
GLOBAL POLIOMYELITIS ERADICATION
In the 1950s and 1960s, the development of effective vaccines against poliomyelitis (or polio) al-
lowed many countries to control the disease and to eliminate the risk of widespread epidemics. 
Most countries introduced the vaccines as a part of their routine schedule for infant immuniza-
tion, but a small number, notably Czechoslovakia and Cuba, demonstrated that administering 
oral polio vaccine (OPV) in mass campaigns resulted in the rapid and complete disappearance of 
clinical poliomyelitis.

In 1984, the Directing Council committed the Pan American Health Organization to the eradica-
tion of poliomyelitis from the western hemisphere by 1990. Effective strategies, including the use 
of national immunization days (NIDs), were developed and facilitated rapid progress towards 
this goal. Based on evidence of this progress, and in view of the outstanding development of na-
tional immunization programmes under the Expanded Programme on Immunization (EPI), the 
Forty-fourth World Health Assembly, meeting in 1988, established a target for the global eradica-
tion of poliomyelitis by the year 2000.

REGIONAL POLIOMYELITIS ELIMINATION
The countries and areas subsequently involved in Operation MECACAR form part of two sepa-
rate regions of WHO: the European and the Eastern Mediterranean. Member States of both re-
gions are committed to poliomyelitis eradication, as reflected in their regional committee resolu-
tions on this subject.

Operation MECACAR involved close coordination between the two regions, with common strat-
egies and similar monitoring of progress in all areas involved. It was, therefore, a single and uni-
fied campaign, involving all countries and areas equally. In reviewing background factors and 
progress within limited geographical areas, however, it is practical and simpler to analyse each 
region separately. The countries and areas involved in Operation MECACAR and their relation-
ship to a WHO region are shown in Fig. 1.

BACKGROUND



Border

European Region
In 1985, the WHO Regional Committee for Europe established the reduction of communicable 
disease as its fifth regional target. This target specified that:

By the year 2000, there should be no indigenous cases of poliomyelitis, diphtheria, neonatal 
tetanus, measles, mumps and congenital rubella in the Region and that there should be 
a sustained and continuing reduction in the incidence and adverse consequences of other 
communicable diseases, notably HIV infection.
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Figure 1.
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In 1989, this target was confirmed by the thirty-ninth session of the Regional Committee, which 
specifically endorsed the target of regional poliomyelitis elimination by 2000 and approved the 
plan of action aimed at its achievement.

By 1994, a full course of polio vaccine, administered as routine immunization in the first year of 
life, was being received by 82–83% of children in the Region. The number of countries reporting 
over 80% coverage had, however, declined from 31 in 1991 to 26 in 1994 of 51 Member States. 
It was also recognized that, even within countries with high levels of routine immunization, cer-

tain areas were recording coverage markedly lower than 
national averages. The break-up of the former USSR had 
led to temporary vaccine shortages in several countries, 
with consequently reduced immunization coverage.

Although surveillance for poliomyelitis was unsatisfac-
tory, endemic poliovirus transmission was still thought 
to be occurring in 11 countries across a wide area from 
Turkey to Tajikistan, with frequent major epidemics af-
fecting countries in which numbers of children suscepti-
ble to poliomyelitis had accumulated. It was this situation 
that led to the germination of the concept for coordinated 
action, a concept that developed to include two WHO re-
gions and became “Operation MECACAR”. This concept 
was developed further by the Regional Office for Europe 
along with, and supported by, WHO headquarters polio 
eradication staff, the coalition of international partners 
and the Regional Office for the Eastern Mediterranean.

Eastern Mediterranean Region
The thirty-fifth session of the Regional Committee for the 
Eastern Mediterranean, meeting in 1988, adopted a reso-
lution committing Member States to aim for poliomyeli-
tis elimination by the year 2000. A regional plan of action 
for poliomyelitis eradication was adopted in 1989.

In 1993 and in subsequent years, the Regional Commit-
tee reviewed progress and issued resolutions urging the 
22 Member States to fully implement strategies required 
for poliomyelitis eradication.
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In the Eastern Mediterranean Region, during the decade leading up to Operation MECACAR, the 
development of increasingly effective national immunization programmes had produced dra-
matic improvements in rates of childhood immunization, for example immunization coverage 
with the third dose of oral polio vaccine by 1 year of age (OPV3 coverage) had increased from 
30% in 1984 to over 80% in 1993 in the Region overall. By 1994, most countries and areas in the 
Region had developed and been able to sustain effective childhood immunization services, while 
NIDs had been successfully conducted in some countries of the Region.

Yet, for widely differing reasons, three countries that later committed to Operation MECACAR 
were facing considerable difficulties in 1994. Continuing civil conflict in Afghanistan had pre-
vented the establishment of effective nationwide immunization and surveillance systems. In Iraq, 
the Gulf War and its consequences had severely affected a previously effective immunization pro-
gramme. In Pakistan, major difficulties had been encountered in sustaining achievements beyond 
1990; in fact, immunization coverage declined to reach its lowest level in 1995, before improving 
in 1996. 

While surveillance for poliomyelitis became increasingly effective, sub-national reporting was 
still far from complete and poliomyelitis remained much underreported. By 1994, although the 
number of cases continued to decline, reflecting high routine and NID immunization achieve-
ments, poliomyelitis was still reported in most countries and areas of the Region, and was of es-
pecially high incidence and widespread within the eastern countries of Pakistan and Afghanistan 
(assumed). Therefore, the coordinated action proposed as Operation MECACAR was considered 
an excellent opportunity.

EPIDEMIOLOGICAL SITUATION
Eastern Mediterranean Region
In the Eastern Mediterranean Region, by 1994, effective routine immunization programmes and 
mass immunization campaigns had controlled the incidence of poliomyelitis in three countries 
and areas adjacent to countries of the European Region – the Syrian Arab Republic (reduced to 
a very low incidence), Iraq and the Islamic Republic of Iran – and also in Lebanon and in the 
Palestinian Self-Rule Areas. Before and following energetic control of an epidemic mainly affect-
ing migrant workers of Pakistan origin in 1992 and with high routine immunization coverage for 
several years plus supplementary immunization, Jordan had apparently interrupted poliovirus 
transmission.

Poliomyelitis was still widespread in Pakistan in 1994, although the number of reported cases 
had been reduced by a mass immunization campaign. There was also an assumed high incidence 
in Afghanistan, where the health infrastructure had been disrupted for many years and disease 



control activities were not able to operate effectively throughout the entire country. Neighbour-
ing countries were experiencing repeated importation of poliomyelitis from this transmission 
pool. As noted above, the 1991 Gulf War in Iraq had caused a breakdown in its previously effective 
routine immunization programme of infants, with a consequent marked increase in the number 
of poliomyelitis cases reported and continuing transmission in the years up to 1994.

European Region
Following the first introduction of polio vaccines in the 1950s and 1960s, a low incidence of polio-
myelitis had been reported throughout the European Region for many years, with most countries of 
western, northern and central Europe having reported zero cases since the mid-1980s or earlier. 

After years of declining incidence between 1990 and 1994, the annual number of reported 
cases had subsequently remained at around 200 or more each year. This total figure com-
prised two components:  persisting endemic transmission in a small number of countries, 
most notably Turkey, and the occurrence of major epidemics in countries previously re-
porting few, if any, cases in the preceding years. Such epidemics had occurred in Tajikistan 
(115 cases in 1991), Azerbaijan (182 cases in 1990; 69 in 1993) and Uzbekistan (117 cases 
in 1994). In each case, the epidemic was tackled vigorously and the number of reported 
cases fell dramatically, only for another epidemic to occur elsewhere. 

In 1993 and 1994, 11 countries of the European Region had reported poliomyelitis cases 
to WHO and/or were still considered to be polio-endemic. In addition to those countries 
which would ultimately join Operation MECACAR, Ukraine and the Federal Republic of 
Yugoslavia had cases of virologically confirmed poliomyelitis before 1994 and continued 
to report cases of poliomyelitis in 1994 (without laboratory confirmation). At that time, 
with relatively few cases being reported and most countries of western, northern and cen-
tral Europe reporting high routine immunization coverage of infants, the disease was not widely 
perceived as a major public health risk to the regional population as a whole. Yet, based on the 
strategies being implemented at that time and with the wide distribution of cases, it appeared 
probable that low-level wild poliovirus transmission would persist indefinitely, with occasional 
major epidemics. With those strategies alone, it was therefore unlikely that the target of poliomy-
elitis elimination from the European Region would be achieved by the year 2000.

In both regions, it was clear that well-coordinated, synchronized mass immunization campaigns 
by neighbouring countries and areas that were either polio-endemic or at high risk of importa-
tions would have great effect; such campaigns would not only reduce the number of cases but 
would also confine poliovirus transmission to a more limited geographical area and be a major 
step towards accelerating poliovirus elimination.
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An equally important aspect was that, without such an innovative approach, it appeared probable 
that in many countries existing policies would not be sufficient to secure the targets of regional 
poliomyelitis eradication and global eradication by the year 2000.

POLIOVIRUS CIRCULATION
At the time that Operation MECACAR was planned, limited information was available on the 
circulation of different strains of polioviruses within the target area. The information available 
and that which became available later did in fact strongly justify the decision to implement mass 
immunization coordinated between countries and regions.

When OPV was first introduced on a massive scale to the countries of the European Region, the 
circulation of wild poliovirus was widely curtailed, apparently leading to rapid virus elimination 
in most western countries. There is now evidence to suggest that elimination of Types 1 and 2 wild 
poliovirus occurred in the countries of eastern Europe, including most of the former Soviet Union. 

In the early 1990s, three families (genotypes) of Type 1 poliovirus had been isolated from cases 
in MECACAR countries of the European Region. Their range of genetic variability suggests that 
all three genotypes originated from relatively recent introductions. Genomic sequencing of viral 
RNA segments has demonstrated a close relationship with polioviruses currently or recently cir-
culating in the Middle East and in Pakistan/India. 

Epidemics in 1991 in Tajikistan, in 1992 in Ukraine, in 1994 in Uzbekistan and in 1995 in Chech-
nya of the Russian Federation, were all caused by a closely related Type 1 virus, the “T” (Tajikistan) 
virus. A similar virus has been isolated in more recent years in Pakistan and similar isolates, prob-
ably from importations, had been isolated in Jordan and Malaysia. A different Type 1 virus, the “A” 
(Azerbaijan) virus was isolated from Azerbaijan and Georgia in 1991, the Islamic Republic of Iran 
in 1993 and Iraq in 1994. This virus is related to older middle eastern strains. A third genotype 
Type 1 virus, the “G” (Georgia) virus was isolated from Georgia in 1991 and the Russian Federa-
tion in 1994. This virus is closely related to the “A” virus.

As the poliomyelitis eradication initiative has developed, genetic sequencing has repeatedly dem-
onstrated the ease with which polioviruses cross international borders, for example with similar 
viruses being identified, often in different years, in Iraq and Turkey, in the Islamic Republic of  
Iran and Tajikistan, and in Afghanistan and Pakistan. 

By contrast, isolates of Type 3 viruses in the European Region fall into four distinct groups, show-
ing a much wider variability, strongly suggesting continuing transmission within the countries of 
the Region for many years. These are unlikely to have been the result of recent importations.
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Newer information on the genetic sequencing of more recent virus isolations from Afghanistan, 
Pakistan and India have indicated that there are distinct shared reservoirs of virus in Afghanistan 
and Pakistan and separate genotypes circulating in India. Nonetheless, there also have been dif-
ferent circulating genotypes identified in Afghanistan and in Pakistan. 

These findings indicate that wild polioviruses have circulated among the very different countries 
and areas of both the European and Eastern Mediterranean Regions with ease and lack of restric-
tion. It is clear that elimination of poliomyelitis in the geographical area covered by MECACAR 
necessitated a programme capable of achieving synchronized high immunization coverage and 
effective surveillance across borders and between regions. Operation MECACAR fulfilled that 
requirement. 

INITIATING OPERATION MECACAR
The theme of World Health Day on 7 April 1995 “Target 2000 – A World Without Polio” acted as 
a stimulus to develop effective national and international programmes aimed at meeting the po-
liomyelitis eradication target. The idea to conduct coordinated NIDs in endemic countries with 
common borders was already developing in the Regional Office for Europe. With the upcoming 
1995 World Health Day, Operation MECACAR was developed as a larger process for two regions 
and supported by the major partners. 

In conjunction with that World Health Day, 18 geographically contiguous countries and areas 
in Europe, central and southern Asia and in the Middle East committed themselves to conduct-
ing coordinated and synchronized NIDs using OPV. The programme was designated as Opera-
tion MECACAR (MEditerranean, CAucasus and Central Asian Republics). These areas related to 
eight countries and areas of the Eastern Mediterranean Region and ten countries of the European 
Region of WHO. Throughout the years of Operation MECACAR, participating countries and 
areas of the Eastern Mediterranean Region remained the same, while in the European Region the 
Russian Federation replaced Bulgaria in 1996 after the first NIDs in 1995. A number of additional 
countries affected by epidemics of poliomyelitis – Albania, the Federal Republic of Yugoslavia 
and Greece – and other countries seeking to boost their population immunity conducted sup-
plementary immunization campaigns often in conjunction with Operation MECACAR, but not 
as an integral part of the initiative.

In 1994, the participating countries and areas of the Eastern Mediterranean Region, the Islamic 
Republic of Iran, Iraq, Jordan, Lebanon, Pakistan and the Syrian Arab Republic, had reported 
691 (69%) of the regional total of 1015 reported cases for the same year. The participating Euro-
pean Region countries, Armenia, Azerbaijan, Kazakhstan, Tajikistan, Turkey, Turkmenistan and 
Uzbekistan, had reported 206 (89%) of the regional total of 231 polio cases. 
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Based on experience that conducting NIDs in the low season of poliovirus transmission markedly 
increased their effectiveness, the representatives of all participating countries and areas meeting 
in Ankara, Turkey in January 1995 agreed to schedule either the first or the second round of their 
campaigns in April around World Health Day, 7 April 1995, dedicated to poliomyelitis eradica-
tion.

Critically, at this first coordination meeting, representatives of the MECACAR Member 
States committed participating countries and areas to conducting further synchronized 
NIDs in 1996 and 1997, to the introduction of “mopping-up” strategies of focal supple-
mentary immunization activities where indicated by surveillance data, developing na-
tional surveillance for acute flaccid paralysis (AFP) and maintaining high routine immu-
nization coverage. These critical resolutions changed the nature of Operation MECACAR 
from being a one-time mass campaign to becoming a structured, coordinated and tech-
nically sound programme aimed at the early achievement of poliomyelitis elimination 
throughout the target area. It was also agreed that Operation MECACAR should be time 
limited, terminating in its proposed form after three years. Discussion at subsequent co-
ordination meetings would later propose extension as “Operation MECACAR Plus”.

The first coordination meeting also stressed the need for the NIDs to be of uniform high 
quality. This requirement necessitated and led to sound planning, the involvement of na-
tional leaders at the highest level and appropriate leaders at each successive administrative 
and community level, the effective use of the media and the coordinated involvement of 
all relevant sectors in government. In addition, nongovernmental organizations (NGOs) 

and all national and international agencies with an interest in assisting health development in 
participating countries and areas were integrally involved.

In implementing Operation MECACAR, it was seen to be important that the planning, ap-
proaches and activities should be compatible with the different organizational structures and 
cultural requirements of the widely differing communities living within such a vast geographical 
area. That this was realized without serious dispute testifies to the significant achievement of the 
planning by responsible national and international officials.

Four closely interrelated elements constituted Operation MECACAR, each being important if the 
primary and secondary objectives of the initiative were to be realized:

• strengthening of the partnership aimed at achieving poliomyelitis eradication in the   
European and Eastern Mediterranean Regions, between and within all countries and areas;

• conducting coordination meetings, in which planning was developed, progress reviewed and 
problems identified, technical issues discussed, resource needs identified and solutions sought;
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• planning and conducting of coordinated and synchronized NIDs; and

• further developing effective, broadly based programmes, utilizing WHO-recommended 
strategies which would result in and confirm the final eradication of poliomyelitis. These 
programmes should essentially include the development of effective virological surveillance 
for all cases of childhood AFP.

CONFLICT SITUATIONS 
The area covered by Operation MECACAR includes a number of countries and areas where in-
ternal disturbances or armed conflicts have taken place during the last decade.  This includes civil 
wars in major areas of Afghanistan and Tajikistan; armed conflicts or internal disturbances in Az-
erbaijan, Georgia, Iraq, and some territories of the Russian Federation in the northern Caucasus; 
and tensions along the borders of Iraq, the Islamic Republic of Iran, the Syrian Arab Republic and 
Turkey.  

Such disputes, whatever their justifications, often made it difficult or even impossible to imple-
ment carefully planned public health programmes such as for immunization. The progress of 
Operation MECACAR and its potential for effective planning of activities was repeatedly threat-
ened by such conflicts. Contingency plans were developed and appropriate activities, such as 
“days (or weeks) of tranquillity”, were proposed to enable procedures for effective immunization 
to take place. Such breaks in fighting were implemented in Afghanistan during campaigns from 
1994 onwards and in Tajikistan during the 1995 NIDs.  

It is to the credit of all those involved that these conflicts did not seriously delay the overall out-
come of Operation MECACAR, except in Afghanistan. Indeed, resolution of the difficulties faced 
by delivering immunization services often offered hope of the eventual wider resolution of the 
conflicts. 

BORDER AREAS
Even if  armed conflict is avoided, tensions have often affected efficient delivery of health services 
in border or other population subgroups. During 1997–1998, prevention of cross-border trans-
mission and distant importation of wild poliovirus received special attention. Coordinated bor-
der activities between neighbouring countries and areas of the Eastern Mediterranean and Euro-
pean Regions were organized. Special immunization and surveillance activities were introduced 
in selected border areas of the Islamic Republic of Iran, Iraq, the Syrian Arab Republic and Turkey 
during October-November 1997 to 2000. Similar considerations were made for the border areas 
of Afghanistan, the Islamic Republic of Iran and Pakistan, and to a lesser extent, border areas of 
Tajikistan, Turkmenistan and Uzbekistan with Afghanistan.
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