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Introduction 

The global initiative for eradicating polio suffered a major setback in 2003–2006 after polio 
immunization was stopped in some states in northern Nigeria in 2003–2004. Nigerian wild 
polioviruses spread across Africa and the Arabian Peninsula, eventually reaching Indonesia. 
Wild poliovirus of Indian origin also caused outbreaks during these years in neighbouring 
countries and Africa. Polio outbreaks occurred in countries that had been free of polio but where 
gaps in polio immunity had developed due to suboptimal routine immunization and/or the time 
elapsed since effective supplementary immunization campaigns. More than 50% of all polio 
cases reported in 2005 occurred in previously polio-free countries due to outbreaks after 
importation of wild poliovirus. These outbreaks were controlled at great cost so that only 10% of 
all polio cases reported in 2006 occurred in non-endemic countries. In early 2007, paralytic polio 
cases due to wild poliovirus were reported from 11 countries (including the four countries – 
Afghanistan, India, Nigeria and Pakistan – that remain endemic for indigenous wild poliovirus). 
The polio outbreaks in 2003–2006 document the ability of polio to spread rapidly around the 
world to infect polio-free areas. Although the European Region was certified as being free of 
polio in 2002, the countries of the Region remain at risk from ongoing wild poliovirus 
transmission in both the endemic and non-endemic countries (Annex 1). 
 
The Fifty-ninth World Health Assembly in May 2006 noted that “most of the new cases in 2005 
have come from areas where transmission of indigenous polioviruses had already been stopped”. 
The World Health Assembly adopted a resolution stating that poliovirus importation into a 
poliomyelitis-free area constitutes a potential international health threat (Annex 2). The 
resolution focuses on appropriate response to the importation of wild polioviruses and essential 
indicators primarily as follows: 

1. conducting an initial investigation; 

2. conducting complete risk assessment within 72 hours of confirmation of the index case; 

3. establishing an emergency action plan; 

4. implementing a minimum of three large-scale rounds of immunization: 

– conducting first-round supplementary immunization activities within four weeks of 
confirmation of the index case, with an interval of four weeks between subsequent 
rounds; 

– using a type-specific monovalent oral poliomyelitis vaccine or another composition of 
vaccine if appropriate; 

– targeting all children aged younger than five years in the affected and adjacent 
geographical areas; 

– ensuring that at least 95% immunization coverage has been reached; 

5. ensuring that at least two full rounds of polio immunization are conducted in the targeted 
areas after the most recent detection of poliovirus; 

6. enhancing surveillance for acute flaccid paralysis for the duration of the outbreak and at 
least 12 months immediately thereafter; and 

7. sustaining high coverage of routine oral poliomyelitis immunization of at least 80% and 
highly sensitive disease surveillance. 
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The Sixtieth World Health Assembly in May 2007 recommended measures to reduce the 
potential consequences of international spread of wild poliovirus (Annex 2). 
 
The European Regional Certification Commission for Poliomyelitis Eradication met in June 
2007 in Copenhagen to review the most recent annually updated national documents from all 
Member States of the Region. The Commission was greatly concerned that, despite progress 
achieved globally, the risk of importation of wild poliovirus is still very high for countries in the 
European Region. The Commission recommended that all Member States update their national 
plans of action to sustain poliomyelitis-free status and to incorporate activities based on 
resolution WHA59.1 into these plans. 
 
The objective of these guidelines is to assist the managers of national immunization programmes 
in selecting appropriate strategies and/or actions for responding to the importation of wild 
poliovirus and/or a circulating vaccine-derived poliovirus. 
 
For practical purposes, the guidelines are divided into four sections: 

• first critical steps and timeline 

• actions to establish a national emergency action plan 

• summary 

• annexes. 
 

1. First critical steps and timeline 

The events that will trigger an emergency response are: 

• an imported case of poliomyelitis; 

• isolation of wild poliovirus from a paralytic polio case; 

• isolation of wild poliovirus from an acute flaccid paralysis case; 

• isolation of wild poliovirus from a non-paralytic polio case; 

• isolation of a vaccine-derived poliovirus from a case of paralytic polio, of acute flaccid 
paralysis or of non-paralytic polio; 

• isolation of wild poliovirus from another source; and 

• isolation of vaccine-derived poliovirus from another source. 
 
Detection of any wild poliovirus constitutes a public health emergency of international concern 
in any country of the European Region. The types of emergency response will vary in terms of 
size and type of activities depending on the actual event and the country in which it occurs. 
However, the standard actions to be conducted as part of every country’s emergency response 
include: 

1. conduct an initial case investigation; 

2. contact the WHO Regional Office for Europe; 

3. inform professionals and the public; 

4. implement catch-up vaccination; 
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5. enhance surveillance for polioviruses; 

6. comprehensively analyse the immunity profile of subpopulations; 

7. assess the risk; and 

8. create a national emergency action plan (reviewing and updating the existing polio 
preparedness plan). 

 
To ensure that these processes are carried out rapidly and competently, an emergency response 
team should be appointed immediately. The emergency response team is managerially and 
technically responsible for developing an action plan and for coordinating all relevant activities 
during implementation. To ensure success, the emergency response team must include officials 
with relevant and necessary skills, such as management, epidemiology, surveillance and vaccine 
handling. International assistance should be requested if needed. 
 
Table 1 delineates the optimum timeline for initiating response activities and indicates that many 
of these steps can be undertaken simultaneously. 
 

Table 1. Optimum timeline to initiate the country-level response to importation of wild poliovirus 

Activity Level Day 

Immediately notifying the WHO Regional Office for Europe and WHO country 
offices Health ministry 0a

Appointing an emergency response team, which presents an initial response 
plan within 24 hours, including the coordination structure (involving the national 
immunization coordination committee where appropriate) 

Health ministry 1–2 

Providing information to all subnational health authorities urging them to 
enhance surveillance (and also international institutions: the European Centre for 
Disease Prevention and Control when appropriate) 

Emergency response 
team 1–5 

Preparing press notes and questions and answers for the general public (to be 
delivered through the mass media) Health ministry 1 

Implementing communication activities for the public and the mass media Health ministry and 
partners 1 

Conducting a field visit and case investigation 
Health ministry and 
the emergency 
response team 

1–2 

Conducting risk assessment  
Health ministry and 
the emergency 
response team 

1–3 

Emergency response team: presenting a response plan including a timeline, 
extent of the supplementary immunization activities, budget, communication and 
training strategy, logistics, work plan, monitoring plan and cross-border activities 

Emergency response 
team 4 

Ordering vaccines and equipment and requesting funding Health ministry 5 
Micro-planning in the districts Health ministry 9–12 

Printing training and communication materials Health ministry and 
partners 6–14 

Oral poliovirus vaccine in country (and funds, where appropriate) Health ministry and 
WHO and UNICEF 10 

Fine-tuning the plan based on the sequencing result Health ministry and 
partners 11 

Forming immunization teams Health ministry district 14–17 
Placing oral poliovirus vaccine and funds in the districts Health ministry 14 
Transporting all equipment and supplies according to the plan to the districts Health ministry 14 
Training supervisors and vaccinators Health ministry district 19–21 
Starting the campaign  21–28 
aDay 0 is the day on which a national or a regional reference polio laboratory confirms the isolation of wild poliovirus. 
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Step 1: Conduct an initial case investigation 

Because it is a public health emergency of international concern, the investigation has to be 
undertaken and completed as soon as possible. 
 
Based on recent experience within the European Region on surveillance for acute flaccid 
paralysis or paralytic polio, the results of the initial investigation of the index case will be 
already available by the time of laboratory confirmation. Suspected cases should be picked up by 
the surveillance system as “hot cases”. However, an additional full epidemiological investigation 
of the case is required, confirming and extending previous findings of the “hot case” 
investigation, including immunization status, travel, known risk contacts and the presence of any 
factors likely to affect immunity. Such additional investigation also will gather the following, 
more comprehensive information: 

• determining whether case signs and symptoms are consistent with polio; 

• determining whether there are additional acute flaccid paralysis cases in the community 
through retrospective record reviews conducted in health facilities and key hospitals, 
particularly major referral centres of the area and surrounding territories; 

• gathering information on geographical and temporal clustering if there are multiple cases 
including age, sex and ethnicity of cases; 

• collecting travel histories to determine whether the cases (or close contacts) have 
connections with a polio-endemic country or area; 

• collecting specimens from cases and contacts for virological investigation, with all 
specimens given priority for processing in a WHO-accredited laboratory and any 
polioviruses isolated given priority for intratypic differentiation and genetic sequencing; 
 

• assessing routine immunization coverage and how well the community was covered during 
the last round of any supplementary immunization activities; 

• obtaining a vaccination history of all close contacts with inactivated poliovirus vaccine 
and/or oral poliovirus vaccine; and 

• assessing the attitude of the local community towards immunization. 

 

Step 2: Contact the WHO Regional Office for Europe 

The updated International Health Regulations (2005), which entered into force on 15 June 2007, 
require that a case of poliomyelitis due to wild-type poliovirus be notified immediately to WHO 
(Annex 3). 
 
After a laboratory in the polio laboratory network confirms the index case, the WHO country 
office and WHO Regional Office for Europe must be officially informed as soon as possible. 
Based on existing practice within the Region, information about “hot cases” is expected be sent 
to the Regional Office. Specimens from “hot cases” should be given priority for laboratory 
investigation and monitoring of results at a national laboratory with the support of a regional 
reference laboratory. 
 
After the isolation of wild poliovirus is confirmed, an official note, memorandum or letter must 
be sent by fax or by e-mail to the WHO Regional Office for Europe. This document should 
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include any information about the event, summarize the main investigation activities undertaken 
and state whether the country requests any assistance and support (such as technical or financial). 
 
Involvement of the Regional Office will vary from one country to another depending on the 
epidemiological situation, country capacity and needs and other factors. WHO is willing to 
provide technical assistance and can be helpful in the following actions: 

• providing WHO staff or other international experts to assist in conducting the risk 
assessment and creating the national emergency action plan; 

• assessing the effectiveness of the control measures in place; 

• attempting to find emergency funding; 

• coordinating with UNICEF to facilitate vaccine procurement; and 

• assisting in obtaining monovalent oral poliovirus vaccine. 

 

Step 3: Inform professionals and the public 

Maintaining the confidence of the political authorities, the public health community, health care 
professionals and the public is essential for successfully controlling an outbreak. When an 
imported wild poliovirus or circulating vaccine-derived poliovirus is identified, immediate steps 
should be taken to inform each of these constituencies through the appropriate channels. 
Although there may be a desire to have the emergency response plan fully developed before the 
identification of the virus is made public, creating the plan will take a minimum of several days. 
Delaying an announcement creates a risk that people will incorrectly perceive that the event is 
being hidden, which may lead to a loss of support. Regular briefings of political leaders, public 
health authorities, the health care community and the public (through the mass media) should be 
organized. A detailed communication plan for informing the public about the mass immunization 
campaign will be created as part of the national emergency action plan. 
 

Step 4: Implement catch-up vaccination 

Unvaccinated or partly vaccinated children have the highest risk of contracting poliomyelitis. 
Many countries in the European Region can identify individual children who are not completely 
immunized according to the national immunization schedule. Children known to be 
unimmunized or incompletely immunized should receive a dose of polio vaccine as soon as 
possible, pending the organization of the supplementary immunization activity. Immunization 
clinics can inform the parents of children who are behind on their immunization to bring them to 
the clinic for immunization. Clinics should be advised to be particularly vigilant in immunizing 
children against polio during their regularly scheduled immunization visits. Catch-up 
immunization should be included in the communication plan. 
 

Step 5: Enhance surveillance for polioviruses 

The detection of any wild poliovirus in a country that has been polio-free is considered a national 
emergency. As soon as the outbreak (a single case of poliomyelitis due to imported wild 
poliovirus or vaccine-derived poliovirus) is confirmed, surveillance for acute flaccid paralysis 
and for polioviruses (including supplementary surveillance) should be enhanced to ensure that all 
cases of acute flaccid paralysis and suspected poliomyelitis are rapidly identified and reported. 
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The following steps should be discussed by a group of experts and considered for 
implementation as appropriate: 

• establishing a group of experts in the health ministry to advise and coordinate activities; 

• immediately notifying, by telephone, all provincial surveillance units to inform staff that an 
outbreak has been detected and to alert them of the possibility of further cases; 

• inform all districts that 100% timely and complete active surveillance reports, including 
zero reports, are required from every district without exception; 

• immediately notifying WHO (and other international partners when appropriate) of all 
additional cases of acute flaccid paralysis and/or suspected poliomyelitis; 

• immediately enhancing active surveillance (for the duration of the outbreak and for at least 
12 months thereafter) by provincial and national staff visiting all districts surrounding the 
case and the acute flaccid paralysis reporting sites within that province to conduct 
retrospective record reviews and active searches for unreported acute flaccid paralysis 
cases; 

• reintroducing active acute flaccid paralysis surveillance in all high-risk provinces and 
districts; 

• implementing or enhancing supplementary surveillance (where appropriate); a broad 
survey of hospitalized or admitted children younger than 5 years of age through the main 
hospitals should be considered; 

• assessing the capability of the national polio laboratory (if present in the country) for 
processing an increased number of samples; if no accredited polio laboratory is present in 
the country or if the increased workload cannot be accommodated, contingency plans 
should be devised for referring samples to other laboratories within the polio laboratory 
network; 

• monitoring reports at the national and provincial level; 

• sending daily reports to provinces from districts surrounding the case; 

• sending weekly reports from all provinces (including all districts) to the national level by 
telephone; and 

• conducting weekly review of the situation by experts using mapping and other means of 
documenting the extent of surveillance. 

• The costs of all actions to enhance surveillance should be estimated and included in the 
overall budget. 

 

Step 6: Comprehensively analyse the immunity profile of 
subpopulations 

Many Member States have conducted serological surveys or have immunization coverage data 
that is useful for assessing the polio immunity of high-risk subpopulations. This information 
should be collected and reviewed in preparation for the risk assessment. Because of the time 
required to organize and implement serological and immunization coverage surveys, new 
surveys should not be conducted as part of an emergency response. Rapid reanalysis of existing 
immunization data may be considered, especially if computerized immunization data are readily 
available. 
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Step 7: Assess the risk 

Risk assessment is a critical activity that should result in a national emergency action plan 
tailored to the specific situation. The emergency response team conducting the risk assessment 
should include the very best national experts plus international staff, who usually have much 
broader experience related to controlling an imported wild poliovirus. This exercise should be 
completed within 72 hours of the index case being confirmed. 
 
Three scenarios can trigger the first operational steps. Each has different levels of 
epidemiological risk: 

• an imported case of poliomyelitis (such as a child with polio coming from an endemic 
country); 

• case(s) of poliomyelitis, detected through the existing surveillance system or reported as 
acute flaccid paralysis case (followed by isolation of wild poliovirus) or detected through 
surveillance for enteroviruses (non-paralytic poliomyelitis); and 

• wild poliovirus isolated from an environmental sample. 

• Options for responding to the each of these epidemiological situations differ depending on 
the risk for spread of imported wild poliovirus. The emergency response team should 
review immunization coverage data, assess the quality of acute flaccid paralysis 
surveillance in subnational administrative territories and examine any supplementary 
surveillance data. Surveillance data can help to define risk territories based on the 
following indicators: 

• districts with suboptimal surveillance quality; 

• districts or territories with unexpected cluster(s) of acute flaccid paralysis cases and/or 
polio-compatible cases; and 

• districts with suboptimal immunization coverage (such as poor health services, the 
remoteness of the location and community resistance to immunization). 

 
The assessment of the situation should be broad, including the level of sanitation in the 
community affected and access to health services. Demographic data to define certain high-risk 
subpopulations are very important. Territories with low routine immunization coverage, in 
particular where high-risk subpopulations are present (such as migrants, underserved ethnic 
minorities and mobile groups), should also be defined as high risk. The assessment should 
collect information on migration routes, travel patterns and contact with other communities, both 
international and within the country. 
 

Step 8: Create a national emergency action plan (reviewing and 
updating the existing polio preparedness plan) 

Most countries in the European Region have a national action plan for responding to a confirmed 
case of wild poliovirus or circulating vaccine-derived poliovirus. Such plans were developed in 
2002 in response to the recommendations of the European Regional Certification Commission 
for Poliomyelitis Eradication. However, the Commission noted that many country plans are too 
general and may not be useful in an actual emergency. Specific work plans should exist for each 
level, state, district and health centre and should be updated frequently. Annex 4 provides a 
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checklist for the national polio preparedness plan. The plans should clearly define team members 
by title, tasks, responsibilities and deadlines at the various levels. Assigning titles, tasks and 
responsibilities to the incumbent of a particular position (such as a manager of the national 
immunization programme, district epidemiologist or chief nursing officer) rather than to 
specifically named individuals (such as Alexis Durayev) will reduce the need for frequent 
updates and facilitate organization during an actual emergency. 
 
Background documents (such as a national plan to sustain polio-free status and recent 
operational plans for supplementary immunization activities) should be used and modified to 
reflect the new epidemiological situation. The emergency response action plan needs to be 
highly specific, particularly for subnational and operational levels of responsibility. It provides 
detail well beyond what is written in the national plan to sustain polio-free status. The 
emergency response action plan also expands on the initial steps taken (that is, improving 
surveillance, informing professionals and the public, etc.) to formulate a comprehensive plan. 
 
The main intervention to stop the transmission of imported wild polioviruses is a mass 
vaccination campaign. Because the first-round mass vaccination has to be conducted within four 
weeks of confirmation of the index case, the plan has to be developed within 3–4 days (Table 1). 
Developing the emergency response plan is the highest priority of a national emergency response 
team. As already mentioned, the health ministry should appoint the emergency response team 
immediately after laboratory confirmation of the index case. (Practically speaking, the 
emergency response team should be designated before any event as part of a national plan to 
sustain polio-free status. A list of titles and area of responsibilities should be attached to such a 
national plan.) 
 
Emergency response plans must be clear, action-oriented and detailed. 
 

2. Actions to establish a national emergency action plan 

A guide for preparing a national emergency response action plan is presented below. Annex 5 
provides a checklist for preparing the national emergency response action plan. Because 
preparation of the supplementary immunization activities (mass campaigns) is the largest and 
most complex activity of the emergency response and certain decisions (such as ordering oral 
poliovirus vaccine and mobilizing funds) should be made as soon as possible, planning the 
supplementary immunization activities dominates emergency response planning. 
 
The plan should specify all major elements of the mass campaign, including (a) the vaccine type, 
(b) the campaign dates, (c) the age and size of the target population, (d) the vaccine-delivery 
strategy (house to house is recommended for high-risk territories at a minimum) and (e) the 
geographical extent of the response. 
 
The highest priority for planning should be give to preparing the first round of the mass 
vaccination campaign (Box 1). First-round plans can be used for planning the subsequent rounds 
of immunization, with modifications made based on experience in the first round. 
 
Although priority is given to planning the vaccination response, other activities will be 
conducted simultaneously (such as planning enhanced surveillance and developing and 
implementing communication strategies). 
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Box 1. A national emergency action plan: main steps 
1. Plan supplementary immunization activities 

• Select the vaccine to be used (monovalent oral poliovirus vaccine, trivalent oral 
poliovirus vaccine or inactivated poliovirus vaccine) 

• Determine the immunization response needed 
• Define the target territories 
• Define the target population: age groups and size 
• Calculate the vaccine requirements 
• Decide on strategies for vaccine delivery 

−  House to house (outreach and/or mobile teams) 
−  Combined (facility-based + outreach + mobile teams) 

• Estimate the size of the target population 
• Select the dates for the vaccination campaign in response to the outbreak 
• Plan logistics and the cold-chain 
• Initiate micro-planning 
• Plan supervision and monitoring 
• Plan evaluation of the quality of supplementary immunization activities 

2. Enhance surveillance 

3. Plan communication strategies 

4. Plan training activities 

5. Plan supervision and monitoring 

6. Calculate the overall budget for the action plan 

7. Plan data analysis, information sharing and timely reporting 

8. Conduct the final evaluation 

9. Prepare a draft report 

10. Present the report to the national certification commission 

11. Submit the report and the conclusions of the national certification commission to the WHO 
Regional Office for Europe and to the European Regional Certification Commission for 
Poliomyelitis Eradication 

 
 
Mass vaccination campaigns with polio vaccine are the main strategy for stopping the 
transmission of imported wild poliovirus and reducing the risk of spreading the virus. 
Implementation of this strategy requires comprehensive planning as described in previous WHO 
guidelines. This chapter highlights only the main steps for planning supplementary immunization 
activities. Annex 6 provides more details for preparing supplementary immunization activities. 
 
The plan should be based on case characteristics, known area of transmission, major transit 
routes, surveillance quality, routine vaccination coverage, international borders and the type and 
origin of the virus. The plan needs to be highly specific to clearly reflect the duties and 
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responsibilities of different administrative and operational levels as well as different health 
professionals. 
 

2.1 Plan supplementary immunization activities 

Select the vaccine to be used 
Table 2 provides recommendations on choosing polio vaccines. 
 

Table 2. Response to wild poliovirus importation: recommendations on  
choice of polio vaccine for supplementary immunization activities 

Countries using inactivated 
poliovirus vaccine for 
routine immunization 

Countries using inactivated 
poliovirus vaccine and 
trivalent oral poliovirus 
vaccine for routine 
immunization 

Countries using trivalent 
oral poliovirus vaccine for 
routine immunization 

Inactivated poliovirus vaccine 
Monovalent oral poliovirus 
vaccine or trivalent oral 
poliovirus vaccine should be 
strongly considered if there is 
more than one case 

Monovalent oral poliovirus 
vaccine is the vaccine of 
choice 

Trivalent oral poliovirus 
vaccine should be used if 
monovalent oral poliovirus 
vaccine is not available 

Monovalent oral poliovirus 
vaccine is the vaccine of 
choice 

Trivalent oral poliovirus 
vaccine should be used if 
monovalent oral poliovirus 
vaccine is not available 

 
Determine the immunization response needed 
The immunization response needed depends on the risk that poliovirus will be transmitted. The 
risk of transmission is based on routine immunization coverage, the existence of subpopulations 
with low immunization coverage and the quality of acute flaccid paralysis surveillance. The 
emergency response team must also consider the number of cases occurring, the epidemiological 
characteristics of the case and the source of the poliovirus when deciding on the extent of 
immunization response needed. In general, overestimating the extent of the immunization 
response needed and conducting a broader response are better than underestimating the need and 
conducting a response that ultimately may not stop poliovirus transmission. The following 
guidelines are provided to assist emergency response teams in deciding the extent of 
immunization response needed. 
 
The European Regional Certification Commission for Poliomyelitis Eradication has assigned 
risk categories to all Member States. The level is risk is based on the status of immunization 
coverage, acute flaccid paralysis surveillance and the presence of high-risk populations. Other 
factors (such as bordering a polio-endemic country) may also be considered when a risk category 
is assigned. The risk categories, low, medium and high risk, can be generally defined as follows. 
 
A low-risk country has been free of polio for many years, has high immunization coverage in all 
populations and has high-quality acute flaccid paralysis surveillance and/or supplementary 
poliovirus surveillance. 
 
A medium-risk country has: (1) high routine immunization coverage and high-quality 
surveillance of acute flaccid paralysis or poliovirus but has subpopulations with low coverage or 
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(2) high immunization coverage in all populations with suboptimal acute flaccid paralysis 
surveillance in some areas of the country. 
 
A high-risk country has: (1) less than optimum national immunization coverage; (2) less than 
optimum acute flaccid paralysis surveillance or poliovirus surveillance at the national level; or 
(3) subpopulations or territories with low immunization coverage and suboptimal acute flaccid 
paralysis surveillance in some areas of the country. 
 

A single case of poliomyelitis, either paralytic or non-paralytic 
Since the European Region has been free of polio for nearly a decade, the isolation of either a 
wild poliovirus or a vaccine-derived poliovirus poses a great threat and is considered a public 
health emergency of international concern. Most cases will have nervous system symptoms, as 
paralysis or viral meningitis will increase the likelihood that virological testing is performed. As 
less than 1% of poliovirus infections are paralytic, the isolation of either wild poliovirus or 
vaccine-derived poliovirus from a human source indicates either that transmission is occurring or 
that there is a strong potential for transmission to occur. 

1. Single imported case (wild poliovirus or vaccine-derived poliovirus) 
An imported polio case will have onset of paralysis or other nervous system disease (viral 
meningitis) in a polio-endemic country or a country with a known polio outbreak or onset 
of paralysis or other nervous system disease within days after arrival from an endemic 
country or country with a known polio outbreak. 

– Low-risk country 
Catch-up vaccination is recommended for incompletely vaccinated contacts. An 
additional dose of either inactivated poliovirus vaccine or trivalent oral poliovirus 
vaccine may be recommended for all direct contacts. Catch-up vaccination may be 
recommended in the affected community or territory and surrounding communities or 
territories. Localized mopping-up immunization may be needed for cases with onset of 
illness in a country when onset is more than several days after entry into the country 
and/or diagnosis is delayed. 

– Medium-risk country 
Catch-up vaccination is recommended for incompletely vaccinated contacts. An 
additional dose of either inactivated poliovirus vaccine or trivalent oral poliovirus 
vaccine may be recommended for all direct contacts. Catch-up vaccination is 
recommended in the affected community or territory and surrounding communities or 
territories. Localized mopping-up immunization may be needed for cases with onset 
more than several days after entering the country and/or when diagnosis is delayed. 
Mopping-up immunization is indicated if the polio case is from a high-risk 
subpopulation. 

– High-risk country 
Catch-up vaccination is recommended in the affected community or territory and 
surrounding communities or territories. Mopping-up immunization is recommended 
for the affected and surrounding communities or territories and high-risk populations. 

2. Single case – imported wild poliovirus 

– Low-risk country 
Catch-up vaccination is recommended for incompletely vaccinated contacts. An 
additional dose of either inactivated poliovirus vaccine or trivalent oral poliovirus 
vaccine may be recommended for all direct contacts. Catch-up vaccination is 
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recommended in the affected community or territory and surrounding communities or 
territories. Localized mopping-up immunization should be considered. 

– Medium-risk country 
A mopping-up campaign targeting high-risk populations or territories should be 
conducted. A national immunization campaign can be considered. 

– High-risk country 
A mopping-up campaign targeting high-risk populations or territories should be 
conducted at a minimum. A national immunization campaign may be more 
appropriate. 

3. Single case – vaccine-derived poliovirus 
The clinical history and the vaccination history of the polio case and genetic sequencing of 
the virus will provide initial guidance on whether the case is a long-term carrier of 
poliovirus. Suspected chronic infections should be investigated in accordance with the 
guidance below for a single case of immunodeficient vaccine-derived poliovirus. If an 
immunocompetent person is infected with a circulating vaccine-derived poliovirus, the 
immunization response may be identical to that for a single case of wild poliovirus. All 
single cases due to vaccine-derived poliovirus should be followed up. At a minimum, 
monthly stool samples should be tested until three samples are negative for poliovirus. 

– Low-risk country 
Catch-up vaccination is recommended for incompletely vaccinated contacts. An 
additional dose of either inactivated poliovirus vaccine or trivalent oral poliovirus 
vaccine may be recommended for all direct contacts. Catch-up vaccination should be 
considered in the affected community or territory and surrounding communities or 
territories. Localized mopping-up immunization should be considered. 

– Medium-risk country 
A mopping-up campaign targeting high-risk populations or territories should be 
conducted. A national immunization campaign can be considered. 

– High-risk country 
A mopping-up campaign targeting high-risk populations or territories should be 
conducted. A national immunization campaign is also appropriate. 

 

4. Single case – immunodeficient vaccine-derived poliovirus (paralytic or non-paralytic) 
The clinical history and the vaccination history of the polio case and sequencing of the 
virus will provide initial guidance on whether the case is a long-term carrier of poliovirus. 
If the clinical and/or sequencing data suggest potential immunodeficiency, an 
immunological work-up should be initiated. The workup should include a quantitative 
immunoglobulin test to determine whether the levels of immunoglobulin are within normal 
limits for age. Should there be difficulties in arranging for a quantitative immunoglobulin 
test, WHO headquarters should be contacted (Global Laboratory Coordinator). All direct 
contacts of a person chronically infected with poliovirus should be fully vaccinated and 
receive a supplementary dose of either inactivated poliovirus vaccine or trivalent oral 
poliovirus vaccine. 
 
All cases due to vaccine-derived poliovirus should be followed up and documented. At a 
minimum, after notification from the laboratory network, monthly collection of stool 
samples should be arranged until three samples are negative for poliovirus. 
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If a long-term carrier state is confirmed (less than six months of virus excretion) with or 
without an associated immunodeficiency disorder, the individual should be reported to the 
Registry of Long-term Excretors of Poliovirus maintained at WHO headquarters (Global 
Laboratory Coordinator). This registry is the main source for monitoring cases with long-
term carriage of poliovirus. 
 
Since these cases are rare, it is important that they be investigated, treated and followed up 
in a standardized manner, relying on the latest advice of the world’s most prominent 
immunologists and virologists. Further, long-term carriers should be enrolled in a 
monitoring programme that, at a minimum, collects stool samples every three months. 
More frequent sampling will be required if therapeutic options are used. WHO 
headquarters will consult on a case-by-case basis to discuss what long-term monitoring 
programme should be used. 

 

More than one case of poliomyelitis, either paralytic or non-paralytic 
Detection of a second confirmed case of poliomyelitis due to imported wild poliovirus or 
vaccine-derived poliovirus is strong evidence of existing circulation of the virus. The only (but 
unlikely) exception would be if multiple people with paralytic wild poliovirus from a polio-
infected country travelled to a European country for treatment. With poliovirus being transmitted 
in the country, a broader immunization response is required. The extent of transmission can be 
assessed by the length of time between the onset of illness for the cases, whether cases are in 
direct contact with each other or belong to a specific high-risk subpopulation and the 
geographical proximity of the cases. Planning for the immunization response should also be 
guided by the access of the population to health services and the presence of subpopulations with 
immunity gaps. 

Multiple cases – imported wild poliovirus or circulating vaccine-derived poliovirus 

– Low-risk country 
Catch-up immunization is recommended in the affected and surrounding communities 
or territories. Strong consideration should be give to a mopping-up immunization 
campaign targeting any high-risk populations or territories. 

– Medium-risk country 
Either a mopping-up campaign targeting high-risk populations or territories or a 
national immunization campaign is appropriate. 

– High-risk country 
A national immunization campaign is the preferred response. A broad mopping-up 
campaign targeting high-risk populations or territories may be an alternative. 

 

Single environmental sample positive for wild poliovirus or vaccine-derived poliovirus 
Recommending an immunization response for a single environmental isolate of a wild poliovirus 
or vaccine-derived poliovirus is difficult. A single isolate can result from a traveller who is 
asymptomatically carrying a poliovirus or from very limited transmission following importation. 
Although the site of the environmental sample is known, the population where that virus might 
have originated is often difficult to define. Rather than automatically conducting an 
immunization response, environmental sampling and acute flaccid paralysis and/or poliovirus 
surveillance should be intensified to detect whether poliovirus transmission is occurring. The 
emergency response team should begin planning for an immunization response because 
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additional environmental isolates and/or poliovirus-positive cases may be found. Catch-up 
immunization should be considered. 
 
Define the target territories 
Because less than 1% of polio infections are paralytic, a single detected polio case implies that 
poliovirus is circulating in the area and explains why mopping-up campaigns have to be large in 
size. With lower-quality surveillance, a single case may represent a much larger undetected 
outbreak. 
 
The target area cannot be a simple circle around the case but must be based on risk assessment. 
Annex 6 provides the criteria for such assessment. The target territories should be decided based 
on risk (low coverage, weak surveillance and access to health services), population size, density 
and movements as well as common sense. 
 
Define the target population: age groups and size 
Resolution WHA59.1 specifies the childhood target population. The response should consist of 
at least two large-scale rounds of immunization; recommendation 3 of the resolution specifies 
the age group as follows: 
 
(3) “Targeting all children aged less than five years in the affected and adjacent geographical 
areas…” 
 
However, the target age group may need to be expanded depending on the results of case 
investigation(s) and the population immunity profile. Countries that have been polio-free for 
many years may need to vaccinate older age cohorts, particularly if cases include older children, 
teenagers or adults. Countries where routine immunization was interrupted by economic 
difficulty, political change or armed conflict may also need to target age cohorts that were poorly 
immunized as infants. 
 
Calculate the vaccine requirements 
The vaccine required at the national and subnational levels should be calculated using a wastage 
multiplier of 1.20 (wastage rate 17%). Evaluations of supplementary immunization activities 
have repeatedly shown that wastage is usually between 5% and 10%. If the wastage exceeds that 
percentage by a large amount, the causes should be investigated and dealt with. 
 
The total number of oral poliovirus vaccine doses required in each round can be calculated as the 
estimated number of children younger than 5 years of age times 1.20. The total number of oral 
poliovirus vaccine vials required in each round is the total number of oral poliovirus vaccine 
doses required each round divided by 20 and rounded up. 
 
The oral poliovirus vaccine needs should be adapted based on experience and constraints. Plan 
based on the experience from previous supplementary immunization activities. Further, give 
additional vaccine to teams that go to areas with difficult access and uncertain population size. 
Additional vaccine will be required if the targeted age groups include older children and/or 
adults. 
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Decide on strategies for vaccine delivery 
Several strategies may be applied: house to house, health facility based, mobile teams or 
combinations of these strategies. 

• House to house 
Because difficult-to-reach subpopulations are vaccinated at higher rates with house-to-
house immunization, this strategy is recommended, at least in areas with high-risk 
population subgroups. 

• Combined (facility based + outreach + mobile teams) 
Certain countries (particularly those with a well-established health infrastructure) may 
consider applying a combined strategy using facility-based, outreach and/or mobile team 
approaches. A house-to-house strategy can be incorporated into such a combined approach. 
Many countries in the Region effectively used this comprehensive, combined strategy 
during supplementary immunization activities in the past. 

 
Select the dates for the vaccination campaign in response to the outbreak 
Dates for supplementary immunization activities should be determined based on careful 
assessment the projected date(s) that vaccine will arrive in the country plus the availability of 
funds to purchase vaccine and pay for operational activities. Resolution WHA59.1 states that the 
optimum timeline is conducting the first round within four weeks after the index case is 
confirmed. 
 
Plan logistics and the cold-chain 
Logistics needs should be adapted to the strategy chosen (Annex 6). 
 
Initiate micro-planning 
A micro-plan is the operational plan describing all aspects of campaign implementation at the 
district and health centre level. It includes such details as how many teams should be deployed 
and where, how vaccine should be stored and distributed and how social mobilization should be 
conducted. The micro-plan operationalizes and adapts the general rules set out in the macro-plan. 
A good micro-plan can only be carried out at the peripheral – district or health centre – level. 
 
The micro-planning exercise needs to be translated into budgets for operational costs and oral 
poliovirus vaccine. Starting from the lowest level, each administrative unit (at least at subdistrict 
level) needs to have a detailed budget reflecting the micro-plan for that unit. All budgets will 
then be summarized at the next level (such as the district level and then the provincial level and 
then a total budget), and additional costs might be added for expenses incurred at this level, such 
as district training or district social mobilization. These budgets will exclude regular staff costs 
and will be broken down into standardized categories. 
 
Plan supervision and monitoring 
Local operational staff members usually supervise vaccination teams. National and regional 
supervisory staff from the health ministry and staff from WHO and UNICEF can focus on more 
qualitative issues, such as: 

• the numbers of teams and supervisors actually in the field; 

• the number of teams and supervisors using quality maps; 
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• the number of teams with a female vaccinator in areas where this is an issue; 

• the number of health centres with adequate planning tools (maps, work plan, etc.); 

• vaccine use; and 

• the adequacy of micro-plans and training. 
 
Plan evaluation of the quality of supplementary immunization activities 
The health ministry should develop plans for evaluating the quality of supplementary 
immunization activities before the campaign occurs and should analyse information from acute 
flaccid paralysis data, process evaluation and convenience samples to determine whether the 
quality was adequate. Steps to improve future rounds should be based on information obtained 
during monitoring and evaluation. 
 
The only true indicator of the success of supplementary immunization activities is the absence of 
wild poliovirus in the presence of high-quality surveillance of acute flaccid paralysis. 
Annex 6 provides additional detailed guidance for supplementary immunization activities. 
However, if needed, more details can be found in the WHO Field guide for supplementary 
activities aimed at achieving polio eradication – 1996 revision.1
 

2.2 Enhance surveillance 

Efforts to enhance surveillance (Section 1, step 4 and Annex 7) have to be initiated as early as 
possible after wild poliovirus is isolated. However, additional steps to future strengthen 
surveillance should be considered even at this stage. Two main objectives should be kept in 
mind: better defining the extent of circulation (in terms of territories and certain subpopulations) 
and being able to prove that wild poliovirus transmission has finally been stopped. 
 

2.3 Plan communication strategies 

Wide dissemination of appropriate information about the importation of wild poliovirus is 
crucial for the success of the emergency response. Communication strategies should be initiated 
very early in the response phase. Multiple lines of communication are needed, including the 
following target audiences: 

• political leaders; 

• public health authorities at the national level; 

• public health authorities at the subnational level; 

• health professionals; and 

• the public. 
 
Various types of informative messages and/or documents should be prepared consistent with the 
most effective national methods for communication. 
 

 
1 Field guide for supplementary activities aimed at achieving polio eradication – 1996 revision. Geneva, World 
Health Organization, 1996 (http://www.who.int/vaccines-documents/DoxGen/H5-DCA.htm, accessed 26 November 
2007). 
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Effective strategies for information, education and communication and social mobilization are 
needed to ensure that children remain at home for the house-to-house strategy. Activities on 
information, education and communication and social mobilization will be carried out in 
coordination with the health ministry and WHO, UNICEF and other partners as appropriate 
(such as Rotary International and the nongovernmental organizations involved). 
 
Key strategies include the following: 

• advocacy with policy-makers for creating a sense of urgency to ensure that transmission of 
the imported virus will not be re-established; 

• mobilization of district political leaders to support the polio eradication programme; 

• focus on interpersonal communication for raising awareness in urban slums and rural 
areas, supplemented by mass media and print material; 

• high-risk area approach for programme planning, monitoring, training and social 
mobilization in selected areas and districts; 

• continuous messages through houses of worship such as mosques and churches during the 
campaign, preferably linked to the micro-plans and the team’s itineraries; 

• special messages and using different channels of communication for hard-to-reach groups; 

• involving private-sector health practitioners, community health workers and community 
leaders or influential people for reporting any suspected cases of polio or paralysis; 

• integrating routine immunization messages for different levels of communication; and 

• ensuring consistency in the message. 
 
Information, education and communication, in particular loudspeakers and messages through 
houses of worship such as mosques and churches, should continue during the house-to-house 
phase to ensure that everybody is reached. 
 

2.4 Plan training activities 

A comprehensive plan for training activities should be elaborated, including developing and 
printing special materials and holding meetings and workshops for different categories of health 
professionals. Particular attention should be paid to training staff to perform new tasks (such as 
how to conduct active surveillance and how to monitor supplementary immunization activities). 
 

2.5 Plan supervision and monitoring 

Supervision and monitoring activities should be planned in advance to maximize the 
effectiveness of implementation of a national emergency action plan. The tasks of different 
levels of the public health system should be clearly defined in terms of who will supervise or 
monitor what and how. Maximum attention should be paid to high-risk territories and/or high-
risk subpopulations. Special checklists to monitor especially important performance are 
advisable, such as active surveillance visits to key hospitals, social mobilization and immunizing 
high-risk subpopulations. Annex 8 lists quality indicators for the immunization campaign. 
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2.6 Calculate the overall budget for the action plan 

Overall budget needs should be estimated and presented to the national health authorities. A 
budget should also be prepared for international funding of activities for which national funding 
is not available. 
Such a budget should cover all activities planned to respond to the importation of wild 
poliovirus: 

• enhancing surveillance action; 

• additional funding for increasing laboratory investigations; 

• supplementary immunization activities; 

• communication; 

• training; 

• transport expenses; and 

• miscellaneous. 

 

2.7 Plan data analysis, information sharing and timely reporting 

Regular, in-depth analysis of surveillance data can help to identify risk situations: 

• identification of districts with suboptimal surveillance; 

• clusters of polio-compatible cases of acute flaccid paralysis; and 

• unexpected clusters of cases of acute flaccid paralysis. 
 
Obtaining this information requires analysing data weekly or at least monthly and analysing all 
indicators and data down to the district level. The analysis should aim to use the maximum 
number of indicators, effectively to filter the data for situations of risk. The analysis should 
include mapping of all acute flaccid paralysis cases, especially compatible cases, and look for 
clustering of cases. The analysis should also review pending cases and harmonize surveillance 
and laboratory data. 
 
Additional information can be obtained from a broad hospital-based stool survey, such as all 
admitted children younger than 5 years of age. Such data can help to define a territory at risk. 
Monitoring timelines and completeness of reporting (including zero reporting by key hospitals) 
is essential. It is equally important to share appropriate information with national staff (using 
various information channels) and submit timely reports to the WHO Regional Office for 
Europe. 
 

2.8 Conduct the final evaluation and prepare a final report 

An equally important part of the response to the importation of wild poliovirus or an outbreak is 
properly documenting that wild poliovirus transmission has been interrupted. Such evidence is 
collected through enhanced surveillance. Detailed and comprehensive documentation is required 
to describe the epidemiological background, findings of case investigation and surveys including 
laboratory results, the immunization response and the results of enhanced surveillance. The 
report should summarize all findings and activities for six months after the last case associated 
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with wild poliovirus or clinical case of poliomyelitis is detected. The report should be completed 
in close coordination with all national and international experts involved. 
 
The final report is best produced by preparing to write the report as planning progresses. 
Documents must be collected and preserved in an outbreak report file. An overall lead author, 
who is ideally a member of the emergency response team, and authors for specific sections who 
are involved in the outbreak control efforts should be designated early in the planning process. 
The final report should be completed within six months after the last case of polio. However, an 
interim report may be necessary because a report on the outbreak needs to be presented to 
scheduled meetings of the national certification commission and the European Regional 
Certification Commission for Poliomyelitis Eradication. 
 

2.9 Present the report to the national certification commission 

The report must be presented to the national certification commission, which revises the report 
and assesses all data. The national certification commission must decide whether the evidence is 
sufficient to prove that transmission of imported wild poliovirus has been interrupted and has to 
formally state their conclusions. 
 

2.10 Submit the report and the conclusions of the national certification 
commission to the WHO Regional Office for Europe and to the 
European Regional Certification Commission for Poliomyelitis 
Eradication 

A national report and the conclusions of the national certification commission must be submitted 
to the WHO Regional Office for Europe and to the European Regional Certification Commission 
for Poliomyelitis Eradication. As they prepare to review and discuss a national report, the 
Commission may wish to visit a country to assess the epidemiological situation on the spot or 
may request the Regional Office to send a team of independent experts. 
 

3. Summary 

The WHO European Region was certified free of polio in the year 2002. The last case of polio in 
many Member States occurred before 1990. However, the presence of wild poliovirus in the four 
remaining polio-endemic countries and polio outbreaks elsewhere caused by an imported wild 
poliovirus or vaccine-derived poliovirus pose a continuing threat to the countries in the Region. 
Because of the high cost of interrupting the transmission of an imported wild poliovirus or a 
circulating vaccine-derived poliovirus, countries should maintain uniformly high routine 
immunization coverage. A strong surveillance system for acute flaccid paralysis will detect 
importation rapidly and facilitate control efforts. If importation occurs, national authorities 
should be prepared to rapidly implement an appropriate and effective control effort. A generic 
national emergency response plan should be prepared in advance as part of the national plan to 
sustain polio-free status. This plan should be updated at least once per year, incorporating the 
annual risk categorization assigned by the European Regional Certification Commission for 
Poliomyelitis Eradication. The core of the emergency response plan is the rapid implementation 
of appropriate mass immunization activities. 
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While advance planning will facilitate the response, an emergency response action plan must be 
prepared based on the current situation. Plans created before an event can only reflect what is 
likely to occur and not what is actually happening. When a poliovirus is detected, the emergency 
response team must comprehensively assess the risk based on up-to-date information. The plan 
for conducting immunization activities will then be created based on that risk assessment. The 
current potential for spread of the poliovirus needs to be accurately evaluated to ensure that the 
planned immunization activities will actually interrupt transmission. The true test of the success 
of the efforts to control the transmission of an imported poliovirus is the absence of any further 
poliovirus infections as documented by high-level surveillance, ideally surveillance of acute 
flaccid paralysis. Under the International Health Regulations, all cases of polio caused by wild 
poliovirus are now reportable to WHO. 
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Annex 1 

DEFINITIONS OF KEY TERMS RELATED TO POLIO ERADICATION 

Active 
surveillance for 
acute flaccid 
paralysis 
 

In contrast to facility-initiated (passive) surveillance, during active 
surveillance health workers visit priority health facilities to search for cases 
of acute flaccid paralysis. This includes contacting the facility’s acute 
flaccid paralysis focal point, reviewing important patient logbooks and 
visiting with clinicians in relevant departments, such as paediatrics and 
neurology. Regular active surveillance visits are also very effective in 
raising and maintaining awareness among clinicians about acute flaccid 
paralysis. 

Acute flaccid 
paralysis 

Any case of sudden onset of weakness of a limb in any child under 15 years 
of age or any case of paralytic illness (regardless of age) in which a 
clinician suspects polio. All cases of acute flaccid paralysis should be 
investigated and stool specimens tested for the presence or absence of 
poliovirus. 

Adequate stool 
specimens 

Specimens are adequate if two specimens were collected at least 24 hours 
apart, within 14 days of the onset of paralysis, shipped on ice or frozen ice 
packs to a WHO-accredited polio laboratory and arrived at the laboratory in 
good condition. At least 80% of the cases of acute flaccid paralysis should 
have adequate stool specimens collected. 

Catch-up 
immunization 

Vaccination of all children who are not yet vaccinated according to the 
national immunization schedule. Immunization centres usually review 
records to identify children who are behind on their immunizations and 
request the family to bring the child to the centre to receive the missing 
doses of vaccine. 

Cluster of acute 
flaccid paralysis 
cases 

The occurrence of an unusual or unexpected number of acute flaccid 
paralysis cases of disease in place and time. Clusters of acute flaccid 
paralysis cases may signal the beginning of a polio outbreak (following the 
importation of wild poliovirus into a polio-free area). Monitoring for 
clusters of acute flaccid paralysis cases through regular data analysis 
including mapping is of high priority for national and subnational acute 
flaccid paralysis surveillance teams, including in polio-free countries (also 
for polio-compatible cases).  

Compatible case 
(polio-
compatible case) 

Acute flaccid paralysis cases for which available virological and/or clinical 
information indicates that polio cannot reliably be ruled out should be 
classified as polio-compatible. The occurrence of polio-compatible acute 
flaccid paralysis cases, especially if they occur in a cluster, may point to 
areas of undetected wild virus transmission. 
For final classification of acute flaccid paralysis cases, national polio expert 
committees should review acute flaccid paralysis cases with inadequate 
stool specimens and, depending on the available information (detail of the 
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clinical history, presentation, test findings and clinical course being 
consistent with polio), potentially classify them as polio-compatible under 
the following circumstances: 
• follow-up clinical examination at or after 60 days after onset shows 

nervous system sequelae clinically compatible with polio (and/or the 
results of other relevant tests such as nerve conduction velocity and 
electromyography indicate lower motor neuron disease); or 

• no follow-up results are available because the person died or was lost to 
follow-up. 

Polio-compatible cases are not included when calculating rates of non-polio 
acute flaccid paralysis. 

Completeness of 
reporting  

Together with timeliness of reporting, completeness of reporting is an 
important indicator of surveillance quality and represents the extent to 
which expected surveillance reports for the source (facilities, districts or 
states) have been submitted. This is expressed as a percentage of the 
expected number of reports in a given period. 

Confirmed 
paralytic polio 
case 

Acute flaccid paralysis cases are confirmed and reported as polio when: a) 
wild poliovirus is isolated from stool specimens collected from the person 
with acute flaccid paralysis or b) wild poliovirus is isolated from specimens 
collected from a direct contact (an asymptomatic individual in direct recent 
contact with the person with acute flaccid paralysis). 
Occasionally, wild poliovirus may be isolated from healthy individuals who 
are not directly linked to an acute flaccid paralysis case or from ill 
individuals without acute flaccid paralysis (non-paralytic polio or other 
illness). For reporting purposes, these wild polioviruses, together with wild 
poliovirus isolated from environmental or sewage sampling, are reported as 
“wild poliovirus from other sources”.  

Guillain-Barré 
syndrome

A rare nervous system disease characterized by loss of sensation and 
paralysis, usually symmetrical. Guillain-Barré syndrome is the most 
common non-polio cause of acute flaccid paralysis (50% or more of the 
non-polio acute flaccid paralysis cases in most countries where health care 
allows the diagnosis to be made). 

“Hot” case of 
acute flaccid 
paralysis 

Colloquial term for a priority case of acute flaccid paralysis that is more 
likely than other cases to be true polio, based on the results of case 
investigation data (applying an algorithm of case and vaccine history and 
the presence of a combination of symptoms). The WHO Regional Office 
for Europe recommends labelling an acute flaccid paralysis case as “hot” or 
priority when acute flaccid paralysis with fever occurs in a child who has 
received less than three doses of poliovirus vaccine, has travelled from a 
polio-infected area or is a member of a high-risk group. Hot cases also 
include acute flaccid paralysis cases of any age that are clinically suspected 
to be poliomyelitis. 
 
Once an acute flaccid paralysis case is flagged as “hot”, it is given top 
priority in the surveillance system to obtain final laboratory results as soon 
as possible (giving priority to stool collection, transport and rapid 
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laboratory processing), in enhancing case finding in that community and 
potentially in initiating an immunization response. 

Imported polio 
case 

A confirmed polio case is considered imported if it is identified in a given 
country (X), but the results of case investigation and history clearly indicate 
that the infection was acquired in another country (Y); the case should be 
attributed to and reported from country Y. 
The detecting country X may need to rapidly mount response activities to 
ensure that minimal local spread occurs (response immunization and 
enhancing surveillance to detect possible secondary spread). The 
incubation period for poliovirus is 4–21 days, with most cases occurring 
within two weeks after exposure. This should be considered a guide in 
considering whether a case detected is an imported case or a case following 
imported wild poliovirus in a person who had a relevant travel history. 

Imported 
poliovirus 

Case or outbreak following the importation and spread of a virus for which 
genomic sequencing laboratory results show that the case or outbreak is 
caused by local transmission of virus in a given country (X) following 
importation of a virus from another country (Y). There is no travel history 
for the first detected polio case. 
Genomic sequencing and analysis can determine the degree of genomic 
identity of poliovirus to viruses circulating in endemic or reinfected 
countries. The case is attributed to and reported from country X, since 
infection and onset of paralysis occurred in country X. This situation is 
regarded as a case or outbreak of polio following importation. 

International 
Health 
Regulations 

The revised International Health Regulations, which were adopted by the 
World Health Assembly in 2005 and entered into force on 15 June 2007, 
have generally moved away from listing specific disease and health 
problems as “internationally notifiable”. The detection of wild poliovirus is 
one of the few specific public health problems for which the new 
International Health Regulations still require immediate international 
reporting. 

Intratypic 
differentiation of 
polioviruses 

Polio laboratory procedure through which isolated polioviruses are 
differentiated either as Sabin-like (vaccine poliovirus) or non-Sabin-like 
(wild poliovirus) that is performed only at polio laboratories that are 
especially equipped and accredited for this procedure (regional reference 
laboratories).  

Mopping-up 
immunization 

House-to-house immunization of a defined high-risk population. 
Vaccinators visit all dwellings and vaccinate all children in the defined 
target age group. Two rounds of vaccination are usually conducted, spaced 
one month apart. 

National 
certification 
commission 

A group of independent experts, not associated with the polio programme 
otherwise, appointed by the health ministry of a country to put together an 
extensive body of data to document that the transmission of wild 
polioviruses in the country has been interrupted. The national certification 
commission has submitted full national documentation on polio-free status 
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to the European Regional Certification Commission for Poliomyelitis 
Eradication before 2002 and is expected to submit annual reports after 
submitting such documentation. 

National 
immunization 
day 

National immunization days are nationwide supplementary immunization 
activities during which every child (generally younger than 5 years) in the 
country is given a supplementary dose of oral poliovirus vaccine 
(monovalent or trivalent), regardless of previous immunization status. 
Other supplementary immunization activities are targeted to and cover 
smaller areas at the subnational level; these subnational supplementary 
immunization activities are also called subnational immunization days.  

National polio 
expert 
committee 

National polio expert committees are groups of experts (clinicians, public 
health experts and virologists) that assist the health ministry, Expanded 
Programme for Immunization and polio team in the final classification of 
acute flaccid paralysis cases for which polio cannot easily be ruled out: that 
is, acute flaccid paralysis cases with inadequate specimens and either 
residual paralysis or no follow-up because of death or lost to follow-up. If 
any doubt remains in clinical compatibility, the national polio expert 
committee should classify these cases as polio-compatible. 

Non-paralytic 
polio 

An illness associated with wild poliovirus isolation from clinical specimens 
that is not accompanied by acute flaccid paralysis (such as encephalitis, 
meningitis or nonspecific febrile illness) and is a recognized manifestation 
of poliovirus infection. 

Non-polio acute 
flaccid paralysis 
rate 

To be reliably sensitive and responsive (that is, able to immediately detect 
imported or circulating wild poliovirus), surveillance systems for acute 
flaccid paralysis need to identify as many cases of acute flaccid paralysis as 
possible among children younger than 15 years, even in the absence of 
polio. To certify polio-free status, countries need to report, at a minimum, 
enough cases of non-polio acute flaccid paralysis for a non-polio acute 
flaccid paralysis rate of 1 or more cases of acute flaccid paralysis per 
100 000 population older than 15 years. 
The current WHO operational targets for countries at high risk for polio 
transmission are a non-polio acute flaccid paralysis rate of at least 2 per 
100 000 population at each subnational level. 

Non-polio 
enterovirus 

Picornavirus family enteroviruses that are not polioviruses (such as 
Coxsackie A and B viruses, echoviruses and numbered or unnumbered 
enteroviruses). 

Passive 
surveillance 

Facility-initiated reports of infectious diseases surveillance, which are 
typically highly insensitive and ineffective for disease elimination and 
eradication objectives. 

Poliomyelitis 
(polio) 
 

An acute infectious viral disease typically characterized by fever, 
asymmetric paralysis or paresis, with retention of sensory perception, rapid 
progress of this paralysis, muscle pain and tenderness and, ultimately, 
atrophy of skeletal muscles. The clinical condition is due to loss and 
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impairment of lower motor neurons and can be due to infection by wild 
poliovirus (manifested in 1 of every 200 to 3000 poliovirus infections) or 
rarely, other enteroviruses, or very rarely, revertant vaccine poliovirus. 

Polio-endemic 
countries

Countries in which poliovirus transmission has never been interrupted. 

Polio-reinfected 
countries 

Countries that had been polio-free but have ongoing poliovirus circulation 
with confirmed polio cases occurring six or more months following the first 
case in an outbreak due to imported wild poliovirus. 

Subnational 
immunization 
day 

Subnational immunization days are supplementary immunization activities 
that do not cover the entire country but solely target certain high-risk 
portions. Subnational immunization days are used in endemic countries to 
allow priority to be given to activities in known high-risk areas (remaining 
infected areas or those with previous low performance during 
supplementary immunization activities). Polio-free countries conduct 
subnational immunization days to boost population immunity in areas at 
greatest risk (border areas with endemic countries and areas with low 
routine coverage). 

Supplementary 
immunization 
activity 

Overall term used for any immunization campaign in addition to routine 
immunization; most supplementary immunization activities for polio are 
large-scale (national immunization days) or smaller (subnational 
immunization days or mop-up campaigns) campaigns targeting all children 
(generally younger than 5 years), irrespective of their immunization status, 
with a dose of oral poliovirus vaccine. 

Timeliness of 
reporting 

The percentage of the expected surveillance reports from reporting sources 
(facilities, districts or states) received by a specified deadline. 

Vaccine-
associated 
paralytic 
poliomyelitis 

Vaccine-associated paralytic polio cases are single cases of paralytic polio 
caused by a revertant, neurovirulent Sabin-strain virus. Vaccine-associated 
paralytic poliomyelitis cases are very rare (2–4 cases per million births, 
with some variation) but serious adverse events associated with the use of 
oral poliovirus vaccine. Vaccine-associated paralytic poliomyelitis occurs 
in vaccine recipients or contacts of recipients immunized with trivalent oral 
poliovirus vaccine. 
Vaccine-associated paralytic poliomyelitis cases occur in association with 
oral poliovirus vaccine immunization. The risk is higher in those receiving 
the first dose of oral poliovirus vaccine. Some vaccine-associated paralytic 
poliomyelitis cases are associated with primary humoral 
immunodeficiency. The isolation of Sabin oral poliovirus vaccine from any 
child is common after vaccination. Vaccine-associated paralytic 
poliomyelitis should be a diagnosis of exclusion and be made by the 
national polio expert committee only after ruling out other causes, and if 
the following conditions are met: 

a) adequate stool specimens, tested in a WHO-accredited polio 
laboratory yielded Sabin virus but were negative for wild 
poliovirus; 
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b) for contact cases, there was an exposure history to oral poliovirus 
vaccine between 4 and 30 days before onset of acute flaccid 
paralysis; and 

c) polio-like residual paralysis is present 60 days after the onset of 
acute flaccid paralysis. 

Vaccine-associated paralytic poliomyelitis has often been over diagnosed, 
based on the incorrect assumption that the vaccine actually caused any 
acute flaccid paralysis case with isolation of vaccine virus.  

Vaccine-derived 
poliovirus 

Vaccine-derived polioviruses are polioviruses that have mutated from the 
original Sabin vaccine strain. Vaccine-derived polioviruses show 1% or 
more difference from the VP1 capsid-encoding region of the Sabin virus 
genome and have reacquired some of the characteristics of the parent wild 
poliovirus. Vaccine-derived polioviruses arise when population immunity 
is low because of weak routine immunization and/or inadequately 
conducted supplementary immunization activities so that oral poliovirus 
vaccine virus can circulate easily. The 1% demarcation between oral 
poliovirus vaccine-like isolates and vaccine-derived polioviruses indicates 
that vaccine-derived polioviruses have been circulating for at least one year 
since the initiating dose of oral poliovirus vaccine. 
Vaccine-derived polioviruses are further divided into: 
1) immunodeficiency-associated vaccine-derived polioviruses isolated 

from people with primary immunodeficiency who have prolonged 
vaccine-derived poliovirus infections following exposure to oral 
poliovirus vaccine, with or without paralysis; 

2)  circulating vaccine-derived polioviruses; and 
3)  ambiguous vaccine-derived polioviruses, clinical isolates from 

individuals with no known immunodeficiency and environmental 
isolates whose ultimate source has not been identified. 

Since 2001, circulating vaccine-derived polioviruses have been found to 
cause polio outbreaks (two cases or more) in at least 10 countries.  

“Zero” reporting 
 

“Zero” reporting of acute flaccid paralysis is a surveillance component that 
requires health facilities (reporting units) to send in a regular report 
(weekly) even if no acute flaccid paralysis has been seen; the assumption is 
that the zero reporting requirement will sensitize the reporting source to 
make passive surveillance more efficient by keeping health workers 
vigilant to look for acute flaccid paralysis and lead to reporting of acute 
flaccid paralysis cases soon after they occur. While an important 
component of routine surveillance, “zero” reporting does not substitute for 
active surveillance. 
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Annex 2 

WORLD HEALTH ASSEMBLY RESOLUTIONS WHA59.1, ERADICATION OF 
POLIOMYELITIS, AND WHA60.14, POLIOMYELITIS  MECHANISM FOR 

MANAGEMENT OF POTENTIAL RISKS TO ERADICATION 

WHA59.1 Eradication of poliomyelitis 

The Fifty-ninth World Health Assembly, 

Having considered the report on eradication of poliomyelitis;2  

Recalling the 2004 Geneva Declaration for the Eradication of Poliomyelitis, committing the six 
countries in which poliomyelitis is endemic and spearheading partners to interrupting the final chains of 
poliovirus transmission through intensified poliomyelitis immunization campaigns; 

Recognizing that the occurrence of poliomyelitis is increasingly rare due to the intensification of 
poliomyelitis eradication activities globally, and that all Member States are enhancing surveillance for the 
detection of circulating polioviruses and are in the process of implementing biocontainment activities; 

Noting the significant support extended by partners, appreciating their ongoing cooperation, and 
calling for their continuing support to national programmes in the final phase of the global eradication 
effort; 

Noting with concern that there is a substantial unmet funding requirement of US$ 485 million for 
planned activities during the mop-up and certification phase between 2006 and 2008; 

Noting that most of the new cases in 2005 have come from areas where transmission of indigenous 
polioviruses had already been stopped; 

Noting that poliovirus importations into poliomyelitis-free areas constitute potential international 
health threats; 

Noting the importance of high-quality surveillance systems in countries where poliomyelitis has 
been eradicated; 

Recalling the standing recommendations of the Advisory Committee on Poliomyelitis Eradication,3

1. URGES Member States in which poliomyelitis is endemic to act on their commitment to 
interrupting transmission of wild-type poliovirus through the administration of appropriate monovalent 
oral poliomyelitis vaccines; 

2. URGES all poliomyelitis-free Member States to respond rapidly to the detection of circulating 
polioviruses by: 

(1) conducting an initial investigation, activating local responses and, when necessary, 
requesting international expert risk-assessment within 72 hours of confirmation of the index case in 
order to establish an emergency plan of action; 

 
2 Document A59/60. 
3 Weekly Epidemiological Record, 2004, 79(32): 289-291; 2005, 80(38): 330-331, and 2005, 80(47): 410-416. 
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(2) implementing a minimum of three large-scale rounds of immunization using a type specific 
monovalent oral poliomyelitis vaccine, or another composition of vaccine if appropriate, including, 
where applicable, house-to-house vaccination, the first round to be conducted within four weeks of 
confirmation of the index case, with an interval of four weeks between subsequent rounds; 

(3) targeting all children aged less than five years in the affected and adjacent geographical 
areas, or a minimum of two million to five million children in large population countries, using 
independent monitoring to determine whether at least 95% immunization coverage has been 
reached; 

(4) ensuring that at least two full rounds of poliomyelitis immunization are conducted in the 
targeted area after the most recent detection of poliovirus; 

(5) enhancing surveillance for acute flaccid paralysis to a level of greater than two cases per 100 
000 children aged less than 15 years, for the duration of the outbreak and at least 12 months 
immediately thereafter; 

(6) sustaining high routine immunization coverage, of at least 80%, with oral poliomyelitis 
vaccine, and highly sensitive disease surveillance; 

 
3. REQUESTS the Director-General: 

(1) to ensure the availability of technical expertise to support Member States in their planning 
and emergency response related to an outbreak; 

(2) to assist in mobilizing funds to implement emergency response to an outbreak and to ensure 
adequate supplies of monovalent oral poliomyelitis vaccine; 

(3) to advise at-risk Member States, on the basis of each risk assessment, on which, if any, 
additional measures are required nationally and internationally to reduce the further spread of 
poliovirus, taking into account the recommendations of the Advisory Committee on Poliomyelitis 
Eradication; 

(4) to continue to prepare for other potential risks to poliomyelitis eradication and a 
poliomyelitis-free world in the short and longer term, and to propose a mechanism for their 
management to the Executive Board at its 119th session; 

(5) to report to the Executive Board at its 119th session on progress made in the implementation 
of this resolution. 

 
(Eighth plenary meeting, 26 May 2006 – 

Committee A, first report) 
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WHA60.14 Poliomyelitis: mechanism for management of  
potential risks to eradication 

The Sixtieth World Health Assembly, 

Having considered the report on eradication of poliomyelitis;4  

Recalling resolution WHA59.1, urging Member States in which poliomyelitis is endemic to act on 
their commitment to interrupting transmission of wild poliovirus; 

Recognizing that the occurrence of endemic poliovirus is now restricted to geographically limited 
areas in four countries; 

Recognizing the need for international consensus on long-term policies to minimize and manage 
the risks of re-emergence of poliomyelitis in the post-eradication era; 

Recognizing that travellers from areas where poliovirus is still circulating may pose a risk of 
international spread of the virus; 

Noting that the maintenance of high routine immunization coverage in poliomyelitis-free countries 
contributes to reducing the risk of outbreaks of disease due to wild poliovirus and minimizes the risk of 
outbreaks due to vaccine-derived poliovirus; 

Noting that planning for such international consensus must commence in the near future, 

1. URGES all Member States where poliomyelitis is still prevalent in certain geographical areas, 
especially the four countries in which poliomyelitis is endemic: 

(1) to establish mechanisms to enhance political commitment to, and engagement in, 
poliomyelitis eradication activities at all levels, and to engage local leadership and members of the 
remaining poliomyelitis-affected populations in order to ensure full acceptance of, and participation 
in, poliomyelitis immunization campaigns; 

(2) to intensify poliomyelitis eradication activities in order rapidly to interrupt all remaining 
transmission of wild poliovirus; 

2. URGES all Member States: 

(1) to review and, if appropriate, update national recommendations on immunization against 
poliomyelitis in order to reduce the risk of international spread of disease; 

(2) to reduce the potential consequences of international spread of wild poliovirus by achieving 
and maintaining routine immunization coverage against poliomyelitis greater than 90% and, where 
appropriate, conducting supplementary poliomyelitis immunization activities through additional 
campaigns in close collaboration with mass media and involvement of the general public; 

(3) to strengthen active surveillance for acute flaccid paralysis in order rapidly to detect any 
circulating wild poliovirus and prepare for certification of poliomyelitis eradication; 

(4) to prepare for the long-term biocontainment of polioviruses by implementing the measures 
set out under phases 1 and 2 in the current edition of the WHO global action plan for laboratory 
containment of wild polioviruses;5

 
4 Document A60/11. 
5 Document WHO/V&B/03.11 (second edition). 
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3. REQUESTS the Director-General: 

(1) to continue to provide technical support to the remaining Member States where poliomyelitis 
is still prevalent in their efforts to interrupt the final chains of transmission of wild poliovirus, and 
to Member States at high risk of an importation of poliovirus; 

(2) to assist in mobilizing financial resources to eradicate poliomyelitis from the remaining areas 
where poliovirus is circulating, to provide support to countries currently free of poliomyelitis that 
are at high risk of an importation of poliovirus, and to minimize the risks of re-emergence of 
poliomyelitis in the post-eradication era; 

(3) to continue to work with other organizations of the United Nations system on security issues, 
through mechanisms such as “days of tranquillity”, in areas where better access is required to reach 
all children; 

(4) to continue to examine and disseminate measures that Member States can take for reducing 
the risk and consequences of international spread of polioviruses, including, if and when needed, 
the consideration of temporary or standing recommendations, under the International Health 
Regulations (2005), if such a recommendation were made, the financial and operational issues 
arising from its implementation, and lessons drawn, should be reported to the Health Assembly; 

(5) to submit proposals to the Sixty-first World Health Assembly with a view to minimizing the 
long-term risks of reintroduction of poliovirus or re-emergence of poliomyelitis in the 
posteradication era, by establishing international consensus on the long-term use of poliomyelitis 
vaccines and biocontainment of infectious and potentially infectious poliovirus materials. 

 
(Ninth plenary meeting, 21 May 2007 

Committee A, second report) 
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Annex 3 

REPORTING ALGORITHM FROM ANNEX 2 OF WORLD HEALTH ASSEMBLY 
RESOLUTION WHA58.3: REVISION OF THE INTERNAT ONAL HEALTH 

REGULATIONS 
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Annex 4 

CHECKLIST FOR THE NATIONAL POLIO PREPAREDNESS PLAN 

The following list contains the key elements of a national polio preparedness plan. No plan can 
cover all possibilities or even specify all activities that will be needed for the most probable 
outbreak. However, creating a general plan in advance of an outbreak will help identify 
important gaps and will facilitate organizing the response if an outbreak actually occurs. The 
plan should be concise: no longer than 10 typewritten pages. 

1. Appoint an emergency response team. Nominate the members of the team by their 
positions (such as national epidemiologist, national immunization programme manager or 
national polio laboratory director) rather than specific individuals by name. The emergency 
response team should include the most experienced technical experts in the country in 
polio, surveillance and immunization. Additional international experts may join the team 
when an outbreak occurs. Specify the responsibilities for each team member. 

2. Conduct risk assessment. Review existing data on national immunization coverage, 
immunization coverage in subpopulations, serological surveys of polio immunity and data 
on the performance of the acute flaccid paralysis and/or poliovirus surveillance systems. 
Assess whether population groups might be in regular contact with polio-endemic 
countries. Determine where a polio outbreak would be most likely to occur and whether it 
would be detected rapidly. 

3. Plan the initial investigation. Specify the members of the team who would investigate the 
case, action that would be taken and the estimated resources required. 

4. Outline the emergency response required. Determine what vaccine would be used to 
control the outbreak, what populations would be vaccinated, the number of immunization 
rounds to be conducted and the vaccine delivery strategies to be used. Assess how rapidly 
these activities could be implemented. Estimate the number of doses of vaccine that would 
be required. Determine how the additional vaccine would be secured. Outline a 
communication plan for informing the public about the immunization activities. Estimate 
the resources that would be required to implement the control activities. Assess whether 
national funds are likely to be available to conduct the control efforts. 

5. Plan intensified surveillance. Nominate the members of a surveillance team by positions 
and title. Assess the current surveillance system for acute flaccid paralysis and polio. 
Specify what action would be needed to strengthen surveillance during the outbreak and 
for six months after the last case, to document that transmission has ceased. Review the 
capacity of the national polio laboratory to handle and increased number of specimens. 
Specify a back-up plan for the laboratory. Estimate the resources that would be required to 
support the intensified surveillance. 

6. Plan to evaluate the response. Specify what indicators will be used to monitor the 
immunization activity and surveillance and how such monitoring will occur. Determine 
when the national certification commission will meet to review the outbreak and control 
efforts. 

7. Communication and information. Inform core health staff, which will be involved in the 
response about the plan and their roles and responsibilities in case of importation of wild 
poliovirus. 
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Annex 5 

RESPONDING TO POLIOVIRUS IMPORTATION: CHECKLIST FOR THE 
EMERGENCY RESPONSE TEAM 

Activity Completion Comments and 
notes 

 Yes No Partly  
 
Conduct initial case investigation 
Verify case signs and symptoms 
compatible with polio  

    

Determine whether the case history is 
compatible with immunodeficiency 

    

Collect the vaccination history of the 
case and close contacts 

    

Review the travel history of the case 
and close contacts 

    

Collect stool specimens from close 
contacts 

    

Review records at health centres, 
hospitals and referral centres 

    

Determine whether there are clusters of 
acute flaccid paralysis cases 

    

Assess local immunization coverage     
Assess coverage during the most recent 
supplementary immunization activities 

    

Assess the local community’s attitude 
towards immunization 

    

 
Inform key decision-makers and 
the public 

    

Notify key political leaders that the 
virus has been isolated and that an 
emergency response is needed 

    

Inform public health leaders at the 
national and local levels that the virus 
has been isolated and that a response is 
being planned 

    

Inform the public and the general health 
care community through the news 
media 

    

 
Contact the WHO Regional Office for Europe 
Send official notification by fax or e-
mail 
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Request technical assistance (if needed)     
Request financial assistance (if needed)     
Request coordination with UNICEF to 
secure vaccine (if needed) 

    

 
Implement catch-up vaccination 
Notify health facilities of the risk of 
poliovirus 

    

Request health facilities to recall and 
vaccinate children not up to date for 
polio immunization within one week 

    

 
Enhance surveillance for poliovirus 
Immediately notify all provincial 
surveillance units to inform about the 
outbreak and to alert for additional 
cases 

    

Inform all districts that 100% complete 
and timely reports are required by 
telephone, including “zero” reports 

    

Establish a group of experts for acute 
flaccid paralysis surveillance, if needed 

    

Review acute flaccid paralysis records 
at the reporting sites in areas 
surrounding the cases 

    

Reintroduce active acute flaccid 
paralysis surveillance in high-risk 
provinces or districts with daily 
reporting in these areas 

    

Enhance supplementary surveillance 
(where appropriate) 

    

Assess the capacity of the national 
laboratory for increasing the number of 
specimens analysed 

    

Secure additional reagents and 
supplies if needed 

    

Make alternate arrangements if 
additional capacity needed 

    

Monitor reports at the national and 
provincial levels 

    

Daily reports from high-risk areas     
Weekly reports from all provinces 
and districts 

    

Weekly review by experts with 
mapping 

    

Immediately notify WHO of additional 
acute flaccid paralysis and/or suspected 
polio cases 

    

Conduct a stool survey of hospitalized     
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children, if appropriate 
 
Analyse the immunity profile of subpopulations 
Collect and review existing serological 
surveys 

    

Collect and review existing 
immunization coverage data 

    

     
 
Conduct risk assessment 
Identify districts and subpopulations 
with suboptimal immunization 
coverage 

    

Review immunization coverage data     
Review immunity profile     

Identify districts with suboptimal 
surveillance quality 

    

Assess the quality of acute flaccid 
paralysis surveillance 

    

Examine supplementary surveillance 
data 

    

Identify districts with clusters of acute 
flaccid paralysis and/or polio-
compatible cases 

    

 
Update or create an emergency action plan 
Plan supplementary immunization 
activities 

    

Select the vaccine to be used     
Determine the immunization response 
needed 

    

Define the target territories     
Define target population: age groups 
and size 

    

Calculate the vaccine requirements     
Decide on strategies for vaccine 
delivery 

    

Estimate the size of the target 
population 

    

Select the dates for vaccination 
campaigns 

    

Plan logistics and the cold-chain     
Initiate micro-planning     
Plan supervision and monitoring     
Plan to evaluate quality     

Enhance surveillance activities (as 
above) 

    

Plan communication strategies     
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Political leaders      
Public health authorities at the national 
level 

    

Public health authorities at the 
subnational level 

    

Health professionals      
The public      
Plan training activities     
Plan supervision and monitoring     
Calculate budget     

Enhanced surveillance actions     
Additional funding for increasing 
laboratory investigations 

    

Supplementary immunization 
activities 

    

Communication     
Training     
Transport expenses     
Miscellaneous      
Secure national funding     
Request supplemental funding from 
international sources 

    

Plan data analysis, information sharing 
and timely reporting 

    

Conduct the final evaluation     
Draft the final report     
 
Submit reports 
Present the report to the national 
certification commission 

    

Submit the final report and national 
certification commission report to the 
WHO Regional Office for Europe and 
to the European Regional Certification 
Commission for Poliomyelitis 
Eradication 
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Annex 6 

PREPARATION OF SUPPLEMENTARY IMMUNIZATION TO RESPOND TO WILD 
POLIOVIRUS IMPORTATION 

Select the vaccine to be used 
Response to wild poliovirus importation: recommendations on choice of polio vaccine for 
supplementary immunization activities 
 
Countries using inactivated 
poliovirus vaccine for 
routine immunization 
 

Countries using inactivated 
poliovirus vaccine and oral 
poliovirus vaccine for 
routine immunization 

Countries using oral 
poliovirus vaccine for 
routine immunization 

Inactivated poliovirus vaccine 
Monovalent oral poliovirus 
vaccine or trivalent oral 
poliovirus vaccine should be 
strongly considered if there is 
more than one case  

Monovalent oral poliovirus 
vaccine is the vaccine of 
choice 
Trivalent oral poliovirus 
vaccine should be used if 
monovalent oral poliovirus 
vaccine is not available 

Monovalent oral poliovirus 
vaccine is the vaccine of 
choice 
Trivalent oral poliovirus 
vaccine should be used if 
monovalent oral poliovirus 
vaccine is not available 

 
Define the target territories 
The target area cannot be a simple circle around the case but must be based on risk assessment of 
the following criteria: 

• territories with inadequate surveillance; 

• territories or subpopulations having limited access to health services (hard to reach, 
displaced, mobile communities, etc.); 

• territories or communities with low routine or supplementary immunization coverage as 
reported by official and unofficial sources; 

• the likely transmission route of the importation: how the virus got where it was detected 
and how it can spread (transport routes, population movements, pattern of contacts with 
existing reservoirs etc.); at that point the genetic information on viral origin may not be 
needed to complete the analysis; 

• time elapsed since the last substantial polio transmission (from the epidemiological history 
of a country); 

• the main urban areas, which are at greater risk of importing and becoming a reservoir than 
rural areas with comparable immunization coverage because of high population density 
and the frequency of contact between individuals; 

• additional information from the case investigation can help define the territories to include 
in the mopping-up campaign: transmission of imported viruses does not happen randomly 
and depends on contacts that take place in crowded markets, slums and other places where 
people meet and sanitary conditions are poor; and 
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• last, but not least, common sense: circulation of wild poliovirus that leads to even one 

paralytic case implies low immunity in at least part of the population. 
 
The target territories should be selected based on risk (low coverage, weak surveillance and 
access to health services), population mass, density and movements as well as common sense. 
 
Decide on strategies for vaccine delivery 
Several strategies may be applied: house to house, health facility based, mobile teams or 
different combinations. 
 

House to house 
House-to-house immunization is a campaign strategy that differs from immunization at fixed 
posts in that vaccination teams immunize children in their houses, boats and compounds or 
wherever else they may be living. 
 
Why is house-to-house immunization used? A house-to-house strategy reaches more children 
because: 

• no one may be available in the household to take the children to the vaccination post; 

• there may be lack of interest or motivation to have children vaccinated; 

• the parents may fear or mistrust vaccination; 

• children who need to be carried may not be brought to the vaccination site; 

• migrant populations may not be aware about the location of the booths or the need for 
vaccinating their children; and 

• sick children may be missed. 
 
Because of these advantages, house-to-house immunization is the preferred strategy for polio 
outbreak control, at least in areas with high-risk subpopulations. To implement this strategy, 
vaccination teams should comprise at least two people. Plan and train an appropriate number of 
vaccination teams to implement a house-to-house strategy. In some areas, having one woman on 
each team may be necessary. 
 
The number of teams should not be determined only by the number of houses each team can visit 
in one day. Time must be allowed for teams to revisit houses on the same or following days as 
necessary. 
 
Experience has shown that the following standards are feasible: 

• urban: plan for an average of 1 team for each 100–150 children to be visited per day, and 
extra teams may be required in high-rise buildings and office areas where many apartments 
may be empty; and 

• rural areas: plan for an average of 1 team for each 60–80 children to be visited per day and 
adapt this to local circumstances, allowing time for travel and for revisiting houses; some 
teams may be able to reach only 40 children per day. 
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Combined (facility based + outreach + mobile teams) 
Certain countries (particularly those with a well-established health infrastructure) may consider 
applying a combined strategy using facility-based, outreach and mobile team approaches. 
Combined strategies were very effective for supplementary immunization activities used in 
several Member States to interrupt the last chains of transmission of wild poliovirus. 
 
Select the dates for the vaccination campaign in response to the outbreak 
Dates for supplementary immunization activities should be set based on a careful assessment of 
the projected date(s) that vaccine will arrive in the country plus the availability of funds to 
purchase vaccine and pay for operational activities. The optimum timeline from resolution 
WHA59.1 indicates that the first round should be conducted within four weeks after the index 
case is confirmed. 
 
Plan logistics and the cold-chain 
Adapt logistics needs to the chosen strategy. 

• Determine how the cold-chain will be used and develop contingency plans. 

• Determine the number of teams and supervisors (district, regional and national). 

• Determine the number of vehicles, boats, bicycles, horses, etc. needed to transport 
vaccination teams and vaccine and supplies to every residence. This should be based on 
local availability and constraints. 

• Designate how houses will be marked to indicate houses that have been visited or need to 
be visited again because of missed children. 

• Make sure that fixed sites are maintained during the whole house-to-house phase. Fixed 
sites can be located in such strategic places as markets, bus and railway stations and other 
transit points. 

• Calculate the resources that will be required for transport, fuel, additional staff, security, 
per diem payments (if required), ice packs, overnight stays for staff in rural areas, etc. (see 
the chapter on budgets). 

 
Initiate micro-planning 
A micro-plan is the operational plan describing all aspects of campaign implementation at 
district and health centre level. It includes such details as how many teams should be deployed 
and where, how vaccine should be stored and distributed and how social mobilization should be 
conducted, etc. The micro-plan operationalizes and adapts the general rules set out in the macro-
plan. A good micro-plan can only be carried out at the peripheral – district or health centre – 
level. 
 

Bottom-up planning 
Requirements for successful micro-planning include the following. 
Planning responsibility should be delegated to the appropriate administrative level (such as 
subdistrict or health centre) where the activities will take place. Supervisors should be included 
in the planning. 
 
The national standards (number of children per team per day, fuel consumption of vehicles, daily 
mileage for vehicle users, etc.) should serve as guides, rather than requirements, and be adapted 
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to local constraints. The adapted plans should be communicated to the higher levels and help in 
deciding how to finalize the budget. 
 
Meetings should be held with village leaders (councillors in urban areas) and influential 
members of society to gain insights into what will work best, to involve these people in the 
planning itself and to select a member of their community as a team member. 
 
Plans should be based on local conditions, accessibility, geography, population movements, 
when people are not working and likely to be at home, culture, etc. in the catchment area. 
 
Children may be left unimmunized if the target population is underestimated and vaccinators 
stop after reaching a specific number of children. Immunization teams should vaccinate all 
children in a specific geographical area. 
 
Micro-plans must target all children younger than 5 years of age, but special attention has to be 
paid to the special populations given below and to high-risk areas. 
 
Supplementary immunization activities can only be of high quality if micro-plans are based on 
local capabilities and constraints. 
 

Special populations 
Evaluations in many countries show that supplementary immunization campaigns miss the same 
population groups as the routine programmes. Missed populations should not be equated with 
remote populations. The following are examples of populations liable to be missed and requiring 
special attention: 

• religious minority groups, who may be generally underserved and suspicious of 
government services and require proper information through channels recognized by these 
groups; 

• difficult-to-reach populations such as illegal immigrants, nomads and refugees; 

• urban slum dwellers; 

• travellers, who may be on the road or in the train when the campaign takes place; 

• people with working hours that do not coincide with the team visits (including seasonal 
agricultural work); 

• people living in houses between settlements (“no man’s land”); 

• people who have lost confidence in the health programme because of low quality of 
services provided, lack of explanation and/or rude behaviour of vaccinators or supervisors; 
and 

• people of specific socioeconomic status who take a special effort to reach: people with 
high socioeconomic status may object to supplementary immunization because their 
children have already received routine doses. 

 
These groups must be identified in micro-plans, and special activities must be implemented to 
ensure that they are immunized. The best way to prevent missing these groups is to have the 
micro-plan carried out at the subdistrict level together with the supervisors and local health 
workers. 
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Some population groups are always under-reached. These groups must be identified and special 
activities implemented to ensure that they are immunized. 
 
Plan supervision and monitoring 
Supervision during supplementary immunization activities 
High-quality supervision is an indispensable part of supplementary immunization activities. The 
minimum requirements for quality are a sufficient number of supervisors, correct training, 
appropriate tools and means of transport. Supervisors help to plan and oversee the delivery of 
oral poliovirus vaccine, review daily plans with the teams, ensure that plans are implemented, 
take corrective action when necessary and solve problems for teams (see below). 
 
Training of supervisors is key in supervising quality. Before beginning the house-to-house 
delivery of oral poliovirus vaccine, supervisors should: 

• walk or drive through the areas where their vaccination teams will be working and develop 
a reasonable daily itinerary for each team; 

• agree with teams on contingency plans if problems arise, such as when to visit houses 
again if children are away during the initial visit; and 

• assist in mobilizing the community, including identifying village councillors, mayors and 
other officials who can assist. 

 
The number of supervisors should be calculated based on how much time it takes to fulfil these 
tasks. Based on experience, one supervisor is recommended for each 4–5 teams in urban areas 
and 2–3 teams in rural areas. 
 
Supervisory checklists should be designed. These lists should be simple, basic, action-oriented 
and one page maximum. 
 
Supervisors tend only to go where the teams go. It is crucial that supervisors pay attention to: 

• risk areas (see the description above); and 

• areas and population groups where teams do not like to go, such as slums. 
 
Monitoring the implementation of supplementary immunization activities 
For maximum effectiveness, monitoring should be conducted both during vaccination activities 
and afterwards. Independent observers should carry out monitoring in addition to health ministry 
staff. Where possible, international observers should serve as monitors. Independent monitoring 
has proven an important factor in the rapid detection of problems. Independent monitoring staff 
can be recruited from other departments of the health ministry but preferably from 
nongovernmental organizations, students, Rotarians, private companies and others. 
 
Just before the national immunization day, it is essential that all monitors be thoroughly briefed 
on the areas to be monitored and on the methods of monitoring. A mechanism of daily feedback 
from all monitors to the health ministry needs to be established so that the immediate action can 
be taken. 
 
Given the short time for preparation and training and the urgency of the intervention, the 
indicators to be used should be simple and action oriented: 
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• the number of children immunized and missed on any given day per age group (0–11 

months old and 12–59 months old) in a given area; 

• the reasons for non-vaccination; and 

• the quality of house and finger marking. 
 
Surveys using simple convenience samples during and immediately after completion of the 
campaign are useful for getting an indication of areas where all target children have not been 
reached. 
 
Strategies for selecting convenience samples include: 

• interview 40 parents of target-age children in an area near the vaccination post; 

• interview 40 parents in an area farthest from the vaccination post but within the catchment 
area; 

• interview 40 parents of target-age children in the poorest section of the catchment area, 
such as a slum area or at the top floor of large apartment buildings; and 

• interview 40 parents of target-age children in the market, bus station or train station. 
 
The interviews should take place after vaccination teams have covered an area as well as at the 
end of the campaign. Experience has shown that a monitor can cover between 40 and 60 
households per day. 
 
The degree of scientific validity should not be a major concern for the survey design. The 
purpose is to identify weak areas, and a certain level of subjectivity is inevitable. 
 
National and regional supervisory staff from the health ministry and staff from WHO and 
UNICEF can focus on more qualitative issues, for which independent monitors lack skills and 
time, such as: 

• the numbers of teams and supervisors actually in the field; 

• the number of teams and supervisors using quality maps; 

• the number of teams with a woman (in areas where this is an issue); 

• the number of health centres with adequate planning tolls (maps, work plan, etc.); 

• vaccine use; and 

• the adequacy of micro-plans and training. 
 
Plan evaluation of the quality of supplementary immunization activities 
The activity must be reviewed during and immediately after each round for corrective action. 
Monitoring and anecdotal data should be reviewed at all levels – district, regional and national – 
to look for areas where children might have been missed to ensure that these missed children are 
covered subsequently. 
 
Relying on coverage figures for evaluating supplementary immunization activities may be very 
deceptive. Even though using the result of the best previous round as the target may be the best 
option, it is critical to remember that ongoing or re-established transmission implies that children 
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are being missed. Many epidemics have occurred in countries where clusters of unimmunized 
children remained undetected. 
 
Acute flaccid paralysis surveillance is the gold standard for evaluating the quality of the 
campaign in the longer term. If a few rounds of supplementary immunization activities have 
been successful in reaching all target children, no more cases of polio should occur. 
 
Supplementary immunization activities can be immediately evaluated by examining the 
following indicators: 

• Was there a transparent and functional coordination structure? 

• Were funds available at the right time at the appropriate level? 

• Was training conducted for all supplementary immunization activity staff and volunteers? 

• Was bottom-up micro-planning conducted, including mapping of local areas? 

• Was the cold-chain implemented and managed according to standards? 

• Were vaccine vial monitors properly used? 

• Were vaccine vial monitors still showing potent vaccine when examined by supervisors? 

• Were all areas of the country or all target areas accessed? What proportion of households 
was missed in an area? 

• Was social mobilization carried out such that banners were widely visible at all vaccination 
posts and all parents of target children were reached by television, radio or loudspeaker 
announcements? 

• Was the number of supervisors sufficient? 

• Were supervisory checklists completed? Were the results analysed and corrections made? 
 
The health ministry should insist on plans for evaluating the quality before the campaign occurs 
and that information from acute flaccid paralysis data, process evaluation and convenience 
samples be analysed to determine whether the quality was adequate. Steps to improve future 
rounds should be based on information obtained during monitoring and evaluation. 
 
Calculate the budget needed to implement supplementary immunization 
activities 
The micro-planning exercise needs to be translated into budgets for operational costs and oral 
poliovirus vaccine. Starting from the lowest level, each administrative unit (at least at the 
subdistrict level) needs to have a detailed budget reflecting the micro-plan for that unit. All 
budgets will then be summarized at the next level (such as district level, then provincial level and 
then a total budget), and additional costs might be added for expenses incurred at this level, such 
as district training or district social mobilization. These budgets will exclude regular staff costs 
and will be broken down into the following categories. 
 
Oral poliovirus vaccine (including international transport). The number of doses required 
(including the wastage factor) will be indicated and multiplied by the unit cost of one dose 
(including transport to the country). In-country transport costs should be added under the 
transport section. 
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Staff and incentives. This section includes expenses for temporary staff that will be working for 
a few days during the supplementary immunization activities. It includes incentives for 
vaccinators and supervisors, monitors, cold-chain staff as well as per diem payments for ministry 
staff that might need to travel to prepare and implement the supplementary immunization 
activities. 
 
Training and meetings. Detailed calculations should be made for each training activity and be 
summarized on the budget form under separate budget lines in this section (such as training of 
vaccinators, planning meetings, etc.). 
 
Supplies and equipment. Whether through an international order or locally purchased, supplies 
and equipment needed for the activity should be listed in this section.6
 
Transport. In-country transport costs for vaccines and supplies, vaccinators and supervisors and 
monitors should be listed under this section. These include car rental, fuel and lubricants, air and 
ground transport and the use of boats and motorcycles. 
 
Social mobilization. Detailed calculations should be made for each activity and should be 
summarized on the budget form under separate budget lines in this section. Supplies such as T-
shirts, caps, banners, or posters and social mobilization meetings should be included under this 
section. 
 
Other operating costs. This section includes all other additional costs that are normally not 
incurred by the partners outside the supplementary immunization activities. It includes 
communication costs (such as telephone, high-frequency radio, fax, stationery, bank charges, 
etc.) 
 
Tips: 

• In the column “number”, enter formulas rather than absolute numbers so that the reader 
can understand the logic. 

• For each budget line, indicate which partner (government, WHO, UNICEF or others) 
would cover the costs, even tentatively. Add additional columns for additional partners if 
needed. 

• A narrative budget should accompany the total budget tables to explain the logic behind 
the calculation for each budget line. 

• Once finalized, the joint budget should be converted into United States dollars and 
forwarded to the respective agencies to seek funding opportunities. 

• The timeline for planning the supplementary immunization activities is limited because the 
first round should be conducted within four weeks of confirmation of the index case. 
Priority should be given to all planning activities related to mass vaccination campaigns, 
including logistics and costing. However, the final budget must include the cost of other 
interventions and/or strategies. The final budget proposal has to cover all the expenses 
required to respond to the importation of wild poliovirus, including surveillance activities. 

 
6 For indicative prices and reference numbers please refer to the WHO/UNICEF product information sheets. Note 
that, for international orders through WHO or UNICEF, a minimum delay of 4–6 weeks must be allowed before the 
goods arrive in the country. Additional time will be needed for clearance and in-country transport. 
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Annex 7 

HOW TO ORGANIZE ACTIVE SURVEILLANCE FOR ACUTE FLACCID PARALYSIS 

What is active surveillance for acute flaccid paralysis? 
Active surveillance is a strategy for public health staff to “actively” identify cases and collect 
information by visiting health facilities regularly (instead of waiting “passively” for case 
reports). Since many acute flaccid paralysis cases may not be reported on time or may not be 
reported at all, weekly visits to major health facilities must be conducted to look for unreported 
cases (especially in children’s hospitals and general hospitals with departments of paediatrics or 
neurology). During these visits, the responsible public health staff should search for unreported 
cases of acute flaccid paralysis. 
 
Acute flaccid paralysis is rare. Experience elsewhere has shown that hospital staff may simply 
miss cases and not report them, or they may be only found retrospectively through search of 
medical records. Delayed reporting prevents the timely collection of stool specimens and reduces 
or eliminates the possibility of laboratory confirmation of cases of wild poliovirus (Fig. 1). 
Active surveillance is an effective way to remind and sensitize hospital staff to report acute 
flaccid paralysis cases if they are seen in the facility and to collect specimens from cases while 
they are still in the hospital. 
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Fig. 1. Standard case investigation form for acute flaccid paralysis 

Part 1:   Immediate Case Investigation 
IDENTIFICATION
EPID # Date of case

investigaton day month   year

Patient Name  Address  

Municipality/Village District Province
Date of Birth If birthdate unknown, Sex   M       F

day month year give age in months months

Father's Name     Mother's Name
NOTIFICATION
Date the case was first reported to a government health office

day month year
Date of admission to hospital, if applicable

day month year

Name of hospital Hospital record #
Clinical diagnosis Physician (name)
PATIENT HISTORY & SYMPTOMS
Date of onset of paralysis

day month year
If the patient died, date of death

day month year

Verify yes no unk
yes no unk

If  paralysis is acute & flaccid, continue investigation
Was there fever at the onset of paralysis? yes no unk
Is the paralysis asymmetric? yes no unk

days unk
Site of Left leg yes no unk             Breathing muscles yes no unk
Paralysis: Right leg yes no unk                    Neck muscles yes no unk

Left arm yes no unk                   Facial muscles yes no unk
Right arm yes no unk                  Other: specify 

Where was paralysis in arms? proximal distal both neither unknown
Where was paralysis in legs? proximal distal both neither unknown
Was there any sensory nerve function loss? yes no unk

yes no unk
If yes, specify  from                     to
dates day month year day month year

If yes, where? country district village
yes no unk

IMMUNIZATION HISTORY

yes no unk
doses unk

Number of additional doses of OPV received during campaigns              doses unk
Date of last dose of OPV

day month year

STOOL SPECIMEN COLLECTION
Date of first stool specimen collection

day month year
Date of second stool specimen collection

day month year

Name of investigator Signature

Specify any prior paralysis, seizures or other neurologic disorders of patient

Did the patient have an immunization card available during the investigation

Is paralysis flaccid? (i.e. floppy)   
Is paralysis acute? (i.e. rapid progression)   

Thank you for your cooperation !!!   Please send this form to the EPI programme manager (and retain your own copy).

Remember to conduct a follow-up exam at least 60 days after paralysis onset, and please use part II of this form!

If paralysis is not acute & flaccid, stop investigation.  Specify diagnosis, if known

Are there other AFP cases in patient's community within 60 days of patient's onset?

Did patient travel > 10 kilometres from home 28 days before paralysis onset?

Number of OPV doses received during routine immunization (exclude 0 dose)

How many days from the time of paralysis onset to full installation of paralysis?
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Part II:  60-Day Follow-up Examination

EPID #  Date of follow-up
day month   year

Patient Name Address

Municipality/village  District Province  

Was a 60-day follow-up examination conducted? yes no
If no, why not?  Patient died

Patient was lost to follow-up
Other reason, specify

Date of exam
day month year

Results of exam (i.e. indicate whether patient had residual weakness) residual weakness
no residual 
weakness unknown

Print name of investigator Signature of investigator

Address of investigator

Phone number

Part III:  Final Classification of Case (by Expert Committee)
EPID # Date of final classification

day month year

Patient name Province District

Final classification of case? Confirmed
(check only one) Discarded

Compatible
Based on what criteria? Wild poliovirus 
 (check all that apply) No wild poliovirus from adequate stool

Inadequate stool specimens
No stool specimen
Residual weakness after 60 days
No residual weakness after 60 days
Died after polio-compatible illness
Lost to follow-up & compatible illness

If classified as "discarded", specify final diagnosis

Comments

Signature of expert committee chairperson 

Thank you for your cooperation!!  Please send this form to the EPI programme manager (and retain your own copy).

Please send this completed form to the EPI programme manager (and retain your own copy).  
Source: Appendix 3b. In: Field guide for supplementary activities aimed at achieving polio 
eradication – 1996 revision. Geneva, World Health Organization, 1997 
(http://www.who.int/vaccines-documents/DoxGen/H5-DCA.htm, accessed 26 November 2007). 

 
 

1. Selecting sentinel sites in regional capitals 

• Hospitals are the most important sentinel sites. Experience in many countries has shown 
that acute flaccid paralysis cases are most likely to be seen at larger hospitals, in particular 
at paediatric units. Any health facility that sees children 0–15 years old as either inpatients 
or outpatients should be included in the active surveillance system. These facilities include 
children’s hospitals and general hospitals with paediatric wards, large polyclinics, maternal 
and child clinics and other relevant facilities. 
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• Possible places to find acute flaccid paralysis outside the hospital. Not all hospitals are 

fully functional, and parents may prefer to bring their children to private clinics, smaller 
(private) health facilities or rehabilitation or physiotherapy clinics. Children with acute 
paralysis may also be brought to religious leaders and traditional healers. 

• Need to select sentinel sites. A decision should be made in each zone on which facilities 
(hospitals, polyclinics and rehabilitation or physiotherapy clinics) in which district to 
designate as sentinel sites for acute flaccid paralysis surveillance and to include in active 
surveillance. For active surveillance to be effective, selected sentinel sites should be the 
health facilities seeing relatively large numbers of people. 

• Surveillance at health facilities versus surveillance in the community. Community 
leaders should also be oriented about acute flaccid paralysis surveillance. However, active 
surveillance at health facilities should usually have priority. 

 

2. How to establish sentinel sites and prepare for active surveillance 
A good working relationship between public health and clinical staff is essential for effective 
surveillance of acute flaccid paralysis. Where this relationship does not exist or is not good, it 
should be established or improved as soon as possible. 

• Briefing sentinel sites about acute flaccid paralysis surveillance. Hospital 
administration and clinical staff will not be familiar with acute flaccid paralysis 
surveillance. The selected facility or clinic should be officially contacted to explain the 
project and permission requested for public health staff to conduct regular active 
surveillance visits. The surveillance project should be prepared and explained well through 
official channels. 

• Preparations in sentinel sites. The following activities should be carried out before 
beginning regular visits. 

– Selected hospitals and other facilities should be contacted to introduce the project. 

– A meeting between public health staff and the hospital administration (chief of 
hospital) or clinical staff (chief of paediatrics) should be arranged to explain the 
background and purpose of acute flaccid paralysis surveillance. 

– One contact person (focal point) inside the sentinel site or hospital (paediatrician or 
infection control nurse) should be identified and designated. This person will have 
responsibility for acute flaccid paralysis reporting and will serve as the main interview 
partner and source of information about people admitted to or seen in the health 
facility. Focal points will need to be oriented in a training session about acute flaccid 
paralysis surveillance and their particular role in it. 

– Public health staff (epidemiologists) who will visit for active surveillance should be 
introduced to hospital staff. 

 

3. How to conduct weekly active surveillance visits 

• Responsibilities of staff involved in active surveillance. The national or subnational 
health authorities of the respective area should designate the people responsible for 
conducting active surveillance visits and completing case investigations. The people 
responsible for active surveillance of acute flaccid paralysis must: 

– visit designated health facilities to look for acute flaccid paralysis cases every week, 
documenting the visit and its result; 
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– immediately report and investigate every case of acute flaccid paralysis, submitting the 
filled-out case investigation form and stool specimens to the health authorities or 
designated surveillance unit; and 

– investigate each case of acute flaccid paralysis, collecting two stool samples and 
performing a follow-up examination 60 days after the onset of paralysis. 

• Activities during the active surveillance visit. During the active surveillance visit, the 
following should be done. 

– Contact the focal point inside the hospital and ask about any children with acute 
flaccid paralysis who were admitted or seen in the outpatient department since the last 
active surveillance visit. 

– Review logbooks of the emergency and accident department, and departments 
responsible for admissions, outpatients, neurology and paediatrics for people with 
conditions associated with acute flaccid paralysis. 

– Visit appropriate departments, usually paediatrics and neurology, to look for cases of 
acute flaccid paralysis. 

• Collecting stool specimens is easiest in the hospital. If weekly visits for active 
surveillance are made, it is more likely that people with acute flaccid paralysis will be 
found while they are still in the hospital, where stool specimens can be taken easily. 
Specimen collection is much more difficult after people who are hospitalized have returned 
to their home. Focal points and other doctors in the hospital should be reminded that, as 
much as possible, children with acute flaccid paralysis should be admitted for at least two 
days, to ensure collection of two stool specimens. 

• Problems encountered during active surveillance visit. When talking to focal points and 
other hospital and clinical staff, public health staff conducting active surveillance should 
be aware that clinicians need some time before fully understanding the concepts of acute 
flaccid paralysis surveillance. Doctors may be reluctant to report cases that they think are 
“not polio” (such as Guillain-Barré syndrome and transverse myelitis). If acute flaccid 
paralysis cases found during active surveillance have not been previously reported, the 
focal point should be reminded of his or her reporting responsibility. 

• What to do when a case is found. If a case of acute flaccid paralysis is found in the 
hospital during the visit, the case should be investigated using the standard case 
investigation form (Fig. 1). Stool specimens should be collected, and the case should be 
immediately reported to the district health authorities or designated surveillance unit and to 
the health ministry. 

 

4. How to find cases of acute flaccid paralysis – whom to look for 

• Looking for key symptoms and diagnoses. People with many different underlying 
problems can present with acute flaccid paralysis. Surveillance staff should be looking for 
either symptoms (usually listed in emergency room or admission logbooks, before a clear 
diagnosis has been made) or for diagnoses (disease names, usually in ward or discharge 
logbooks). 

• Following up suspicious cases. Not every symptom or diagnosis in a logbook will actually 
be a case of acute flaccid paralysis. When a suspicious case is found in a logbook (that is, 
there is a description of the “weakness” of a limb, etc.), the case needs to be followed up to 
determine whether acute flaccid paralysis was or is present. If still on the ward, the person 
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should be seen and examined. If the person was only seen as an outpatient or has already 
been discharged, the medical records should be checked. If the onset of paralysis was less 
than two months previously, the person should be visited at home for examination and 
specimen collection. 

• The most important index symptoms and diagnoses. A list of the most important 
diagnoses and symptoms, which should be used by staff doing active surveillance, is given 
below. Not everyone diagnosed with one of these conditions will present with acute flaccid 
paralysis; some conditions will always present with acute flaccid paralysis, while others do 
not always show acute flaccid paralysis. 

 

Table 1. List of important symptoms and diagnoses to use during active surveillance visits 

Index symptoms Paralysis, paresis (weakness), flaccid (floppy) paralysis (in 
combination with any other words) 

 Weakness (of limb, of unclear origin, etc.) 
 “Frequent falls”, “gait disturbance”, “cannot walk”, etc. 
Index diagnoses 1 
(always present with acute 
flaccid paralysis) 

Poliomyelitis, rule out polio, polio suspected (polio causes 
rapidly progressing floppy paralysis of usually one leg or one 
arm) 

 Guillain-Barré syndrome (illness causing slowly progressing 
floppy paralysis of both legs) 

 Transverse myelitis (rare illness causing floppy paralysis of 
both legs) 

 Traumatic neuritis (usually due to an incorrect intramuscular 
injection) 

Index diagnoses 2 
(sometimes present with 
acute flaccid paralysis) 

(Muscle) hypotonia (loss of muscle tone due to some other 
cause) 

 Hypokalaemic paralysis (weakness due to low potassium in 
the blood; this often happens during diarrhoea and is quickly 
reversible) 

 Pott’s disease (tuberculosis affecting the vertebrae of the spine)
 Tuberculosis meningitis (all other meningitis; meningitis is an 

infection of the spinal cord cover; encephalitis: an infection of 
the brain) 

 Osteomyelitis (bone infection of arm or leg; child may not 
move the limb because of pain) 

 
Staff conducting active surveillance visits in health facilities should use this list. If any of the 
symptoms or diagnoses contained in the list is found when reviewing logbooks and registries, the 
person should be seen if still in the hospital or the medical record should be checked. 
 
Steps to initiate active surveillance of acute flaccid paralysis 

1. Meet with hospital and rehabilitation centre directors: 

• to explain that case investigation, stool specimen collection and outbreak response 
immunization will occur whenever a case of acute flaccid paralysis is reported; 
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• to introduce the health ministry staff who will be responsible for case investigation and 
collecting stool specimens; 

• to introduce health ministry staff who will visit the hospital on a weekly basis to conduct 
active surveillance; 

• to designate a focal point at the hospital for acute flaccid paralysis and “zero” reporting; 

• to obtain assistance from the director to inform hospital staff of the polio eradication 
initiative and define their role (notices, posters, meetings, etc.) and to present the polio 
eradication initiative at the hospital’s next staff meeting; 

• to meet with paediatricians, neurologists and other health workers who are likely to see 
polio cases; 

• to meet with key personnel involved with hospital records; and 

• to introduce the reporting forms. 

2. Meet with the hospital focal point to explain the entire process in detail and his or her 
responsibilities. 

3. Present the polio eradication initiative during staff and professional meetings. Send written 
official notices to all staff of the requirements to report all acute flaccid paralysis. 

4. Deliver the appropriate reporting forms to the focal point at the hospital. 

5. Begin! 

• The focal point at each hospital should start sending monthly reports (including zero 
reports) and immediately report any case of acute flaccid paralysis. 

• Health ministry staff should start weekly, active surveillance for acute flaccid paralysis 
(see Annex 1 for definition). 

• Case investigators should conduct case investigations, collect stool specimens and 
implement outbreak response immunization whenever a case is reported. 
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Annex 8 

QUALITY INDICATORS FOR A POLIO MASS VACCINATION CAMPAIGN 

The use of quality indicators facilitates the evaluation, follow-up and improvement of 
vaccination campaigns. A list of indicators is given below. The choice of the indicators depends 
on the specific context of the country, but the basic indicators are recommended everywhere. 
The purpose of the indicators is not to provide scientifically sound data but to detect weaknesses 
that need to be dealt with. 
 
After the appropriate indicators are selected, the various data collection tools should be reviewed 
to ensure that they reflect the indicators. It is equally important to set up mechanisms and 
templates for data collection, transfer and analysis at all levels before the campaign starts. 
 
Five data collection tools can be used for the required analysis: 

• a tool for monitoring and rapid assessment for independent monitors; 

• a form that allows for the evaluation of the quality of the work of the vaccination teams 
and supervisors, to be filled out by the national and regional supervisors each time they 
meet a team or supervisor; 

• a form that collects data on the level of preparedness of health centre or district health 
offices, to be filled out by the national or regional supervisors each time such a facility is 
visited for the first time; 

• if refusal is a real problem, not limited to some sporadic cases, a form on the management 
of cases of refusal to be used at the end of the campaign; and 

• the tally sheets. 
 
Basic indicators 

• number of children missed by age group: 0–11 months old and 12–59 months old 

• percentage of teams with a detailed map and itinerary of their catchment area 

• percentage of parents aware of the campaign before the vaccination teams arrived. 
 
Additional indicators 

• percentage of teams with a vial with a vaccine vial monitor in state 3–4; 

• percentage of teams visited at least once a day by a supervisor; 

• percentage of districts or health centres with a finalized micro-plan before the campaign 
started; 

• percentage of districts or health centres with funds received according to the micro-plan or 
having been informed in a timely manner to allow for the adjustment of the plan; 

• number of days between the arrival of the funds at the health centre, district and regional 
level and the beginning of the campaign; 

• number of health centres, districts and regions having a daily meeting with the supervisors; 
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• number of households visited; 

• number and location (possible clustering) of cases of refusal before and after the refusal 
management teams have passed through; 

• immunization coverage by age group based on tally sheets; 

• percentage of households with children absent but revisited during the campaign; 

• immunization coverage by age group based on the rapid assessment; 

• percentage of teams respecting the rules of interpersonal communication; 

• percentage of supervisors with a map with the location of the teams; 

• percentage of teams committing mistakes after the visit of the supervisor. 
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