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1. INTRODUCTION 

The eighth meeting of the Regional Commission for the Certification (RCC) of Poliomyelitis 
Eradication in the Western Pacific Region was held in Manila, Philippines, from 
7 to 8 November 2002. 

1.1 Objectives 

The objectives of the RCC at its eighth meeting were: 

(1) to review reports from all countries and areas on maintaining poliomyelitis-free status 
following the certification of the Western Pacific Region as poliomyelitis-free; 

(2) to review progress of completion of phase 1 of laboratory containment of wild 
poliovirus infectious/potentially infectious materials; and 

(3) to make recommendations on maintaining the poliomyelitis-free status in the Region 
and requirements towards global certification. 

1.2 Organization 

The meeting was attended by five commission members, the chairperson, vice-chairperson and 
four members of the Western Pacific Region Technical Advisory Group (TAG) on the Expanded 
Programme on Immunization (EPI) and Poliomyelitis Eradication, 19 EPI managers, 14 laboratory 
staff and a secretariat. Annex 1 includes the timetable of the meeting, and Annex 2 contains the list of 
participants. 

1.3 Opening ceremony 

Dr A. Adams and DrS. Yamazaki were requested to continue to serve as Chairman and 
Vice-Chairman, respectively, and Dr A. Salonga was requested to serve as Rapporteur. 

2. PROCEEDINGS 

2.1 Global update on poliomyelitis eradication 

In 2001, the global poliomyelitis eradication programme noted several areas of good progress; 
with an 80% decline in the number of cases (2979 to 483), a reduction of infected countries from 
20 to 10 under circumstances of good or at least acceptable quality of the surveillance system for 
cases of acute flaccid paralysis (AFP), two years without poliovirus type 2 globally and Bangladesh 
and Democratic Republic of Congo with zero poliomyelitis cases for one year. In 2002, wild 
poliovirus transmission continued in three high transmission areas (India, Pakistan/ Afghanistan, 
Nigeria/Niger) and three low transmission areas (Horn of Africa, Egypt and Angola). 



- 2-

On 21 June 2002, the RCC of Poliomyelitis Eradication in the European Region certified the 
WHO European Region as free of indigenous wild poliovirus transmission. The last known case of 
paralytic poliomyelitis caused by indigenous wild poliovirus in the European Region occurred in 
south-east Turkey in November 1998. The European Region is the third of the six WHO regions to 
be certified as poliomyelitis-free, following certification of the Region of the Americas in 1994 and 
the Western Pacific Region in 2000. An estimated 3.4 billion people globally (56% of the world's 
population) now live in countries and territories certified free of endemic wild poliovirus 
transmission. 

WHO Eastern Mediterranean Region 

Based on epidemiological and genetic sequence data, Afghanistan and Pakistan constitute a 
single epidemiological block of poliovirus transmission. Improvements in the quality of 
supplementary immunization and AFP surveillance during the past two years have brought both 
countries close to interrupting wild poliovirus transmission. 

Although recent events in Afghanistan have posed many challenges to surveillance and 
immunization activities, data from the first months of 2002 indicate that the programme was only 
temporarily affected and that progress towards poliomyelitis eradication has resumed. The improved 
quality of supplementary immunization activities (SIAs) and addition of extra targeted National 
Immunization Days (NIDs) rounds in Afghanistan before September 2001 appear to have prevented a 
widespread resurgence of poliovirus in the country during the crisis. Poliomyelitis eradication 
activities in Afghanistan continued during the critical period, with implementation of NIDs in late 
September and November 2002 and continuation of essential surveillance activities. The fact that 
during the crisis poliomyelitis eradication activities in both Afghanistan and Pakistan were also used 
to provide broader humanitarian relief is evidence of the profound dedication and commitment of the 
health staff in both countries. 

The AFP surveillance system in Pakistan is robust and now provides a sound basis for 
programmatic decisions. Surveillance quality in Afghanistan was only temporarily affected and 
shows strong signs of recovery. Rapid restoration of the AFP system in remaining endemic regions of 
Afghanistan bordering Pakistan is now a top programme priority. Both countries conducted intense 
SIAs targeting high-risk populations during the summer of 2002, followed by NIDs in September and 
October 2002. From early 2003, mopping-up activities to interrupt the final chains of virus 
transmission will be implemented in response to any isolation of wild poliovirus. Immunization and 
surveillance activities are closely coordinated between the two countries and include synchronization 
of SIAs, establishment of border immunization posts and regular exchange of data. 

WHO African Region 

From 2000 to 2001, there was substantial progress towards poliomyelitis eradication in Nigeria. 
Increasingly sensitive surveillance quality indicated elimination of multiple poliovirus strains and 
possible interruption of transmission in the south of the country, where no wild polio viruses have 
been isolated since July 2001. Remaining areas of transmission are located in the north-western states 
(type 1) and in the north-central and north-eastern states (type 3). Key achievements over the past 
two years include creation of an expanded AFP surveillance medical officer infrastructure covering all 
parts of the country, implementation of an intensified house-to-house immunization strategy during 
NIDs and Sub-national Immunization Days (SNIDs), and supplementation of hundreds of thousands 
of children with vitamin A during poliomyelitis immunization campaigns. 
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Despite this progress, Nigeria remains one of the three global poliovirus reservoirs where very 
low routine immunization coverage for oral poliovirus vaccine (OPV) and high population density 
favour poliovirus transmission. A joint national/international review in February 2002 highlighted 
several of the challenges that remain for the eradication of poliomyelitis in Nigeria. The review team 
found inadequate management of SIAs at local government unit levels, citing that microplanning, 
training of vaccinators and day-to-day monitoring of immunization activities was inadequate. In 
addition, the team found consistent reports of delays in paying immunization teams, resulting in 
considerable conflict and Jack of motivation. 

AFP surveillance in Madagascar detected a cluster of four cases of paralytic poliomyelitis from 
which type-2 vaccine-derived polioviruses (VDPV) have been isolated. Preliminary data indicate that 
these cases had onset of paralysis between 21 March and 12 April 2002. None of the children 
affected was fully vaccinated. A small-scale house-to-house immunization response was undertaken 
by provincial authorities in March and April 2002. Genetic sequencing studies of these vaccine
derived viruses show substantial genetic drift and recombination with non-polio enteroviruses. 

These findings appear compatible with an outbreak of paralytic poliomyelitis due to a 
circulating vaccine-derived poliovirus (cVDPV). The three previously described outbreaks of 
cVDPV occurred in areas with low routine OPV coverage and sub-optimal AFP surveillance, where 
SIAs had not been conducted for a number of years. Immunization coverage data from a survey 
conducted in Madagascar in 2000 indicate that only 37% of children under the age of one in 1999 had 
received the minimum three doses of OPV. In 2001, the non-polio AFP rate was 0.4 case per 100 000 
population aged <15 years, i.e. below the target level of I. 

A joint mission by the Ministry of Health of Madagascar, WHO and United Nation's 
Children's Fund (UNICEF) was conducted to: (1) perform a field investigation of the cases to verify 
early reports; (2) review health facility records for potentially missed cases; (3) enhance the quality of 
AFP surveillance nationwide; and (4) plan for a nationwide house-to-house immunization response. 

WHO South East Asia Region 

During 2001, NIDs were conducted in Bangladesh, India and Nepal. Between December 2001 
and March 2002, Bangladesh, India and Nepal conducted two rounds of synchronized NIDs. Since 
2000, these SIAs have been intensified through the use of house-to-house vaccination following one 
day of fixed site activities. In addition to NIDs, each country conducted SNIDs in 2001 and 2002. 

In 2001, in response to the detection of wild poliovirus in India, 17 mop-up immunization 
campaigns covering a total of 9.8 million children under the age of five were conducted. Of the 61 
mop-up campaigns currently planned for 2002, 15 had been completed as of June 2002, covering 
43 million children under the age of five. In addition to mop-up campaigns, selected high-risk 
districts in northern states of India conducted an additional two rounds of house-to-house 
immunization as a pre-emptive measure during spring 2001 (covering 34 million children under the 
age of five) and spring 2002 (covering 8.9 million children under the age of five). 

AFP surveillance in Bangladesh, India and Nepal is facilitated through a network of 
surveillance medical officers (SMOs) who receive special training and are responsible for assisting 
the local health authorities in a defined area. As of June 2002, India had 239 officers, Bangladesh had 
33, and Nepal had 14. 
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. Since 2000, Bangladesh, India and Nepal have exceeded non-polio AFP rates of 1/100 000, 
with adequate specimens taken from> 80% of AFP cases, thus achieving certification-quality AFP 
surveillance at the national level. As of June 2002, non-polio AFP rates were below one in 10 states 
in India, accounting for 15% of the total population in India. Six states, accounting for 8% of the total 
population in India, reported adequate stool collection rates below 80%. During 2001, the non-polio 
enterovirus (NPEV) isolation rate (target: >10%), a marker oflaboratory performance and the 
integrity of the reverse cold chain for specimens, was 10% to 30% in different laboratories of India 
(total:eight laboratories), 29% in Bangladesh and 29% in Nepal. 

Since the last wild poliovirus positive cases occurred in Bangladesh (August 2000) and Nepal 
(November 2000), India has been the only country in the South East Asia Region with indigenous 
wild poliovirus transmission. India reported a total of 268 wild-virus confirmed poliomyelitis cases in 
2001, an incidence essentially unchanged from 2000 when 265 cases were reported. Of the 268 cases 
reported in 2001, the isolated virus was type 1 (P1) in 209 cases (78%), type 3 (P3) in 56 cases (21 %) 
and a mixture ofPl and P3 in three cases (1 %). From January through October 2002, India reported 
854 wild-virus confirrned poliomyelitis cases. As of 5 November 2002, 790 type 1 wild poliovirus 
confirmed cases and 62 type 3 wild poliovirus confirmed cases from 107 districts were reported with 
intratypic differentiation (lTD), with 97 cases still pending. 

Despite the progress made, continuing transmission during 2002 in northern India poses a 
significant challenge to the South East Asia Region and the global eradication initiative. Circulation 
of poliovirus type 3 in 2002 has been primarily restricted to western Uttar Pradesh. The geographical 
range of poliovirus type 1 circulation in Bihar has diminished since 2001; however, the spread of wild 
virus to non-endemic districts of Uttar Pradesh and to other states in India indicates the urgent need to 
implement SIAs of improved quality. The principal reasons for failing to immunize children during 
immunization campaigns are: (l) failure of immunization teams to correctly identify all eligible 
children; (2) poor or non-existent field supervision in many areas; and (3) poor participation of 
families in underserved communities. The conditions in these areas greatly favour transmission of 
wild poliovirus because of high population density and poor sanitation and hygiene. Also, susceptible 
children accumulate rapidly as a result of large annual birth cohorts and low routine immunization 
coverage, and only the highest possible quality of SIAs will allow interruption of virus transmission. 

The basic strategies of AFP surveillance and intensive OPV campaigns to supplement routine 
immunization programmes have proved successful in eradicating poliomyelitis in nearly all states of 
India, the other nine countries of the South East Asia Region and around the world. In order to 
interrupt transmission in northern India, innovative measures will be needed to increase community 
involvement and improve the quality of SIAs. Based on the analysis of standardized independent 
observer checklists and programme management reviews, many new approaches were implemented in 
India during the latter half of 2001 and first half of 2002. These included: (1) deploying follow-up 
vaccinator teams to find and immunize children missed by primary teams; (2) increasing the number 
of SMOs working in high-risk districts; (3) changing the ratio of supervisors to vaccination teams 
during SIAs from 1:5 to 1:3 in selected high-risk areas; (4) creating a network of social mobilization 
persons at the district, block and village levels to generate demand and promote acceptance of 
immunization; (5) re-training vaccinators and supervisors to improve interpersonal communication 
skills; (6) forming a national operations group comprised of Ministry of Health and national and 
international partners to facilitate rapid implementation of strategic decisions; and (7) increasing the 
number of field monitors and more extensive analysis of available data on SIA quality. 
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2.2 Regional overview of the situation after poliomyelitis-free certification 

2.2.1 Certification process 

The RCC submitted its progress report on the Region maintaining poliomyelitis-free status to 
the Global Commission for the Certification of the Eradication of Poliomyelitis (GCC). During its 
seventh meeting, held in Geneva on 12 April 2002, the GCC reviewed and endorsed the report of the 
RCC. 

The GCC commended countries of the Western Pacific Region on their achievements and 
concurred with the Regional Commission's fmding on countries' successful efforts to sustain and 
document poliomyelitis-free status following regional certification. The GCC urged all countries and 
areas in the Western Pacific Region that have not yet completed phase !laboratory containment 
activities to reach this important milestone by the end of 2002. 

2.2.2. AFP surveillance performance 

As of 2 November 2002, a total of 5125 AFP cases were reported (compared to 3958 
reported as of 31 October 2001 for the same period) resulting in an annualized regional non-polio 

AFP rate of 1.33 per 100 000 children under 15 years of age. All countries except one endemic at the 
beginning of the poliomyelitis eradication initiative meet the required target. Low performance is 
noted for Papua New Guinea with an annualized AFP rate of 0.48 as of November 2002. 

Most countries non-endemic at the beginning of the initiative maintained a non-polio AFP rate 
at or above certification standards. Australia, New Zealand and Singapore report a rate below 1. 

Adequate stool specimen collection rates above 80% were achieved by China, Mongolia, the 
Philippines and Viet Nam. Over 60% of AFP cases had adequate stool samples taken in Cambodia, 
Lao People's Democratic Republic and Malaysia. 

Although the TAG recommended in 2000 that depending on local circumstances, countries may 
cease 60-day follow-up for AFP cases with two adequate stool samples, which have both tested 
negative for poliovirus, countries are still trying to conduct follow-up examinations of all AFP cases. 
As of 2 November 2002, 71% of all cases have follow-up results available with rates above 80% 
already achieved in Hong Kong, the Republic of Korea, Macao, Malaysia, Mongolia, New Zealand 
and Singapore. 

The regional follow-up rate for AFP cases with onset until the end of August 2002 was 80%, 
with Cambodia achieving 57%, China 83%, Lao People's Democratic Republic 76%, Malaysia 87%, 
Mongolia 92%, Papua New Guinea 13%, the Philippines 66% and VietNam 75%. 

The regional percentage of AFP cases with inadequate stool sample collection but follow-up 
was 79%. Australia, Cambodia and Papua New Guinea report a rate below 80% [minimum 
requirement on the Global Eradication of Poliomyelitis Technical Consultative Group ([TCG]). 

Almost all lTD results (99%) at least for one method, were available within 28 days of receipt 
of isolates at the laboratories but the required 80% of lTD results available within 60 days of onset 
was not yet reached, although the 79% for 2002 to date represents a significant improvement to the 
47% rate in 2001. Improvement in the availability ofiTD results has been particularly marked in 
China (at least for one method). 
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In the Region, 42% of stool samples reach the national poliovirus laboratory (NPL) within 
three days of collection, 42% take longer than three but less than eight days to reach the NPL and 
16% reach the NPL later than one week after collection. These figures were similar in 2001. 
Higher than average rates for stool samples taking longer than a week to reach the NPL are observed 
in Australia, Malaysia, Mongolia, the Philippines and VietNam. Cambodia and Lao People's 
Democratic Republic also face problems in timely shipment of stool specimens from the point of 
collection to the capital but as the National Institute of Infectious Diseases (NllD) in Tokyo functions 
also as the Regional Reference Laboratory (RRL), the delivery time can be reduced as there is one 
fewer shipment. 

Detailed analysis of AFP cases with lTD results available after 60 days of onset reveals late 
stool specimen collection in Cambodia and Malaysia; late stool sample collection and shipment delays 
of the isolates to the RRL in Mongolia and the Republic of Korea; delays in transporting stool 
specimens to the NPL and shipment delays to the RRL in VietNam; and late stool collection, delays 
in transporting stool specimens to the NPL and shipment delays to the RRL in the Philippines. Delays 
in international shipment are mainly caused by decreased acceptance and/or stricter shipping 
requirements for infectious substances. 

During the last TAG meeting, it was recommended that countries track AFP cases pending final 
classification after 90 days of onset of paralysis. As of 2 November 2002, 5% of the overall number 
of AFP cases had not yet been classified after 90 days following onset, with no country reporting rates 
above 20%. 

As requested by the TAG during its last meeting, presumptive diagnosis are now assigned for 
all AFP cases reviewed by the expert panels. Details are included in the respective country progress 
reports on maintaining poliomyelitis-free status. Several countries (mainly those which were non
endemic at the beginning at the initiative but also Malaysia and the Philippines) are making an effort 
to have a final diagnosis available for all AFP cases. Several expert panels review all AFP cases to 
ensure that clinical information is concise and case documentation complete. This provides important 
clinical information for causes of AFP other than poliomyelitis; particularly when adequate stool 
sample collection is below required standard. 

There were five polio compatible AFP cases (from China) reported in the Region in 2002 as of 
2 November. Potential cases of vaccine associated paralytic poliomyelitis (V APP) were investigated 
in Cambodia, China, Japan, Malaysia, the Philippines and VietNam. 

All poliovirus isolates are supposed to be subjected to two lTD methods, one antigenic and one 
molecular. ELISA testing capacity has been established at all RRL and reporting to the WHO 
Western Pacific Regional Office by individual lTD method has begun. Poliovirus isolates with non
conclusive lTD results are subject to sequencing of the VP1 Region. Searches for potential VDPV 
included retrospective virological analysis. 

Following a poliomyelitis outbreak in 2001 associated with VDPV, the quality of AFP 
surveillance in the Philippines significantly improved in 2002 with all regions in the country except 
one achieving an annualized non-polio AFP rate above 1 per 100 000 population under the age of 15. 
Adequate stool collection exceeds 80% in all but three regions in the Philippines. No new VDPVs 
were detected supporting the assumption that the nationwide immunization response was able to 
successfully interrupt virus circulation. Two rounds of NIDs were conducted in February and March 
2002, targeting all children under five years of age and delivering OPV to approximately 70% of the 
target group in a house-to-house approach. An interim report on the surveillance and immunization 
response was submitted to the RCC in May 2002. 
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2.2.3 Laboratory network 

The performance of the poliomyelitis laboratory network remains at good quality levels. For 
the Region as a whole in 2001, 87% of laboratory results were available within 28 days of specimen 
receipt at the laboratory. To date in 2002 (as of 31 October), 91% of results have been available 
within 28 days of receipt at the national laboratory, and 100% within 42 days. Reporting timeliness 
lower than 80% is noted in the NPL in New Zealand and four sub-national laboratories in China. 

95% of lTD results are available within 14 days after receipt at the RRL and 99% of lTD 
results are available during the current standard of 28 days after receipt (at least for one method). 

For the Region as a whole in 2001, non-polio enteroviruses were isolated from 11% of all AFP 
case specimens processed. The rate is 9% in 2002 (as of 31 October). Although no longer a criterion 
for accreditation, the NPEV isolation rate is still used as a direct measure of laboratory sensitivity. 
Relatively low rates are noted for the NPLs of Malaysia (5%), the Philippines (8%) and VietNam 
South (6%) and have been discussed with proposed solutions including a more detailed protocol (and 
documentation) for cell sensitivity checks, adjustments in cell storage and incubator functions and 
eventual temporary re-introduction of Hep2C cell lines. 

In 2001, all RRLs were visited and fully accredited. All NPLs were also reviewed in 2001; 
seven were fully accredited (Hong Kong, Malaysia, New Zealand, Papua New Guinea, Philippines, 
Singapore and VietNam South), one was provisionally accredited (VietNam North), and for two 
laboratories (Mongolia, Republic of Korea), accreditation was kept pending until the first quarter of 
2002. The NPL in Korea was subsequently fully accredited and the NPL in Mongolia provisionally 
accredited. All but one (Tibet) of the 31 sub-national laboratories in China were shown to operate at 
WHO accreditation standard in 2001. 

In 2002 to date, two RRLs [China Centre for Disease Control and Prevention (CCDC), Beijing; 
and NIID, Japan] have been visited, reviewed and fully accredited. The review of the third RRL 
[Victorian Infectious Disease Research Laboratory ([VIDRL), Australia] is planned for December 
2002. Six NPLs were visited and reviewed (Hong Kong, Malaysia, Mongolia, Philippines, Singapore, 
Viet Nam North) and fully accredited. The review of the NPL in New Zealand is scheduled for 
December 2002. The NPL in VietNam South was also visited but accreditation is pending as a 
passing score was not achieved in the most recent isolation and identification proficiency test (PT). 
A detailed action plan was developed and specimens are currently tested in parallel at the RRL in 
Australia. 

As the NPL in Papua New Guinea did not achieve a passing score in the most recent PT. 
arrangements continue for parallel testing at the RRL in Australia and have been made for 
performance review and recommendations towards repeat PT and accreditation in November 2002 
with the review planned either at the end of the year or in early 2003. All other laboratories passed 
the isolation and identification PT during the first distribution. 

Technical support was provided in close collaboration with the Centers for Disease Control 
(CDC) in Atlanta, United States and NIID in Tokyo, Japan to the RRL in Beijing to conduct genetic 
sequencing procedures; phylogenetic analysis of sequence data; and facilitate introduction and use of 
the screening enzyme-linked immunoassay (EIA) developed by Rijksinstituut Voor Volksgezondheid 
en Meilieu ( RIVM). 
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In order to increase lTD capacity in the Region, the NPLs in Hong Kong and Singapore were 
reviewed and found to be operating at very high quality standards; accreditation is still pending, 
however, as new P3 ELISA reagents were only recently received and the PT still has to be passed 
once testing methods are fully established. 

Training has been provided at NllD in Japan for staff from the NPLs in Mongolia and Ha Noi. 
Review of work practices and on-the-job training was also provided to both laboratories. 

An important milestone has been reached in the organization of the poliomyelitis laboratory 
data. Before 2002, all information for the laboratory investigation of AFP cases did not have a single 
proper database. Specimen test results, both from the NPLs and RRLs are stored per country in 
separate Excel spreadsheets. However, starting in 2002, a new MS Access based system has been set
up to store poliomyelitis laboratory data, as well as AFP surveillance data. The received information 
from countries, varying in formats, can be imported into the new database through several methods: 
(1) manual data entry for paper reports, (2) a pre-formatted Excel file for spreadsheet reports, or (3) a 
click and upload interface for EPI Info-based REC file datasets. Since the data is now stored in MS 
Access, a number of types of reports can be generated as needed, one of which is the weekly 
poliomyelitis bulletin. The sections in the bulletin for the laboratory investigation, which used to be 
computed semi-manually, are now fully automated. 

The database for the China poliomyelitis laboratory network was also reviewed and modified 
and expanded to harmonize data reporting from sub-national laboratories and the RRL, completely 
merge laboratory and AFP surveillance data and additionally manage data from individual lTD 
method reporting and sequence data. 

2.2.4 Immunization 

SIAs with OPV were conducted in 2001/2002 in Cambodia, China, Mongolia and VietNam (in 
addition to the Philippines in response to the cVDPV). 

OPV has been included in the 2001-2002 measles SNIDs in Cambodia and in several tetanus 
toxoid (TI) SIAs targeting almost 270 000 children under five years of age and achieving an overall 
reported coverage of 80%. 

China conducted two rounds of SNIDs in December 2001 and January 2002 in 27 provinces 
targeting almost 29 million children under four years of age and achieving a reported coverage of 
98%. Two additional rounds, with emphasis on reaching unimmunized children in high-risk and low 
coverage areas, were conducted in March/April 2002 in 105 counties and 12 prefectures in the 
provinces of Xinjiang and Tibet. These rounds targeted 900 000 children of the same age group and 
also achieved a reported coverage of 98%. 

Following identification of a cluster of AFP cases and suspected transient circulation of VDPV 
in Sichuan in mid-2002, two rounds of supplementary immunization are being implemented in 
eight prefectures in Sichuan, Guizhou and Yunnan Provinces. 

Mongolia conducted catch-up immunization campaigns in May and October 2002 (as well as in 
2001) to cover children of migrant populations that move due to economical hardship to major cities 
and are not reliably registered. 
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VietNam conducted supplementary immunization in November and December 2001 in 
36 districts in 12 provinces along the south-west border of the country. Over 550 000 children under 
the age of five were targeted and a coverage of 97.8% reported. In response to the isolation of a 
poliovirus type 1 with 0.8% divergence from Sabin strain (still Sabin-like under the current definition) 
in an AFP case in Da Nang, supplementary immunization was implemented in two districts targeting 
about 13 000 children under five years old. 

2.2.5 Laboratory containment of wild ooliovirus infectious/potentially infectious materials 

Further progress was made in laboratory containment with Australia and the Philippines having 
completed a national inventory of wild poliovirus infectious/potentially infectious materials. 
Australia is planning to reorganize its containment database before the end of 2002 to also have types 
of laboratories included which will serve as an important step towards assessment and validation of 
the containment process. 

Although close to completion of the national inventory in 2001, Malaysia validated its 
denominator figures of institutions and laboratories and identified additional ones to be included in 
the search, which prolonged the completion of the national inventory. The current completion date is 
the end of 2002. China and Japan still require more time due to the large number of laboratories to be 
searched. 

As the second edition of the global containment action plan (GAP II) is now available, 
important modifications have been incorporated into the regional action plan (previously amended in 
1999). Information packages containing GAP IT and other information materials about the "polio 
endgame" are being compiled for distribution to all national containment coordinators. Progress is 
also being made at the global level in developing quality assessment tools for confirming the quality 
of poliomyelitis laboratory containment activities and the draft validation tools could successfully be 
tested in two countries in the Western Pacific Region. 

2.3 Progress reports from each country and area on maintaining poliomyelitis-free status 
after certification 

All countries, including the Pacific island countries and areas, provided a comprehensive 
progress report, and summary presentations were made to the RCC. All progress reports and 
presentations to the RCC are available on CD-Rom. 

2.3.1 Cambodia 

Cambodia continued to maintain good quality AFP surveillance, however greater effort is 
required to maintain standards due to increasing utilization of the private sector health sector. The 
National Immunization Programme (NIP) was concerned about the emergence of cVDPV because of 
a recent cluster of Sabin 3 positive AFP cases. Since low routine OPV 3 coverage remains a problem, 
the NIP will expand the amount of OPV supplementary immunizations with the measles and TT SIAs, 
and also will conduct stand-alone OPV immunization activities in selected high-risk areas. 
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One aspect of AFP surveillance that was not of the desired standard is the stool collection 
rate. While the stool collection is adequate (between 70% and 80%) it has never surpassed the 
threshold of 80%. The reason for this is related to the still relatively underdeveloped state of 
Cambodia's health care infrastructure. There are many areas with difficult access and poor health 
infrastructure, where cases are not detected and reported in a timely enough manner to allow the 
collection of adequate stools. 

The Ministry of Health and NIP have made efforts to compensate for this systemic problem by 
conducting active searching for AFP cases in low performance areas, monitoring AFP case clusters, 
and conducting special re-investigation when such clusters occur. The NIP has also increased 
intensity of central level monitoring of surveillance activities in low-performance areas, and increased 
attention to bringing the expanding private sector into the AFP surveillance network. 

Since certification of Cambodia's poliomyelitis-free status, the Ministry of Health and the NIP 
have conducted supplementary OPV immunization activities in the most remote provinces of 
Cambodia, high-risk areas along the Thai border, Phnom Penh slums, and the border town of Poipet. 
OPV was included in SIAs for measles control and neonatal tetanus elimination. The same successful 
techniques used in previous SNIDs and high-risk response immunization (HRRls), such as a rolling 
schedule to ensure adequate supervision and use of mobile teams, continue to be employed in all SIAs 
activities. 

2.3.2 China 

AFP surveillance in China, including new indicators for better timeliness and additional 
requirements for enhanced VDPV surveillance, exceed WHO certification requirements. All 
provinces exceed or are close to recommended surveillance requirements with the exception of Tibet, 
where AFP surveillance and supplementary surveillance activities are weak, and the poliomyelitis 
laboratory is not accredited. 

During 2001 and the first eight months of 2002, 634 polioviruses were isolated from 9000 AFP 
cases. No wild polioviruses or VDVPs with >1% base-pair differences from Sabin reference strains 
were detected. A cluster of three cases of paralysis, including two with an expert diagnosis of clinical 
poliomyelitis, and three contacts was detected in 2002 in Panzhihua and Luzhou Prefectures in 
Sichuan Province. The cases and contacts were linked by time of onset, geographic proximity, and 
sequencing data (three identical base-pair changes in the cases and contacts, with one additional 
identical base-pair change in the contacts). 

Two rounds of high-risk response immunization were conducted in eight prefectures in October 
and November 2002. There is need for additional clarification of the definition of, and appropriate 
response to, cases of vaccine-associated paralytic poliomyelitis (V APP), contact V APP and c VDPV. 
The cases and contacts involved in the Sichuan cluster do not fit any of the current case definitions. 

In all, 28 million children (newborns to three years of age) will be targeted for SIAs during 
winter 2002 through spring 2003. China plans to continue large-scale SIAs to prevent circulation of 
imported wild and indigenous VDPV. 
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2.3.3 Lao People's Democratic Republic 

Lao People's Democratic Republic has continued to maintain a high level of surveillance 
performance to document its continued status of being free of circulating poliovirus. The non-polio 
AFP rate is being maintained at greater than two. Stool collection rates continue to be high, although 
slightly lower than the past several years. The slight decrease in stool collection rates is primarily 
related to increased supplementary surveillance activities. These activities have succeeded in finding 
missed cases. The missed cases invariably have inadequate stools, and thus reduce the adequate stool 
collection rate. Because of the supplementary surveillance activities, and the improved performance 
of provinces that have resulted, it is considered that surveillance for 2001, and so far in 2002, is 
stronger than in 2000. 

Reporting completeness and timeliness from provinces to the central level is good, but there is 
a lack of information about AFP case reporting completeness and timeliness from districts to 
provinces. 

The new performance requirement for 2002 that at least 80% of AFP cases be classified within 
90 days of onset is a challenge for Lao People's Democratic Republic, but the performance for 2001 
and so far in 2002 has been close to 80%. The most important areas for improvement relate to the 
timeliness of 60-day follow-up investigations, and the frequency of National Certification Committee 
(NCC) meetings (to conduct expert reviews of pending cases). 

Clustering of AFP cases continues to be monitored. Thus far, clustering of cases does not raise 
concerns about circulating poliovirus. Similarly, polio-compatible cases are not a cause for concern 
in the country. 

Laboratory results for 2001 and so far in 2002 confirm good surveillance performance. The 
proportion of specimens yielding NPEV is above 20% for both years. Only one poliovirus isolate has 
been isolated in the past two years. VDPV does not currently appear to be a problem in Lao People's 
Democratic Republic. 

Coverage for OPV3 has declined steadily since 1997. The decline is related to the reduction in 
frequency and scope of SIAs, underscoring the reality that routine immunization coverage is not 
presently capable of maintaining high coverage levels on its own. 

2.3.4 Malaysia 

AFP surveillance continues to be well established in Malaysia now with distribution of 
reporting sites corresponding with population density of the country. The non-polio AFP rate was 
maintained at high levels achieving 1.3 per 100 000 children under the age of 15 in 2001 and an 
annualized rate of 1.2 in 2002 to date. 

Adequate stool specimen collection is maintained at about the same level as 2001 but the 
required rate of 80% can still not been achieved. To supplement this sub-optimal performance, all 
AFP cases are being reviewed by the expert panel to ensure that clinical investigation and 
management results concur with a final diagnosis other than poliomyelitis. All AFP cases with onset 
in 2001 and 2002 to date have a final clinical diagnosis available. All AFP cases with onset in 2001 
have a follow-up result available and the percentage of cases with follow-up in 2002 to date is already 
76%. 



- 12-

The NPL continues to function at very high performance levels and has been fully accredited 
un~er WH_~ s~dards since 1998. An analysis was performed for possible VDPV but all 
pohomyelitis Isolates from AFP cases since 1997 were reported Sabin-like. 

National coverage for OPV3 has been maintained at over 90% since 1996 and this rate was also 
achieved in all130 districts in 2001. The national coverage further improved in 2001 to 96.7%. 
Reported lower coverage in Kuala Lumpur attributed to a large proportion of immunizations given by 
the private sector and not included in the coverage reports has been assessed by a coverage survey 
conducted in 2000 and the results confirmed that 89% of children had completed their third dose of 
OPV and diptheria-tetanus-pertusis (DTP) before the age of one. 

The process of laboratory containment of wild poliovirus infectious and potentially infectious 
materials is progressing well and survey forms sent to 447 agencies and institutions involved in the 
search. Out of these, 423 agencies replied returning 513 questionnaires. To assess the containment 
process, inspection visits have been made to 24 government and private laboratories. 

2.3.5 Mongolia 

The AFP surveillance system continues to function at good quality levels with a non-polio AFP 
rate achieved in 2001 at 1 per 100 000 children under the age of 15 and an annualized non-polio AFP 
rate for 2002 to date of 1.5. Investigation of AFP cases is complete and timely. The adequate stool 
specimen collection rate for 2001 was 78%, which has increased to 85% in 2002 (as of October 2002). 

In provinces with sub-optimal surveillance indicators for the past five years, special stool 
surveys were conducted to evaluate the sensitivity of the surveillance system. All polioviruses 
detected in 2001 and 2002 (n=8) tested Sabin-like at the RRL. After having faced performance 
problems in 2001, the NPL was again fully accredited in 2002 with aPT score of 100% and all results 
were available within 28 days after receipt of samples. Poliovirus typing was confirmed for all 
isolates. 

Routine immunization coverage for OPV3 was 94.4% in 2001 and 94.4% for the first 
six months of2002. There was only one province in 2001 with coverage below 90% (Gobisumber at 
87.4%). Catch-up immunization campaigns with OPV were conducted in May and October 2001 and 
2002 as children of migrant populations do not usually register in new areas they settle in and as a 
result, about 5% to 6% of children (3000 to 4000) each year do not receive routine immunization. 

The national inventory of wild poliovirus infectious/potentially infectious materials was 
established in 2001 and materials identified in only one facility, the NPL, destroyed. The laboratory 
staff asked further advise on research materials still being stored at the facility as no records were 
available and the reponsible researcher passed away in 1993. The materials were composed of 
189 phails ofNPEV isolates collected in Mongolia between 1988 and 1990. As no record could be 
found that these samples had tested negative for poliovirus but were collected at a time when wild 
poliovirus was still circulating in Mongolia, they were considered as potentially infectious and 
destroyed. 
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2.3.6 Papua New Guinea 

The performance of AFP surveillance was sustained in 200I at the level achieved over the past 
three years ( I998-2000) but dropped significantly as of the end of September 2002 with 94% of AFP 
cases reported within 14 days of paralysis in 200 I and 70% in 2002. In 200 I, 69% of AFP cases had 
been investigated within 48 hours and 70% in 2002. Late reporting and investigation of the cases 
remains the problem. The reason is decreasing awareness of health staff on the importance of 
continuing AFP surveillance after the certification. Late reporting and investigation affects timely 
collection of stool specimens. Follow up investigation improved to 88% in 2001 and that was the best 
result achieved over the past four years. However, no case has been followed up yet in 2002. 

The main reason of the fall in reporting is lack of commitment and understanding of the 
surveillance officers to continue active AFP surveillance after the declaration of certification of Papua 
New Guinea as poliomyelitis-free in 2000. Health workers consider AFP diagnosis to be less 
important than other diseases causing high mortality and morbidity. The situation has been affected 
by other factors including the worsening socio-economical situation and lack of operational funds for 
disease control and EPI; law and order problems and increased safety risks for health workers; 
frequent turnover of the trained staff in health facilities and provincial health offices; communication 
and transportation problems; and diluting of commitment to the AFP surveillance by other duties and 
priorities. 

The non-polio AFP rate has decreased from 1.621100 000 population under the age of 15 in 
1998 to 0.77 in 2001 and 0.2 in 2002. This is the lowest value over the last five years. Timely 
collection and shipment of stool specimen to laboratory has slowly improved and sustained since 
I997. In 200 1, 69% of AFP cases had adequate two stool specimens in comparison to 20% of cases 
in 2002. Performance of collection of one stool specimen within 14 days from onset was 8I% in 
2001, however, this dropped to 60% in 2002. 

The NPL has been provisionally accredited since 1997, fully accredited in 1999, provisionally 
accredited in 2000 and again fully accredited in 200I. The laboratory is a part of the Global 
Poliomyelitis Laboratory Network. At the end of 200 I and during the first months in 2002 the 
laboratory performance declined due to personnel, management and structure problems. As the head 
of laboratory was on extended leave and his deputy left the institute on short notice, there was not 
enough supervision to maintain performance standards. The laboratory was not able to achieve a 
passing score in the 2002 PT first distribution reaching a final score of 60%. Reporting of results of 
both AFP surveillance specimens and aseptic meningitis specimens to the Department of Health and 
WHO was hampered. Shipping stool samples for parallel testing of stool specimens at the RRL, 
VIDRL in Melbourne had not yet been discontinued after the last accreditation review to further 
increase confidence in laboratory results but was temporarily halted as well. 

The NPL's management fully recognizing the circumstances that led to the fall in performance 
and undertook several basic organizational steps to prevent a recurrence of such a situation. A visit of 
the head of the RRL in Australia is planned for mid-November 2002 to review in detail the work 
practices at the laboratory and make recommendations on required improvements towards 
accreditation. When performance levels are confirmed as good again, a repeat PT will be provided 
and once a passing score has been achieved, the next accreditation visit will be scheduled. 
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Shipping stool samples regularly to the RRL for parallel testing has commenced. The NPEV 
isolation rate is 10% and 90% of all laboratory results in 2002 were available within 28 days of 
receipt. There were no polioviruses isolated from AFP cases but two P3 isolates from the aseptic 
meningitis study were confirmed as Sabin-like by the RRL. 

Both the National Immunization Policy and National Policy on Cold Chain and Logistics were 
published in 2000 giving the priority to improve the routine immunization coverage. The new system 
of distribution of vaccine was introduced and 90% of cold chain equipment changed over the country. 
However, in spite of this, the routine coverage has been falling since 2000, outreach services have 
collapsed and the situation is made even more difficult with deteriorating infrastructure and the 
government's inability to financially support the programme due to financial crisis. The programme 
further faced personnel problems recently when the national EPI manager left the position without 
notice, and financial shortcuts and telecommunication problems cut all telephone lines in the 
Department of Health. Finally the loss of the vertical structure significantly affected the performance. 
The coverage for OPV3 dropped to 30% in 2001 and it is expected to continue its fall in 2002 due to 
election problems. With 16% of the reports computerized, the coverage for OPV3 for is 7%. 

2.3.7 Philippines 

For the first time, all but one region have reached beyond the target on polio AFP rate of 
1 per 100 000 children below 15 years of age, giving the country a non-polio AFP rate of 1.78. 
Significant improvement was also observed in stool collection, with a continually increasing rate of 
adequate stool collection, from 78% in 2001 to 85.3% in September 2002. Thirteen regions are 
maintaining the rate of more than 80% in specimen collection, leaving only three regions needing to 
achieve the target. 

The AFP Expert Panel Committee classified a total of 312 AFP cases during their quarterly 
meetings in 2002. Among these, only six cases are still pending, the rest are discarded accordingly 
after a thorough review of investigation reports, laboratory results and medical records. So far, no 
polio-compatible case has been identified and all poliovirus isolated from the stool specimens are 
Sabins for that period. The NPL continues to be fully accredited under WHO standards. 

The Philippines effectively responded to the cVDPV outbreak detected in 2001 with a 
successful house-to-house operation countrywide. The Philippines Polio Free Maintenance 
Immunization Campaign (PPFMIC) reached 12.1 million children under five years of age with two 
doses of OPV in February and March 2002. The nation-wide door-to-door strategy was implemented 
in high-risk areas where circulation of VDPV might be happening, while others not considered high 
risk adopted the fixed site approach. 

Major steps taken by the Department of Health following PPFMIC are ( 1) signing an 
agreement with UNICEF securing a continuous supply of vaccines for the Philippines (on-going) and 
(2) establishing a five-year strategic plan proposed and developed with UNICEF and WHO as a major 
initiative to strengthen and facilitate coordination of all immunization activities in the country for the 
next five years. 



- 15-

The national inventory of wild poliovirus infectious/potentially infectious materials was 
completed but the laboratory containment data in its present form require considerable validation to 
ensure completeness and accuracy of the national inventory. Laboratory visits need to be conducted 
to validate responses of laboratories claiming to have potentially infectious materials in storage or 
claiming to have none or have already destroyed them. 

2.3.8 VietNam 

VietNam continues to maintain a high standard of AFP surveillance. In 2001, the total number 
of reported AFP cases was 341, the non-polio AFP rate per I 00 000 children under the age of 15 was 
1.09 and 94.1% of reported AFP cases had adequate stool specimen collected. In 2002, up to 
20 October 2002, 309 AFP cases were reported, of which 96.8% had adequate stool samples. 

Active search for unreported AFP cases is in place in all provincial and district hospitals and a 
total of 25 AFP cases have been found at provincial and district hospitals to date. Training 
programmes for health care workers and follow-up visits by regional and national staff are being 
carried out regularly. 

In 2001 and 2002, a total of nine AFP cases with Sabin poliovirus isolates were reported from 
eight different provinces. All stool samples were correctly typed by the national laboratories, and all 
sent to the RRL for lTD. In response to the detection of these isolates, active searches in the reporting 
provinces to look for potential unreported AFP cases were conducted by regional staff. 

Routine coverage for OPV3 among children under one year of age was maintained as high as 
96% in 2000 and 2001. This rate is to be achieved again by the end of 2002. According to the report 
in August 2002, the routine OPV3 rate was 54.8%. 

SNIDs were conducted in November and December 2001 in 36 districts of 12 provinces along 
the south-west border. A total of 552 174 children under five years of age were covered with a 
coverage rate of 97 .4%. This is to ensure a high coverage with OPV in remote borderline areas and to 
prevent effects of a potential importation of wild poliovirus and circulation of VDPV. In 2002, the 
first round of SNIDs was performed from 12 to 16 October 2002 in Danang City, targeting two 
districts in response to an AFP case with residual paralysis upon 60-day follow-up and from whom 
Sabin-like poliovirus type 1 was isolated. The SNIDs covered 99.95% of targeted children. The 
second round is to be implemented in November 2002. In general, SNIDs covered entire target areas 
by means of fixed immunization posts and mobile immunization teams. 

For laboratory containment, visits to major laboratories to monitor the containment were 
performed periodically whenever possible by the provincial preventive medicine centres and by 
regional and national staff. No new infectious or potentially infectious materials for poliovirus have 
been identified to date. 
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2.3.9 Australia 

The NCC continued to function with regular meetings and contributed and cleared the annual 
progress report. 

There were 61 unique AFP case notifications in 2001, of which 45 were classified by the polio 
expert committee (PEC) as eligible non-polio AFP cases, that is, from patients residing in Australia 
and aged less than 15 years with onset of paralysis between 1 January and 31 December 2001, 
resulting in a non-AFP rate of 1.1 per 100 000 population under the age of 15. Two cases had onset 
of paralysis in 2000, two cases were discarded by the PEC as non-AFP, three cases were non
residents of Australia and six cases were older than 15 years of age. Three cases were not reviewed 
by the PEC as no clinical information was received. 

During 2001, an estimate of the incidence of AFP in Victoria was undertaken by VIDRL. 
Using the two-source capture-recapture method the estimated incidence of AFP in Victoria was 1.4 
per 100 000 (95% confidence interval [CI]l.l-1.7). This is consistent with a previous Victorian 
study for the period 1995-1997 where the estimated incidence was 1.7 per 100 000 (95% CI 1.0-2.4). 

Two adequate stool samples were received for 29% of AFP notifications. Forty-eight percent 
of notifications had at least one stool sample collected within 14 days of onset of paralysis. 
Polioviruses were isolated from one AFP patient and characterized as Sabin-like for all three 
serotypes by nucleic acid probe hybridization and ELISA. Subsequent sequencing of the 5'NTR, 
VP1 and 3D regions showed greater than 99.6% homology to Sabin. Ten untyped enteroviruses from 
Australian states were referred to the RRL at the VIDRL from 1 January to 31 December 2001. 
Subsequent passaging of the isolates proved none to be poliovirus. 

The secretariat for the PEC was transferred from the Commonwealth Department of Health and 
Ageing to the staff of the polio reference laboratory at VIDRL in May 2000. PEC meetings held by 
teleconference are scheduled four times a year in line with reporting dates to WHO Geneva for 
inclusion of data into the Weekly Epidemiological Record. Cases are reviewed by the committee and 
classified prior to reporting of data to WHO. Additional meetings are held in cases of possible V APP. 
The committee met five times during 2001. The committee resolved to use the following 
classification system for classifying AFP cases: 

A. AFP - non polio 
B. AFP - more information required* 
C. AFP notification - insufficient information for further classification 
D. Poliomyelitis due to wild poliovirus or V APP (see below for update to include VDPV) 
E. NonAFP 

*Category B is an interim category from which a case must be transferred within 12 months. 

It was also resolved by the committee for consistency in classification that all trauma cases with 
AFP would be considered as true AFP cases. Analysis of previous data showed inconsistency with 
classification of trauma cases notified. Due to the circulation of VDPV in Hispaniola and the 
Philippines, the classification system was updated on 14 February 2002. Classification D now 
includes poliomyelitis due to wild poliovirus, V APP or VDPV. 
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The PEC established a list of presumptive diagnosis for AFP with Guillain Barre Syndrome 
(GBS) accounting for 31% of diagnosis in 2001. Enterovirus 71 was isolated from faecal samples 
from a small cluster of cases in New South Wales in early 2001. 

There were 22 unique AFP case notifications from 1 January to 30 June 2002, of which 12 
were classified by PEC as eligible non-polio AFP cases, that is, from patients residing in Australia 
and aged less than 15 years with onset of paralysis between 1 January to 30 June 2002 resulting in a 
non-AFP rate 0.71. One case is pending classification, one case was a non-resident of Australia and 
four cases were older than 15 years of age. Five cases have not been reviewed by PEC, as no clinical 
information or laboratory information is yet available. Two adequate stool samples were received for 
29% of AFP notifications. Thirty-five percent of notifications had at least one stool sample collected 
within 14 days of onset of paralysis. Twelve untyped enteroviruses from Australian states were 
referred to the polio reference laboratory at VIDRL from 1 January to 30 June 2002. Subsequent 
passaging of the isolates proved none to be poliovirus. 

The structure of the PEC remained unchanged in 2002. The committee met twice during the 
reporting period 1 January to 30 June 2002 and meetings have been scheduled for August and October 
2002. 

The poliovirus reference laboratory at VIDRL is the NPL for Australia and the Pacific island 
countries and areas and serves in the capacity of a national laboratory for Brunei Darussalam. The 
laboratory also serves as a RRL, receiving specimens and virus isolates for lTD from the national 
laboratories of Hong Kong, Malaysia, New Zealand, Papua New Guinea, the Philippines and 
Singapore. The laboratory re-tested specimens from AFP patients from the national laboratories of 
Papua New Guinea and Mongolia and from cases of aseptic meningitis from Papua New Guinea 
between 2000 and 2002 as part of an ongoing assessment of quality control. 

The poliovirus reference laboratory achieved a score of 100% for PTs in poliovirus isolation 
and identification, and for the lTD methods of nucleic acid probe hybridization (NAPH), ELISA and 
diagnostic polymerase chain reaction (PCR) in 2001. Full laboratory accreditation was retained. 
In 2002, the laboratory scored full-marks for poliovirus isolation and the ELISA lTD method. The 
poliovirus reference laboratory retained full accreditation as a diagnostic testing facility following a 
site visit to VIDRL in August 2002, by consultants from the National Association of Testing 
Authorities (NAT A), the organization responsible for accrediting such facilities within Australia. 

All poliovirus isolates are routinely tested by two methods of lTD, one antigenic (ELISA) and 
the other genetic (NAPH or diagnostic PCR). If the antigenic and genetic test results are incongruent, 
the test result is reported as inconclusive and the isolate is shipped to a global specialized laboratory 
for further characterization. 

Prior to 2001, only one means of lTD testing of poliovirus isolates was required. Retrospective 
testing of isolates identified after 1 January 2000 that had not been previously tested by ELISA was 
completed in 2001. Five non-Sabin-like P2 isolates and 17 isolates (7 Pl, 3 P2 and 7 P3) with 
inconclusive lTD were identified in 2001. These isolates were part of a shipment resulting from a 
laboratory refrigerator clean-up and have been destroyed by appropriate means. Two isolates 
(1 P1 and 1 P2) from non-AFP cases tested as double reactive by ELISA in 2002. Both isolates were 
Sabin-like by NAPH and thus were inconclusive for lTD and were shipped to a global specialized 
laboratory. 
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The first of the isolates with inconclusive lTD from 2002 was shipped 11 days after the test 
result to a global specialized laboratory (NIID, Tokyo, Japan). While this shipment was being 
prepared the second inconclusive lTD result occurred and this isolate was shipped with the first. 
The VPI region of both isolates was sequenced by NIID and reported as Sabin-like with 99.6% and 
99.8% homology for the PI and P2 isolates respectively. The first case was a five-month-old baby 
from Sydney with immune deficiency who had received Sabin vaccine 10 days prior to the onset of 
symptoms. A second set of faecal specimens was collected six weeks after the first to determine if 
viral shedding was ongoing. No virus was isolated from the second set of specimens. The treating 
doctor indicated that the Salk polio vaccine would be administrated to this child in the future. The 
second case was a five-month-old baby from Melbourne with suspected cytomegalovirus (CMV) 
infection. The isolation of poliovirus was regarded as incidental and further case details are pending. 
A second specimen was requested at that time but was not received. PEC discussed both of the cases 
with inconclusive lTD. 

Reported OPV3 coverage in 2001 was 92.1% and at the end of June 2002 (age calculated at 
31 March 2002), coverage rates for OPV was 94.2% for children two years old. No supplementary 
immunization was conducted. 

In January 2002 the Infection Management Section (IMS) of the Communicable Diseases and 
Health Protection Branch, Department of Health and Ageing was given responsibility to complete the 
national inventory of wild polioviruses. The project team has reviewed the survey process and taken 
steps to maximize data capture. The database was substantially edited and updated: duplicate records 
were resolved; new records were added for more recently received surveys; and incomplete or 
conflicting entries were noted and those organizations recontacted. 

A range of tasks were undertaken to improve data capture. These included contacting 
organizations that had failed to respond to surveys or those that provided incomplete answers to 
surveys and identifying and contacting laboratories or target groups that were not surveyed in the 
initial process (e.g. defense laboratories). Contacting organizations by phone was found to be the best 
way of obtaining timely and accurate information. The personalized approach provided organizations 
to question the process and to work with the National Coordinator in completing the surveys. Any 
questions or confusion could be resolved promptly. 

As the survey process had commenced in 2000, some of the entries in the database had become 
out of date. The IMS team found 30 organizations that initially could not be located. The National 
Coordinator utilized a number of existing mechanisms to determine if these organizations still existed, 
whether they had merged with other services or had changed affiliations. Inquiries were made 
through the Public Health Laboratory Network (PHLN) to see if members recognized the 
organizations in their Statefferritory jurisdictions. Inquiries were also made through the Pathology 
Section of the Department of Health and Ageing, the Health Insurance Commission and the Royal 
College of Pathologists. This strategy proved very useful in supplying up-to-date information and 
allowing the National Coordinator to either contact the organizations, determine those who no longer 
existed, or to link laboratories to other organizations that had already responded. At the end of this 
process, all of the 30 organizations had been accounted for. 

Capturing universities and other larger educational and research institutions was more 
challenging due to the large number of faculties/schools and research laboratories within such 
organizations. The approach taken by Australia was to contact the Chancellor's office as the first 
point of contact. If this approach was unsuccessful, contact was made with members of the 
Institutional Biosafety Committees. These committees are aware of the types of projects being 
undertaken within individual laboratories and are a good central point from which the organization 
can collate responses from different schools or campuses. A major challenge was finding the right 
person who would actively pursue the collection of surveys from the various campuses. For example, 
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the University of ~u~ensland, one of Australia's largest universities, returned over 300 surveys which 
was a huge coordmation effort for the university contact person. 

. The majority o~ th~ organizations were highly cooperative, appreciating the importance of their 
role m the global eradication effort. Turnaround time for surveys was excellent, often within 
24-48 hou:s, and the overall response rate for surveys was 99% to 100%. Currently the database 
holds entnes for 2209 organizations and of these 2207 organizations have fully responded to the 
survey process. To date, the two remaining organizations are agricultural/environmental in nature and 
are considered to be at very low risk of holding wild poliovirus or potentially infectious material. 

To ensure that the highest number of organizations possible were contacted, advertisements 
were placed in relevant national journals such as the Communicable Diseases Intelligence (a 
Commonwealth publication), the Australia Microbiology (AM), Today's Life Science and also a 
Research and Development Circular (distribution of the AM and Todays Life Science journals 
extended to approximately 10 000 readers in science related fields). These journals are distributed 
manually or electronically to all associated members, hospitals, pathology services and teaching 
laboratories. Advertisements were also placed on the websites of groups including NATA, the 
Australian Institute of Medical Laboratory Scientists (AIMS) and the Royal College of Pathologists. 

The national inventory of wild poliovirus stocks and potentially infectious materials is now 
complete and contains 16 different organizations and the majority of samples are reference strains 
derived either from clinical specimens or vaccine strains. 

The IMS project team is currently reorganizing the database in line with WHO suggestions. 
This involves breaking down the information gathered in terms of affiliation and function including 
public (government funded) versus private, hospital, pathology, university, research, environmental 
and industry. The database will therefore evolve into a more useful resource for recording and 
maintaining containment facilities. The database reorganization will be completed by 
December 2002. 

The laboratory containment of poliovirus process and data recorded in the database will be 
subject to a validation process. It is envisaged that the process will be overseen by an external panel 
of relevant health professionals who will review the three staged survey approach, the quality of the 
responses received from the organizations surveyed and how these responses were used to complete 
database entries and formulate the national inventory. The national inventory of poliovirus stocks 
will also be included in this review for an analysis of the types of polio samples and potentially 
infectious materials laboratories are storing and why. This process is expected to be completed by 
March 2003. 

2.3.10 Brunei Darussalam 

The NCC continued its work to ensure that all aspects of the post-eradication activities are 
sustained and conducted accordingly. 

The AFP surveillance framework adopted prior to certification continues to be maintained with 
particular emphasis on coverage and completeness of the AFP surveillance from the various selected 
reporting sites. During 2001 and up to August 2002, the performance of the AFP surveillance was 
found to be at certification standards. The zero report of AFP case during this period was 
substantiated by the absence of AFP case detection during the six monthly (July/December 2001; 
January/June 2002) and annual retrospective reviews (Year 2001) of the reporting sites. 

The NCC, which also acts as the Expert Panel, reviewed one case initially reported as an AFP 
case in January 2002. Subsequent investigation and discussion conclusively discarded the case as 
non-AFP as the presenting symptoms indicated the child had developmental delay and bilateral 
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weakness of the lower limbs which were non-acute in nature. 

The national EPI integrated its tenth antigen, the Haemophilus influenzae type b (Hib) vaccine 
in April2002. Coverage for all antigens including polio vaccine during 2001 continued to_ be . 
maintained at high levels both nationally and sub-nationally (OPV3 coverage 100%). In view of this, 
SIAs are not deemed necessary at this time. 

Laboratory facilities for viral isolation are still unavailable in the country. Previous 
arrangements for analysis of stool specimens from all AFP cases with the RRL in Australia continue 
to be maintained. Apart from the nine laboratories identified during the initial screening for 
laboratory containment purposes (of which all were determined to be handling clinical specimens not 
potentially infectious in nature), no further laboratories had been identified during 2001 and 2002 to 
date. 

2.3.11 Hong Kong (China) 

After achieving its poliomyelitis-free status, Hong Kong has maintained its existing measures 
and efforts to support WHO towards global certitication of eradication of poliomyelitis. 

The AFP surveillance system continues to function effectively. The target of detecting at least 
one AFP case per 100 000 population below the age of 15 was achieved in 2001 (1.5 per 100 000), 
and the rate was 0.82 in the first nine months of 2002 (annualized rate of 1.1 per 100 000). The 
targets for most of the other surveillance indicators were achieved in 2001 and the first nine months of 
2002. The Government Virus Unit, the designated NPL for Hong Kong, has remained fully 
accredited since 1997. 

The immunization coverage rates for polio vaccine have been maintained at 90% and above. 
However, because of the highly mobile population and the many international visitors travelling to 
Hong Kong, the possibility of importation of the disease should not be overlooked. To ensure that 
prompt response can be elicited, an action plan on the response to importation of wild poliovirus has 
been prepared. Epidemiological data are also regularly exchanged with neighbouring areas. 

Hong Kong started laboratory containment of wild poliovirus in 1999 and an inventory of 
laboratories has been established. Two laboratories had in their archives potentially wild poliovirus 
infectious materials and have subsequently destroyed the materials satisfactorily. Letters have been 
sent to research laboratories reminding them to keep the National Coordinator for Laboratory 
Containment informed if clinical specimens are to be imported from countries where poliomyelitis is 
still endemic. Through this mechanism, six vaccine strains of poliovirus were identified from one 
research laboratory in 2001, and they were destroyed under official witness. 

2.3.12 Japan 

The NCC assembled four times for discussion, including on a possible vaccine-associated case 
in Kyoto and the adoption of inactived polio vaccine (IPV) for routine immunization in Japan. 
Members discussed important aspects such as feasibility, how to get national consensus, how to keep 
high vaccine coverage and the possibility of combined vaccine with diphtheria-pertussis-tetanus 
(DTP). 

The NCC also analysed the progress of the wild poliovirus containment survey. A 
questionnaire was distributed to 10 386laboratories (clinical, teaching, research, etc.), hospitals, 
private diagnostic companies, etc; 6535 responded as of March 2002. Forty-three laboratories 
reported having wild polioviruses or materials potentially containing wild polioviruses. Inquiries to 
non-responders by telephone are still ongoing, but the remaining institutions are all non-biological 
laboratories and are very unlikely to possess wild polioviruses. The national containment 
coordinating group is going to examine the presence of polio viruses in "possibly containing 
materials". One specialist was assigned for this task. 
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The system of poliomyelitis survey in Japan is composed of multiple public health systems for 
infectious diseases. In October 1998, a new "Law for Control of Infectious Disease" was established 
and poliomyelitis was designated as a second grade infectious disease requiring immediate reporting 
to health authorities and strict investigation and control measures. Detailed guidelines for 
identification of poliomyelitis and response were also established. However, this law only deals with 
poliomyelitis caused by wild-polioviruses. Vaccine-associated cases are not covered. This point may 
have to be reconsidered in 2003, when this law will be revised. 

Poliomyelitis is considered to be an important disease in Japan and virological surveillance of 
enteroviruses has been the key element of "Infectious Agents Survey" in Japan since 1970. The 
Laboratory of Enteroviruses, Department of Virology IT, NllD has been performing as the NPL since 
1962. A nationwide network of 71 district public health laboratories (DPHL) under the coordination 
of the NPL has been functioning well. Samples were collected two months after the routine OPV 
vaccinations from healthy children from newborns to six years of age. In 2001, 880 samples from 
14 prefectures were examined, of which 147 samples (17%) had cytopathogenic agents. Four 
vaccine-derived type 2 polioviruses were isolated. The NPEV isolation rate in 2002 (16%) was 
almost the same as in 2000 (17% ). Echo 11, Coxsack:ieviruses B3 and B5 were the main causative 
agents for aseptic meningitis in 2001. 

The NPL at NllD, which also serves as a RRL and a global specialized laboratory has been 
fully accredited for the period August 2002 to July 2003. 

In Japan, routine OPV immunization has been done twice a year (spring and autumn). The 
vaccine coverage rate in 2000 was not as high as in previous years. In June 2000, two children 
developed a disease after OPV immunization in the same prefecture. One resulted in acute sudden 
death after two weeks of poliomyelitis vaccination. No clinical symptoms of poliomyelitis were 
observed. The other case presented with high fever and transient paralysis. He was vaccinated six 
months before clinical manifestation. No virus was isolated even from adequate stool specimens. 
Both cases were not shown to be due to OPV. However, the local government stopped vaccination 
until the safety of the particular lot of OPV was confirmed. The Ministry of Health had reluctantly 
followed their decision and suspended the rest of the spring vaccination in other prefectures. 
Fortunately, most of the target infants had already been vaccinated by that time. The routine autumn 
vaccination took place and overall coverage in 2000 was 81.1%. This is the lowest rate in the recent 
history of poliomyelitis vaccination in Japan. 

In November 2001, a 38-year-old man developed severe flaccid quadriplegia 35 days after his 
one-year-old daughter received OPV. He himself had no OPV vaccination during childhood. 
Repeated trials of virus isolation were unsuccessful because adequate stool samples were not 
collected. Antibody titers to poliovirus type 2 in cerebrospinal fluid (CSF) and serum elevated from 
1:32 and 1:8 on 14 November 2001 to 1:256 and 1:362 on December 11,2001 respectively. Magnetic 
Resonance Imaging of the spine revealed a novel finding of marked contrast enhancement in the 
cauda equina, in addition to characteristic T2 high-intensity lesions at the bilateral anterior horns of 
the spinal cord. From these data, this case was considered to be a vaccine-associated case. Contacts 
were extensively examined. Neither disease nor virus was detected. 

On 22 April 2002, a one-year-old boy had paralysis of the left leg and walk disturbance 
six days after OPV vaccination. Poliovirus type 3 (sabin-like) was isolated from his stool and throat 
swab, but not from CSF. Paralysis of his leg had healed completely by 7 May 2002. This case was 
not recognized as acute poliomyelitis. 
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2.3.13 Macao (China) 

. ~e NCC continues to function in unchanged membership and monthly contacts are being 
ma.mtamed between members and the National Poliomyelitis Coordinator. 

Three AFP cases among a I 00 000 population under 15 years of age were detected from 
1 January 2001 to 30 September 2002, achieving a non-polio AFP rate above I. All cases had 
adequate stool samples taken which tested negative for poliovirus at the NPL in Hong Kong. The 
expert panel reviewed all AFP cases and assigned a fmal diagnosis. No poliomyelitis compatible case 
has been identified among them. 

A high level of oral poliomyelitis immunization coverage has been sustained two years after its 
poliomyelitis-free certification. In 2000 and 2001 respectively, 91.8% and 92.2% of all children 
were immunized with three doses of trivalent poliomyelitis vaccine by their first birthday. 
Poliomyelitis immunization is part of the routine immunization provided throughout the health care 
system and the high coverage rate is expected to be sustained in future years. 

Under the containment effort, no new laboratory or any poliovirus infectious or potentially 
infectious materials have been identified since the national inventory was established. 

2.3.14 New Zealand 

NCC and expert panel continue to function with regular meetings and each AFP case 
reviewed has an assumptive diagnosis assigned. 

From January 2001 to July 2002, the pediatric surveillance unit (NZPSU) received notification 
of 15 AFP cases. The non-polio AFP rate for 2001 was 1.29 per 100 000 population of children under 
the age of 15. For the period January to July 2002 the annualized rate was lower at 0.9 per 100 000 
children under 15 years of age. Due to New Zealand having a small population, the expected annual 
number of AFP cases is low so it is hard to identify areas where the AFP reporting rate is less than 
would be expected. An audit of "missed" AFP cases from 2000 and 2001 was undertaken by the 
NZPSU and revealed a total of two cases of GBS out of 27 AFP cases (17 GBS, four transverse 
myelitis, one trauma and five "other" non-polio) that had not previously been reported to the NZPSU 
that should have been. 

In 2001, 54.5% of cases had adequate stool samples, and for the period January to July 2002 
this figure was 75%. The system successfully captured the required rate of AFP, however, the rate of 
stool testing is not yet meeting the WHO criteria. The NZPSU continue to remind clinicians of the 
need to make telephone notifications of AFP to ensure that timely stool specimens are sent to the 
Institute for Environmental Science and Research (ESR) for appropriate testing. To address the issue 
of early discharge from hospital, a specific protocol has been devised. NZPSU will inform the 
notifying paediatrician that if the stool specimen has not been taken prior to time of discharge, the 
sample should be taken by a general practitioner and returned to the hospital. NZPSU will instruct the 
general practitioner's nursing staff to forward the stool sample to their local hospital laboratory and 
NZPSU will inform the hospital laboratory that a stool will be coming that needs to be sent to the 
NPL. NZPSU will then inform the NPL that a stool sample is on its way and give the details 
including the person in charge of the delivery. The NPL will contact the hospital laboratory in case 
no stools are received or if there are any problems. 



- 23-

The NPL remained fully accredited under WHO standards. The NPL is part of New Zealand's 
enterovirus laboratory network which comprises five laboratories which cover the entire population. 
Enterovirus surveillance operates year-round and is based on routine diagnostic service for patients 
attending hospitals or general practices. Hospital laboratories report all enterovirus isolations and/or 
typing results weekly to the NPL and this data is then available nationally. Untyped or untypable 
enteroviruses including polioviruses from non-AFP cases are referred to the NPL for identification. 

One discordant poliovirus type 3 was isolated in 2001 from a two-month-old girl who had 
peripheral shutdown, vomiting and sweet smelling loose bowel motions. Probe hybridization showed 
a typical Sabin 3 like strain but ELISA showed as a double reactive virus (either a mixture of wild and 
Sabin 3 like strain or a VOPV). This isolate was forwarded to the RRL in Japan for sequencing. 
Sequencing analysis showed that the isolate was 99.8% identical to Sabin 3 with only two nucleotides 
difference. The final conclusion for this isolate was a Sabin 3 like strain. 

New Zealand changed from OPV to IPV in February 2002. The IPV schedule is combined 
with diphtheria, tetanus and acellular pertussis (OtaP-IPV) that is given at six weeks, three months, 
five months and four years of age. IPV is also available as a single antigen at age 11 (IPOL) for those 
who have not already had four immunizations when they reach that age. The change to IPV was 
eventful with no adverse publicity or adverse events reported. 

The NPL monitored the environmental and clinical presence of vaccine viruses during the 
transition from OPV to IPV. Inpatient pediatric monitoring took place from November 2001 to 
June 2002 and there was a marked decline in the isolation of OPV from a prevalence of 6.9% in 
clinical samples to an absence of OPV beginning in March 2002 and sustained through June 2002. 
The monitoring of environmental samples consisted of taking samples from sewage plants in three 
major population centres from November 2001 to July 2002. Prior to February 2002 the vaccine 
strain was isolated in 86% of sewage samples. There was a marked and statistically significant 
decline following the change to IPV but the end point is not yet clear with OPV isolated in sewage 
sample in July 2002. 

New Zealand has not opted to retain stocks of OPV for the purpose of outbreak control in the 
unlikely event of an importation. The initial response would be limited use of IPV with further 
consultation with WHO. 

Under the laboratory containment effort, wild polioviruses stored at the NPL were destroyed on 
28 March 2001 by autoclaving. In addition, Auckland virology laboratory had stored "presumed 
Sabin viruses". These were old isolates collected in the 1970s or 1980s and no ITO was done. It was 
assumed that they were Sabin viruses. Auckland laboratory wanted to keep these presumed Sabin 
viruses and the NPL offered services to test them to make sure they were indeed Sabin viruses. 
Viruses were forwarded to the RRL in Australia for ITO. Some of these presumed Sabin viruses 
showed aberrant ELISA results and were further forwarded to the global specialized laboratory in 
Japan for sequencing. After the sequence data were received, Auckland virology laboratory destroyed 
these wildtype isolates. 

2.3.15 Pacific island countries and areas 

Since certification of poliomyelitis-free status of the WHO Western Pacific Region, the 
Subregional Certification Committee (SCC) met twice from 18 to I9 October 200I and from 
10 to II October 2002 to review progress in maintaining poliomyelitis-free status after certification 
and review and make final classifications of all AFP cases reported since the last reviews. 

Although 58 hospitals in all 20 countries continue to constitute the active AFP surveillance 
network of the Pacific island countries and areas, the required regular reporting to WHO has 
significantly decreased since 2000; 37 out of 58 hospitals failed to submit reports in 2001 and 
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28 hospitals failed to do so in 2002 so far (January to June). The sec considers as possible reasons 
misconceptions that after certification of poliomyelitis-free status AFP surveillance is no longer 
required, low priority given to the continuation of poliomyelitis eradication activities after 
certification, high tum-over of coordinators and key clinicians involved in the system, new staff who 
are not always aware of the requirements, and insufficient prompting and follow-up. 

A non-polio AFP rate of one per 100 000 population of children under the age of 15 was 
achieved in 2001 but that the annualized rate in 2002 (0.9 per 100 000 children under the age of 15) 
has not yet reached the minimum requirement. Retrospective record reviews conducted in Fiji, 
Samoa, the Solomon Islands and Tonga identified unreported AFP cases leading to the assumption of 
the system not yet being sensitive enough and thus missing cases. Adequacy of stool specimen 
collection remains very low at 36% in 2001 and 29% in 2002 to date. 

Poliomyelitis immunization coverage for the Pacific sub-region remains at about 83% to 86% 
overall with some uncertainty due to inaccuracies in routinely reported data in a few countries, 
e.g. Vanuatu. Although poliovirus importation is unlikely anywhere in the Pacific, the SCC considers 
a few countries as more vulnerable to local transmission based on population immunization rates. 
These include the Federated States of Micronesia, the Marshall Islands, and the Solomon Islands. 
Coverage in the latter varies considerably by province. 

Thus, the areas of particular concern to the sec are: 

• decline in routine monthly reporting from hospital surveillance sites; 
• problems with adequacy and timeliness of stool collection; 
• lower immunization coverage in a few countries; and 
• AFP cases missed by the hospital-based active surveillance network. 

Because of the long interval since poliomyelitis was endemic in the Pacific, the low risk of 
poliovirus re-introduction and circulation, and the generally high immunization coverage rates, the 
SCC continues to conclude even with sub-optimal performance of the AFP surveillance system that 
the Pacific continues to be free of indigenous poliomyelitis and to have sufficient and significant 
barriers to re-establishment of introduced wild poliovirus. Continued vigilance and achievement of 
high quality surveillance and immunization activities is required at least until global certification is 
achieved. 

2.3.16 Republic of Korea 

The NCC continued to review all AFP cases detected through surveillance activities for the 
final classification and has met regularly to discuss issues related to the national documentation. 
In 2002, there was a meeting of the expert panel including NCC and neurologists to review two AFP 
cases in Korea and discuss review of results of the retrospective chart review in Busan and Gwangju 
from 2000 to May 2002. 

The laboratory of enteroviruses designated as the NPL was fully accredited in 2000 and 2001 
under WHO standards. The NPL is also operating nationwide enterovirus surveillance and all 
polioviruses detected through the enterovirus surveillance mainly targeting aseptic meningitis patients 
will be isolated and identified at the NPL. Hand-foot-mouth disease/herpangina surveillance began in 
2001. In general, all poliovirus samples regardless of source (AFP surveillance, enterovirus 
surveillance, environmental surveillance) are examined in the NPL and also sent to RRL for lTD. 
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In 2001, 590 reports of monthly zero reporting including 25 AFP cases were reported from 
70 hospitals nationwide. This makes 70.2% of completeness in reporting. When considering 
timeliness of reporting, which means monthly reporting within the first week of the following month, 
529 reporting (63%) were reported on time. Retrospective chart review was conducted in 2002 to 
review AFP cases in Busan and Gwangju from 2000 to 2002. Thirty-six AFP cases were found from 
retrospective record review and reviewed by the expert panel. There were no polio-compatible cases 
identified. 

The Republic of Korea has completed phase 1 of laboratory containment of wild poliovirus 
infectious/potentially infectious materials. After sending screening forms to 244 institutes, 
universities and hospitals, there have been replies from all places. Only three laboratories were found 
to have relevant samples. These laboratories were requested to complete an inventory form and send 
the completed form to the national coordinator. All relevant samples are stored under at least BSL 
2/polio conditions. All the information was listed in the national inventory form. A copy of the 
national inventory will also be given to the NCC and sent to the Ministry of Health and Welfare to 
keep on file for future reference when Phase 2 begins. This inventory will be regularly reviewed and 
updated until global certification of eradication is achieved. 

The poliomyelitis immunization level has been sustained at the level of 90% to 95% 
(estimated) since the 1980s. From 2002, the use of IPV is possible by the recommendation of the 
Association of Pediaticians. The Division of Communicable Disease Control in the National Institute 
of Health has overall responsibility for immunization services in Korea. For several decades now, 
oral poliovirus vaccine (TOPV) has been recommended for EPI by the Korean Advisory Committee 
on Immunization Practices (ACIP) together with other vaccines including diphtheria, tetanus 
pertussis, (DTaP), measles, mumps, rubella (MMR), tuberculosis and viral hepatitis B for infants and 
younger children. National poliomyelitis immunization will be continued in order to maintain high 
levels of coverage and population immunity. 

2.3.17 Singapore 

The NCC continued to function in unchanged membership and meet annually to review AFP 
cases and monitor the various surveillance activities for poliomyelitis eradication. 

In 2001, nine AFP cases were reported resulting in a non-polio AFP rate of 1.3 per 100 000 
population under the age of 15. Forty-four percent of the cases had adequate stool samples taken and 
for 78% follow up examinations were conducted. From January to July 2002, three AFP cases were 
reported (annualized non-polio AFP rate of 0. 7) with 33% adequate stool specimens collected and all 
having a follow up examination done. All AFP cases investigated in 2001 and 2002 were discarded 
as non-polio AFP cases. 

The Virus Laboratory, Department of Pathology, Singapore General Hospital, was designated 
as the NPL in 1995 and it is the only laboratory that performs enterovirus isolation and typing. The 
NPL participates annually in the WHO proficiency tests for the isolation of enterovirus and has 
continued to achieve a full score of 100% in these tests, thus remaining fully accredited. In addition 
to stools from AFP or suspected AFP cases, the NPL also receives stool specimens from other sources 
for poliovirus isolation. 
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Over the last four decades, immunization coverage has remained high. In 2000 and 2001, the 
immunization coverage for poliomyelitis in infants was 91% and 93% respectively. 

The National Coordinator implemented Phase 1 of the Action Plan of the Laboratory 
Containment in November 1999. The national search to identify laboratories that may have stored 
wild poliovirus infectious or potential infectious material was successfully completed. From the 
national search, only one laboratory (a diagnostic and research laboratory at the National University 
of Singapore) was identified to have stored infectious wild poliovirus material. The laboratory has 
since destroyed the infectious material according to WHO guidelines for destruction of such 
materials. The national inventory has been updated and three new research agencies have been 
included in the inventory. 

3. CONCLUSIONS 

The Commission concluded after careful review of all country reports that the Western Pacific 
Region has remained free of indigenous wild poliovirus under circumstances of good quality 
surveillance. 

The Commission was very impressed with the high quality of country progress reports and 
frank assessments of problems affecting national poliomyelitis eradication programmes. The 
Commission also appreciated the informative value of country presentations and diversity of 
programme aspects discussed. 

The Commission noted that most countries have managed to sustain good quality AFP 
surveillance and immunization activities but that there are also examples of declining efforts to 
maintain poliomyelitis-free status. 

The Commission noted that NIPs undertake regular efforts to identify areas of sub-optimal 
routine immunization coverage particularly among high-risk populations and respond by conducting 
supplementary immunization responses, often in country specific approaches. The Commission 
acknowledged that these continued efforts require large financial and human resource inputs five 
years after the last indigenous wild poliovirus case occurred and two years after certification was 
achieved. 

The Commission reiterated that maintenance of poliomyelitis-free status and constant work to 
create a barrier not only against imported wild poliovirus but also against the emergence of VDPV 
makes a significant contribution beyond this Region towards global eradication and eventually 
certification. 

The Commission shared the great concerns of the TAG that the global poliomyelitis eradication 
programme will miss the target to interrupt global wild poliovirus transmission in 2002 and 
poliomyelitis in neighbouring regions will continue to pose a constant threat to achievements made in 
the Western Pacific Region. 
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Thus, the Commission continued to urge all countries to make continued efforts to reach and 
maintain sufficient levels of surveillance quality at national and sub-national levels, and to improve 
and maintain high, uniform routine immunization coverage, as well as to conduct supplementary OPV 
immunization wherever necessary. 

The Commission reiterated its concerns that with delay in reaching global eradication financial 
support, both from national governments and international partners, is in danger of being re-directed 
to other public health activities. To maintain certification standards and respond to enhanced 
surveillance quality requirements the same level of funding support for the Region will be required. 

The Commission commended countries in Western Pacific Region for investigating clusters of 
AFP cases with particular attention to suspected cVDPV and considered the approach particularly 
important in populations at highest risk, i.e. in China, the Mekong Region and Papua New Guinea. 

The Commission noted that further progress has been made towards completing phase 1 of 
laboratory containment for wild poliovirus infectious/potentially infectious materials and reiterated 
the urgent need for countries not yet having fully established a national inventory to complete it as 
soon as possible. The Commission supported efforts to assess and validate quality, accuracy and 
completeness of implementation of each stage of containment activities and requested the secretariat 
to review containment documentation needs at national and regional level. 

The Commission recognized the expansion of the mandate of RCCs and NCCs to be an issue 
for discussion and further deliberation on a global basis. 

The Commission already noted the implications of the episode of c VDPV in the Philippines in 
2001 for AFP case classification during its previous meeting. In addition to revisiting this 
classification aspect, the Commission wished to address the issue of V APP as it relates to the virus 
classification scheme. Although some countries in this Region that rely on AFP surveillance wish to 
use V APP as an indicator for poliomyelitis surveillance, it is clear that the present scheme does not 
explicitly suggest this role for expert committees in poliomyelitis-free countries. The Commission 
appreciated the emphasis of the classification scheme on wild poliovirus cases but requested WHO to 
introduce general suggestions for a revised classification scheme for consideration of global technical 
bodies. The Commission considered it to be very desirable to include the fmding of different VDPV 
isolation results into an analogous scheme post certification. 

Country specific conclusions 

3.1 Cambodia 

The Commission commended Cambodia on the attention paid to all the country specific 
recommendations made during the previous RCC meeting. 

The Commission appreciated the efforts made to validate the sensitivity of the AFP 
surveillance system and particularly encourages continuation of regular cluster analysis. However, 
further efforts still need to be made to achieve adequate stool specimen collection rates at certification 
standards. 

• 
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The Commission commended Cambodia for the efforts made in investigating potential V APP 
cases as part of specific screening for VOPV. 

The Commission noted that involvement of the emerging private health sector in Cambodia in 
AFP surveillance is progressing and encouraged the programme to further strengthen the 
collaboration. 

The Commission appreciated the efforts made to improve the low routine OPV3 coverage but 
considers annual SIAs to be essential to address immunity gaps in high-risk populations. 

3.2 China 

The Commission commended China on the continued high quality performance of the AFP 
surveillance system and particularly for improving timeliness of ITO results available within 
two months of onset of paralysis. 

The Commission commended China for rapid investigation of AFP cases and clusters due to 
suspected VOPV and considered it as excellent opportunities for the global programme to derive at 
better understanding of divergent Sabin poliovirus evolution. The Commission noted that 
clarification of case defmitions and recommendations for response will be raised as agenda items 
during upcoming TCG meetings. 

The Commission encouraged China to consolidate the recommendations of the global 
poliomyelitis laboratory network for ITO testing of all poliovirus isolates, including mixed specimens, 
with both molecular and antigenic lTD methods, as well as timely sequencing of all isolates with 
discordant and atypical lTD results. 

As the Commission recognizes the critical role of the China poliovirus laboratory network in 
the global poliomyelitis eradication programme, the Commission urges the appointtnent as soon as 
possible of an acting or permanent director responsible for daily management of the National 
Reference Polio Laboratory and China Polio Laboratory Network. 

Given the intensive wild poliovirus transmission in neighboring regions, particularly in 
Northern India, the Commission strongly encouraged heightened awareness on the necessity for high 
quality AFP surveillance and high immunization coverage in populations in contact with border areas 
and high risk populations, particularly Tibet where the sub-optimal performance of the poliovirus 
laboratory is of concern. 

The Commission noted further progress in establishing a national inventory of wild poliovirus 
infectious/potentially infectious materials. The Commission supported the expressed need for 
containment process assessment tools and establishment of reporting requirements by the GCC but 
requested China in the meantime to follow the second edition of the global containment action plan. 
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3.3 Lao People's Democratic Republic 

The Commission appreciated supplementary surveillance efforts in Lao People's Democratic 
Republic and agrees that such activities should be continued. The Commission understood that 
slightly lower stool collection rates may result from missed cases detected through record reviews and 
active searching but encouraged the country to make efforts to achieve certification standard for 
adequate stool specimen collection rate. 

The Commission recommended that an effort be made to improve the timeliness of 60-day 
follow-up when possible, but recognized the surveillance unit capacity to balance AFP surveillance 
priorities with its other responsibilities and encourages international partners to support provision of 
assistance in conducting follow-up investigations as well as record reviews and active searches 
towards capacity building. 

The Commission encouraged central level involvement at provincial and district level as 
important for maintenance of surveillance excellence and agreed that central level participation in 
60-day follow-up investigations is critical also in order to verify the quality of the original 
investigation. 

The Commission commended the progress in 2002 with conducting expert review meetings but 
recommended that the NCC meet frequently enough to maximize the proportion of cases classified 
within 90 days of onset. 

The Commission was concerned about the unknown reliability of the district reporting to 
provinces and urged the surveillance unit to set up a system for tracking district reporting. 

The RCC appreciated the frankness about inability to maintain high OPV3 coverage through 
routine immunization services and supported the use of SIAs to raise coverage. 

3. 4 Malaysia 

The Commission commended Malaysia for continued implementation of activities to maintain 
poliomyelitis-free status and particularly appreciated the efforts of the national expert panel and its 
secretariat to provide a final diagnosis for all AFP cases under circumstances of sub-optimal adequate 
stool specimen collection. 

The Commission perceived a continued risk of importation of wild poliovirus due to frequent 
travel between Malaysia and poliomyelitis-endemic countries on the Indian subcontinent and 
encouraged regular efforts to identify such contacts. 

3.5 Mongolia 

The Commission commended Mongolia on the sustained high-level performance of 
surveillance, immunization and laboratory containment activities in order to maintain its 
poliomyelitis-free status. 

The Commission particularly noted the improvement in performance of the NPL back to 
certification levels and encouraged national authorities and partners to maintain the level of support 
provided. 
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3.6 Papua New Guinea 

The Commission commended Papua New Guinea on the frank assessment of problems 
affecting the national poliomyelitis eradication programme. 

The Commission was seriously concerned about the decline in AFP surveillance performance 
and considered that this situation must be addressed with urgency. 

The Commission also urged Papua New Guinea and international partners in poliomyelitis 
eradication, including the regional laboratory network, to strengthen the NPL. 

The Commission remained seriously concerned about the continuing very low immunization 
coverage in Papua New Guinea and urged the programme to immediately identify and implement 
effective strategies to increase coverage. The Commission referred to the recommendation of the 
TCG and TAG for the Western Pacific Region that poliomyelitis-free countries with very low 
immunization coverage should continue to conduct national or sub-national immunization days, and 
strongly encouraged Papua New Guinea to conduct NIDs in 2003 and supplementary immunization 
on an annual basis, as appropriate thereafter. 

The Commission offered support to increase visibility and authority for the importance of 
poliomyelitis eradication towards strengthening political commitment as deemed appropriate by the 
national programme and/or the NCC. 

The Commission requested the NCC to submit an interim report on surveillance and 
immunization performance in Papua New Guinea by May 2003. 

3.7 Philippines 

The Commission commended the Philippines on its efforts to interrupt circulation of VDPV 
and improve AFP surveillance quality to certification standards in all regions of the country. The 
Commission appreciated the value and quality of information in the interim report submitted in 
May2002. 

Having observed a decline in AFP surveillance quality shortly after certification, the 
Commission encouraged collaboration between the national authorities and all partners involved in 
poliomyelitis eradication to discuss and plan strategies towards sustainability of quality AFP 
surveillance. 

The Commission encouraged the programme to further strengthen the collaboration with the 
private sector for surveillance and immunization activities. 

The Commission appreciated the efforts made to resolve the problem of insufficient routine 
vaccine supply and strongly recommended increasing routine immunization coverage through 
strengthening of the routine programme, i.e. selective outreach activities targeting high risk 
population particularly in depressed urban areas. 

The Commission also supported the recommendation that with further improvements and 
maintenance of quality of AFP surveillance, SIAs with OPV be conducted in all high-risk areas every 
other year. 
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3.8 VietNam 

The Commission commended VietNam on the sustained high-level performance of 
surveillance and immunization in order to maintain poliomyelitis-free status. 

The Commission appreciated the efforts made to validate the sensitivity of the AFP 
surveillance system and particularly encouraged continuation of regular cluster analysis. Provinces 
identified as underreporting AFP cases should be encouraged to focus more on active surveillance. 

The Commission commended Viet Nam for the efforts made in investigating potential V APP 
cases as part of specific screening for VDPV. 

The Commission recommended that in order to obtain ITD results within 60 days of onset of 
paralysis strategies to reduce internal shipping times of stool specimens should be developed and 
maintenance of reverse cold chain conditions be assessed. 

The Commission suggested that inadequately immunized children identified through AFP 
surveillance field investigation lead to further active search for un-/under-immunized children and to 
conduct an immunization response if areas of low coverage are identified. 

In order to counteract complacency for immunization and surveillance activities at lower levels, 
the Commission encouraged regular conduct of training for provincial, district and commune EPI staff 
as well as hospital staff on all aspects of AFP case investigation and how to maintain high OPV3 
coverage in each birth cohort. In addition, awareness building is required to sustain vigilance among 
general practitioners in poliomyelitis eradication. 

The Commission urged VietNam and partners in poliomyelitis eradication, including the 
regional laboratory network, to strengthen the NPL in Ho Chi Minh City. 

3.9 Australia 

The Commission commended Australia for continued implementation of activities to maintain 
poliomyelitis-free status. 

The Commission encouraged the efforts of the national expert panel and its secretariat to 
provide a definite diagnosis of all AFP cases under circumstances of sub-optimal adequate stool 
specimen collection. 

The Commission commended Australia for completion of phase I of laboratory containment of 
wild poliovirus infectious/potentially infectious materials and appreciated the information value and 
quality of the interim report submitted in May 2002. 

3.10 Brunei Darussalam 

The Commission commended Brunei Darussalam on the sustained high-level performance of 
surveillance and immunization activities in order to maintain poliomyelitis-free status. 

3.11 Hong Kong (China) 

The Commission commended Hong Kong on the sustained high level performance of 
surveillance and immunization activities in order to maintain poliomyelitis-free status. 
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3.12 Japan 

The Commission commended Japan on the sustained high-level performance of poliomyelitis 
surveillance and immunization. 

The Commission requested the NCC to provide immunization coverage figures for 2001. 

The Commission noted further progress in establishing a national inventory for wild poliovirus 
infectious/potentially infectious materials but considers it essential to assess and validate the 
completeness and accuracy of the process once fully implemented. 

3.13 Macao <China) 

The Commission commended Macao on the sustained high-level performance of surveillance 
and immunization activities in order to maintain poliomyelitis-free status. 

3.14 New Zealand 

The Commission commended New Zealand for continued implementation of activities to 
maintain poliomyelitis-free status. 

The Commission encouraged the efforts of the national expert panel and its secretariat to 
provide a definite diagnosis for all AFP cases under circumstances of sub-optimal adequate stool 
specimen collection. 

The Commission noted the recent shift from OPV to IPV and appreciates the provided briefing 
document but encourages further discussions on contingency plans for the case of imported wild 
poliovirus. The Commission commended New Zealand and the NPL on the investigation of the 
occurrence, circulation and evolution of OPV strains after switching to IPV use as it provided an 
opportunity to look for evidence of continued circulation of vaccine virus immediately after stopping 
OPV. 

3.15 Pacific island countries and areas 

The Commission noted the concerns of the SCC regarding areas of sub-optimal AFP 
surveillance performance and population immunization rates and concurred with its recommendations 
to address the problems identified. 

3.16 RepublicofKorea 

The Commission commended the Republic of Korea for continued implementation of 
activities to maintain poliomyelitis-free status. 

3.17 Singapore 

The Commission commended Singapore for continued implementation of activities to maintain 
poliomyelitis-free status. 

The Commission encouraged the efforts of the national expert panel and its secretariat to 
provide a final diagnosis of all AFP cases under circumstances of sub-optimal adequate stool 
specimen collection. 
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4. FUTURE MEETING OF THE REGIONAL CERTIFICATION COMMISSION 

The RCC will continue to meet on an annual basis in order to fulfill its reporting mandate to the 
GCC. As a means to increasing regional visibility and authority for the importance of poliomyelitis 
eradication, the Commission recommended considering the possibility that future meetings may be 
held in countries identified as requiring additional support. 
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1. REGIONAL CERTIFICATION COMMISSION 

Dr Anthony I. Adams 
(Chairman, Regional Certification Commission) 
(Former Professor of Public Health 
The Australian National University 
National Centre for Epidemiology and Population Health 
Canberra. A.C.T. 0200) 
New address: No. 6/2-4 Chapman Crescent 
Avoca Beach. New South Wales 2251 
Australia 
Tel: +612-4382-6516 
Fax: n/a 
E-mail: aarr@netspeed.com.au 

Dr Shudo Yamazaki 
(Vice-Chairman, Regional Certification Commission) 
(Director Emeritus, National Institute of Infectious Diseases) 
3-1204-3, Sayama 
Higashiyamato-shi 
Tokvo 207-0003 
Japan 
Tel: +81-4-2-564-3630 
Fax: +81-4-2-564-3640 
E-mail: shucio@mxs.mesh.ne.jp 
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Dr Aida M. Salonga 
Head, Neurology Section 
Department of Neurosciences 
University fthe Philippines-Philippine General Hospital 
Taft Avenue, Ermita 
Manila 
Philippines 
Tel: +632-521-8450,local2405 
Fax: +632-525-4996 
E-mail: rms md@pacific.net 

Dr Carlyle Guerra de Macedo* 
Former WHO Regional Director for the Americas and 
P AHO Director Emeritus 
SMDB Con junto 01 Casa 05 
SHIS, Brasilia, DF, 
Brazil 71680-010 
Brazil 
Tel: +614 269595 I (55-61) 248-4245 (Res.) 
Fax: +5561 321-1922 
E-mail: macedo@bra.ops-orns.org 
*Note: Unable to attend this year's meeting 

Professor Nguyen Dinh Huong 
Chairman, Advisory Committee for 
Rational Use of Antibiotics 
Ministry of Health 
Secretary General 
Red Cross Society of Viet N am 
National Headquarters 
82 Nguyen Du Street 
HaNoi 
VietNam 
Tel: +844-942-4868 
Fax: +844-942-4285 
E-mail: vnrchq @netnam.org. vn 

Dr Olen M. Kew* 
Molecular Virology Section MSG-10 
Respiratory and Enterovirus Branch 
National Centre for Infectious Diseases 
Centers for Disease Control and Prevention 
1600 Clifton Road N.E. 
Atlanta. GA 30333 
United States of America 
Tel: +1 404 639 1341 
Fax: +1 404 639 2648 
E-mail: omk1 @cdc.gov 
*Note: Unable to attend this year's meeting 

Dr Hui Zhuang 
Professor 
Department of Microbiology 
Beijing Medical University 
38 Xue-Yuan Road 
Haidian District 
Beiiing 100083 
People's Republic of China 
Tel: +8610-6209-8899 
Fax: +8610-6209-1617 
E-mail: zhuan11hu @nuhlica.hi.cninfo.net 
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2. TECHNICAL ADVISORY GROUP MEMBERS 

Dr !sao Arita 
(Chairman, EPI Technical Advisory Group) 
Chairman 
Agency for Cooperation in International Health (ACIH) 
4-11-1 Higashi-machi 
Kumamoto 862-0901 
Japan 
Tel: +81-9-6-367-8899 
Fax: +81-9-6-367-9001 
E-mail: arita@acih.com; acih@msa.biglobe.ne.jp 

Dr Robert Hall 
(Vice-Chairman, EPI Technical Advisory Group) 
Director of Public Health and Chief Health Officer 
Department of Human Services 
Levell&, 120 Spencer Street 
Melbourne. Victoria 3001 
Australia 
Tel: +61-3-9637-4200/4204 
Mobile: +61-4-1835-3069 
Fax: +61-3-9637-4250 
E-mail: Robert.G.Hall @dhs.vic.gov.au 

Dr Stephen Cochi 
Director 
Global Immunization Di-vision 
National Immunization Program 
Centers for Disease Control and Prevention 
Atlanta, Georgia 30333 
United States of America 
Tel: +1-404-639-8476 
Fax: + 1-404-639-8573 
E-mail: sic I @cdc.gov: scochi @cdc.gov 

Dr Nobuhiko Okabe* 
Director 
Infectious Disease Surveillance Center 
National Institute of Infectious Diseases 
1-23-1 Toyama Shinjuku-ku 
Tokvo 162-8640 
Tel: +81-3-5285-1111 
Fax: +81-3-5285-1129 
Email: okabenob@nih.go.jp 
"'Note: Will represent Dr Hiroyoshi Endo 
who is unable to attend this year's meeting 
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Dr Yu Jingjin 
Deputy Director-General 
Departrrient of Diseases Control 
Ministry of Health 
No. 1 Xizhimenwai Nanlu 
Xicheng District 
Beiiing 100044 
People's Republic of China 
Tel: +8610-6879-2331 
Fax: +8610-6879-2514 
E-mail: yujj@chsi3.moh.gov.cn 

Professor Dang Due Trach 
National EPI Manager 
National Institute of Epidemiology and Hygiene 
No. 1 Yersin St., 
HaNoi 10 000 
Viet Narn 
Tel: +84-4-821-4680 or 971-2989 
Fax: +84-4-821-3782 or 821-0853 
E-mail: trach@fut.vn 

3. EPI NATIONAL MANAGERS/SURVEILLANCE OFFICERS, 
MINISTRY/DEPARTMENT OF HEALTH STAFF 

BRUNEI DARUSSALAM 

CAMBODIA 

CmNA, 
PEOPLE'S REPUBLIC OF 

Dr Hajah Rahmah Haji Mohd Said 
Senior Medical Officer of Health and 
Head, Disease Control Unit 
Department of Health Services 
Ministry of Health 
Bandar Seri Begawan BB3910 
Tel: +673-2 382755 
Fax: +673-2-382755 
E-mail: rahmahms@brunet.bn 

Professor Dr Sann Chan Soeung 

\ 

Deputy Director of National Maternal and Child Health Centre 
Manager, National Immunization Programme 
Ministry of Health 
531-153 Kampuchea Krom St. 
Phnom Penh 
Tel: +855-23-426-257; +855-12-933-344 
Fax: n/a · 
E-mail: sannchansoeung@ bigpond.com.kh 

DrBaiHuqun 
Deputy Director 
Chinese Center for Disease Control 
27 Nan Wei Road 
Xuan Wu District 
Beijing. 100050 
Tel: +8610-6302-2935 
Fax: +8610-6317-0894 
E-mail: n/a 
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Director, National Immunization Program 
China Center for Disease Control 
27 Nan Wei Road 
Xuan Wu District 
Beiiing. 100050 
Tel: +8610-6317-6737 
Fax: +8610-6317-1724 
E-mail: liangxf@ hotmai !.com 

Dr Lei Zhenglong 
Deputy Director 
Division of Vaccine Preventable Disease 
Department of Disease Control 
Ministry of Health 
No. 1 Xizhirnenwai Nanlu 
Xicheng District 
Beijing 100044 
Tel: +8610-6879-2358 
Fax: +8610-6879-2357 
E-mail: EPIDDC@chsi3.moh.gov.cn 

DrLu Ming 
Programme Officer 
Division of Vaccine Preventable Disease 
Department of Disease·Control 
Ministry of Health 
No.1 Xizhimenwai Nanlu 
Xicheng District 
Beiiing 100044 
Tel: +8610-6879-2356 
Fax: +8610-6879-2357 
E-mail: EPIDDC@chsi3.moh.gov.cn 

Professor Leung Nai-kong 
Hong Kong College of Paediatricians 
Hong Kong Academy of Medicine 
Room 808 Jockey Club Building 
99 Wong Chuk Hang Road 
Aberdeen 
Tel: +852-2871-8842 
Fax: +852-2785-1850 
E-mail: hkcpaed @netvigator.com 

Dr Au Tak-kwong 
Principal Medical & Health Officer 
Department of Health 
Room 331 Shatin Government Office 
No. 1 Sheung Wo Che Road 
Shatin N.T. 
Tel: +852-2158-5101 
Fax: +852-2604-0523 
Email: t_k_au@dh.gov.hk 
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DrLamChong 
Coordinator 
Control of Communicable Diseases (CDC) 
Department of Health, Government of Macao 
Ave. Sidonia Pais, No. 51 
Edf. China Plaza, 3 Andar 
Macao 
Tel: +853-533-525 
Fax: +853-533-524 
E-mail: ndiv@ssm.gov.mo 

Dr Takeshi Tanaka 
Deputy Director of Tuberculosis and 
Infectious Diseases Control Division 
Health Service Bureau 
·Ministry of Health, Labour and Welfare 
1-2-2, Kasumigaseki,. Chiyoda-ku 
Tokyo 100-8916 
Tel: +813-3595-2263 
Fax: +813-3581-6251 
E-mail: tanaka-takeshitt@mhlw.go.jp 

Dr Somthana Douangmala 
Deputy Director 
National Center for Mother and Child Health 
and National EPI Manager 
Ministry of Health 
KM3, Thadeua Road 
Vientiane 
Tel: +856-21-350027 
Fax: +856-21-350067 
E-mail: somthdml@lao.com 

Dr Phengta Vongphrachanh 
Deputy Director 
National Center for Laboratory and Epidemiology 
Ministry of Health 
Km 3, Thadeua Road 
Vientiane 
Tel: +856-21-312351 
Fax: +856-21-350209 
E-mail: Phengta@hotmail.com 

Dr R. Devan AIL K. Ramu 
Principal Assistant Director of Health 
Disease Control Division 
Ministry of Health 
Level 3, Block A, Health Offices' Complex 
J alan Cenderosari 
50590 Kuala Lumpur 
Tel: +603-2694-6601 
Fax: +603-2694-6404 
E-mail: devankurup@hotmail.com 
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Dr Baldan-Osor Gerelsuren 
Assistant of National EPI Manager 
Ministry of Health 
Olimpic Street 2 
Ulaanbaatar 51 
Tel: +976-1-323111 
Fax: +976-1-321278 
E-mail: narangerel @rnoh.mng.net 

Dr Rentsen Tuul 
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Head of the National Measles Laboratory 
National Center for Communicable Diseases 
Ministry of Health 
Olimpic Street 2 
Ulaanbaatar 51 
Tel: +976-11-451183 
Fax: +976-11-458699 
E-mail: r tuul@yahoo.corn 

Dr Douglas Lush 
Senior Adviser 
Public Health Medicine 
Ministry of Health 
133 Molesworth Street 
Wellington 
Tel: +644-495-4364 
Fax: +644-495-4401 
E-mail: douglas lush@moh.govt.nz 

Dr David Makela 
Acting ChiefPaediatrician 
National Department of Health 
Port Moresby General Hospital 
Free Mail Bag 
Boroko.NCD 
Tel: +675-324-8200 
Fax: +675-325-0342 
E-mail: nla 

Mr Barry Ropa 
National Surveillance Officer 
Department of Health 
P.O. Box 807 
Waigani. NCD 
Tel: +675-301-3938 
Fax: +675-323-9710 
E-mail: bropa@health.e:ov.pg 

Dr Maria Consorcia Lim-Quizon 
Officer-in-Charge 
National Epidemiology Cener (NEC) 
Department of Health 
San Lazaro Compound 
Rizal Avenue, Sta Cruz 
Manila 
Tel: (632) 711-9502/03 
Fax: (632) 743-1829 
E-mail: clguizon@doh.gov.ph 
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Dr Joyce Ducusin 
Medical Specialist IV 
Center for Family and Environmental Health 
Department of Health 
San Lazaro Compound 
Rizal A venue, Sta Cruz 
Manila 
Tel: +632-712-81-18 
Fax: nla 
E-mail: c/o fetp@doh.gov.ph 

DrY oung-Taek Kim 
Deputy Director 
Department of Infectious Disease Control 
National Institute of Health 

· 5 Nokbun-dong 
Eunpyung-gu 
Seoul122-701 
Tel: +822-380-1573 
Fax: +822-354-2723 
E-mail: ruyoung@ruh.go.kr 

Dr Do Si Hien 
Manager, National EPI 
National Institute of Hygiene and Epidemiology 
Ministry of Health 
No. 1 Yersin Street 
Hanoi 10 000 
Tel: +844-821-4680 
Fax: +844-821-3782 
E-mail: dshien@fut.vn 

Dr Nguyen Van Cuong 
National EPI Secretary 
National Institute of Hygiene and Epidemiology 
Ministry of Health 
No. 1 Yersin Street 
Hanoi 10000 
Tel: +844-971-9891 
Fax: +844-821-3782 
E-mail: vancuong@fut.vn 

4. REGIONALREFERENCELABORATORYSTAFF 

Dr Bruce Thorley · 
Regional Poliovirus Reference Laboratory 
Epidemiology & Public Health Division 
Victorian Infectious Diseases Reference Laboratory 
10 Wreckyn Street 
North Melbourne 3051 
Victoria 
Tel: +61-3 9342-2607/2600 
Fax: +61-3 9342-2665 
E-mail: bruce.thorley@mh.org.au · 
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National Reference Laboratory for Poliomyelitis 
Chinese Center for Disease Control 
27 Nanwei Lu 
Beijing 100050 
Tel: +8610-6317-1710 
Fax: +8610-6317-1724 
E-mail: chenli0102@hotmail.com 

Dr Hiroyuki Shimizu 
Department of Virology II 
National lnstirute of Infectious Diseases 
Gakuen 4-7-1, Musashimurayama-shi 
Tokvo 208-0011 
Tel: +81-42-561-0771 
Fax: +81-42-561-4729 
E-mail: hshimizu@nih.go.jp 

5. NATIONAL POLIOMYELITIS LABORATORY STAFF 

HONG KONG, CIDNA 

l'viALA YSIA 

MONGOLIA 

Dr Wilina Lim Wei-ling 
Consultant - Medical Microbiologist 
Department of Health 
Hong Kong Government 
21/F Wu Chung House 
W anchai, Hong Kong- SAR 
Hong Kong 
Tel: +852-2855-4112 
Fax: +852~2819-0704 
E-mail: wllim@pacific.net.hk 

Dr Nor Shahidab Khairullab 
Head 
Division of Virology 
Institute of Medical Research 
J alan Pahang 
50588 Kuala Lumpur 
Tel: +603-440-2345 
Fax: +603-2693-6323 
E-mail: norshahidah@imr.gov.my 

Dr Sarankhuu Amarzaya 
Head of National Polio Laboratory 
Department of Virology 
Public Health Institute 
Enkhtaivan Street-17 
lnaanbaatar 49 
Tel: +976-11-452-664 
Fax: +976-11-452-664 
E-mail: amarzs@yaboo.com 
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Dr Que Sue Huang 
Science Leader-Virology 
Communicable Disease Group 
Institute of Environmental Science and Research 
Kenepuru Drive 
Porirua 
Tel: +64-4-914-0764 
Fax: +64-4-914-0770 
E-mail: sue.huang@esr.cri.nz 

Dr Peter Max Siba 
Assistant Director and Head 
Microbiology and Virology Unit 
Papua New Guinea Institute of Medical Research 
P.O. Box 60 
Goroka. EHP 441 
Tel: +675-732-2800 
Fax: +675-732-1998 
E-mail: general @pngirnr.org.pg 

Ms Judy B. Bocacao1 

Research Analyst 
National Poliomyelitis Laboratory 
Research Institute for Tropical Medicine 
Department of Health 
Filinvest Corporate City Compound 
Alabang 
Muntinlupa Citv 
Tel: +632-809-7599; 807-2628 (Loc. 605) 
Fax: +632-842-2245/2828 
E-mail: jbocacao@ritm.gov.ph 

Ms Eichelle J. Lintag1 

Research Assistant 
Laboratory Containment for Wild Poliovirus 
Research Institute for Tropical Medicine 
Department of Health 
Filinvest Corporate City Compound 
Alabang 
Muntinlupa City 
Tel: +632-809-7599; 807-2628 (Loc. 605) 
Fax: +632-842-2245/2828 
E-mail: eiche!Ie@edsamail.com.ph 

Dr Youngmee Jee 
Senior Researcher 
Laboratory of Enteroviruses 
Department of Virology 
National Institute of Health 
5 Nokbun-dong 
Eunpyung-gu 
Seoul I 22-701 
Tel: +822-380-1493 
Fax: +822-382-6542 
E-mail: ymeejee@nih.go.kr 

1 
Observer as representative of Dr Julia Fern Paladin, Head Virology Department, RJTM, Muntinlupa City 
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National Institute of Hygiene and Epidemiology 
Ministry of Health 
No. 1 Yersin Street 
Hanoi 10000 
Tel: +84-8-211-534 
Fax: +84-8-213-782 
E-mail: nththanh@fpt.vn 

Dr Phan Van Tu 
Director 
Laboratory of Enteroviruses 
Pasteur Institute 
Ministry of Health 
167, Duong Pasteur, Q3 
Ho Chi Minh Citv 
Tel: +84-8-230-352 I 820-2878 or 820-2835 
Fax: +84-8-8231-419 
E-mail: phantu @hcmc.nemam. vn 

6. TEMPORARY ADVISER 

Dr Tatsuo Miyamura 
Director, Department of Virology II 
National Institute of Infectious Diseases 
Ministry of Health Labour and Welfare 
Toyama 1-23-1, Shinjuku-ku 
Tokyo 162-8640 
Japan 
Tel: 
Fax: 
E-mail: 

+81-35-285-1111 (ext. 2500) 
+81-35-285-1161 
tmivam@nih.go.jp 

Dr Mark Pallansch 
Chief, Enterovirus Section 
Respiratory and Enteric Viruses Branch 
Division of Viral and Rickettsial Diseases 
National Center for Infectious Diseases 
Centers for Disease Control and Prevention 
1600 Clifton Road E-05 
Atlanta, Georgia 30333 
United States of America 
Tel: +1-404-639-2749 
Fax: +1-404-639-4011 
E-mail: map1 @cdc.eov 
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Dr Mahomed Patel 
Fellow, National Center for Epidemiology 
and Population Health 
Australian National University 
CIR Egglestone and Mills Road 
Canberra 0200 
Australia 
Tel. +61-2-6125-5619 
Fax. +61-2-6125-0740 
E-mail: Mahomed.Patel@anu.edu.au 

7. SECRETARIAT 

Dr E. B. Doberstyn 
Director 
Combating Communicable Diseases 
Regional Office for the Western Pacific 
United Nations Avenue 
1000 Manila 
Philippines 
Tel: +632 528-8001 
Fax: +632 521-1036 
E-mail: doberstyne@wpro.who.int 

Dr Yang Baoping 
Regional Adviser 
Expanded Programme on Immunization 
World Health Organization 
Regional Office for the Western Pacific 
United Nations Avenue 
1000 Manila 
Philippines 
Tel: +632-528-9747 
Fax: +632-521-1036 
E-mail: yangb@wpro.who.int 

Dr Yoshikuni Sato 
Medical Officer 
Expanded Programme on Immunization 
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