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1. INTRODUCTION 

The Regional Certification Commission on Polio Eradication in the Eastern 
Mediterranean Region, in its meeting on October 2002, recommended that a group of experts 
be convened to advise the Regional Office on technical issues arising in the course of progress 
towards polio eradication in the Region, including laboratory safety and wild virus 
containment, issues on certification of eradication and development of post-eradication 
immunization policies. Accordingly, Dr Hussein A. Gezairy, WHO Regional Director for the 
Eastern Mediterranean, convened the first Regional Technical Advisory Group (TAG) on 
Poliomyelitis Eradication in Damascus, Syrian Arab Republic, on 28–29 June 2003, under the 
chairmanship of Dr Ali Jaafar Suliman. 

In addition to members of the TAG, the meeting was attended by officials from 
ministries of health of Egypt, Kuwait, Lebanon, Saudi Arabia and Syrian Arab Republic, 
WHO staff from the Regional Office, headquarters and field offices in countries considered 
endemic and recently endemic for polio, plus Lebanon and Libyan Arab Jamahiriya, 
representatives of UNICEF from headquarters and the Regional Office for the Middle East 
and North Africa (MENARO). The meeting programme and list of participants are attached as 
Annexes 1 and 2, respectively. 

The meeting was opened by H.E. Dr Mohamed Eyad Chatty, Minister of Health, Syrian 
Arab Republic, who expressed his interest in reviewing the recommendations of the TAG 
meeting, including the role for OPV and IPV in future immunization policies. He also 
emphasized that no country, even if free of endemic transmission, could feel secure from 
polio until all neighbouring countries had achieved the same status. 

Dr Hussein A. Gezairy, WHO Regional Director for the Eastern Mediterranean, 
commended countries of the Region on the considerable progress already achieved. In 2002, 4 
countries had reported 110 cases of paralytic polio. In 2003, by the end of June, the number of 
reported cases were 40 from Pakistan, and one from Afghanistan. This reduction had been 
achieved by high quality supplementary immunization activities based on micro-planning, 
multisectoral involvement, improved supervision, the use of house-to-house strategies and 
special focus on high-risk areas. The cases reported had been detected by a sensitive system 
of AFP surveillance, reaching consistent standards in all parts of the Region. Dr Gezairy 
stressed the need to maintain political support, ensuring sustained high-quality activities, 
accessing all eligible children and achieving the target of regional polio eradication as soon as 
possible. 

2.  PROGRESS TOWARDS GLOBAL POLIO ERADICATION 
Dr Bruce Aylward, HTP/VAB, WHO/HQ 

A total of 209 countries and territories have now been free of polio for over 12 months; 
of these, 134 have been certified as having eradicated the disease. Five out of the ten countries 
thought likely to pose the greatest challenge to the achievement of global polio eradication, 
Angola, Bangladesh, Democratic Republic of the Congo, Ethiopia and Sudan, now appear to 
have interrupted transmission. 
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In 2002, an increased number of polio cases, 1918, were reported globally, from 7 
countries. Three countries, Nigeria, Pakistan and India accounted for the great majority of the 
cases occurring in 2002. By 24 June 2003, 84 polio cases have been reported in 2003, again 
predominantly from the same three countries, compared with 60 in the same period in 2002. 
The higher figure for 2003 partly depends on a relatively high incidence in January and 
February as the major outbreak in India in 2002 came to an end.    

Good quality global AFP surveillance has been established in all endemic and recently 
endemic countries, with only two areas of concern, Southern Africa and the Horn of Africa, 
where delays in sample collection remain a problem. 

The fragility of progress towards a world eventually free of polio is demonstrated by the 
persisting threat of importations to polio-free areas from endemic countries. This was clearly 
demonstrated by the cases in Ghana originating from Nigeria via Burkina Faso and even more 
so by the case occurring in Lebanon in January 2003 following importation from Uttar 
Pradesh in India. These events clearly demonstrate that no country or area can consider itself 
safe from importation of polio cases until global eradication of the disease has been achieved.  

 The experience in Lebanon also clearly demonstrated the importance for any case of 
polio to be treated as a “public health emergency” and that any delays in reporting and 
investigating AFP cases, in initiating an appropriate response and in guaranteeing the quality 
of subsequent supplementary immunization activities (SIAs) are dangerous and unacceptable. 

Steady progress towards eradication of wild poliovirus transmission has been 
complicated by the occurrence of three outbreaks of paralytic disease caused by vaccine-
derived polioviruses (cVDPV). These three outbreaks occurred in countries, which had not 
recently conducted SIAs and where routine OPV coverage was low. All transmission was 
rapidly stopped by an SIA campaign.  The global importance of recombinant virus disease as 
affecting post-certification policies will be assessed in 2004–2005. 

3.  STRATEGIC PLANNING FOR GLOBAL POLIO ERADICATION 

A strategic plan for the years 2004–2008 will be launched by WHO in October 2003. It 
contains 4 key components: 

• Aiming to interrupt wild poliovirus transmission by 2004–2006 
• Pursuit of global certification, 2004–2008 
• Development of post-certification policies 
• Expansion of the polio infrastructure for broader health benefits. 

The background to this plan premises that the highest risk of transmission persisting 
into 2005 will be from India, Pakistan and Nigeria. Should this occur, it will carry a budget 
implication of a requirement for an additional US$ 250 million. 



WHO-EM/POL/210/E/L 
Page 3 

 

If cVDPVs prove to be a significant global risk factor, it may be necessary to advocate 
SIAs once every 3 years, in countries where OPV.3 coverage remains below 80%. 

There is a persistent funding gap of US $210 million in financing the global initiative, 
although this has been reduced by a Rotary International fundraising drive that has produced  
US$ 88 million. It remains difficult to secure unspecified flexible funding, and this type of 
support is critically needed in the Eastern Mediterranean Region. The Eastern Mediterranean 
Region presently has a funding shortfall of US$ 60 million for the next two critical years. 

This funding gap is possibly the single greatest threat to the eventual achievement of 
global and regional polio eradication, although at the regional level, seeking and sustaining 
high-level political commitment, guaranteeing the quality of SIAs and surveillance and 
ensuring the provision of expert technical support are also highly critical components of the 
initiative. 

4.  EIGHTH MEETING OF THE GLOBAL TECHNICAL CONSULTATIVE  
  GROUP (TCG) 

In April 2003, the TCG focused attention on developing relevant strategies given the 
technical and financial constraints being faced by the initiative. Three recommendations are 
particularly important, the first of which represents a tactical shift: 

1. Focus resources at the highest risk areas, where the benefit might be expected to be the 
greatest. Since only 7 countries were thought still to be experiencing endemic wild virus 
transmission and with 6 additional countries perceived as being at particular risk, it was 
recommended to focus SIA support on just 13 countries supporting 51 planned SIAs in 
2003, compared with 266 in 93 countries in 2002.    

2. Enhance AFP surveillance and the emergency response to positive isolates. Seek to 
shorten the time taken for sample testing 

3. Support immunization in all areas to achieve the highest possible levels of third doses of 
polio vaccine. 
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5.  PROGRESS TOWARDS POLIO ERADICATION IN THE EASTERN 
MEDITERRANEAN REGION 

5.1  Regional summary 
Dr Faten Kamel, Medical Officer, Polio Eradication Programme, WHO/EMRO 

Eighteen countries have been free of polio for over 3 years, Sudan for over 2 years. In 
2003, to the middle of June, there have been no detected cases in Egypt or Somalia. 
Afghanistan has reported just one case, thought to be an importation from Pakistan. In 2002, 
110 cases were reported from 4 countries. To date in 2003, 41 cases have been reported from 
2 countries, Pakistan and Afghanistan. 

In January, one case of polio was diagnosed in Lebanon, and was found to be an 
importation from India. Wild virus was also isolated from a specimen from a cousin of the 
patient. There was much delay in transport of the specimen to the laboratory in Egypt and 
further delay before mopping-up immunization was conducted. Further, the quality of the 
mopping up in Lebanon was poor, with immunization coverage barely reaching 50% in the 
adjacent high-risk areas. By contrast, the Syrian Arab Republic conducted exemplary SIAs in 
the neighbouring border area. 

All endemic countries of the Region continued to conduct NIDs and SNIDs, with 
independent monitoring, conducted sufficiently promptly to allow corrections to be made in 
subsequent rounds.  Surveillance has improved with the non-polio AFP rate in 2002 and 2003 
being 2.3 cases per 100 000 children. Adequate specimens are being collected from over 90% 
of AFP cases, with lower performance only in Kuwait and Palestine.  

Surveillance reviews have been conducted in Afghanistan, Egypt, Islamic Republic of 
Iran, Sudan and Yemen and, in general, these have provided additional confidence in AFP 
surveillance systems. 

EMRO is currently supporting countries with 14 professional international staff, 65 
Short-Term Professionals (STPs)/Short-Term Consultants (STCs) and is recruiting 852 
national staff.  National TAGs have been convened and have met regularly for Pakistan, 
Afghanistan, Egypt, Somalia and Sudan. 

5.2 Progress toward polio eradication in specific countries 

Overview 

The TAG received and reviewed a range of background documentation on polio 
eradication in the Region including reports of the national TAGs convened in all countries 
considered endemic and recently endemic for polio, results of recent surveillance reviews in 
Egypt, Islamic Republic of Iran, Sudan and Yemen, reports of the 2002 and 2003 meetings of 
the Technical Consultative Group on the Global Eradication of Poliomyelitis, of meetings of 
the Regional Commission for Certification of Polio Eradication and the meeting of National 
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Coordinators for the Laboratory Containment of Wild Polioviruses.  WHO staff assigned to 
specific countries presented the TAG with summaries of progress in those countries. 

Pakistan 

Pakistan is largely meeting its targets related to AFP surveillance, including stool collection, 
although an “orphan” virus in Multan indicates some AFP cases caused by wild polioviruses have 
probably been missed. 

The problems causing most concern to polio eradication in Pakistan relate to the persistence 
of transmission of wild viruses in a limited number of “reservoir” areas, most notably in Northern 
Sindh, Southern Punjab and in two areas of NWFP. In spite of this persisting transmission, there is 
some cause for optimism, some previous reservoir areas are no longer producing cases, the 
epidemic curve for 2003 appears narrower and less pronounced than in previous years, Northern 
Punjab apparently remains free of transmission and the previously heavily endemic Peshawar 
valley is not currently reporting cases. In the first 5 months of 2003, 22 districts in the country have 
reported 40 cases, compared to 16 districts in 2002 with 24 cases. 

However, in spite of these optimistic signs, concerns remain in the areas of persistent 
transmission. In these areas, immunization coverage is markedly lower than in other non-infected 
parts of the country, to some extent reflecting cultural factors such as an unwillingness to allow 
house-to-house visits in some villages. 

Equally of concern is the lower immunization rate in children aged less than 24 months (75%) 
compared with children aged 2–15 years (93%).  Children affected by polio have received a mean 
of 4–5 doses, causing some concern as to vaccine efficacy.  Three factors are producing some 
difficulties in guaranteeing uniform, consistently high quality work: 

• “Democratization” has resulted in civil authority being vested to the district level, meaning 
that each district nazim has to be motivated to assist and take responsibility for polio 
eradication activities in his area 

• Conservative attitudes have limited the possibility of house-to-house immunization, especially 
in northern Sindh, reducing the chance of high coverage among the youngest age-groups 

• Fatigue and apathy are occurring among some health staff. 

Future plans include 4 components: 

• Expanding SNIDs and NIDs to all known zones of transmission 

• Focusing on district level management, with an STC augmenting the district support teams to 
the level of one DST for each tehsil and increasing the work time for district management 
teams 

• Increasing the number of international consultants in some areas 
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• Increasing high level political advocacy. 

Afghanistan 

In 2003, only one polio case, occurring close to the NWFP border with Pakistan has 
been detected. This case is considered a probable virus importation from Pakistan. 

Afghanistan is achieving an AFP rate of more than 2 cases per 100000 children under 15 
years, with adequate stool collection over 80% except in the northern region. In 2002, in spite 
of the demographic and political difficulties of the country, 335 AFP cases were detected, with 
good performance indicators in 2003. To date in 2003, 227 AFP cases have been detected, 
occurring throughout the country. 

NIDs have been successfully completed and, although the severe weather in spring 2003 
reduced the number of children immunized, SIAs were repeated later in the districts affected. 

A number of challenges are affecting polio eradication: 

• The volatile security situation 
• Restrictions in staff mobility 
• Maintaining high priority for polio eradication 
• Maintaining the sensitive AFP surveillance system 
• Providing OPV to all returnees 
• Establishing routine immunization services 
• Provision of resources to cover the increasing security costs. 
 
 No cases in 2003 have been reported from Kandahar and the Southern Province, 
previously seen as a polio reservoir. However, there is a persisting need for vigilance in this 
area, in the Eastern Region and in Kunduz. It remains important to continue being innovative 
and to ensure high-level political commitment to the initiative. There is reason for optimism 
since, even if cases are being missed, it might be expected that they would be detected later 
through the rehabilitation system and this has not yet occurred. 

Egypt 

Egypt has suffered from persisting wild poliovirus transmission through the period 
1999–2002, with 9, 4, 5 and 7 cases reported in respective years. This persistence caused the 
TCG to express its great concern at the situation. There is, however, evidence that the 
situation is improving with evidence from environmental sampling that the area of virus 
transmission is much reduced.   

In 2003, to date, no clinical cases have been detected, but three wild polioviruses have 
been isolated from environmental samples, two from Sharkia governorate and one from Cairo 
governorate.  The AFP rate is 2.3 per 100 000 children, with stool adequacy of 91%. 
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Environmental sampling in the last few months of 2002 and in 2003 suggests that wild 
poliovirus transmission may now be limited to greater Cairo and in recent months, to Sharkia 
and Alexandria governorates. It is recognized that SIAs in these areas, especially the mega-
cities, have been less successful than elsewhere in Egypt. 

The National TAG, convened just one week before the present meeting, recommended 
that a specific plan of action be prepared for greater Cairo and Alexandria, the mega-cities of 
the country; that 5 governorates, including those constituting these major cities and Sharkia 
province, should conduct an additional SNID in September before the nation-wide autumn 
NIDs; that centrally based staff support these governorates; and that only WHO/UNICEF pre-
qualified offshore vaccine be used for the rounds. 

Somalia 

Security remains the key problem for Somalia. 

In spite of the intractable problems, notably the lack of any effective government, the 
polio situation is promising, with known infection restricted to Mogadishu and with the last 
confirmed isolate, P3, in October 2002. Over the past 4 years, 46, 7, 3, and in 2003, 0 cases 
have been reported.  Outside Mogadishu, almost 3 years have passed since the last confirmed 
case, in spite of extensive AFP surveillance achieving surprisingly good performance 
indicators. 

The non-polio AFP rate is 2.4 per 100 000 children and this has been sustained for over 
3 years. 75% of specimens are adequate with the greatest difficulty being in the early 
detection and stool collection from nomads. Farmers and city dwellers pose far fewer 
problems.  

The major constraints are the lack of a functioning government, insecurity limiting 
access and even entry to the country and inaccessibility of both insecure areas and of nomadic 
populations. 

 Future strategy focuses on maintaining WHO/UNICEF coordination, basing work 
around the function of 175 permanent national staff, transparent procedures and extensive 
community involvement, work of the Field Security Officer and flexible and innovative 
programming. No international staff for polio eradication are allowed in the southern two-
thirds of the country.  

In 2003, it is planned to conduct 2 NIDs, to conduct mopping-up as necessary, to 
improve the quality of AFP surveillance, maintaining it at certification level and to retrain all 
staff. 
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Sudan 

WHO supports polio eradication in Sudan through recruitment of 26 national 
surveillance officers, 3 zonal coordinators and 8 international consultants.  As well, UNICEF 
field officers contribute significantly to polio work. 

Since 1998, 8, 4, 1, 0 and 0 cases of polio have been reported in successive years, the 
last case being in April 2001 in the southern part of the country. The AFP rate is 2.11 per 
100 000 children under 15 years of age. Routine coverage is 64% for OPV/DPT.3 and 64% 
for measles, but with wide variation between the provinces. 

The programme faces major challenges, including security with a new rebel threat in the 
southwest, low routine coverage in much of the country, difficulties with both the cold chain 
and transport and with coordination, both internal and external. 

Polio eradication in Sudan has presented considerable potential to the country, such as 
district based micro-planning, cold chain rehabilitation, transport and community support, the 
use of GAVI funds to raise routine coverage and ensure political support. It is seen as essential 
to maintain present staffing levels with one international per zone and national staff in all 
states. 

Iraq 

The recent war in Iraq has had a devastating effect on what, in previous years, had been 
a strong EPI. The post war administrative vacuum is making it difficult to envisage the re-
establishment of effective immunization in the immediate future. 

The problems experienced include looting and damage to infrastructure. Most 
especially, administrative buildings were destroyed, with relatively minimal disruption in 
hospitals and health centres. In addition, the public health laboratory and polio laboratory 
were both severely damaged to the point of doors being removed.  Wild virus isolates, while 
initially removed from storage, were discarded and were later collected and destroyed, 
apparently without loss or risk. 

New managers are being appointed but at present are inexperienced and not yet able to 
effectively fulfil their duties.  There has been a severe loss of cold chain equipment so that, 
generally, less than 50% of items remain available and functioning. 

Four problems have made it difficult to re-establish EPI: 

• Looting and dislocation of health facilities, especially Ministry of Health, Department 
of Health, some PHCs 

• Insecurity, especially for women and children, health staff and for property 
• Loss of vaccine stocks, cold chain equipment, loss of records 
• Irregular power supply. 
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Despite these problems, a needs assessment has suggested that, since hospitals and 
health centres survived relatively unharmed, 61% of PHC units could restart EPI, 89% of 
medical staff and 92% of health staff are partially back to work. 

AFP surveillance has predictably declined, the former rate of 2.82 per 100 000 in 2002, 
having fallen to 0.9 in 2003. Specimens from AFP cases are being sent to VACSERA, Egypt, 
while the laboratory is being re-established. 

The main challenges facing EPI/health in Iraq are renovation of PHC at national and 
district level, establishing a communication network, training the new generation of 
inexperienced managers, printing essential forms including for AFP investigation and 
intensifying advocacy, including AFP surveillance. 

 Despite the destruction of infrastructure and disruption of all previously existing 
systems, the polio situation in Iraq is not seen as too disastrous. No cases had occurred for 3 
years and it is considered doubtful if wild virus is still circulating in the country. There is very 
little movement of people in and out of Iraq and, notably, none from known endemic 
countries. Most significantly, effective NIDs were conducted in January and February 2003, 
further minimizing any risk of unexpected cases being detected. 

6.  PROGRESS IN LABORATORY CONTAINMENT 
Dr Soad Hafez, Temporary Adviser, Polio Eradication Programme, WHO/EMRO 

 In 2000, when guidelines on containment were first produced and field tested, a draft 
Regional Plan for Containment of Wild Polioviruses was produced and presented to the 
Regional Certification Commission.  The following year, national coordinators were briefed 
and the essential components of the regional and required national plans explained and further 
developed. 

In 2002, national documents for laboratory containment have been submitted and 
follow-up visits conducted during in-country visits and during country visits for laboratory 
accreditation. The regional guidelines were updated. 

It appears to the TAG that steady, well planned progress towards containment is being 
achieved since 19 out of 21 countries have appointed National Coordinators, 16 have a 
National Committee for Containment and 18 have developed a containment plan. 

Five countries have completed their survey concerning possible stocks of wild 
poliovirus, a further four have identified laboratories holding wild virus stocks and 7 are in 
the process of conducting their inventory.  
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7.  CERTIFICATION OF THE ERADICATION OF POLIOMYELITIS 
Dr M. H. Wahdan, Special Adviser to the Regional Director for Poliomyelitis 
Eradication, WHO/EMRO 

All countries, except Somalia, have established a National Certification Committee. In 
the absence of a Government in Somalia, WHO and UNICEF will accept responsibility for 
the processes involved in certification, until such time as a Government is able to accept the 
responsibility. 

 The chairpersons of the National Certification Committees (NCCs) have met twice, the 
last time in March 2002 to review and be briefed on guidelines for the processes involved in 
data collection for certification. 

The Regional Certification Commission (RCC) has met nine times, the first three to 
review guidelines and the manual of operation for National Certification Committees. 
National documentation from 15 countries that have reported no polio cases for 3 or more 
years was reviewed by the Regional Commission in its subsequent meetings.  Of these 
documents from 14 countries has been accepted by the Commission.  Documentation from 
further 3 countries will shortly be reviewed by the Commission. 

In addition, the Commission has reviewed and endorsed the Regional Plan for 
Containment of stocks of wild polioviruses and for addressing importation. 

All countries without polio cases for over 3 years have now been initially reviewed, 
except for Palestine. Endemic countries have not yet submitted documentation for review. 

8.  POST-CERTIFICATION IMMUNIZATION POLICY 
Dr Bruce Aylward, HTB/VAB, WHO/HQ 

8.1  Components of policies in the post-certification phase 

Post-certification immunization policy requires 4 components: 

• Surveillance and notification of possible disease 
• Stockpiles and an emergency response strategy 
• Long-term poliovirus containment 
• Routine immunization. 
 

Surveillance strategies have to include long-term disease detection, laboratory network 
performance and capacity, inclusion of polio among the international health regulations and 
capacity for a global alert and response network. 

Stockpiles of vaccines will be required regardless of the ongoing immunization policies. 
These stockpiles will need to be larger than those developed following smallpox eradication 
due to the higher infection rates. 
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The stockpiles would require well defined constituents, with critical decisions on the 
type of vaccine, its formulation, e.g mono-valent or tri-valent, the geographic positioning and 
governance of stocks. 

Bio-containment of wild polioviruses is proceeding, with 79 countries having completed 
surveys of stocks and a further 67 in the process. A Global Action Plan defines the needs for 
bio-containment and a second guideline will tackle the issue of vaccine-derived viruses.  

A number of issues still remain to be tackled, including: bio-containment of vaccine 
strains; containment for new IPV production sites, if developed, accepting the problems if 
these are located in less developed countries, possibly with less effective bio-security; and the 
issue of how to conduct verification and ensure compliance. 

8.2  Routine immunization after certification 

Routine immunization in the post-certification phase is the key subject attracting most 
attention. There are 4 potential options and each needs consideration: 

1. Continue OPV, with the risk of VAPP and possibly cVDPV continuing and with 
consideration of the public and political acceptance of this risk 

2. Stop OPV following pulse immunization and maintain a stockpile sufficient to meet 
emergency needs until production, if needed, could be re-started 

3. Replace OPV with IPV, with no risk of VAPP or cVDPV but with major cost and 
logistic consequences 

4. Introduce a totally new “safer” polio vaccine. This option is highly expensive and has 
vast difficulties with regulatory and safety issues 

At this time, it is premature to make decisions on long-term routine immunization until 
specific scientific, political and ideological issues have been clarified. 

8.3  Risk factors for OPV and IPV 

With this in mind, a risk framework has been developed and there are two areas of 
potential risk: 

• Vaccine derived poliovirus, e.g. VAPP, cVDPV and iVDPVs. The risk of VAPP appears 
to be between one case per 750 000 to 1.5 million first doses, but exact figures are still 
uncertain. 

• Wild poliovirus, where the risks arise from insecure manufacturing sites, inadvertent or 
intentional release. 
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These risks can be roughly tabulated: 

Source Frequency Annual incidence Evolution 
Vaccine derived    
VAPP 1./2.4 m doses 250–500 stable 
cVDPV 1 / year 10 increasing 
iVDPV 19 since 1963 less 1 / year decreasing 
Wild virus derived    
IPV sites 1 release known 0 decreasing 
Laboratory release investigating outbreak NA decreasing 
Intentional nil NA conditional 
           

Three ongoing and one historical episodes of cVDPV have been investigated.  More 
than 50 000 Sabin isolates have been examined for evidence of more than 1% “drift” in 
molecular structure. Although some drift occurs frequently, the resultant viruses die out and it 
is seen as very rare for a virus to survive, transmit and cause paralysis. 

8.4  Scientific basis for use of IPV 

The potential of IPV to become the vaccine of choice has been carefully reviewed and a 
position paper on the subject is being circulated in draft by WHO. A number of findings are 
becoming evident: 

• The vaccine is safe and produces local reactions only. 

• Its efficacy is still unclear when it is administered at 6, 10 and 14 weeks of age, initial 
results suggest sero-conversion of 67%–99% after one dose, 65%–99% after two and 
91%–100% after 3 doses. There is concern that sero-conversion rates are lower in 
studies in tropical countries. 

• The vaccine is stabilized with phenoxyethanol since mersalyl, used in other EPI 
vaccines, inactivates the antigenic sites of poliovirus contained in IPV. 

• Formulations can be in single or multiple doses. 

• IPV is often promoted in combination with other EPI antigens, such as DpaT, DpaT-Hep 
B, etc. These combination vaccines use a cellular pertussis vaccines, which may create 
problems for production in new sites in less developed countries. The cost of putting 
IPV into combination vaccines is not negligible. 

While the use of IPV, either alone (2002: 22 countries) or in a schedule also containing 
OPV (2002: 8 countries) is increasing slowly in a number of high-income countries, there is 
still no consensus on its appropriate use. More studies and more data on its economic, its 
operational consequences and data on sero-conversions, especially in tropical settings, are 
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needed. A number of issues related to the introduction of IPV in low income countries also 
need clarification: 

• Levels of risk of importations and consequent spread if OPV coverage falls 
• Need for more data on preferred schedules and sero-conversion rates 
• Operational considerations, including costs 
• Policies on combination vaccines. 

The WHO position paper covers most issues and is important, especially if the risks 
associated with OPV prove unacceptable.  At present, IPV is not recommended if: 

• Countries are recently endemic for polio or are at high risk of importation 
• Based in the tropics and less developed 
• Countries are following the WHO EPI schedule 
• DPT3 coverage is below 90%. 

8.5 Time-frame for WHO activities related to IPV 

WHO, accepting the possible need for IPV use in the long term is encouraging pilot 
studies and will conduct a review on the subject in late 2004. It has developed a time frame 
for further discussion and consultation: 

• Meeting on VDPVs (September 2003) 
• Revise briefing pack and review state of the art scientific knowledge (January 2004) 
• Meeting on stockpiling vaccines (April 2004) 
• WHO technical briefing on IPV (May 2004) 
• Consultation with OPV-using countries (second half 2004) 
• World Health Assembly item (May 2005). 

8.6 Country presentations on immunization policies in non-endemic countries 

Dr Moussab Al Saleh, Head of Communicable Disease Control, Kuwait, described a 3-
step programme, by which Kuwait proposes to introduce IPV into its national schedule. The 
first 3 years will involve OPV alone until the Region is free of endemic disease. The next 
phase will use a combined schedule, with 1–2 doses of IPV given as well as 2–3 doses of 
OPV, finally using IPV alone. Eventually, it would be hoped to stop the use of all polio 
vaccines. 

It was stressed that such decisions on the introduction of OPV should not be taken by 
countries in isolation but should involve extensive consultation with other GCC countries and 
other Member States of the Eastern Mediterranean Region. 

The role of WHO was seen as critical in the areas of analysing the risk of cVDPV, 
debating the various scenarios for different schedules, plus initiating regional/country 
consultations. 
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Dr Ameen Meshkas, National EPI Manager, Saudi Arabia, reviewed risk factors for the 
different polio vaccines if his country. IPV was used from 1968 to 1974, with adoption of the 
WHO schedule for EPI vaccines in 1979.  

Saudi Arabia has an immunization schedule delivering OPV at 2, 4, 6 months and with 
boosters at 18 months and 4–6 years. The country has been free of polio since importations in 
1995 and again in 1998. Since then, 3 cases of VAPP occurred in 1998, 1 in 1999 and 1 in 
2000. OPV coverage is well over 90% and the only risk groups are visitors who overstay, 
illegally, in the country. 

Dr Nabil Salam described a completely different system in Lebanon, where 80% of 
health delivery is carried out by the private sector. The public sector lacks resources and 
provides little immunization compared with the private clinics that cover the country in an 
extensive network. 

The private sector follows a different schedule from that offered by the public system. 
In the latter, OPV is given at 2, 3 and 4 months, with boosters at 18 months and at 12 years. 
The private sector offers OPV at 2, 3 and 4 months but also gives IPV at 3 months. 

9. CONCLUSIONS AND RECOMMENDATIONS  

9.1 Progress 

In 2002–2003, considerable progress towards polio eradication has been made in all 
four endemic countries of the Region, often under the most difficult circumstances. This 
progress is continuing. 

In both Pakistan and Egypt, the strategies that have been developed are relevant, 
focusing additional efforts and resources on resolving problems in those areas where 
transmission is known to be persisting.  

In both countries, wild virus transmission is persisting in relatively limited areas, in 
which the key problem remains a failure to immunize all children, especially in the age group 
under 24 months, with high quality OPV during SIAs. Although there are major difficulties in 
ensuring SIA quality in the mega-cities of Egypt and in the remaining endemic areas of 
Pakistan, until this is done, transmission is very likely to persist. 

In the other two endemic countries, Afghanistan and Somalia, specific problems of 
security and loss of effective Government infrastructure over much of the country have 
compounded the difficulties of achieving polio eradication. Considering the obstacles that 
have been overcome, both to conduct SIAs and to establish apparently effective AFP 
surveillance in these countries, the staff concerned, both national and international, deserve 
the highest commendation. 
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Recommendation 1. The autumn SIA campaigns in the mega-cities of Egypt and in the areas 
of Pakistan where poliovirus transmission is persisting represent a major opportunity to 
dramatically reduce the geographical extent of polio. Regional and national staff should 
allocate the highest priority to ensuring the high quality of these activities. This includes 
seeking high level commitment and adequate resources to ensure this quality.  

9.2 Advocacy 

It is apparent that success in achieving polio eradication depends almost totally on 
government “ownership” of the initiative and that that ownership is most effectively 
developed by ensuring commitment to achieving early polio eradication at the highest 
possible level. The TAG is not fully convinced that this commitment has yet been secured in 
all countries, most notably in Pakistan.  

In addition to securing country leadership commitment, however, it is also clear that 
district and community leadership is also vitally important if programmes are to achieve full 
coverage of all eligible children, especially those in the youngest age group. Once policies are 
developed by which this commitment may be secured, additional resources, both internal and 
external, will be needed to achieve it. Again, this is critical to be achieved ahead of the 
autumn NIDs. 

Recommendation 2. All partners in polio eradication should aim to assist technical staff in 
the endemic countries by seeking means of achieving commitment to polio eradication from 
national leaders. The Regional Directors of WHO and UNICEF, senior Rotarians and the 
highest representatives of all partners are urged to give priority to this issue, e.g. by writing to 
Heads of State and by raising this need during country visits. The last visit of Dr Gezairy to 
Pakistan was an excellent model of the actions required. 

Recommendation 3. The WHO Regional Director for the Eastern Mediterranean is requested 
to raise concerns about persisting wild poliovirus transmission in Pakistan with leaders in the 
countries of the GCC, urging them to use their influence to secure the highest level 
commitment to the initiative in that country. 

Recommendation 4. In seeking the strong commitment of district nazims in Pakistan and 
their participation in SIAs, programme staff in Pakistan have identified personal contact from 
STCs as the most effective strategy. WHO should ensure that STCs are aware of this 
component of their duties, and are briefed or trained on its conduct. Programme staff based in 
Pakistan should urgently identify and quantify their staff and financial needs to allow such 
motivation to be conducted, well before the autumn NIDs. 

9.3 Vaccine 

 The TAG is concerned that children, having received 4 plus doses of OPV are still 
developing virologically confirmed polio. While accepting that there may be multiple factors 
which might be responsible for this vaccine failure, it clearly indicates a need to examine and 
be reassured about a number of potentially correctable factors such as initial vaccine potency 
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and stability, integrity of the cold chain to the point of vaccine delivery, staff understanding 
and strict adherence to instructions for interpretation of VVMs, correct doses and 
administration. 

Recommendation 5. It is critical that immunizations given to children, most especially in 
areas of persistent wild poliovirus transmission have the maximum potential to provide 
protection. The vaccine used must be WHO/UNICEF pre-qualified offshore vaccine, correctly 
stored to the point of delivery to the child and administered by a well trained vaccinator who 
know the correct procedures, dose and the interpretation and use of the VVMs. 

9.4 Planning at the country level 

The TAG endorses the planning presented by country-based staff in both the endemic 
countries and in Sudan, aimed at meeting the challenges presented at this meeting. 

In Somalia, elements of the population move freely across borders but are difficult to 
reach either for immunization or surveillance. Although EMRO and AFRO have strong 
collaboration, it is possible that further initiatives aimed at reaching these populations are 
needed both to ensure effective surveillance and for certification purposes in both Ethiopia 
and Somalia.  

The TAG is pleased to endorse the philosophy explained by EMRO staff, specifically to 
assist development of national capacity to the point where international support is no longer 
needed. It approves the philosophy of providing internationals where needed but looking 
forward to phasing them out, as soon as national staff develop the requisite skills. It is clear 
that in countries such as Somalia, with no effective government infrastructure, it will continue 
to be necessary to support national and international project staff for the foreseeable future.  

In areas of conflict or where security risks prevent UN access, programme staff are 
urged to consider utilizing other agencies, both government or nongovernmental, to provide 
continuing basic services both for immunization and surveillance. 

Recommendation 6. The Regional Office should coordinate fully with AFRO, expressing its 
concerns that poor quality work in Eastern Ethiopia is potentially threatening the polio 
situation in Somalia. Joint interregional efforts should be made to ensure the quality of work 
in this area, across borders. 

Recommendation 7. In areas of poor security, polio eradication staff must work within the 
UN security system but should also seek to utilize fully the services of government and 
nongovernmental agencies still able to work in such areas to continue AFP surveillance and 
immunization. 

9.5 Preparedness for importations 

 The TAG was concerned both at the slow response of the authorities in Lebanon in 
virologically investigating a case of AFP that eventually proved to be an importation and in 
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the quality of mopping-up immunization subsequently conducted in the country. If this 
experience in Lebanon indicates a more widespread impression among non-endemic countries 
that polio is no longer a problem, all Member States in the Region are potentially at risk of re-
infection with re-establishment of endemic wild virus transmission. 

Recommendation 8. Any case considered clinically or epidemiologically to be polio must be 
investigated promptly with a result expected within 60 days of paralysis onset. If the diagnosis 
is confirmed by the isolation of wild polioviruses, the case becomes a national, public health 
emergency. Subsequent further investigation and conduct of the first round of mopping-up, 
using high quality OPV must be completed within the next 30 days.  WHO/EMRO should 
ensure that all its Member States are fully aware of this requirement and should consider 
using the Lebanon experience as an object lesson for other Member States through the 
consultative meetings and the Regional Committee. 

9.6 AFP surveillance 

AFP surveillance has been developed in all Member States to a high level of 
competence. The Regional Office is right to be concerned that, with a long period free of 
polio, countries will become increasingly disinterested in sustaining the system and in giving 
it the continuing priority it needs. To date, there appears little evidence that this is happening 
and it is hoped that Regional Office staff visits, bulletins, feedback, consultative meetings 
and, over-ridingly, the need for convincing data for certification, will guarantee that it does 
not happen. It remains important to monitor AFP performance in all Member States and to 
detect any falling off in AFP surveillance standards before they become problematic. 

9.7 Role of EMRO 

The progress so far achieved would not have been possible if national programmes and 
the international staff assisting them had not been actively supported by the partner agencies 
and most especially by EMRO. This support is most evident in provision of human and 
financial resources, repeated supplies of vaccine for SIAs, communication and transport 
capacity and, notably, materials to enhance staff security. The TAG was pleased to register the 
appreciation shown by country staff concerning the support they received. 

 While appreciating the role of the Eastern Mediterranean Regional Office (EMRO), the 
Technical Advisory Group (TAG) believes that national staff that have performed 
exceptionally, as in those countries with little if any government but high security risk, merit 
and have earned recognition from national leaders.  

Recommendation 9. The TAG requests the Regional Director to raise the possibility of high 
level recognition and appreciation of national staff working exceptionally in the most difficult 
circumstances during his discussions with national leaders in these countries. 
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9.8 National TAGs 

The oversight role of national Technical Advisory Groups (TAGs) in the Eastern 
Mediterranean Region appears both important and to be working well. The relevance and 
focus of the TAGs might be enhanced if the consultative process was allied with limited field 
visits or associated with a major activity such as a surveillance review. 

Recommendation 10. National TAGs should continue to meet for the immediate future, 
potentially until wild polioviruses have been eradicated. 

Recommendation 11. At least for an experimental period, National Technical Advisory 
Groups (TAGs) should meet either in association with a major in-country activity or following 
an appropriate field visit provided this proposal does not prevent the attendance of the best 
qualified TAG members. 

9.9 Funding for polio eradication in the Region 

The TAG was concerned at the possibility that the global funding gap might be 
sufficient to adversely affect progress of polio eradication in the Eastern Mediterranean 
Region. This Region, more than any other, has a number of Member States afflicted by 
conflict and lack of strong, stable government. The Region also has the highest number of 
endemic counties and has every need to reach polio eradication in the shortest time possible. 
It is clearly possible to envisage a situation where intensification of activities might be 
desperately and urgently needed to achieve success, but with no available non-specified 
funding to allow it to occur. This could be a potential disaster and there appears to be a very 
small margin of financial security in the Region. 

Recommendation 12. The TAG strongly endorses the EMRO initiative seeking additional 
funding for polio eradication in the Region, hopefully raising this potential with the Member 
States of the Region, which stand to gain most from an early regional success. 

Recommendation 13.  In view of the need for flexible unspecified funds, especially to 
complete work in Pakistan, the countries of the Region most likely to benefit from a polio-
free Pakistan should consider providing necessary funding to complete polio eradication 
throughout the Region. The senior staff WHO who visit such countries and have discussions 
with policy-makers and budget controllers should be briefed to make such a request.    

9.10 Iraq 

Following the widespread destruction of critical health facilities in Iraq and in view of 
the good SIAs conducted in January and February 2003, the TAG believes that the country’s 
highest priority is in re-establishing the health and EPI infrastructure, including the cold chain 
and in re-establishing carefully planned immunization services. There appears no indication to 
plan for further SIAs until a sound infrastructure is re-established and a normal situation 
prevails in the country. 
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9.11 Containment of laboratory stocks of wild polioviruses 

The TAG endorses the activities being taken to conduct surveys of laboratories possibly 
holding wild virus stocks and finds the activities being undertaken by EMRO staff to be 
appropriate and well planned. 

9.12 Certification of polio eradication 

The TAG approved the progress and planning aimed at eventual certification of polio 
eradication from the Region. The Regional Commission and National Committees appear to 
be functioning well and working through the certification process. 

9.13 Post-certification policies 

There is widespread interest and concern throughout the Region on the development of 
strategies for the post-certification period. Much of this concern and interest centres around 
the possible use of IPV in place of OPV. The TAG was reassured by the presentations from 
WHO on the work that is being conducted to review the place of IPV in future schedules. It 
noted the concerns on inadequate data for sero-conversion after three doses in tropical 
countries and the intention for additional data collection from pilot studies. 

While VAPP is a tragedy for families and a tremendous disappointment for health 
professionals, the consequences of wild poliovirus reintroductions at this stage, as 
demonstrated in outbreaks in the Netherlands and Cape Verde, can be catastrophic. 

The TAG strongly believes that the time-frame developed by WHO for consultation and 
collection of additional evidence on the use of IPV is both sound and necessary. 

Recommendation 14. The TAG strongly believes that it is premature at this time to consider 
introducing IPV into routine immunization schedules in any Member States of the Eastern 
Mediterranean Region and recommends that this should be regional policy at this stage.  

Recommendation 15. The Regional Office should extend its consultations with and briefings 
of senior officials from Member States so that future decisions on introducing IPV are taken 
on a logical and sound basis. The position paper produced by WHO, once finalized, should be 
used to ensure the scientific basis for such consultations. 

Recommendation 16. At this time of developing knowledge on all aspects of post-
certification policies, small meeting discussions between WHO staff and country 
representatives have a major value and should be actively pursued as a part of the consultation 
process. In view of its close contact with Member States, the Regional Office should be fully 
involved with headquarters in the consultation process. 
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Annex 1 

PROGRAMME 

Saturday, 28 June 2003 
 
08:00–08:30  Registration  
08:30–08:45 Opening session 
08:45–09:15 Progress towards polio eradication  
  Global overview  
 Regional overview  
09:15–09:30 Recommendations of Global Technical Consultative Group (TCG) 
09:30–10:30 Discussion 
10:30–12:30 Remaining challenges 
  

Endemic countries: 
• Pakistan 
• Afghanistan 
• Egypt  
• Somalia  

   Other countries: 
• Sudan/south Sudan  
• Iraq   
Discussion  

12:30–14:00 Sustaining surveillance quality  
14:00–14:20 Progress in laboratory containment activities in EMR
14:20–14:40 Regional certification activities  
14:40–15:00 Discussion  
15:00–16:30 Post-certification immunization policy 

• Introduction 
• Country perspective   

 Discussion   
16:30–7:30 Closed meeting of TAG  

 

Sunday, 29 June 2003  

 
09:00–10:30 Discussion  
10:30–11:00   Closing session 
 Discussion on conclusions and recommendations  
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