plus had also succeeded in achieving 
its objectives during 1998–1999 and had led to continuous progress towards the regional 
elimination of poliomyelitis. As a result, not one case of poliomyelitis had been registered 
in the European Region of WHO during the previous eight months. 

• In the spring of 1999, seven countries (Armenia, Azerbaijan, the Russian Federation, 
Tajikistan, Turkey, Turkmenistan and Uzbekistan) had conducted NIDs and three countries 
(Bosnia and Herzegovina, Georgia and Kazakhstan) had implemented sub-NIDs. The 
average regional coverage was 97%, i.e. around 17 million children were reached by 
supplemental immunization activities. 

• Cross-border coordination of mopping-up immunization activities in border areas had been 
successfully implemented in 1998 and planning was in progress for autumn 1999. 

• Some improvement in the quality of AFP/poliomyelitis surveillance was noted for 
Azerbaijan, Belarus, Latvia, Tajikistan, Turkmenistan, Ukraine and Uzbekistan since the 
meeting in Kiev in July 1998. The overall regional non-poliomyelitis AFP rate remained at 
around 1.14 per 100 000 children up to 15 years old and the proportion of AFP cases with 
two adequate stool samples was provisionally 79%. 

• The completeness of national AFP case data reporting to WHO/EURO and the quality of 
this information have improved. 

• During the previous year, large-scale training of physicians of different specialties 
(epidemiologists, neurologists and paediatricians) in AFP surveillance had been 
successfully implemented in many countries and additional courses/workshops were 
planned. 

• All laboratories in participating countries that were included in the poliomyelitis laboratory 
network had been assessed by WHO teams. Technical assistance and supplies had been 
provided. As a result, the majority of laboratories are close to achieving the level of 
performance necessary for accreditation. 

• An increased proportion of stool specimens is now processed in poliomyelitis network 
laboratories. Effective links had been established between laboratories at different levels; 
as a result, feedback was being reported more quickly and the results of virological tests 
were increasingly being used for programme decision-making. 

• Some countries (Belarus, Estonia, Latvia, Lithuania) had started the certification process 
and their documentation had been reviewed by the Regional Certification Commission at 
the beginning of 1999. 
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However, there is the utmost concern that the level of surveillance and the performance of 
the poliomyelitis laboratory network were not yet adequate to meet the criteria for 
certification of poliomyelitis eradication. 
• In 1998, overall AFP surveillance was still inadequate in some countries (Azerbaijan, 

Tajikistan), and in others with satisfactory overall performance indicators there were 
substantial variations in surveillance quality from one area to another. This low level of 
surveillance performance is of the greatest concern in high-risk countries, areas and 
regions. 

• Surveillance performance indicators (the AFP surveillance index) decreased during the 
first six months of 1999 in Georgia, Kazakhstan and Kyrgyzstan. Active surveillance for 
AFP is not yet fully operational in some countries. 

• In some countries the lack of good coordination means that stool samples are not collected, 
processed and delivered to designated laboratories on schedule and in an appropriate 
manner. The time it takes to transport stool samples from some national and subnational 
laboratories (the Russian Federation, Ukraine) to the Regional Reference Laboratory is still 
unacceptably long. 

• In some countries (Azerbaijan, Georgia, Kyrgyzstan, Russian Federation) national 
poliomyelitis laboratories still do not submit regular reports of the results of investigation of 
stool specimens from AFP cases to the Regional Reference Laboratory and to WHO/EURO. 

• Some NIS continue to submit incomplete and delayed reports of AFP case and follow-up 
data. 

• In many countries health practitioners lack adequate knowledge of polio/AFP and are not 
well involved in national poliomyelitis eradication programmes.  

• The support provided by WHO and other partners is not always used in effectively and at 
the right time. 

• The reform of public health systems in various countries could undermine the 
implementation and final achievement of the programme for poliomyelitis eradication. 

Recommendations 

1. WHO/EURO should ask the governments of all Member States to organize the carrying 
out of World Health Assembly resolution WHA52.22 of 25 May 1999 (Poliomyelitis 
eradication). 

 
2. Further improvement of surveillance for AFP and wild poliovirus should be an urgent 

priority in most NIS. The failure of individual countries to move forward in this respect 
could seriously jeopardize the certification of the whole Region on time. 

 
3. By the end of 1999, all ministries of public health and WHO/EURO must ensure that all 

stool specimens are processed in WHO-accredited laboratories. 
 
4. All national poliomyelitis laboratories should meet the accreditation criteria by the end of 

1999. Non-accredited laboratories will not be eligible to remain as members of the regional 
poliomyelitis laboratory network and will no longer receive financial/technical support from 
WHO. 
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5. National programme managers should analyse their surveillance and laboratory data and 
monitor performance indicators regularly and frequently, and use this information to 
identify low-performing areas in their countries and to take the appropriate measures for 
improvement. 

 
6. For the purpose of surveillance evaluation and certification, areas of special concern 

(including those affected by civil unrest in Azerbaijan, Georgia, the Russian Federation 
and Tajikistan) must be targeted for enhanced surveillance with the participation of 
organizations (e.g. UNICEF, NGOs) that may have access to these areas. Special methods 
recommended by WHO should be used for these purposes. 

 
7. Good coordination between countries of the WHO European and Eastern Mediterranean 

Regions is critical for eliminating the last remaining chains of known/suspected wild 
poliovirus transmission. Full-scale NIDs should be coordinated in Tajikistan, 
Turkmenistan, Uzbekistan and Afghanistan in the spring of 2000. 

 
8. Mopping-up immunization should be continued, targeting high-risk areas and/or high-risk 

population groups. Such areas should be defined according to established WHO criteria. 
 
9. To improve surveillance and meet certification criteria, all countries should assess their 

needs and make effective use of national resources and support from international partners. 
 
10. By the end of 1999, each country should prepare a national plan of action to start 

containing wild poliovirus strains according to the recommendations of the third meeting 
of the WHO Global Technical Consultation, and begin phase I containment (pre-
eradication) measures. 

 
 



EUR/00/5018752 
CMDS 03 01 09 
page 28 
 
 
 

Annex 1 

PROGRAMME 
Wednesday, 28 July 
09.00 – 10.00 Registration 
10.00 Opening of the meeting 
 Ministry of Health of the Russian Federation 
 Pasteur Institute 
 WHO/EURO 
 Partners 
10.45 – 12.00 Session 1: Progress achieved 
 Global Vision 30 min 
 Discussion 10 min 
 Regional vision 20 min 
 Discussion 15 min 
12.00 – 12.30 Coffee break 
12.30 – 13.15 Session 2: Surveillance for wild polioviruses – main strategy for certification 
 Surveillance for AFP: situation analysis and problems 
 Global vision 30 min 
 Discussion 15 min 
13.15 – 14.30 Lunch break 
14.30 – 16.00 Surveillance for AFP: situation analysis and problems 
 Regional vision 30 min 
 Discussion 15 min 
 Surveillance for wild polioviruses 30 min 
 Discussion 15 min 
16.00 – 16.30 Coffee break 
16.30 – 17.30 Surveillance: main problems to be solved in order to meet criteria 
   for certification 30 min 
 Discussion 30 min 
17.30 – 18.30 Partnership and support to poliomyelitis eradication 
 Overview and operational matters 
 
Thursday, 29 July 
09.30 – 11.00 Session 3: Key countries to improve surveillance 
 Azerbaijan: The quality of surveillance and plans: 
 EPI Manager 20 min 
 National laboratory 10 min 
 Discussion 15 min 
 Georgia: The quality of surveillance and plans: 
 EPI Manager 20 min 
 National laboratory 10 min 
 Discussion 15 min 
11.00 – 11.30 Coffee break 
11.30 – 12.50 Russian Federation: The quality of surveillance and plans: 
 EPI Manager 20 min 
 National laboratory 10 min 
 Discussion 15 min 
 Tajikistan: The quality of surveillance and plans: 
 EPI Manager 20 min 
 Discussion 15 min 
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12.50 – 14.30 Lunch break 
14.30 – 16.00 Turkmenistan: The quality of surveillance and plans: 
 EPI Manager 20 min 
 Discussion 15 min 
 Ukraine: The quality of surveillance and plans: 
 EPI Manager 20 min 
 National laboratory 10 min 
 Discussion 15 min 
16.00 – 16.30 Coffee break 
16.30 – 18.00 Session 4: Round table discussion 
 Quality of LABNET performance: operational matters 
 Transportation of samples 
 Proficiency test 
 Timeliness of reporting to WHO/EURO 
 Feed-back 
 Laboratory contamination: stories and lessons learned 
 
Friday, 30 July 
09.30 – 11.15 Session 5: Certification process in the Region 
 News from the Regional Certification Commission 30 min 
 Discussion 15 min 
 Country experience 
 Belarus 15 min 
 Estonia 15 min 
 Latvia 15 min 
 Lithuania 15 min 
11.15 – 11.45 Coffee break 
11.45 – 12.45 Session 6: Containment of wild polioviruses 
 WHO policies and plans 30 min 
 Discussion 30 min 
12.45 – 14.30 Lunch break 
14.30 – 16.00 Resource requirements 30 min 
 General discussion 30 min 
 Conclusions and recommendations of the meeting 30 min 
16.00 Official closure of the meeting 
16.00 – 16.30 Coffee break 
16.30 – 18.00 Closed meeting Russian LABNET operational matters: 
 Coordination 
 Brief reports from subnational laboratories (6 months of activities) 
 Funding 
 Supply 
 Plans 
 WHO support 
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Annex 2 

PARTICIPANTS 
Armenia 

Dr Margarita Balasanian Tel. No.: +374 2 285 071 
Medical Epidemiologist Fax No.: +374 2 151 098 /048 
Head, National EPI Programme E-mail: cdc@arminco.com 
Ministry of Health 
Armenian National Institute of Health 
49/4, Komitas Ave. 
Yerevan 375051 
 
Dr Manoushak Nersisian Tel. No.: +374 2 611552 
Virologist, Virology Laboratory 
Republican Centre of Hygiene and Antiepidemiological Control 
D. Malian Str. 37 
Yerevan 375096 
 
Dr Karine Saribekian Tel. No.: +374 2 564 315 
Director, Division of Maternal and Child Health Fax No.: +374 2 151 097 
Ministry of Health E-mail: karin@armenia.su 
Toumanian Street 8 
375001 Yerevan 

Azerbaijan 

Dr Emin Babaev 
Chief, Epidemiological department 
Republican Centre of Epidemiology and Hygiene 
34 J. Jabbarly str. 
Baku 
 
Dr Firuddin Huseynov Tel. No.: +994 12 947 012 
Director, Republican Centre of Epidemiology and Hygiene Fax No.: +994 12 947 846 
34 J. Jabbarly str. 
370065 Baku 
 
Professor Forhanda E. Sadykhova Tel. No.: +994 12 947012 
Head, National Laboratory Fax No.: +994 12 948431 
c/o Svetlana Zmitrovich 
Centre for Epidemiology and Hygiene  
34, J. Jabbarly Str. 
370065 Baku 
 
Dr Svetlana Zmitrovich Tel. No.: +994 12 212161 
Deputy Director Fax No.: +994 12 988559 
Centre for Hygiene and Epidemiology 
c/o Ministry of Health 
Kickik Daniz Str 4 
Baku 370014 
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Belarus 

Dr Ljudmila Mosina Tel. No.: +375 172 206 356 
Leading Epidemiologist Fax No.: +375 172 266 148 
Main Department of Hygiene, Epidemiology and Prophylactics E-mail: alex@wholo.minsk.by 
Ministry of Health 
Mjasnikova 39 
220048 Minsk 
 
Dr Elena Olegovna Samoilovich Tel. No.: +375 172 265904 
Head, Polio Laboratory Fax No.: +375 172 209125 
Belarus Research Institute for Epidemiology and Microbiology E-mail: briem@hmti.ac.by 
4, K. Zetkin Str. 
220050 Minsk 
 
Dr Nadezda Semenovna Sebut Tel. No.: +375 17 278 51 25 
Department Head Fax No.: +375 17 278 42 07 
Republican Centre for Hygiene and Epidemiology (RCHE) 
ul. Kazinsta 50 
220099 Minsk 

Estonia 

Dr Silver-Lello Joks Tel. No.: +372 2 552559 
Head, Central Laboratory of Virology Fax No.: +372 6 552534 
Health Protection Inspectorate 
Paldiski mnt. 81 
10617 Tallinn 
 
Dr Kuulo Kutsar Fax No.: +372 6 567 706 
Director General E-mail: kuulo@tki.estnet.ee 
EPI Manager 
Inspection for Health Protection 
Paldiski mnt. 81 
EE-10617 Tallinn 

Georgia 

Dr Nona Beradze Tel. No.: +995 32 532117 
Epidemiologist, National Centre for Disease Control Fax No.: +995 32 940485 
9 Asatiani Ave. E-mail: cdc@iberiapac.ge 
380077 Tbilisi 
 
Dr Tamara A. Dolakidze Tel. No.: +995 32 39 89 46 
Department of Immunization Fax No.: +995 32 94 04 85 
Ministry of Health E-mail: CDc@iberiapac.ge 
National Centre for Disease Control 
9 M. Asatiani st. 
380077 Tbilisi 
 
Dr Tamar Kutateladze Tel. No.: +995 32 395 904 
Head, Polio National Laboratory Fax No.: +995 32 940 485 
National Centre for Disease Control E-mail: CDc@iberiapac.ge 
9, Asatiani Ave. 
380077 Tbilisi 
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Kazakhstan 

Dr Zumagul Askarova Tel. No.: +7 327253 92 78 
Infectious Diseases Epidemiology Department Fax No.: +7 3272 43 16 66 
Ministry of Health E-mail: polio@nursat.kz 
M. Makataev 13 
480002 Almaty 
 
Dr Raisa Iosifovna Bondareva Tel. No.: fax+73272431666 
Head, Virology Laboratory E-mail: cdck@asdc.kz 
Health and Epidemiology Unit 
Ministry of Education, Culture and Health 
ul. Ayezova 84 
480008 Almaty 
 
Dr Gulnur Kembabanova Tel. No.: +7 3272 63 62 22 
Chief Sanitarian Physician Fax No.: +7 3272 62 46 92 
Committee of Health 
Ministry of Education, Culture and Health, EPI unit 
4 Republic Square 
Almaty 480091 

Kyrgyzstan 

Dr Svetlana N. Firsova Tel. No.: +996 312 66 11 43 
Head, Centre for Immunoprophylaxis Fax No.: +996 312 66 02 24 
Ministry of Health E-mail: Balkabek@imfiko.bish 
535 Frunze str. 
720033 Bishkek 
 
Dr Kaliya T. Kasymbekova Tel. No.: +996 312 661143 
Head, Poliomyelitis Laboratory Fax No.: +996 312 66 02 24 
Republican Sanepid Station 
Frunza Str. 535 
720033 Bishkek 
 
Dr Ljudmila Steinke Tel. No.: +996 312 66 1777 
Consultant, Ministry of Health 
Toktogoul str.62 
720021 Bishkek 

Latvia 

Dr Vaira-Irisa Kalnina Tel. No.: +371 7 377 382 
Head, Laboratory of Virology Fax No.: +371 7 339 006 
National Environmental Health Centre 
Ministry of Welfare, Labour and Health 
L. Klijanu iela 7 
LV-1012 Riga 
 
Dr Jurijs Perevoscikovs Tel. No.: +371 376 6339 
Head, Department of Epidemiological Fax No.: +371 733 9006 
  Surveillance of Infectious Diseases E-mail: perevoscikovs@nvvc.o 
National Environmental Health Centre 
7 Klijanu str. 
LV 1012 Riga 
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Lithuania 

Dr Vytautas Bakasenas Tel. No.: +370 2 22 56 39 / 4 
EPI Manager, Deputy Director Fax No.: +370 2 22 77 07 
Centre for Communicable Diseases Prevention and Control E-mail: mausra@takas.lt 
Ministry of Health 
4a Roziu Avenue 
LT-2042 Vilnius 
 
Dr Valerija Kilciauskiene Tel. No.: +370 2 77 89 01 
Head, Virology Laboratory Fax No.: +370 2 227707 
Centre for Communicable Diseases Prevention and Control 
Ministry of Health 
Kalvarijli 153 
LT-2042 Vilnius 
 
Dr Daiva Razmuviene Tel. No.: +370 2 22 56 34 
Coordinator of Polio Eradication Fax No.: +370 2 22 77 07 
Centre for Communicable Diseases Prevention and Control E-mail: ligos@is.lt 
Ministry of Health 
4a Roziu Avenue 
LT-2009 Vilnius 

Republic of Moldova 

Dr Oleg Benesh Tel. No.: +373 2 72 9629 
Epidemiologist, Department of General Epidemiology Fax No.: +373 2 72 81 32 
State Centre for Preventive Medicine E-mail: ncpm@obenesh.mldnet. 
67A Gh. Asachi Str. 
2028 Chisinau 
 
Dr Valerie F. Chicu Tel. No.: +373 272 98 69 
Deputy Minister of Health Fax No.: +373 273 87 81 
Ministry of Health E-mail: vghidirim@poliolab.m 
1, Alecsandri Str. 
MD-2009 Chisinau 
 
Dr Victoria Ghidirim Tel. No.: +373 2 79 96 11 
Chief, Polio National Laboratory Fax No.: +373 2 72 97 25 
Laboratory of Virology E-mail: vghidirim@poliolab.m 
Republican Sanitation, Antiepidemic Station 
Str. Gh. Asachi 67a 
277028 Chisinau 

Russian Federation 

Dr Maina Bichurina Tel. No.: +7 812 2332156 
Virologist, Polio Laboratory E-mail: Poliospb@nr3854.spb. 
St Petersburg Pasteur Institute 
14 Mira Street 
St Petersburg 197101 
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Dr Tatiana Petrova Eremeeva Tel. No.: +7 095 439 90 54 
Institute of Poliomyelitis and Viral Encephalitis Fax No.: +7 095 439 93 21 
AMS Laboratory of Environmental Virology E-mail: cash@dialup.ptt.ru 
Ministry of Health and Medical Industry 
3, Rahmanovskij pereulok 
101431 GSP-4 Moscow K-51 
 
Dr S.I. Ivanov Tel. No.: +7 095 973 19 71 
Deputy Director Fax No.: +7 095 973 15 49 
Department of the State Sanitary and Epidemiological Surveillance 
Ministry of Health 
Yauzskaya Alley 2 
107564 Moscow 
 
Dr Olga Eugenyevna Ivanova Tel. No.: +7 0954399054 
Chief, Laboratory of Environmental Virology Fax No.: +7 095 4399321 
Institute of Poliomyelitis and Viral Encephalitis E-mail: cach@dialup.ptt.ru 
Academy of Medical Sciences 
Kievskoe Shosse 27 
142782 Moscow Oblast 
 
Dr Galina Lazikova Tel. No.: +7 095 973 26 66 
Head, Department of State Sanepid Surveillance Fax No.: +7 095 2000212 
Ministry of Health and Medical Industry 
3, Rahmanovskij pereulok 
101431 GSP-4 Moscow K-51 
 
Dr Ludmilla G. Michaylova Tel. No.: +7 095 973 27 53 
Chief, Unit of Diphtheria Control, Fax No.: +7 095 973 15 49 
  Poliomyelitis Eradication, Immunization Programmes E-mail: gleb@drugreg.ru 
Ministry of Health and Medical Industry 
3, Rahmanovskij pereulok 
101431 GSP-4 Moscow K-51 
 
Dr Vladimir I. Reznick Tel. No.: +7 4212371295 
Head, Virological Laboratory Fax No.: +7 4212371317 
Centre of SSES in Khabarovsk kraj E-mail: poliokhv@pop.redcom. 
K. Marks str. 109b 
680009 Khabarovsk 
 
Dr Eugenia Romanenko E-mail: Poliost@avn.skiftel. 
Virologist, Virological Laboratory 
Stavrolop Subnational Laboratory 
Centre of State Sanitary Epidemiological Service in Stavropol kraj 
Fadeeva St 4 
355008 Stavropol 
 
Dr V.P. Sergiev Tel. No.: +7 246 8049 
Director, E.I. Martsinovsky Institute of Medical Fax No.: +7 246 9047 
  Parasitology and Tropical Medicine 
M. Pirogovskaya 20 
119830 Moscow G.435 
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Dr T.G. Smeykova Tel. No.: +7 3812 29 08 37 
Centre of State Sanitary Epidemiological Service of Omsk Oblast Fax No.: +7 38122 90933 
27th Severnaya 42a E-mail: polioom@infomsk.ru 
644116 Omsk 
 
Dr Olga Tchernjavskaya Tel. No.: +7 095 973 19 71 
Department of the State Sanitary Epidemiological Surveillance Fax No.: +7 095 218 63 88 
Ministry of Health 
Yauzskaya Alley 2 
107564 Moscow 
 
Dr Olga S. Utnitzkaya Tel. No.: +7 3432 740394 
Virologist, Centre for State Sanitary Epidemiological Service Fax No.: +7 3432 744703 
Otdelny per. 3 E-mail: polioekb@ocsen.mplik 
620219 Ekaterinburg GSP-725 
 
Dr Tatiana Vorontsova Tel. No.: +7 095 954 38 18 
Head, Virology Laboratory, Federal Sanepidcentre Fax No.: +7 095 954 03 10 
Ministry of Health 
Rahmanovsky per. 3 
Moscow 

Tajikistan 

Dr Isohon Grezov Tel. No.: +7 3772 27 35 13 
Epidemiologist Fax No.: +7 3772 21 48 71 
14 Chapaev Street, apt. 2 
Dushanbe E-mail: root@who.td.silk.org 
 
Professor Pulatov Tel. No.: +7 3772 21 37 27 
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Annex 3 

TABLES 

Table 1. Epidemiological trends for poliomyelitis in Europe, 1989�1998 

Year Number of cases 
reported 

Trend of disease
(%) 

Number of countries 
with endemic 
transmission 

Nomber of territorial 
units with endemic 

poliomyelitis 

1989 120 � 18 ? 
1990 373 +211 16 ? 
1991 318 �15 15 ? 
1992 181 �43 14 105 
1993 202 +13 12 64 
1994 234 +16 11 74 
1995 210 �10 10 43 
1996 193 -8 8 45 
1997 7 �96 2 2 
1998 26 +271 1 7 

1999 Target zero  Target zero Target zero 

 

Table 2. Summary of AFP surveillance for the WHO European Region, 1997�1999a 

 All countries with AFP surveillance Endemic/recently endemic countries 

 1997a 1998a 1999a 1997a 1998a 1999a 
Overall non-polio AFP 
incidence rateb 

1.12c 1.14 1.14 1.51c 1.44 1.38 

Overall proportion of cases 
with two faecal specimensd 

69% 80% 79% 70% 86% 88% 

Proportion with non-polio AFP 
incidence rate 1.0e 

8/31e 12/35 12/35 3/155 9/17 7/17 

Proportion with ≥80% of cases 
with two faecal specimensd 

11/33 7/35 14/35 7/17 6/17 11/17 

 
a Information for Azerbaijan, the Russian Federation and the former Yugoslav Republic of Macedonia incomplete for 1998, 
provisional for 1999. Some cases of facial paralysis may be included from the Russian Federation in 1998 and 1999, and were 
definitely included for Ukraine and the Russian Federation in 1997. Because case-based data were used for calculations in 1998 
and 1999 (with exceptions) and aggregated reports used in 1997, some comparisons may be difficult. Belarus is the only NIS not 
considered recently endemic. 
b Per 100 000 children under 15 years of age per year, annualized for 1998. 
c Includes some cases of facial paralysis in the Russian Federation and Ukraine. 
d Within 14 days of onset and at least one day apart. 
e Excluding the Russian Federation and Ukraine because reporting included cases of facial paralysis. 
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Table 3. Investigation performance indicators of AFP surveillance, WHO European Region, 
second half of 1998 to date (percentage of cases meeting standard) 

1998 1999 
Country Reported 

within 7 days 
Investigated 

within 48 hours
Reported 

within 7 days 
Investigated 

within 48 hours 
Albania  
Armenia 89 89 100 100 
Azerbaijan 25 100 38 88 
Bosnia and Herzegovina   0 100 
Georgia 57 100   
Kazakhstan 76 83 100 33 
Kyrgyzstan 67 67 0 50 
Republic of Moldova 33 67 75 100 
Romania 80 52 77 77 
Russian Federation     
The former Yugoslav Republic of Macedonia     
Tajikistan 46 100 100 100 
Turkey 68 71 73 53 
Turkmenistan 46 100 33 67 
Ukraine 80 91 100 100 
Uzbekistan 86 71 91 65 
Yugoslavia 67 95 83 100 
     
Andorra     
Austria 0 100   
Belarus 35 88 100 89 
Bulgaria 82 91 40 87 
Croatia 0 100 50 100 
Czech Republic 47 88 33 100 
Estonia  0   
Germany   36 50 
Greece 29 50 13 63 
Hungary 18 46 100 0 
Israel 0 83 40 80 
Italy 42 50 62 54 
Latvia 17 100 50 75 
Netherlands 0 0   
Norway     
Poland 87 10 14 7 
Portugal     
Slovak Republic 0 100   
Slovenia     
Spain 42 53 57 100 
Overall 49 82 59 74 
Target 80 80 80 80 
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Table 4. AFP reporting in the WHO European Region in countries with AFP surveillance, 1998 to date 

1998 1999 

Country Non-polio 
AFP ratea 

% with 2 
stool 

specimensb
Surveillance 

indexc 
Non-polio 
AFP ratea

% with 2 
stool 

specimensb 

Surveillance 
indexc 

Accredited 
laboratories 
testing all 
stoolsd 

Albaniae 0.86 56 0.48  100 1.00 Y 
Armeniae 2.16 75 0.75 1.80 75 0.28 Y+ 
Austriaf 0.56 25 0.21 0.56 64 0.56 Y 
Azerbaijane 0.64 53 0.34 0.87 85 0.85 Y+ 
Belarus 1.95 67 0.77 3.06   Y 
Bosnia and 
   Herzegovinae 

0.24 100 0.24 0.45 50 0.23 Y+ 

Bulgaria 0.83 50 0.56 0.65 80 0.65 Y 
Croatia 0.25 50 0.13 0.50 50 0.25 Y 
Czech Republic 0.82 47 0.27 0.32 67 0.21 Y+ 
Estonia 0.77 50 0.77 0.00   Y 
Georgiae 1.07 77 0.77 0.36 100 0.36 Y+ 
Germanye 0.24 65 0.16 0.36 42 0.19 Y 
Greece 0.67 73 0.55 1.13 60 0.80 Y 
Hungary 0.88 7 0.29 0.34 33 0.11 Y 
Irelande 0.00      Y 
Israel 0.41 29 0.24 1.14 10 0.50 Y 
Italy 0.67 51 0.46 0.42 50 0.34 Y 
Kazakhstane 1.29 74 0.74 0.63 88 0.55 Y+ 
Kyrgyzstane 1.25 70 0.70 0.93 50 0.46 Y 
Latvia 1.32 67 0.67 1.64 75 0.75  
Lithuania 0.00   0.00    
Malta 1.26 100 1.00 0.00   Y+ 
Netherlands 0.42 8 0.10 0.71 24 0.20 Y 
Poland 0.57 51 0.37 0.00   Y+ 
Portugal 0.00       
Republic of Moldovae 1.43 60 0.60 1.39 67 0.67 Y+ 
Romaniae 0.73 87 0.63 0.52 92 0.48 Y 
Russian Federatione 2.26 90 0.90 1.73 96 0.96 Y+ 
Slovakia 0.27 33 0.09 0.51 33 0.17 Y 
Slovenia 0.00   0.00    
Spain 0.76 65 0.59 0.54 59 0.35 Y 
Switzerland 0.00  0.48 0.59 100 0.59 Y 
Tajikistane 0.75 63 0.60 0.37 79 0.79 Y+ 
The former Yugoslav 
  Republic of  
  Macedoniae 

0.60 100 0.71 1.31   Y+ 

Turkeye 1.12 71     Y+ 
Turkmenistane 1.38 57 0.57 2.23 75 0.75 Y+ 
Ukrainee 0.70 85 0.59 1.53 95 0.95  
Uzbekistane 0.97 87 0.84 1.21 97 0.97  
Yugoslaviae 1.89 75 0.75 1.32 67 0.67 Y 
Average 1.14 80  1.15 78   
Recently endemic 1.44 86  1.35 87   
a Rate per 100 000 children under age 15. Rate for 1998 annualized; rate for 1998 may be inflated by possible inclusion of some 
cases of facial paralysis for Russia. Bold = meeting WHO target of 1.0. 
b Two stool specimens collected at least 24 hours apart within 14 days of onset of paralysis and adequately shipped to the 
laboratory, % for all AFP. Bold = meeting WHO target of 80%. 
c Index = non-polio AFP rate up to 1.0 x (% 2 adequate specimens); for non-endemic countries, the Corrected Index is used = non-
polio AFP rate up to 1.0 x % 1 adequate specimen; Bold = 0.8 or higher; Italics = 0.6 to 0.79. 
d Accreditation of laboratories in 1998. Specimens may be shipped to another location (+) for testing. Annual WHO accreditation 
remains in progress; 36 of 38 candidate laboratories assessed thus far. 
e Shaded country name indicates country has been classified as endemic or recently endemic by the Regional Certification 
Commission in 1996. 
f AFP surveillance began during 1998, rate here annualized (24 July 1999). 
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Annex 4 

FIGURES 

Fig. 1. Progress towards the eradication of poliomyelitis, 1988�1998 

 

 

Fig. 2. Status of wild poliovirus, 1998 
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Fig. 3. International coordination 

 

Fig. 4. The EPI/Poliomyelitis Eradication partnership 
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Fig. 5. Ten geographic priorities 

 

Fig. 6. Countries served by a WHO-accredited poliomyelitis laboratory, 1999 
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Fig. 7. Eradication and containment 

 

 

Fig. 8. Timeline � poliomyelitis eradication 
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Fig. 9. Diseases registered as AFP in one republic of central Asia, 1997 

 

 

Fig. 10. AFP rate before and after analysis of registered cases 

 

 

0%

20%

40%

60%

80%

100%

A B C

Non-AFP

Meningitis

Poliradiculoneuritis

Paralysis of arms and legs

Facial paralysis

8.3

3.5

10.7

1.3

2.7

0.4

0

2

4

6

8

10

A B C

Before analysis After analysis


	SUBREGIONAL MEETING ON SURVEILLANCE AND CERTIFICATION OF POLIOMYELITIS ERADICATION
	CONTENTS
	Introduction
	Opening of the meeting
	Progress in poliomyelitis eradication
	Global overview of poliomyelitis eradication, July 1999
	Poliomyelitis eradication activities in the WHO European Region, 1998–2000
	Situation analysis
	AFP/poliomyelitis surveillance
	Certification of poliomyelitis eradication
	Main achievements: 1998
	Problems
	Plans for 1999–2001


	Surveillance for wild polioviruses – main strategy for certification
	Surveillance, certification and laboratory containment
	AFP surveillance: situation analysis and problems in the WHO European Region
	Conclusions

	Surveillance for wild polioviruses
	Main obstacles and problems

	Surveillance: main problems regarding criteria for certification
	Partnership in and support for poliomyelitis eradication

	Key countries needing to improve surveillance
	Azerbaijan
	Problems

	Georgia
	Problems

	Russian Federation
	Main problems

	Tajikistan
	Problems

	Turkmenistan
	Problems
	Improvement of surveillance and laboratory activity

	Republic of Moldova
	Problems

	Ukraine
	Problems

	Uzbekistan
	Problems


	Quality of LABNET performance: operational matters
	Certification process in the Region
	News from the Regional Certification Commission
	Country experience
	Belarus
	AFP surveillance
	Supplementary measures to surveillance for polioviruses circulation
	Measures for high-risk groups
	Measures to be taken in case of wild poliovirus importation
	Objective evidence for the absence of wild poliovirus circulation in Belarus

	Estonia
	Good AFP surveillance system
	Supplementary surveillance strategies
	Objective evidence of poliovirus absence
	A strategy for response to poliomyelitis importation

	Latvia
	Certification process

	Lithuania


	Containment of wild polioviruses
	Conclusions
	Recommendations
	Annex 1 PROGRAMME
	Annex 2 PARTICIPANTS
	Annex 3 TABLES
	Annex 4 FIGURES

