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EXECUTIVE SUMMARY 

As one of only 10 remaining polio-endemic countries in the world, and the only one in 
the Middle East, Egypt is an extremely high priority for Global Polio Eradication. Though 
there has been a decline in the intensity of wild poliovirus transmission, type 1 polio is still 
circulating widely, particularly in Upper Egypt. 

Routine immunization services provide a good foundation for polio control in Egypt and 
the quality of eradication activities would have eradicated polio under most situations. 
However, geographic, demographic and environmental characteristics of Egypt result in more 
efficient transmission than in most countries. Eradication cannot be achieved without even 
higher quality surveillance and supplementary immunization.  

The polio surveillance system in Egypt is based on sound principles and includes a 
WHO-accredited laboratory; however, some operating procedures are limiting its quality and 
sensitivity in detecting wild poliovirus. For example, punitive action in response to the 
reporting of cases has established a pervasive ‘culture of fear’, compromising the rapid 
reporting of cases at all levels. 

Supplementary immunization activities, initiated in 1976, have substantially reduced the 
intensity of polio transmission. However polio has not been eliminated due to insufficient 
quality of these activities, lack of participation of other sectors, limited field supervision and 
inadequate political visibility. 

Principal recommendations 

1. As polio eradication must be intensified in 2002, it is critical to review and if necessary 
revise the structure and executive level oversight to respond to the escalating demands 
of this programme. 

2. Polio eradication should be discussed at a meeting of governors to ensure that the 
priority given to the programme at the periphery is equal to the national level. 

3. Ministerial Directives should be issued to: announce a reward for health workers 
identifying cases that prove to be due to wild poliovirus; require governorates to 
designate a full-time officer, with transport, for all eradication activities; and ensure 
implementation of ‘active’ surveillance. 

4. By the end of May 2002 a single comprehensive set of Standard Operating Procedures 
(guidelines) should be introduced to correct active surveillance practices. 

At the conclusion of the TAG meeting, Members met with H.E. Dr Mohammed Awad 
Afifi Tag-E l-Din, Minister of Health and Population, who was briefed on its findings and 
recommendations. The Minister accepted the advice of the TAG and promised to implement 
the Group’s recommendations. 
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5. To achieve three high quality rounds of house-to-house national immunization days 
(NIDs) between September and December 2002, fundamental revisions should be made 
to the current operating procedures including: 

??cessation of pre -registration of children 
??extensive use of volunteers in immunization teams 
??full engagement of the resources of all private and government sectors 
??systematic use of appropriate performance indicators 
??ensuring at least 1 supervisor for every four teams 
??specific strategies for urban areas, including a doubling of teams. 

6. Though time does not allow for fundamental changes to the subnational immunization 
days (SNIDs) in March, microplanning and complete mapping must be ensured, 
comprehensive maps rather than pre-registration lists should drive immunization team 
activities, supervision must be substantially improved and lessons documented. 
Recommendations to improve quality should be introduced by the April round.  

The Technical Advisory Group on Polio Eradication in Egypt appeals to the 
international community, in particular the World Health Organization (WHO), United Nations 
Children’s Fund (UNICEF), Centers for Disease Control and Prevention (CDC), Rotary 
International and the United States Agency for International Development (USAID), to 
further enhance their cooperation with the Government of Egypt at this critical stage of the 
eradication campaign. 
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1. INTRODUCTION 

As one of only 10 remaining polio -endemic countries in the world, and the only polio-
endemic country in the Middle East, Egypt is an extremely high priority for the Global Polio 
Eradication Initiative. At the request of the Ministry of Health and Population, the WHO 
Regional Office for the Eastern Mediterranean constituted a Technical Advisory Group (TAG) 
of national and international experts on polio eradication and convened a meeting of this 
group in Cairo, Egypt, from 18 to 20 March 2002. The objective of the meeting was to review 
the current epidemiology of poliomyelitis in Egypt, impact of eradication activitie s and 
problems that had been encountered in the programme. The TAG was further requested to 
advise the Ministry of Health and Population on the optimum structure, operating procedures 
and polio eradication activities to achieve cessation of transmission as soon as possible. The 
programme and list of participants of the meeting are included as Annexes 1 and 2, 
respectively.  

2. FINDINGS 

2.1 Current epidemiology 

Acute Flaccid Paralysis (AFP) surveillance data have clearly shown a decline in the 
intensity of wild poliovirus transmission in Egypt between the period 1996 and 2001. That the 
standard eradication strategies can work in Egypt is further supported by the detection of only 
one genotype of type 1 poliovirus, despite ongoing AFP surveillance and extensive  
environmental sampling in 2001. In spite of all previous programme activities, however, this 
remaining type 1 genotype is widely circulating in Upper Egypt. Circulation also may be 
ongoing in Lower Egypt, but there are insufficient data to comment on its extent in that area. 

The significant discrepancy between the AFP surveillance data and the findings of 
environmental sampling, which began in late 2000, is of particular concern. Environmental 
data demonstrate widespread transmission (8 of 8 governorates tested were positive), 
substantial genetic diversity of virus (at least 10 chains of transmission and 4 lineages) and 
year-round transmission (virus was isolated in all of the 12 months sampled). These data are 
in stark contrast to those of the sub-optimal AFP surveillance system which found only 
limited geographical transmission, genetic lineages (2) and chains of transmission (2). The 
present AFP surveillance system is undoubtedly missing paralytic cases and therefore is of 
insufficient quality to guide control measures in the final stage of the national eradication 
programme. 

2.2 Poliovirus surveillance activities and quality 

While the fundamental principles of the AFP surveillance strategy are sound, the current 
operating procedures are compromising the sensitivity and quality of this system as evidenced 
by the sub-optimal performance against standard indicators. The national non-polio AFP rate 
of 1.1 per 100 000 children aged less than 15 years is substantially lower than the rate of at 
least 2 that might be expected in a high performing national programme (in fact, the rate in 
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Egypt has fallen from 1.21 in 2000). Thirteen governorates have very weak indicators (non-
polio AFP rate <1), including four silent governorates. In addition, the percentage of stool 
specimens arriving in the laboratory within 3 days of collection fell from 82% in 2000 to 62% 
in 2001. Within the laboratory itself, performance is strong as evidenced by standard 
performance indicators. 

Inappropriate procedures that account for the weak AFP surveillance performance 
include: 

??The screening of AFP cases, sometimes prior to investigation and by multiple levels such 
as governorate-level expert committees or the Ministry of Health and Population. 

??Health workers are often not physically visiting the key ‘active’ reporting sites on a 
weekly basis, particularly many of the major private, teaching, university, insurance and 
military hospitals. 

??Some governorates are reducing their efforts to identify and investigate AFP cases once 
they have achieved a non-polio AFP rate of 1. 

??Until recently, the practice of routing some specimens through the Ministry of Health and 
Population or a fever hospital, rather than sending all specimens directly to the Regional 
Reference Laboratory, was jeopardizing the probability of finding wild poliovirus (and 
NPEV) from these specimens. 

??The prolonged delay in officially reporting wild poliovirus positive cases (four months in 
the most recent case) is compromising timely programme action and international 
confidence in this programme. 

??The functioning of the National Expert Classification Group requires continual attention 
as no cases have been classified as polio compatible. 

Perhaps most importantly, the punitive actions taken in response to the detection of 
polio cases have now established a pervasive ‘culture of fear’ among health workers, 
discouraging the rapid reporting of suspect AFP cases and leading to the possible suppression 
of wild poliovirus reporting at all levels. 

2.3 Quality of supplementary immunization activities 

Supplementary immunization activities (SIAs) have been implemented in Egypt since 
1976, most recently with 6 rounds of NIDs (Mar/Apr, Nov/Jan, Nov/Dec) and 8 SNIDs 
rounds in the period from January 2000 to December 2001 (the latter targeting between 0.8 
million and 2.9 million children, primarily in Upper Egypt). These activities have contributed 
to reducing polio to a single genotype of type 1 poliovirus in 2001. However, experience in 
countries with a similar population density and environment demonstrates that the quality of 
SIAs in Egypt has not been sufficient to interrupt the final chains of transmission. The TAG 
was informed of government steps to improve SIA effectiveness in 2001 (e.g. introduction of 
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microplanning and mapping, systematic monitoring, targeting children under 5 years, 
doubling of the number of immunization teams, central emergency operations room) and the 
TAG reaffirms that further improvements are essential. 

Despite the data presented, the TAG was unable to establish the true qua lity of recent 
SIAs because of the incomplete analysis of existing data and the limited number of indicators 
that were systematically used at all levels to evaluate and improve the quality of activities. For 
example, no data were presented on key process indicators such as the number of houses 
visited, number of children identified per house, number of zero dose children per round and 
the number of health units with appropriate microplans and maps. Furthermore, the TAG 
noted inconsistencies in the coverage and monitoring data. For example, although the number 
of children reached between the November and December NIDs rounds increased from 8.61 
to 8.80 million (2%) the coverage was reported as a reduction from 99.5% to 99.4%. Though 
the basis for calculation is understood (i.e. different denominators), it further demonstrates the 
lack of utility of this information to drive programme decisions. 

TAG deliberations, discussions with government officials and partner comments found 
that many operational aspects of the SIAs are preventing the most effective use of available 
human resources. Examples include: 

??Egypt is the only country in the world which continues to expend substantial effort on pre-
NIDs enumeration. Most countries stopped using enumeration and defaulter tracking after 
finding that it inadvertently limits NID efforts to find the most inaccessible and highest 
risk children, gives a false sense of security in the number reached (i.e. coverage), and 
expends substantial effort needed for other planning activities before the SIA itself. 

??The house-to-house approach has been proven to stop the final chains of transmission in 
other countries when fully implemented. In Egypt it has had limited impact due to a 
failure to respect the basic implementation and supervision principles, especially in urban 
areas where they are most important. These shortcomings include a lack of appropriate 
performance indicators, the short planning time, incomplete house marking during the 
campaign and absence of a specific approach for multi-story buildings. 

??The failure to use other government departments in SIAs has substantially limited the 
human resources and transport that can be drawn on to immunize children and evaluate 
the quality of activities. 

??Monitoring results suggest that monitors are actually following immunization teams rather 
than aggressively seeking out gaps in their work. The monitors are also spending time 
collecting historical data of questionable accuracy (e.g. coverage in previous campaigns) 
and missing key programme information. 

??In summary, TAG members systematically question the accuracy of the SIA data currently 
being reported. A fundamental revision of the planning, implementation and evaluation of 
SIAs will be required to eradicate the remaining chains of wild poliovirus transmission. 
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Emphasis must be given to improving the quality while limiting, if necessary, the number 
of SIAs. 

2.4 Routine immunization services 

Although routine immunization coverage is quite likely to be near or even over 90% 
nationally, there undoubtedly remain significant areas with substantially lower coverage since 
these are aggregate data. The disaggregated data which are available are consistent with the 
surveillance data showing that the most intense transmission is in governorates with weak 
health systems. The experience from other high population density countries with similar 
routine immunization coverage, such as China and Bangladesh, demonstrates that 
transmission can only be stopped by guaranteeing high quality supplementary immunization, 
most especially in defined high risk areas. 

The ongoing transmission of polio in Egypt had led to unfounded questions as to the 
effectiveness of OPV, resulting in the inappropriate introduction of IPV. The available vaccine 
potency and serosurvey data demonstrate that OPV is effective and confirm the 
appropriateness of the Ministry decision to stop using IPV in both routine and supplementary 
immunization activities at this time. The nationwide use of vaccine vial monitors (VVMs) 
does not support the contention that cold chain weakness may be a major contributing factor 
to the ongoing transmission. In summary, the routine immunization system provides a 
sufficient foundation for polio eradication. 

2.5 Misconceptions 

The TAG reviewed and addressed a number of misconceptions on the epidemiology and 
eradication of polio. In particular, the TAG stressed that wild poliovirus cannot replicate in the 
environment and that humans are the only host for this virus. The finding of virus in the 
environment underscore s that widespread chains of transmission are being missed. Similarly 
there are convincing data demonstrating that wild poliovirus transmission in Egypt is 
sustained primarily among young (< 5 years of age) rather than older children (i.e. reported 
cases occur among children aged less than 3 years; the prevalence of wild poliovirus in 
environmental sampling reaffirms that older susceptibles would have been exposed; 
serological evidence of increasing immunity with age). The TAG also clarified the 
epidemiological basis for conducting a greater number of high quality SIAs in countries such 
as Egypt compared with low population density, non-tropical areas. 

3. RECOMMENDATIONS 

Structure and operating procedures for polio eradication  

1. Recognizing that national author ities currently responsible for polio eradication have an 
extremely heavy workload imposed by a wide range of health programmes, the TAG 
recommends that the Minister of Health and Population review, and if necessary revise, 
the structure of this programme to ensure timely and consistent executive level 
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oversight as polio eradication activities intensify in this critical phase. WHO should be 
invited to provide all necessary support directly to this level. 

2. To reflect the high level priority to be given to polio eradication in 2002 and 2003, the 
Minister of Health and Population may suggest that polio eradication be on the agenda 
of a regular or extraordinary meeting of governors. 

3. The TAG recommends the issuance of Ministerial Directives promoting the reporting of 
polio cases, immediate disbanding of governorate-level classification committees or 
expert groups, and requiring each governorate to designate by the end of April a full-
time officer responsible for all polio eradication activities. 

4. A programme of work and timeframe should be jointly established by the end of April 
2002 with partners to guide and monitor progress in the areas of operating procedures, 
surveillance and supplementary immunization. 

5. Given the intent of the Government of Egypt to rapidly acce lerate eradication activities, 
consideration should be given to convening the TAG every four months through the end 
of 2002.  

Surveillance for wild poliovirus 

6. By May 2002, all governorates should enhance their active surveillance activities so as 
to achieve  a valid AFP rate of more than 2 cases per 100 000 population aged less than 
15 years, as would be expected in a high performing programme. It is critical to 
designate responsible officers for undertaking weekly visits and case searches in all key 
reporting sites, with a standard district level system for monitoring the completeness 
and timeliness of those visits. These officers must have appropriate transport and other 
logistical support. 

7. By the end of April 2002 a single comprehensive set of standard operating procedures 
(guidelines) should be introduced, giving particular attention to eliminating the pre-
screening of AFP cases, ensuring the direct and timely shipment of specimens to the 
regional reference laboratory, promoting immediate investigation of all suspect AFP 
cases (and not simply immediate reporting) and ensuring proper active surveillance. 

8. Punishment, or the threat of punishment, of health workers as a result of reporting polio 
cases is incompatible with an effective surveillance system and should be discontinued 
immediately in favour of measures to encourage case reporting and investigation. As 
part of the effort to eliminate this ‘culture of fear’, consideration should be given to 
recognizing and financially rewarding health workers who identify and investigate a 
wild poliovirus confirmed case. 

9. Beginning in May 2002, quarterly review meetings should be convened at the national 
level with all governorate polio eradication focal points, technical partners and the 
regional reference laboratory. The meetings should systematically evaluate and compare 
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performance indicators and operational constraints to both process and outcome 
indicators. These meetings should publicly recognize and award high performing 
governorates. At the governorate level, monthly meetings should be convened for this 
purpose with the appropriate district-level counterparts for the foreseeable future. 

10. By the end of April 2002, the national CDC should have established mechanisms to 
provide immediate feedback to the governorate level on laboratory results and monthly 
feedback on AFP surveillance performance and the deliberations of the National Expert 
Classification Group (e.g. similar to the EMRO Polio Fax). Similar mechanisms should 
be established to provide feedback to the district level. 

11. Recognizing the value of the environmental surveillance data in understanding the true 
extent of polio in Egypt, the distribution of sampling sites should be reviewed to ensure 
appropriate sampling in Lower Egypt and document the eventual disappearance of wild 
poliovirus. 

Supplementary immunization activities 

12. To improve the quality of SIAs there should be fundamental revisions to the current 
operating procedures. Of primary importance would be the following measures: 

12.1 Stop pre-SIA registration of children. Target populations should be reviewed using all 
available data including the highest number of children targeted or reached during 
previous SIAs and recent census figures. Consideration should be given to augmenting 
this figure by 5% and 10% to account for incompleteness. 

12.2 Double the number of immunization teams in all urban areas such that the ratio of teams 
to children closer to 1:200. 

12.3 Supplement the human resources required by using volunteers such as teachers, 
university students and scouts on the immunization teams. By using at most one health 
worker per immunization team there would be additional health personnel for 
supervision. 

12.4 Provide the resources to ensure every house can be marked by an immunization team 
and that at least one of every ten houses can be monitored and verified. 

12.5 Ensure at least 3 months for microplanning and that the health unit microplans capture 
every geographical area of Egypt. 

12.6 Engage the Egyptian Medical Syndicate to recruit private sector physicians for active 
participation in the implementation and monitoring of activities. 
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13. In 2002, the plan for supplementary immunization activities for polio eradication should 
consist of: 

??Spring: 2 rounds of subnational immunization days (SNIDs) in areas of weak performance 
and recent cases. Recognizing that the purpose of such rounds should be to improve the 
quality of operations the target population should be scaled down (to increase the focus on 
high risk areas), with introduction of the TAG recommendations to improve monitoring 
and substantial effort to document appropriate lessons for improving the fall/winter NIDs. 
By the second round TAG recommendations for improving quality should be introduced. 

??Fall/Winter (Sept/Nov/Dec): 3 rounds of national immunization days (NIDs), fully 
employing the operational innovations recommended by the TAG and lessons learned 
through the spring SNIDs. 

??Mop-ups: given the need to improve the quality of surveillance and SIAs, areas with wild 
poliovirus confirmed cases should receive particular attention during the above noted 
SNIDs and NIDs. Decisions regarding additional mop-up response activities before early 
2003 should be made with the TAG.  

??All rounds should be conducted using a house-to-house (child-to-child) approach. 

14. Consideration should be given to the success of other major reservoir countries in re-
energizing and motivating SIAs through the personal engagement of the Head of State. 
Activities could include the mobilization of other government resources and use of the 
next NIDs to launch a major campaign. To further improve motivation at the field level, 
consideration should be given to providing immunization teams with appropriate 
incentives. 

15. To ensure appropriate quality of SIAs and guide future activities, priority should be 
given to the following activities: 

??Ensure that each supervisor is monitoring the work of at most four teams, with appropriate 
transport and logistical support. 

??Analyse the large amount of data that was collected during previous SIAs. 

??Adopt standard, proven indicators for monitoring the quality of house-to-house activities 
(e.g. number of children per house visited, number and trend in zero-dose children, 
number of health units with appropriate maps and microplans, percentage of incorrectly 
marked houses). 

??Focus the supervisory capacity on those areas at highest risk for sustaining wild poliovirus 
transmission as evidenced by recent wild poliovirus cases or weak health services. 

16. Drawing on the experience from other major reservoir countries, where it was found 
that the interruption of the final chains of transmission was beyond the resources of the 
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Health Ministry, consideration should be given to raising the need for cross-Ministry 
engagement at a cabinet meeting. To optimize the input of other agencies, the Minister 
of Health and Population might consider requesting his counterparts in other key 
Ministries to designate a full time polio focal point for the 3 month period prior to the 
NIDs. Similar approaches should be used at the governorate level. 

Routine immunization activities 

17. As the routine immunization programme in Egypt is already providing a foundation for 
national polio eradication activities, priority should be given to improving the quality of 
supplementary immunization activities to ensure every child is reached with O PV. 

18. Disaggregated coverage and other data should be used to identify those high risk 
districts with particularly weak health systems for improving the supplementary 
immunization activities. 

19. Recognizing the potential value of an OPV birth dose in polio-endemic areas, this 
policy should be mandatory in Upper Egypt and its implementation monitored. 

20. Given that the excellent potency of the vaccine has been demonstrated both directly and 
through serosurvey data, there is no further need for serosurveys at this time. 

Enhancing the role of partner agencies 

21. WHO should, by May 2002, recruit a full-time expert to support the work of the 
Ministry of Health and Population in the implementation of polio eradication activities. 
Among other functions, this expert should coordinate the activities of an expanded 
cadre of consultants, each with appropriate logistical support, to assist governorate -level 
eradication activities. 

22. WHO, CDC and UNICEF should by the end of April identify staff with substantial 
experience in the development and application of SIA quality indicators to assist, on an 
ongoing basis, government efforts to improve the quality of the fall 2002 NIDs. 

23. Given the need to markedly enhance partner coordination to support the intensification 
of polio eradication activities in Egypt, WHO, UNICEF, Rotary International and 
USAID should assist the Government of Egypt in hosting a monthly multi-agency ICC 
meeting through 2002. Appropriate representatives of key Ministries, particularly 
Education, Information, Higher Education and Religious Affairs, as well as private 
sector organizations such as the Egyptian Medical Syndicate, should be present at all of 
these meetings to ensure optimal utilization of the extensive staff, transport and other 
resources which they can apply to improving the quality of SIAs. 
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Annex 1  

PROGRAMME 

Monday, 18 March 2002 

08:30–09:00 Registration 

09:00–09:30 Opening session 
 Address by Dr Hussein A. Gezairy, WHO Regional Director for the 
 Eastern Mediterranean 
 Welcome by MOH 
 Objectives and meeting agenda/Dr M. Wahdan 

Session 1: Background and surveillance 

09:30–10:00 Current status of PEI/EPI (Routine immunization) 

10:00–10:10 Issues for TAG/Dr T. Gaafar 

10:10– 11:00 Discussion 

11:00– 12:00 Surveillance 
   Epidemiology of poliovirus: 
   Current status  
   Surveillance system and quality 
   Subnational analysis of surveillance data and performance 
   Plans 

12:00–12:30 Issues for TAG/Dr F. Kamel 

12:30–13:00 Discussion 

14:00–15:00 Environmental surveillance/Dr H. Gary 
   System and results 
   Issues for TAG 
   Discussion 

15:00–15:30 Laboratory surveillance/Dr F. Kamel 
   Laboratory quality indicators 
   Genetic data 
   Discussion 

15:45–17:00 Closed meeting of TAG members/WHO 
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Tuesday, 19 March 2002 

Session 2: Supplementary immunization activities 

09:00–10:00 Discussion and summary of the previous day 
   Clarifications and questions 

10:00–12:30 Campaigns 
   Summary of activities 
   Strategies 
   Supervisory plan 
   Social mobilization 
   Coverage results 
   Monitors’ reports 
   Plans  

12:30–13:00 Summary of issues and questions for TAG/Dr F. Kamel 
   Discussion 

14:00–15:00 Other issues 

15:00–17:00 Closed meeting of TAG members/WHO 

Wednesday, 20 March 2002  

09:00–09:45 Main conclusions and recommendations 

09:45–10:30 Discussion 

10:30– 11:00 Comments by Dr Hussein A. Gezairy, WHO Regional Director for the 
   Eastern Mediterranean 

   Comments by Dr Said Oun, Undersecretary for Preventive Affairs, Ministry 
   of Health and Population 
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