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1. INTRODUCTION 

An informal seventh meeting of the Subregional Committee for the Certification of Eradication 
of Poliomyelitis in Pacific Island Countries and Areas (PICs) took place in Suva, Fiji from 
15 to 16 October 2003. 

1.1 Objectives 

(1) To review progress of maintaining poliomyelitis-free status after certification. 

(2) To review and make a final classification of all acute flaccid paralysis (AFP) cases 
reported during 2002 and 2003 (January to August). 

(3) To develop a draft progress report on maintaining poliomyelitis-free status in 20 PICs, 
for submission to the Regional Certification Commission's (RCC) 9th meeting, 
12-13 November 2003. 

1.2 Organization 

The meeting was attended by the five members ofthe Subregional Committee and a WHO 
secretariat (see Annex 1). Dr David Morens attended the committee as a Temporary Adviser to 
WHO. 

1.3 Opening session 

The Chairperson addressed the committee, requesting Dr David Morens to continue to serve as 
rapporteur. Representatives from United Nations Children's Fund (UNICEF) were present during the 
meeting. 

2. PROCEEDINGS 

2.1 Global and regional overview of poliomyelitis eradication 

2.1.1 Global status 

Seven countries in the world remain poliomyelitis-endemic, the lowest-ever number. They are 
Nigeria, India, Pakistan, Egypt, Afghanistan, Niger and Somalia (Somalia's last wild poliovirus case 
was reported on 6 October 2002). 

As of 12 November 2003, 95% of all new poliomyelitis cases in 2003 are found in 
three countries: Nigeria, India and Pakistan. Seventy-five percent of poliomyelitis cases globally can 
be linked to just five states or provinces within these countries-Kana (Nigeria), Uttar Pradesh and 
Bihar (India), North West Frontier Province and Sindh (Pakistan). 
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The goal of the Global Poliomyelitis Eradication Initiative is to have interrupted transmission 
of wild poliovirus by the end of2004 and be in the process of global certification by 2005. The 
global funding gap ofUS$ 210 million for activities through 2005 remains the single greatest risk to 
poliomyelitis eradication. 

A recent poliomyelitis outbreak, spreading from Nigeria to neighbouring countries and putting 
15 million children at risk, required a massive immunization campaign across five countries in west 
and central Africa. Beginning on 22 October 2003, hundreds of thousands of volunteers and health 
workers in Benin, Burkina Paso, Ghana, Niger and Togo aimed to reach every child in those countries 
with polio vaccine in just three days. 

The campaign was organized, at a cost of more than US$ 10 million, in response to a number 
of children being paralyzed in Burkina Paso, Ghana, Niger and Togo by poliovirus genetically traced 
to northern Nigeria. Of particular concern, monitoring data from the response mop-up campaigns 
held in west Africa may not have reached sufficient children to interrupt transmission of the imported 
viruses. 

A further case recently reported in Chad has led to similar campaigns being planned in that 
country and in Cameroon for mid-November. Two cases of paralytic poliomyelitis due to type 1 
poliovirus, with onset of paralysis on 2 and 27 August 2003, have been confirmed in the Mayo-Kebbi 
and Logone Orientale provinces, in the southern part of the country, near the borders with Cameroon, 
Central African Republic and Nigeria. 

Chad has not reported poliomyelitis cases since June 2000. The viruses detected in Chad are 
genetically close to viruses circulating in northeastern Nigeria in 2002 and 2003. WHO is currently 
working with Ministries of Health in Cameroon and Chad to plan for and implement the synchronized 
sub-national immunization campaigns targeting children aged <5 years with oral polio vaccine 
(OPV). It is critical that every child is reached during these activities to ensure that population 
immunity coverage is sufficiently high to prevent spread of imported virus and to protect against 
further importations. 

The poliomyelitis-infected states in Nigeria, centred around Kano state, have re-infected other 
areas ofthe country, most worryingly the city ofLagos with its 10 million inhabitants. Senior 
epidemiologists from the Global Polio Eradication Initiative convened a high-level meeting with the 
Nigerian Minister of Health at the end of September, at which the Minister provided his commitment 
to eradicating poliomyelitis in Nigeria by the end of2004. To achieve this goal, strong political 
support must be established or strengthened at the sub-national level. Political and community 
leaders must be engaged to facilitate the logistics of immunization campaigns and ensure that all 
children are reached. 

Nigeria now has the highest number of poliomyelitis cases in the world, and the disease 
continues to spread, both to areas of the country that were poliomyelitis-free and to neighbouring 
countries. The tremendous progress made in 2002 resulted in the focus of poliomyelitis eradication 
tactics and resources being shifted in 2003 to the few countries that remain endemic. Now, the 
situation in Nigeria is forcing eradication efforts back to countries that had already eliminated 
poliomyelitis. These massive immunization campaigns are thus critical to prevent these isolated 
viruses from again paralyzing children in areas that had previously been poliomyelitis-free. 

Epidemiologists attribute the marked increase in cases in Nigeria, around the state ofKano, to 
insufficient coverage by both poliomyelitis immunization campaigns and routine services. 
Monitoring data have highlighted at least one state in which as few as 16% of children have been 
adequately immunized. A difficult environment has severely compromised the quality of 
immunization campaigns and helped to propagate rumours about the safety of OPV. 
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Angola and the Democratic Republic of the Congo (DRC) 

In Angola, the reported national routine immunization coverage of infants aged < 12 months 
with three doses of oral poliovirus vaccine (OPV3) for the years 2000 to 2002 was respectively 33%, 
44%, and 42%. In DRC, the corresponding figures were 42%, 33%, and 45%. 

Supplementary immunization activities (SIAs) targeting children aged <5 years for OPV have 
been conducted annually in Angola and DRC since 1996. Between January 2002 and May 2003, 
Angola implemented three rounds ofNational Immunization Days (NIDs) five and one of 
sub-national immunization days (SNIDs) using the house-to-house strategy. The May 2002 SNID 
targeted 40 municipalities with high-risk areas, including 28 camps for internally displaced persons 
(IDPs) and five quartering areas for former combatants and their families; approximately 2.8 million 
children <5 years were reached. Three NIDs were conducted in June, July and August 2002-
synchronized with those in Congo, DRC, Gabon, Namibia, Sao Tome and Principe and Zambia- and 
reached approximately 4.5 million Angolan children aged <5 years. In 2003, Angola conducted 
two rounds ofNIDs in July and August. 

In June, July, and August 2002, DRC implemented three rounds ofNIDs, reaching 
approximately 12.5 million children aged <5 years during each round. Two rounds of SNIDs 
targeting high-risk areas were conducted in DRC in July and August 2003. High-risk areas were 
identified from acute flaccid paralysis (AFP) surveillance indicators, such as clustering of 
polio-compatible cases, low vaccination coverage during the 2002 NIDs, and wild poliovirus 
detection in 2000. 

In 2002, the non-polio AFP rate in Angola was 3.0. Al118 provinces achieved non-polio AFP 
rates> 1.0. Although the geographical distribution of AFP cases detected in 2002 was proportional to 
population density in western Angola, there were gaps in case detection in the central and eastern 
provinces. AFP cases were reported primarily from municipal centres, while several sub-provincial 
areas reported no cases, particularly those bordering DRC and Zambia, because of access and security 
issues. The proportion of cases from which two adequate stool specimens were collected was 85% in 
2002. 

During January-June 2003, the annualized non-polio AFP rate was 1.4, with 13 (72%) of 
18 provinces reporting at least one AFP case; adequate stool specimens were collected from 84% of 
AFP cases. 

The non-polio AFP rate in DRC in 2002 was 5.0, with all 11 provinces achieving non-polio 
AFP rates> 1.0. At the end of July 2003, the annualized non-polio AFP rate was 3 .3, with all 
11 provinces reporting at least one AFP case. The proportion of AFP cases from which two adequate 
specimens were collected was 84% in 2002 and 92% during January-June 2003. 

Ethiopia, Somalia, Sudan 

Ethiopia, Sudan and Somalia, which form an important epidemiological block in eastern 
Africa, have passed one year without evidence of wild poliovirus transmission. 

In 2002, OPV3 coverage of infants was reported as 51% in Ethiopia and as 64% in Sudan; 
WHO and the United Nations Children's Fund (UNICEF) estimated national OPV3 coverage in 
Sudan at 47% for 2001, while the OPV3 coverage estimate was only 20% in conflict-affected 
southern Sudan. Immunization services in Somalia are delivered by international nongovernmental 
organizations (NGOs) supported by WHO, UNICEF, and other United Nations agencies. Estimated 
OPV3 coverage in Somalia increased from 33% in 2001 to 40% in 2002. 
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During 2002 and 2003, all three countries implemented OPV SIAs, using house-to-house 
vaccine delivery, with each country conducting at least two rounds ofNIDs. Additional SNIDs 
targeted high-risk areas and populations. 

In 2002, Ethiopia conducted SNIDs reaching 3.25 million children <5 years old in March and 
April, and full NIDs (> 14 million children reached) in October and December; the 2003 SNIDs 
targeted 2.5 million children aged <5 years in high-risk areas. In Somalia, SIA implementation 
continued despite ongoing conflict, although with limited access to children in the Mogadishu area. 
SIA rounds in Somalia were conducted on a flexible timeline to access children in conflict zones 
during cessation of hostilities. Since the beginning of2002, five SNIDs rounds (four rounds reaching 
between 600 000 and one million children, fifth round in May 2003 reaching >98 000 children) and 
four NIDs rounds (each round reaching> 1.3 million children) were conducted in Somalia. 

In Sudan, SIAs during 2003 reached more children than ever before, particularly in the 
conflict-affected south, where an additional 500 000 children were vaccinated in 2003 compared with 
2002. In southern Sudan, five rounds ofNIDs (reaching between 1.2 and 1.7 million children), and 
two rounds of SNIDs (reaching> 700 000 children) were conducted from 2002 to mid-2003. In 
government-controlled areas of Sudan, six rounds of SNIDs targeting between one and 5.8 million 
children were conducted from 2002 to mid-2003 . 

During 2002 and 2003, AFP reporting in all three countries continued to exceed the WHO
established target for surveillance sensitivity: an annual rate of non-polio AFP > 1 per 
100 000 population aged <15 years. The decrease in the non-polio AFP rate in Ethiopia from 2002 to 
2003 mainly reflects the decline of reported cases not qualifying as AFP. In 2002, only Sudan met 
the second main AFP surveillance quality indicator- collection of two adequate stool specimens 
from >80% of all AFP. For 2003 (as of the end of August) both Ethiopia and Sudan had met the stool 
adequacy indicator. Somalia was further able to improve stool adequacy, from 67% in 2002 to 77%, 
just below the threshold for quality surveillance certification. 

No wild poliovirus cases have been reported from Ethiopia, Somalia or Sudan in 2003. The 
last reported wild poliovirus-positive cases in Ethiopia and Sudan occurred in January and April of 
2001, respectively. Both cases were associated with wild poliovirus type 1 (wild P1). During 2002, 
three virologically confirmed wild P3 cases were identified in the Mogadishu area of Somalia, with 
the last case reported in October 2002. 

Afghanistan and Pakistan 

Afghanistan and Pakistan are among the remaining seven endemic countries, but progress has 
been substantial. Both countries are considered as one epidemiological block because of their 
geographical proximity, frequent intercountry population movement and the presence of genetically 
similar wild poliovirus lineages. 

In 2002, reported national routine OPV3 coverage of infants was 48% in Afghanistan and 71% 
in Pakistan. Reported OPV3 coverage in Afghanistan ranged from 6% in Urozgan province to 84% 
in Nangarhar province. 

Since 2000, Afghanistan and Pakistan have accelerated the frequency of SIAs, using 
house-to-house vaccine delivery, with both countries conducting at least four rounds ofNIDs and 
three rounds of SNIDs annually. Areas targeted for SNIDs are those identified as being at high risk 
for continuing virus transmission based on surveillance results, genetic sequencing, supplementary or 
routine immunization coverage and population parameters, including the presence of high-risk groups 
and increased migratory movements, particularly across the border between the two countries. 
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During 2002, Pakistan conducted four NIDs and four SNIDs rounds, closely coordinated with 
five NIDs and three SNIDs rounds in Afghanistan. The 2003 immunization schedule for Pakistan 
includes four NIDs (March, April, September and October) and four SNIDs (January, June, July and 
December); Afghanistan is conducting four NIDs (April, May, September and October) and 
three SNIDs (March, July and December). The quality of SIAs is closely monitored in both countries 
using process monitoring during immunization rounds as well as immediate post-SIA coverage 
assessments through independent groups (commercial survey companies and university teams in 
Pakistan; university students and teachers in Afghanistan). The results of monitoring are used to 
target areas of weak performance with special support activities. 

In both countries, the OPV immunization status (routine and supplementary) of non-polio AFP 
cases reported through the AFP surveillance system is used as a proxy for overall levels of immunity 
in the SIA target population, with special focus on the immunity profile of AFP cases aged <2 years. 
Children aged <2 years account for the majority of confirmed poliomyelitis cases and are more likely 
to be missed by vaccinators than older children. 

Between 2000 and 2002, the proportion of non-polio AFP cases aged <2 years with less than 
three OPV doses decreased from 46% to 28% in Pakistan and from 72% to 18% in Afghanistan. In 
2002, areas where the immunization status of AFP cases <2 years was considerably below the 
average included northern Sindh, southern Punjab, Baluchistan and southern North-West Frontier 
Province (NWFP) in Pakistan, and the western, northern and southern regions in Afghanistan. 

In Pakistan during 2002, the non-polio AFP rate was 2.8 at the national level, with all 
provinces reaching non-polio AFP rates above 2; adequate stool specimens were collected from 87% 
of all AFP cases in Pakistan in 2002. From January to the end of May 2003, the projected non-polio 
AFP rate increased to 3.0 and adequate stool collection increased to 89%. In Afghanistan during 
2002, the non-polio AFP rate was 3.3 and adequate stool specimens were collected from 81% of all 
AFP cases. From January to the end of May 2003, the non-polio AFP rate and adequate stool 
collection rate in Afghanistan increased to 3. 8 and 85% respectively. 

Recent genetic sequencing data indicate that the biodiversity of wild poliovirus circulating in 
the Pakistan-Afghanistan epidemiological block continues to decrease. The number of virus lineage 
clusters for poliovirus type 1 (P1) decreased from ten in 2000 to six in 2002 and for poliovirus type 3 
(P3) from six clusters in 2000 to three in 2002. Of 100 cases confirmed in 2002 in both countries, 
90 (90%) belonged to only five clusters (four Pl, one P3). 

India 

In 2002, India accounted for more than 80% of all cases reported globally, primarily because of 
the large epidemic due to type 1 poliovirus. This epidemic spread from Uttar Pradesh to several other 
states, most of which had been largely poliomyelitis-free in 2001. In addition to over 100 cases in 
Bihar, considerable numbers of cases were reported from West Bengal, Rajasthan, Haryana, Madhya 
Pradesh and Gujurat. Type 3 poliovirus transmission was limited and was largely restricted to 
Uttar Pradesh. In 2003 to date, transmission of both type I and type 3 continues in Uttar Pradesh, 
with extensive type I transmission also in Bihar and West Bengal. Together these states account for 
70% of reported cases nationally. 

Following the meetings of the Global Technical Consultative Group for Poliomyelitis 
Eradication (TCG) in November 2002 and the India Expert Advisory Group in February 2003, the 
Government of India has planned for six large-scale SIA rounds in 2003 (two NID rounds and 
four SNID rounds covering 60% of the national population). The Government ofUttar Pradesh has 
identified staff to take responsibility for poliomyelitis eradication at sub-state level, has shown 
increased engagement in the management of poliomyelitis eradication activities, and has made efforts 
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to improve the effectiveness of immunization teams (e.g. increasing the proportion of female 
vaccinators and local community members). 

Monitoring data from the NID rounds in January and February 2003 indicate improved quality 
in the highest risk areas in Uttar Pradesh, aithough quality in several districts has not yet reached the 
level necessary to stop transmission. In other states where transmission was re-established in 2002, 
NID quality was not uniform. West Bengal is of particular concern as NID quality was not adequate 
to stop transmission. 

Updates on global laboratory containment of wild poliovirus infectious/potentially infectious 
materials 

The laboratory containment requirements for global certification of poliomyelitis eradication 
are outlined in the WHO Global Action Plan for Laboratory Containment of Wild Polioviruses, 
2nd edition. In Phase I of containment, each country is expected to establish a Task Force for 
Containment that will conduct a national survey of biomedical laboratories and create an inventory of 
those found to be holding wild poliovirus infectious or potentially infectious materials. After 
one year without isolation of wild polioviruses anywhere in the world, Phase II laboratory 
containment activities will begin. Countries will be requested to destroy all unneeded stocks of wild 
poliovirus and ensure the containment of all retained wild poliovirus stocks under appropriate 
bio-safety conditions. Documentation demonstrating the completion of both containment phases 
from all countries will be required for global certification. 

Ensuring effective laboratory containment is critical to maintaining the achievements of 
poliomyelitis eradication. WHO is currently working to establish mechanisms for evaluating the 
activities of each phase of containment. A tool for evaluating the laboratory survey and inventory 
process is already being used in a number of countries that have completed this activity. Additional 
tools and mechanisms to evaluate subsequent containment actions are currently being developed to 
prepare for the global certification process. 

Mechanisms will be required in the future to independently verify the absence of circulating 
vaccine-derived polioviruses (VDPV). 

Current status of laboratory containment in certified Regions 

The Americas (AMR) 

On 20 August 1994, the Americas were certified as poliomyelitis-free. At the time of 
certification in the Americas, laboratory containment was not yet a component of certification 
activities. To meet the containment requirements for global certification, countries of the Americas 
have now begun to implement containment activities. By August 2003, all countries of the Region 
had appointed national containment task forces . Laboratory surveys are being conducted in 47 of 
48 countries of the Region, with 99 63 0 of 11 0 254 (90%) identified laboratories surveyed. All 
countries of the Region will be requested to submit a report to a regional body that will be established 
in early 2004. The terms of reference of both regional and national containment groups have been 
extended to also review and provide oversight for maintaining sensitive AFP surveillance systems in 
all countries. 

European Region (EUR) 

On 21 June 2002, the RCC/EUR certified the Region as free of indigenous wild poliovirus. At 
the time of certification, laboratory surveys were completed in 41 of 51 countries. Completion of 
Phase I activities in all countries of the Region is expected in 2004. 
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Current status of laboratory containment in endemic Regions 

While the first priority for poliomyelitis eradication in endemic Regions is to interrupt wild 
poliovirus transmission, an increasing number of countries have not reported a poliomyelitis case in 
several years. In those countries, considerable progress has been made in establishing the 
certification and containment process. 

Eastern Mediterranean Region (EMT) 

Laboratory surveys have been started in 16 and completed in five of 23 countries of the 
Region. The largest challenge for containment in the EMR is to obtain information from the 
numerous unregistered biomedical laboratories that operate in many of the countries. 

South-East Asia Region (SEAR) 

Laboratory containment activities have begun in all countries of the South-East Asia Region, 
and two countries have completed the process; 3427 of 6650 (52%) laboratories have been surveyed. 

2.1.2 Regional status 

Introduction 

Over three years after Regional certification of poliomyelitis-free status, most countries have 
managed to sustain good quality AFP surveillance and immunization activities. However, there are 
also examples of declining efforts to maintain poliomyelitis-free status. National immunization 
programmes continue to be very responsive to recommendations made by technical advisory groups 
and certification bodies to meet new surveillance quality requirements and address areas of 
sub-optimal routine immunization coverage especially in high-risk populations. 

Certification process 

National certification committees (NCC) remain in place and active as well as expert review 
groups resulting together with good adequate stool specimen collection for reliable virological 
information in timely AFP case classification with only 6% of cases pending after 90 days of onset. 
Most expert panels continue to arrive at a presumptive diagnosis for all AFP cases under their review. 

Surveillance quality in 2002 

In 2002, a total of 683 5 AFP cases were reported, resulting in a Regional non-polio AFP rate of 
1.4 7 per 100 000 children aged under 15 years. Of these AFP cases, 88% had two stool specimens 
taken within two weeks of onset of paralysis. Ninety-seven percent (97%) of cases with inadequate 
stool samples had follow-up examinations conducted and 95% of cases had a final classification 
within 90 days of onset of paralysis. Only 17 cases were classified as polio-compatible. 

In 2002, all regional reference laboratories (RRL) and national poliovirus laboratories (NPL) 
were visited and performance levels reviewed. For two laboratories with temporarily pending 
accreditation, detailed work plans were developed, technical support organized from the RRL in 
Australia as well as parallel testing of all stool specimens from AFP cases to improve performance 
towards full accreditation. Except for one national (Papua New Guinea) and one sub-national 
laboratory (Tibet) all poliovirus laboratories within the Regional network are currently accredited 
under WHO standards. 
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In order to increase capacity for intratypic differentiation (lTD) testing in the Region, the 
laboratories in Hong Kong (China), New Zealand and Singapore were given supplemental 
accreditation for lTD functions. 

The performance of the polio laboratory network remained at good quality levels in 2002. 
Ninety-two percent (92%) of laboratory results were available within 28 days of specimen receipt at 
the laboratory. All poliovirus isolates from AFP cases (over 600) as well as non-AFP sources (over 
150; e.g. enterovirus and aseptic meningitis surveillance, clinical diagnostic and environmental 
studies) were subjected to two lTD methods to reliably determine the nature of the viruses. 
Preliminary lTD results were available for 98% of AFP case isolates within 28 days after receipt; 
availability ofboth final ITD results at 74% still required improvement. This and continued 
problems with timely shipment of stool samples from the point of collection to national laboratories 
and poliovirus isolates to the reference laboratories resulted in less than 80% of final lTD results 
available within the required 60 days after onset of paralysis. 

Surveillance quality in 2003, January to October 

From January to 10 November 2003, a total of 4566 AFP cases were reported resulting in an 
annual non-polio AFP rate of 1.12 per 100 000 under age 15. Lower case reporting than in previous 
years was noted in China, Malaysia and VietNam. Regional data suggest that the international 
epidemic of severe acute respiratory syndrome (SARS), its management in areas affected and 
development of national preparedness, may have impacted on AFP case reporting and possibly other 
public health activities. Delays in reporting appear to be temporary though and other quality 
indicators (e.g. adequate stool specimen collection rates) were not affected. 

Laboratory results in 2003 (dataset as of 10 November) were available within 28 days of 
receipt for 95% of all AFP cases and all but one provincial laboratory in China exceeded the target of 
at least 80%. The non-polio enterovirus (NPEV) isolation rate declined from 9% in 2002 to 8% with 
several laboratories achieving rates even only under 5%. 

ITD results were available within 14 days of receipt for 82% of poliovirus isolates of AFP 
cases and for 94% within 28 days of receipt. lTD results were available for 92% of AFP cases within 
90 days of onset of paralysis but although improved compared to 2002 for only 61% within 60 days 
of paralysis onset for the same main reasons as in previous years. 

SARS-related increased workload and involvement at NPL resulted in delayed distribution of 
the annual proficiency test (PT), but in the meantime all laboratories have completed and passed the 
test. All laboratories except the NPL in New Zealand and Ho Chi Minh City achieved a perfect score 
of 100% with the latter reaching 80%. All provincial laboratories in China passed the PT as well. 
Annual lTD PTs were passed by the RRL in Australia and Japan and the NPL with supplemental lTD 
functions (Hong Kong [China], New Zealand, Singapore) whereas the RRL in China still has to 
complete one component of the enzyme-linked immunoassay (ELISA) PT. 

Due to the delays in PT distribution and the recruitment of a new Regional Laboratory 
Coordinator, no accreditation visits except to the NPLs in VietNam and some selected provincial 
laboratories in China have taken place. 

A national meeting for provincial laboratories in China was conducted in March 2003 to 
introduce the new accreditation criteria, followed by a joint visit of staff from WHO, the Japan 
International Cooperation Agency (JICA) and the National Institute oflnfectious Diseases (NIID) in 
Tokyo to China to establish future accreditation procedures and cell culture training for provincial 
laboratories in China, supported by JICA and the Centers for Disease Control and Prevention (CDC) 
in Atlanta. 
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Surveillance for vaccine derived polioviruses (VDPV) 

Twenty-six polioviruses from AFP cases and non-AFP sources with discordant lTD results 
were subjected to sequencing, and one VDPV was isolated from a healthy child in Mongolia. 

Retrospective analysis detected two VDPVs in China; the first was isolated from an AFP case 
from Anhui Province with onset of paralysis on 6 April 2002, a history of three doses OPV (last on 
5 January 2002) and no residual paralysis upon follow-up. The VDPV was poliovirus type 3 with a 
drift in polymerase chain reaction-restriction fragment morphism (PCR-RFLP) whereas the ELISA 
lTD result was Sabin-like (SL). Sequence analysis of the complete VPI region revealed 9/900 
basepair divergence compared to Sabinvirus. The second VDPV was isolated from an AFP case from 
Sichuan Province with onset of paralysis on 27 January 2002, a history offour doses OPV (last on 
5 December 200I) and no residual paralysis upon follow-up. The VDPV was poliovirus type I with 
the ELISA lTD result double-reactive (DR). Sequence analysis of the complete VPI region revealed 
10/906 basepair divergence. 

The NPL in Mongolia has routinely conducted supplementary stool surveys for poliovirus 
surveillance among healthy children up to five years old in several provinces and districts of 
Ulaanbaatar City. From November 2002 to March 2003 a total of 313 stool samples were collected, 
and tested at the NPL. Two SL polioviruses and 23 NPEVs have been isolated. 

Virological investigation has been done in 30 stool samples from Songinokhairkhan district in 
Ulaanbaatar City. On 13 February 2003 one stool specimen was collected from a healthy child, 
six-month old. NPL results were positive for poliovirus type PI +P3. Virus isolates were sent to the 
RRL in Australia and NPL results were confirmed. PCR results were SL for both isolates, ELISA 
was SL for the poliovirus type 3 but non Sabin-like (NSL) for the poliovirus type 1. Sequencing 
results at the Global Specialized Laboratory (GSL) at NIID in Tokyo revealed 12/906 basepairs 
difference with Sabin type I (1.3%) and thus this virus under the current definition had to be 
classified as VDPV. Sequence of the 3D region was 99.7% identical to Sabin type 1 (11310 basepairs 
difference). 

Review of surveillance and coverage data as well as epidemiological investigation of and in the 
area of the child did not reveal any current virus circulation. In an additional supplementary virology 
survey among healthy children up to five years of age, all stool specimens collected tested negative 
for poliovirus as well as follow-up stool samples taken from the healthy child. Immunological study 
conducted in the child and family members found cellular immunity of all family members within 
reference range . The child from which VDPV was isolated and his young cousin had though 
decreased values for immunoglobulin A (IgA), immunoglobulin G (IgG) and immunoglobulin M 
(IgM) while humoral immunity of all other family members was within reference range. Potency 
testing of OPV samples revealed a slight decrease in titer of virus components. 

Immunization activities 

With reported national routine immunization coverage remaining at similar levels as before in 
almost all countries and areas, SIA with OPV were conducted in 2002 in Cambodia, China, Mongolia 
and VietNam (besides the Philippines as circulating vaccine derived poliovirus [cVDPV] response). 
OPV has been included in the 2002 measles SNIDs in Cambodia and in several tetanus toxoid (TT) 
SIAs targeting almost 270 000 children under five years of age and achieving an overall reported 
coverage of 80%. 
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China's Ministry of Health requested seven provinces to conduct two rounds of SNIDs in the 
winter season 2002/2003 in 62 prefectures targeting almost 11 million children less than four years of 
age and recommended to further 20 provinces to conduct SNIDs in high-risk populations in over 
80 prefectures targeting almost 17 million children. Following identification of a cluster of AFP 
cases and suspected transient circulation ofVDPV in Sichuan in mid-2002, two SIA rounds 
implemented in eight prefectures in Sichuan, Guizhou and Yunnan Provinces. 

The Lao People's Democratic Republic conducted SIAs in January and February 2003 
targeting 40% ofthe country's children under five years of age in 27% of all villages from all 
provinces and 80% of the districts. The strategy of the SIAs was to focus on major population 
concentrations, populations along major transportation routes and major border crossing points . 

VietNam conducted supplementary immunization from October to December 2002 in 
28 districts in 13 provinces targeting over 330 000 children under five years of age. 

Regional laboratory containment of wild poliovirus infectious and potentially infectious 
materials 

As China and Japan have not yet submitted a final national inventory, Phase 1 of the laboratory 
containment process is still to be completed in the Region. 

Discussion 

The Technical Advisory Group (TAG) during its thirteenth meeting in November 2002 
recognized that the Expanded Programme on Immunization (EPI) in the Region has entered an era of 
new opportunities. Building on previous achievements, but while maintenance of poliomyelitis-free 
status remains a priority, Regional measles elimination and improving hepatitis B control were 
introduced to guide and strengthen EPI. 

Without doubt, the major achievements made in quality of poliomyelitis eradication, have 
generally been maintained. However, in a Region (where 25% of the world's population live) free of 
indigenous poliovirus for several years, timely and reliable detection of imported wild poliovirus or 
c VDPV is of utmost importance. Regular and careful analysis of surveillance and immunization 
activities is required to detect quality gaps and address them. Overall timeliness of availability of 
lTD results compared to the onset of paralysis is still below target, declining NPEV isolation rates 
may indicate reduced virological sensitivity and acceptable national surveillance indicators may mask 
pockets of poor surveillance quality. 

Reported SIA coverage is usually high, but routine field investigations often discover pockets 
of low immunization coverage. Changes in the global strategic plan due to shortage in funding have 
reduced preventive SIAs requiring high surveillance quality resulting in higher costs. 

Other challenges include slow and incomplete integration of measles (and neonatal tetanus) 
surveillance into active AFP surveillance. Development and integration of a Regional measles 
laboratory network has only commenced recently and there is no integration yet of the poliomyelitis 
laboratory network with other laboratory networks. 

As the global poliomyelitis eradication programme missed the target to interrupt global wild 
poliovirus transmission in 2002, and as poliomyelitis in neighbouring regions continue to pose a 
constant threat to achievements made in the Region, concerns need to be addressed that financial 
support, both from national governments and international partners, is not being redirected to other 
public health activities. To maintain certification standards and respond to enhanced surveillance 
quality requirements, the same level of funding support for the Region needs to be ensured. 
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These continued efforts require large financial and human resource inputs over six years after 
the last indigenous wild poliovirus case occurred in the Region. The maintenance of poliomyelitis
free status and constant work to create a barrier, not only against imported wild poliovirus, but also 
against the emergence ofVDPV, make a significant contribution beyond this Region towards global 
eradication and eventually certification. 

2.2 Maintaining poliomyelitis-free status in the PICs 

2.2.1 Performance of surveillance for cases of acute flaccid paralysis (AFP) 

Active AFP surveillance 

As AFP surveillance is focused on children under the age of 15, updated demographic data are 
included in Annex 2. 

The hospital-based surveillance network includes 58 hospitals distributed in all 20 countries 
and areas, and active involvement of 20 national coordinators, 58 hospital coordinators, and about 
200 key paediatric clinicians. The reporting mechanism in most countries continues to require a copy 
of the completed monthly form to be sent from the hospital coordinator to the national coordinator 
and copied to WHO at least every three months. The WHO office received copies of 21% of 
expected forms for 2001 (14 7 out of 696), 70% of expected forms for 2002 ( 484/696) and 49% of the 
forms expected for 2003 up to June (170 out of 348). See Table 1. 

This represents a significant increase in reporting completeness in 2002 compared to 54% in 
2000 and 21% in 2001 with certain improvement during the first six months of 2003. In 2002, nine 
of 58 hospitals failed to submit a report. During the first six months of2003, 26 of 58 hospitals have 
not yet submitted a report. Details can be found in Annex 3. 

Many forms are being held at hospital or national level and untimely and "cluster" signing 
continue to be very common. There still appears to be a decline in commitment for post-certification 
activities with often sub-optimal understanding of AFP surveillance procedures. 

Table 1: Submission of completed forms to WHO 

Year Expected monthly Completed forms % of expected reports 
forms from all sites received by WHO received by WHO 

1997 367 274 75% 
1998 646 585 91% 
1999 672 I 604 90% 
2000 692 377 55% 
2001 696 147 21% 
2002 696 484 70% 
2003 348 I 170 49% 

AFP case reports 

The following tables summarize the PICs experience since 1997 with reporting and 
investigation of cases of AFP. 
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Table 2: AFP cases by year 

Year # AFP cases by active #Total AFP cases Annual non-polio AFP 
surveillance rate 

1997 10 12 1.2 
1998 8 11 1.1 
1999 6 11 1.1 
2000 18 19 1.9 
2001 9 11 1.1 
2002 6 7 0.7 
2003 (nine months) 8 8 0.8 

Average 9.3 11.3 1.1 

PICs have achieved the expected detection of one AFP case per I 00 000 children under the age 
15 years. In 2001, 11 cases were reported, resulting in a non-polio AFP rate of I per 100 000 under 
age 15. In 2002, seven cases were reported, resulting in a non-polio AFP rate of 0. 7 per 100 000 
under age 15. In 2003, up to the beginning of October, eight cases were reported, resulting in an 
annualized non-poli l) AFP rate of one per 100 000 under age 15. However, it should be noted that 
seven out of the eight cases were reported from Fiji. 

From 1997 to October 2003, 71 AFP cases were reported, resulting in an overall non-polio 
AFP rate of 1.1 for those (almost) seven years. Reporting by country is detailed in Annex 4. 

Table 3: Stool specimen collection rate 

Year # AFP cases by active #Total AFP cases #(%)With adequate 
surveillance stools 

1997 10 12 3 (25) 
1998 8 11 4 (36) 
1999 6 11 2 (18) 
2000 18 19 6 (32) 
2001 9 11 4 (36) 
2002 6 7 2 (29) 
2003 (nine months) 8 8 3 (38) 

Total 65 79 24 (30) 

The global standard of 80% adequate stool samples has never been reached in the PICs; it was 
not met in 2002 or, to date, in 2003. Of the seven cases in 2002, only two (29%) had adequate stool 
specimens. For the eight cases with onset in 2003, the rate of timely stool sample collection was 38% 
(three of eight cases). Two stool samples were taken in all eight cases. In four ofthe five cases with 
inadequate stool samples, the patients were admitted 14 days after the onset of paralysis. 

As required, all stool samples were examined in an accredited laboratory, Victorian Infectious 
Diseases Regional Laboratory (VIDRL) in Melbourne, Australia. 
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Table 4: 60-day follow-up of AFP cases 

Year # AFP cases by active # Total AFP cases # (%) with 60-day 
surveillance follow-up 

1997 10 12 8 (67) 
1998 8 11 9 (82) 
1999 6 11 9 (82) 
2000 18 19 15 (79) 
2001 9 11 7 (64) 
2002 6 7 3 (43) 
2003 8 8 6 (75) 

Total 65 79 57 (72) 

This standard of 80% for 60-day follow-up was not met for 2002, with only three of the 
seven cases (43%) having follow-up examinations. Ofthose AFP cases with onset in 2003,75% of 
cases had follow-up examinations, but for the one case that was only received very recently, 
follow-up examinations are expected to be conducted in a timely fashion. 

Additional surveillance quality indicators as recommended by the TCG and Western Pacific 
Region TAG are presented in the following table: 

Table 5: Percentage of AFP cases with inadequate stool samples and 60-day follow-up 
available (target: 80%) 

Year # AFP cases # AFP cases with # (%) with 60-day 
inadequate stools follow-up 

1997 12 9 5 (56) 
1998 11 7 6 (86) 
1999 11 9 7 (78) 
2000 19 13 10 (77) 
2001 11 7 3 (43) 
2002 7 5 3 (60) 
2003 (nine months) 8 5 4 (80) 

79 65 38 (58) 

For AFP cases with insufficient virological information it is crucial to have additional clinical 
information from the follow-up examination to facilitate final classification as non-poliomyelitis 
AFP. So far in 2003 the target for this indicator has been met. 

Review of cases and final classification 

Of the eight cases with onset in 2003, the Committee discarded three cases as 
non-poliomyelitis based on negative laboratory results, for each, of two adequate stool specimens 
(category 5). Three other cases lacked residual paralysis at 60 days, and were thus discarded 
(category 4). For case# 2003-08, which was recently received, the laboratory results and 60-day 
follow-up information was not yet available and for case # 2003-04 from Solomon Islands the 60-day 
follow-up information were not available. These were retained as "pending" (category a and b), and 
will receive final classification through electronic discussion by the SCC members. A summary of 
the Committee's expert review is provided in Table 6. 



- 14-

Table 6: Summary of the Committee's expert review 

Case number Country Classification category 

2003-01 Fiji 4 
2003-02 Fiji 5 
2003-03 Fiji 5 
2003-04 Solomon Islands 2b 

2003-05 Fiji 4 
2003-06 Fiji 5 
2003-07 Fiji 4 
2003-08 Fiji 2a 

Three cases left pending after last year's SCC meeting were discussed electronically in the 
meantime and a final decision was made. As it was possible to obtain a follow-up for case 2002-04 
from Vanuatu and the child had fully recovered, the case was discarded as non-polio AFP. Case 
2001-07 from the Solomons and case 2002-06 from New Caledonia were both lost to follow-up and, 
due to the Jack of information, classified as polio-compatible, which mainly indicates a failure in the 
surveillance system rather than a chance these cases may have been poliomyelitis . 

Implementation of recommendations made during 6th meeting of the PICs SCC, October 2002 

In its last report, the SCC made a number of recommendations for strengthening the 
commitment of Ministries of Health to poliomyelitis eradication and improving the performance of 
surveillance for AFP and other vaccine preventable diseases in PICs. 

With the assistance of the Secretariat, the SCC Chairperson has written to national Ministers of 
Health seeking their ongoing support for poliomyelitis eradication, and has initiated a process of 
improved communication with national coordinators. This includes developing training materials and 
a package of information to assist them in strengthening their own communications with hospital 
coordinators and key clinicians, and to support in-service training for clinical and public health staff. 

The SCC notes that access to electronic communications in the PICs continues to improve. 
However, the AFP surveillance system still makes only limited use of electronic mail and list server 
networks for communication between members and with national counterparts . 

Other recommendations to address areas of special concern (Section 1 0 of the 2002 Report) 
have not been implemented. Strengthening the networking between the SCC, the WHO Secretariat, 
national coordinators, hospital coordinators and key clinicians remains the highest priority. 

At the country level, the strong focus on SARS preparedness in 2003 and the management of 
intercurrent outbreaks of dengue, rubella and measles has had a major impact on implementation of 
those recommendations. Other factors that may have contributed to a loss of momentum of the 
surveillance network include: 

• a loss of enthusiasm for AFP surveillance after the achievement of Regional certification; 
• true delays in case detection and reporting, specimen collection and case follow-up; or 
• turnover of key staff without adequate briefing of their replacements . 



- 15 -

Factors affecting the Secretariat's ability to guide and support the network's surveillance 
activities and to respond to the SCC's recommendations include: 

• the loss of the EPI Technical Officer's position from the WHO South Pacific (SP) office; 
• relocation of the WHO SP communicable diseases Medical Officer/Epidemiologist to Asia 

until July 2003 to manage the regional response to the global outbreak of SARS; and 
• the EPI Secretary's position being shared with another technical area in the WHO SP 

office. 

The SCC considers that many of its unimplemented activities from 2002-03 remain highly 
relevant to maintaining strong AFP surveillance in the PICs. 

In 2002, the SCC did not clearly address resource issues in its recommendations but, in the 
present report, has endeavoured to do so (Section 13, Conclusions and Recommendations, below). 
The SCC emphasizes the importance of adequate resourcing of the Secretariat as a pre-requisite to 
full implementation of its recommendations. 

2.2.2 Supplementary surveillance activities 

The primary importance of active prospective surveillance as the foundation of AFP 
surveillance has always been highlighted by the SCC. No supplementary surveillance activities were 
conducted in 2003. However, given the importance of a high standard of surveillance, the SCC 
continues to consider annual retrospective reviews as necessary in those PICs identified as having 
AFP reporting problems (see also Annexes 3 and 4). 

2.2.3 Laboratory surveillance 

Laboratory testing of stool specimens from AFP cases in the Pacific continues to be conducted 
at the regional reference laboratory (VIDRL) in Australia. Support for testing continues to be 
excellent and VIDRL is forwarding case investigation forms received with the stool specimens to the 
WHO offices in Suva and Manila to support case data management and tracing. 

In 2003, 16 stool specimens of eight AFP cases were received in good conditions indicating 
that the reverse cold chain could be maintained during the shipment, though for one case a leak was 
observed. Shipment time ranged from four to 16 days (date of collection to date of receipt at 
VIDRL); six specimens reached the laboratory within seven days and average shipping time is 
10 days, which appears acceptable under the geographic conditions and distances. Shipment times 
longer than the ideal three days do not necessarily affect maintenance of reverse cold chain but have 
relevance for timeliness ofiTD results available within the required 60 days of onset should 
poliovirus be isolated. 

2.2.4 Immunization activities 

Poliomyelitis immunization coverage for the PICs was approximately 85% for 2002 (Annex 5). 
Coverage figures for the third dose of OPV3 were not reported to WHO/UNICEF for the Federated 
States of Micronesia, French Polynesia, New Caledonia, and Wallis and Futuna. However, a 
coverage survey in the Federated States of Micronesia in July 2003 found that OPV3 coverage was 
65%. 

Most countries have maintained OPV3 coverage rates at stable levels over the last three years, 
although Nauru, the Solomon Islands and Vanuatu reported significant decreases in coverage. 
However, the SCC notes that reported coverage may be influenced by such factors as the timeliness 
and accuracy of record keeping and the accuracy of population denominators. 
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Solomon Islands experienced vaccine outages at the national level in late 2002 and early 2003. 
This has now been resolved with assistance for vaccine procurement through JICA. Furthermore, the 
Solomon Islands will conduct a national EPI catch-up campaign in November 2003 targeting all 
children less than five years of age who have missed vaccinations. A similar campaign is planned for 
2005 . 

With the assistance of WHO/UNICEF, Vanuatu is currently conducting an EPI review in all 
provinces and this is expected to identify solutions to improve coverage. 

Due to the cessation of relocation of displaced persons from South Asia, the Committee has 
fewer concerns about the risk of importation of wild poliovirus to Nauru than in 2002. 

While WHO still recommends the use ofOPV, some countries and areas in the Pacific (the 
Commonwealth of the Northern Marianna Islands, Guam, Wallis and Futuna, New Caledonia, French 
Polynesia, Palau and Niue) are switching to inactivated poliovirus vaccine (IPV). Fiji is currently 
conducting a trial of pentavalent diphtheria-tetanus-pertussis (DTP)-Haemophilus injluenzae type b 
(Hib)-IPV vaccine. The switch to IPV is in part driven by concerns about vaccine-associated 
paralytic poliomyelitis (V APP); however, its availability in combination with other vaccines at a 
small price differential has been a factor for Niue and Fiji. 

Because of the long interval since poliomyelitis was endemic in the Pacific, the low risk of 
poliovirus re-introduction and circulation, and the generally high immunization coverage rates, no 
supplementary poliomyelitis immunization activities have been undertaken in the Pacific islands. 
These matters were discussed at a recent EPI Programme Managers meeting in Suva in 
September 2002 and a commitment was made to maintain high immunization coverage rates to 
prevent re-establishment of poliovirus. 

However, the SCC notes with concern the absence of OPV3 coverage data for four countries 
(Annex 5), and the further emergence of outbreaks of rubella and measles during 2003 (the latter 
despite high reported measles vaccine coverage). The SCC believes that this may reflect less than 
adequate OPV (and other vaccine) coverage, which therefore compromises the eventual eradication 
of poliomyelitis. The Committee calls the attention ofEPI Managers to these concerns, and 
recommends that they include them for discussion at the next EPI Managers' meeting in Auckland, 
New Zealand in March 2004. 

2.2.5 Detection and response to importations 

The SCC considers the Pacific to have a low risk of importation of wild poliovirus . Countries 
and areas are protected by geographic isolation and the need for jet travel between most countries, all 
ofthe countries bordering the PICs are considered poliomyelitis-free and travel to or from any 
country in which poliovirus was recently or is still circulating continues to be limited although 
occurnng. 

The SCC also believes that significant additional barriers to re-establishment of wild poliovirus 
continue to be in place; however, continued vigilance and preparation for response is important until 
Global eradication is achieved. 

The SCC encourages the Pacific Public Health Surveillance Network (PPHSN) to continue its 
work on strengthening mechanisms for outbreak preparedness, detection and response, to assist the 
regional implementation of the proposed modifications to the International Health Regulations 
(IHRs), and to support the reporting and communication requirements that the IHRs place on national 
health authorities. 
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2.2.6 Areas of special concern 

The following are areas of special concern to the SCC: 

• Surveillance systems intended to be active and prospective are currently passive, resulting 
m: 

~ incomplete and delayed routine reporting from hospital surveillance sites; and 
~ continued problems with adequacy and timeliness of stool collection. 

• Lower immunization coverage in a few countries or potential pockets of lower immunity in 
risk populations. 

2.2 .7 Sustaining poliomyelitis-free status after certification 

Concerns have been noted above for sustaining hospital-based active surveillance and for rapid 
and complete investigation of AFP cases. The SCC recognizes that each of these must be maintained 
at a high level at least until global certification has been achieved, and several interventions have 
been proposed at its recent meeting. 

2.2.8 Laboratory containment of wild poliovirus infectious and potentially infectious materials 

There were no further developments in laboratory containment and the sub-regional inventory 
remains as completed in 2002. 

3. CONCLUSIONS 

The SCC notes serious and systemic problems in the AFP reporting system that have emerged 
since 2000, and that have resisted easy solution. Although 58 hospitals in all20 countries continue to 
constitute the active AFP surveillance network ofPICs, the required regular reporting to WHO has 
faltered significantly since Regional certification in 2000. Thirty-seven out of 58 hospitals failed to 
submit reports in 2001, and by June 2002, 28 had failed to do so. While an aggressive effort at 
catch-up reporting undertaken by the Secretariat late in 2002 reduced the 2002 reporting failure rate 
to nine out of 58 hospitals, the problem has resurfaced in 2003, with 26 of the 58 hospitals failing to 
file any reports as of June 2003. As was true in the past, many forms seem to be held at the national 
level. 

In addition, in 2002 only seven AFP cases were ultimately detected, representing an annual 
rate of 0. 7 cases per 100 000 children <15 years of age. This is below the expected level of 1.0, a 
benchmark rate, which has been achieved in all of the previous five years leading up to and following 
certification (through 200 1-2002). It is too early to tell whether this 2002 decrease is a statistical 
anomaly or whether it reflects a serious surveillance problem. Through October 2003, eight AFP 
cases have been reported, a figure predicting an eventual AFP reporting rate of at least 1.0 per 
100 000 by year's end. 
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That six of these eight detected AFP cases had 60-day follow-up is reassuring, although 
preliminary review by the committee reveals gaps in information for some cases that will require 
further follow-up. Similarly, that three of the eight cases had at least two adequate stool specimens is 
difficult to interpret, as inadequate stool specimens have been a key problem in the PIC AFP 
surveillance since its inception. It seems to be resulting in part due to delayed presentation of 
patients for reasons oftravel but perhaps additional social reasons. 

A related concern is failure to successfully supplement the AFP reporting system with neonatal 
tetanus case and "fever/rash" reporting. This problem becomes most notable during regional 
outbreaks of dengue, measles and rubella. Regional data also suggest that, during the multi-country 
outbreak of SARS (2003), AFP surveillance and reporting lapsed considerably. While it is not clear 
whether this lapse was causative or coincidental, nor to what extent, if any, it impacted on 
sub-regional AFP surveillance/reporting, it raises concerns about the fragility of the 
surveillance/reporting infrastructure. This is particularly worrisome because experiences in other 
regions make it clear that importation of wild polioviruses and emergence of VDPV are serious 
potential problems for all poliomyelitis-free regions, and that the maintenance of extreme vigilance 
remains essential. 

Finally, the reduction of staff in the Suva WHO secretariat creates a potentially critical 
situation. Particularly in the period from late 2000 to mid-2002, support by the WHO secretariat was 
instrumental in shoring up AFP surveillance, including frequent visits to the countries and reporting 
hospitals, conducting retrospective record reviews and giving in-services and other training, by 
maintaining frequent contact with national coordinators, and by instituting electronic 
communications. Thus, reduction in human resources may lead to partial loss of these gains and the 
sec wishes to address this with specific suggestions. 

For all of these reasons, the Committee concludes that, despite certification and continuation of 
presumably high levels of OPV vaccination, as long as the region remains at risk of importation of 
wild poliovirus, timely detection of its reintroduction or circulating VDPV may not be guaranteed. 

4. ACTION POINTS 

AFP surveillance system 

In the PICs, the SCC re-affirmed the need to strengthen hospital based active surveillance for 
AFP and, in particular, to re-establish effective AFP surveillance in those PICs and hospitals where 
recent performance has been poor. The SCC also reaffirmed the need to strengthen its own 
communication with the WHO secretariat. 

To achieve these objectives, the SCC made the following recommendations: 

• The WHO secretariat should implement a phased programme of strengthening the entire 
AFP surveillance network in the PICs. This would be achieved through a series of country 
visits and activities to rebuild the capacity of national and hospital coordinators and 
improve the awareness ofEPI managers, clinicians and other health workers of the 
importance of AFP surveillance as a key step towards maintaining poliomyelitis-free status 
in the Region. Country visits should be prioritized and implemented as follows: 
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>- opportunistic in-country visits and activities, by WHO secretariat and SCC members, 
in those PICs where the performance of AFP surveillance has been maintained at 
acceptable levels; and 

)> targeted in-country visits to those PICs where the performance of AFP surveillance 
has declined or not been maintained. 

During country visits, members should also explore mechanisms to strengthen collaboration 
with private practitioners, and to strengthen the integration of AFP surveillance with surveillance for 
acute fever and rash illness and neonatal tetanus. 

The WHO secretariat should involve WHO Representatives and Country Liaison Officers in 
the proposed programme, providing them with updates on the status of the global eradication 
programme and surveillance strengthening and thereby enabling them to support the activities of 
national and hospital coordinators. 

• To strengthen communication with network partners, the WHO secretariat should conduct 
an audit of national and hospital coordinators and their access to electronic mail, facsimile 
and telephone. This information should then be used to develop an email register of key 
national and hospital-based collaborators in the AFP surveillance network. 

• The WHO secretariat should make monthly telephone contact with national and, where 
necessary, hospital coordinators to remind them of due dates of submission of surveillance 
reports, and to determine whether they need any assistance or information in relation to 
AFP surveillance activities. 

· • To strengthen its own communications, the SCC and WHO secretariat should make 
improved use of electronic communication: 

>- to review and classify AFP cases by e-mail at least quarterly, without waiting for the 
annual SCC meetings- this would preferably take place on a case-by-case basis, as 
each case is reported and laboratory results are received; 

>- to communicate directly and regularly by e-mail with national and hospital 
coordinators to ensure prompt submission of report forms in the future; 

>- to provide quarterly updates on the performance and results of the Pacific AFP 
surveillance network to all members of the network; and 

>- to convene a quarterly "virtual" sec meeting by e-mail to finalize the quarterly 
surveillance summary report to be submitted to the Western Pacific Regional Office in 
Manila. 

• To strengthen the involvement of national coordinators and other collaborators in the 
surveillance network, the SCC and WHO secretariat should: 

>- notify national coordinators and the reference laboratory (VIDRL) as soon as each 
reported case has been classified; 

>- explore (through the Manila-based members of the WHO secretariat) the possibility of 
developing a text-file version ofthe weekly Regional AFP Surveillance and Polio 
Laboratory Update, in a format suitable for posting on the PPHSN's PacNet list 
server; and 

>- develop a mechanism for circulating periodic updates of developments in the global 
poliomyelitis eradication initiative (PEl) programme. 
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• The Manila and Suva based members of the WHO secretariat should keep each other 
informed of their respective travel schedules, so that they can delegate for each other in 
essential activities of the AFP surveillance network, such as facilitating SCC 
communication about newly reported AFP cases. 

An update session on the global polio eradication initiative (PEl) and AFP surveillance in the 
PICs should be included in the agenda for the PIC EPI Manager's Meeting in Auckland, 
8-12 March 2004. 

Retrospective record reviews 

The SCC recommends that retrospective record reviews for the 2002 and 2003 calendar years 
should be undertaken in all participating PICs, to validate the quality of data submitted and to search 
for additional cases of AFP that went undetected and/or unreported. 

• The WHO secretariat should develop a draft protocol for retrospective record reviews by 
15 November and circulate it to SCC members for comment. SCC members should submit 
their comments to the Secretariat by 30 November 2003, with a view to finalizing the 
protocol by 24 December 2003. 

• During their country visits or in-country work to strengthen network activities, SCC and 
WHO secretariat members should introduce the protocol to national and hospital 
coordinators and assist them to undertake a retrospective record review of inpatient 
registers for 2002/2003 to validate the quality of data already submitted and search for 
possibly missed cases. 

• Targeted reviews in under-performing countries should be undertaken by 30 June 2003, 
and opportunistic reviews in other countries by the next SCC Meeting, with a view to 
presenting the preliminary results of the reviews at that meeting. 

Laboratory containment of wild poliovirus infectious and potentially infectious materials 

The SCC noted the global progress in the development of containment policies, particularly 
Phase 1 quality assessment guidelines, the second edition of the Global Action Plan, and draft 
guidelines for Phase 2. 

The SCC supports the plan of the WHO secretariat to commence documenting quality of 
Phase 1 activities in early 2004 and work with PIC to prepare for Phase 2. As responsibility for 
assembling the sub-regional inventory of laboratories that may hold wild poliovirus infectious or 
potentially infectious materials in the PICs had been given to the WHO secretariat in Suva, the SCC 
is requesting the WHO offices for the Western Pacific Region and the South Pacific to closely 
collaborate in conducting the validation process and present their draft findings and conclusions to 
the sec for review and recommendations for further action to be taken. 

In connection with the validation exercise, the SCC requests the WHO secretariat to re-assess 
sub-regional laboratory compliance by requesting follow-up information on specimen storage and 
receipt from "higher risk laboratories", identified to date as the Institut Pasteur ofNew Caledonia, the 
Institute Louis Malarde in French Polynesia, and the Guam Naval Medical Hospital. 

The SCC requests the WHO secretariat to be regularly kept informed about further 
developments in global laboratory containment, particularly requirements of and reporting 
mechanisms to the Global Certification Commission. 
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The SCC requests the WHO secretariat to provide an annual assessment if changes occurred in 
laboratory procedures, particularly tissue culture capacity, and if research capacity was developed 
with risk to import foreign materials from areas with poliovirus circulation at the time of specimen 
collection. 

Resources needed to implement the above action points 

The SCC strongly recommends that the WHO secretariat be provided with adequate human 
and other resources to enable it to implement the above action points to rebuild and strengthen the 
AFP surveillance network in the PICs. 

Future activities of the Sub-regional Certification Committee 

The SCC will continue to meet on an annual basis and proposes to convene its next meeting in 
the last quarter of2004. 

The SCC had begun to draft a report, for publication, ofthe sub-region's approaches and 
efforts leading up to certification. Although there had been delays in its finalization, the SCC is 
undertaking a renewed effort to complete and finalize this draft, with the aim of submitting a paper 
for publication to an appropriate peer-reviewed public health or biomedical science journal in 2004. 

The SCC again wishes to thank the many key clinicians, hospital coordinators, and national 
coordinators for their considerable efforts of maintaining the PICs poliomyelitis-free status over 
three years after certification and under circumstances of multiple competing public health 
interventions. 

In order to maintain active and prospective AFP surveillance and enhance its quality where 
required, the SCC considers it as imperative that national authorities, national coordinators, hospital 
coordinators, key clinicians, and all public health personnel must be kept fully aware about the 
requirements and developments of global poliomyelitis eradication in order to remain vigilant and 
committed to maintaining the AFP surveillance system as a means of keeping the PICs poliomyelitis
free. 
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Population figures by country 

Country 
American Samoa 
Cook Is. 
Fed. St. ofMicronesia 
Fiji 
French Polynesia 
Guam 
Kiribati 
Marshall Islands 
Nauru 
New Caledonia 
Niue 
Northern Mariana Is. 
Palau 
Samoa 
Solomon Islands 
Tokelau 
Tonga 
Tuvalu 
Vanuatu 
Wallis and Futuna 

Source:SPC Demography/Population Program 
www.spc.org.nc/demog 

Estimated Population 2003 
61 400 
17 800 

112 600 
831 600 
250 000 
162 500 
88 100 
54 000 
12 100 

235 200 
1650 

75 400 
20 300 
178 800 
450 000 

1500 
101 700 
10 200 

204 100 
14 800 
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ANNEX3 

Hospital Baed AFP Surveillance Indicators 

Country I Population Hospitals I Forms received 

(<15 y.o) 2002 I .Jun-03 
American Samoa I 22,600 LBJ I 8 I 0 
Northern Mariana Islands (CNMI) I 19.600 k:ommonwealth HC I 6 0 
Cook Islands 5100 IRarotonga I 9 0 
FSM 48,100 Kosrac 9 I 0 

Pohnpei 9 4 

Chuuk \2 4 

Yap 12 I 6 
(iuam 53,100 Q_MH 12 I 6 

NRMC I () I 0 

Kiribati 34,600 ifCH I 8 0 

P uter Islands 8 I 0 
Marshall Islands 22,800 IMaiuro 5 I 0 I 

Ebeye 8 I 0 

- Kwaialcin 0 ll 

~nuru 4600 NGH I 12 6 I 
!Niue 

I 
615 !Lord Liverpool 9 0 

[Palau 4700 Palau 12 I 6 
Western Samoa 73,000 ~aiional Hosoital 8 I 0 

IM alieroa Tanumafili , Tuasivi 8 I 0 

IA oia Outp~tienl I) I (J 

~olamon Islands 182,400 NRH I 9 6 

Kili'ufi I 7 I 6 

Giza 8 6 
Helena Goldie Hospital (HGH) 8 I 0 

Atoili I () I () 

frongn 37,800 Vai1oa 12 I 6 

Priuce Ngu Hospita1.V~va'u 12 6 
ruvalu 3.500 F'rincess MaT!larel 0 Cl 

Vanuatu 85,100 Vila Central I 4 0 

Northern District 6 0 
fokelm1 641 Fakaofo I () I " ,. 
French Polynesia 73,800 Mamao 12 I 6 

Cardella I 12 6 

Paofai 12 6 

Uturoa 12 6 
New Caledonia 69.900 Hospital de Magenta 0 6 
Wallis and rutuna 5,100 lwAF I () 0 
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Fij i 29I,300 k:wM I2 6 

LautokR 9 6 

Labasa 12 6 

Vunidawa 9 I 4 

Wainibokasi IO 0 ' 

!Navua I 12 2 

Si!!atoka I II I 0 

Nadi I2 6 

Ba 8 0 

TRvua II 6 

Rakiraki II I 6 

Savusavu I 12 I 3 

raveuni II 5 I 
Bua IO 4 

Levulw 10 6 

Vunisea. Kadavu 10 3 

Rotuma I2 I 6 

Lomaioma II 6 

Lakeba IO 3 

Matuku I () 0 

J(orovou I I2 0 

484 170 

Note: Expected to receive 12 forms/year 
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AFP Case Reporting 

Total population # expected AFP cases 
#reported AFP 

Rate per 100,000 
Country cases 1997-

under 15 yrs in 2000 1997- October 2003 October 2003 
under 15 yrs 

Fij i 288,000 20 I 26 1.33 

Solomon Islands 195,000 13 11 0.83 

French Polynesia 73,000 5 3 0.60 

Vanuatu 70,000 5 4 0.84 

Samoa 63,000 I 4 4 0.93 

F.S. Micronesia 62,000 4 5 1.19 

!New Caledonia 61,000 4 15 3.62 

Guam 49,000 3 1 I 0.30 

tfon ga I 41,000 
'l 2 

' 
0.72 J 

Kiribati 35,000 2 6 2.52 

American Samoa 22,000 I l I 0.67 

CNMI 14,000 1 0 I 0.00 

Marshall Islands 28,000 I 2 1 0.53 





OPV3 Immunization Coverage 
Pacific Island Countries 2000-2002 

zoooi 20011 
American Samoa 95 92 
Cook ls. 94 92 

Fed. St. of Micronesia 85 79 
F Ui 100 
French Polynesia 97 97 
Guam 90 80 
Kiribati 90 80 
Marsha ll Islands 81 73 

!Nauru 27 100 
[New Caledon ia ND 

!Niue 100 100 
!Northern Mariana Is . 88 90 
Palau 96 85 
Samoa 100 92 
Solomon Islands 80 
[rokelau 100 85 
Tonga 95 95 
Tuvalu 80 96 
Vanuatu 87 87 
Wallis and Futuna 100 
Pacific Island Countries 91 I 90 I 

* based on WHO-UNICEF Joint Reporting Form 

ANNEX 5 

2002 
93 
100 
ND 
100 
ND 
79 
96 
80 
59 
ND 
100 
55 
99 
96 
68 
100 
90 
98 
53 
ND 
85 




