
Poliomyelitis in Oman: acute flaccid paralysis
surveillance leading to early detection and rapid
response to a type 3 outbreak
S.E. Robertson,1 A.J.M. Suleiman,2 F.R. Mehta,3 S.H.S. Al-Dhahry,4 &
M.S. El-Bualy5

Countries are increasingly requesting guidance on carrying out acute flaccid paralysis (AFP) surveil-
lance, aimed at detecting and confirming all cases of acute paralytic poliomyelitis. The experience of
Oman provides many lessons in this respect. AFP surveillance in Oman was established systematically.
First, an epidemiologist was assigned to coordinate surveillance, and a laboratory for performing polio-
virus isolation was identified. Next, operational guidelines for AFP surveillance were developed and
widely promoted among health staff. The quality of the system has been monitored for more than 3
years with selected performance indicators.

From January 1990 to April 1993, 49 AFP cases were reported, corresponding to an average an-
nual rate of 2.1 AFP cases per 100 000 children aged less than 15 years. A total of 98% of the AFP
cases were investigated within 48 hours of being reported; two stool samples were obtained from 94%
of the cases. Following complete investigation, nearly a third of the reported AFP cases were classified
as being clinically compatible with Guillain-Barr6 syndrome. Four AFP cases, all reported in 1991, were
confirmed to be due to wild type 3 poliovirus. Because AFP surveillance detected these cases rapidly,
Oman was able to carry out outbreak control measures promptly and more than 350 000 extra doses of
oral poliovirus vaccine were delivered to children under 6 years of age.

Introduction
The Expanded Programme on Immunization (EPI) in
Oman was started in 1981. A primary series of three
doses of trivalent oral poliovirus vaccine (OPV) was
recommended at 3, 5, and 7 months of age, with a
booster at 19 months. Coverage of children by their
first birthday with three doses of OPV (OPV3)
reached 67% in 1985 and 83% by the end of
1987. Based on routine reporting through a passive
surveillance system, the incidence of poliomyelitis
and the other EPI target diseases declined consider-
ably during this period (Fig. 1).
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From January 1988 to March 1989, a wide-
spread outbreak of paralytic poliomyelitis due to
wild type 1 poliovirus occurred in Oman. Based on
an active search, 118 cases were identified (1). Fol-
lowing confirmation that the outbreak was due to
wild poliovirus, mass immunization campaigns were
conducted from October to December 1988 to pro-
vide an extra dose of OPV to all children in the
country aged less than 18 years. After the 1988-89
outbreak, the immunization schedule in Oman was
modified to include five primary doses of OPV-at
birth, 40 days, and 3, 5, and 7 months of age; and
three booster doses-at 19 months, on entering
primary school (6 years), and on leaving secondary
school (17 years). Since mid-1990, coverage with
five doses of OPV has been 95% or higher among
children by their first birthday (Fig. 1).

Another change following the 1988-89 outbreak
was the development of a more intensive system of
surveillance for acute flaccid paralysis (AFP), with
immediate case reporting and rapid investigation to
rule out or confirm the diagnosis of acute poliomy-
elitis. This article reports on the establishment of the
enhanced surveillance system and data collected
using it from January 1990 to April 1993. Discussed
is how linking surveillance to action led to early
response to a type 3 poliomyelitis outbreak in 1991.
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Fig. 1. Annual reported number of cases of poliomyeli-
tis and coverage with three doses of oral poliovirus
vaccine (OPV3), Oman, 1975-92 (from 1990, coverage is
for 5 doses of OPV).
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Materials and methods
Case definitions
Improvements in the surveillance system in Oman
are based on recommendations made by EPI.a In
1990, the Ministry of Health adopted the following
standard definitions.
* Suspected poliomyelitis-any case of AFP,
including Guillain-Barre syndrome, in a person
under 15 years of age.
* Probable poliomyelitis-any suspected case for
which an altemative diagnosis is not found following
clinical and epidemiological investigation.
* Confirmed poliomyelitis-any probable case from
which poliovirus is isolated. The final determination
of status "confirmed" is the responsibility of an
expert committee composed of paediatricians, a
paediatric neurologist, an epidemiologist, and a
virologist.

Operational guidelines
Operational guidelines were specified for the enhan-
ced surveillance system. Telephone or facsimile
reporting is required within 24 hours for any case of
AFP in a person younger than 15 years of age seen at
a health facility. Each AFP patient is reported simul-
taneously to the national, regional, and district
levels. A clinical and epidemiological investigation
of the AFP patient must be completed by a consult-

a Expanded Programme in Immunization. Manual for immu-
nization programme managers on activities related to polio erad-
ication. Unpublished document, WHO/EPI/POLIO/89.1, 1989.

ant paediatrician and an epidemiologist within 48
hours of the report. If the AFP patient is determined
to have probable poliomyelitis during the initial
investigation, control measures are instituted within
72 hours. These measures include delivery of an
extra dose of OPV to all children aged less than 6
years in the immediate neighbourhood or village of
the AFP patient, with delivery of a second dose of
OPV one month later. If virus isolation studies indi-
cate that one or more stools of the AFP patient
contain poliovirus, control measures are extended to
all children under 6 years of age in the region.

Negative reporting is required monthly, e.g.,
each hospital and health facility must report the pres-
ence or absence of AFP cases to the regional and
national levels. In March 1993, negative reporting
became a weekly requirement for 20 sentinel sites at
regional and referral hospitals.

A communicable disease epidemiologist at the
national level is responsible for coordinating AFP
surveillance activities with regional public health
staff, reporting physicians, and the national poliomy-
elitis laboratory. The epidemiologist maintains the
national listing of AFP patients, which is updated
daily with details on case investigations, laboratory
findings, and control measures.

Laboratory aspects

The operational guidelines call for the collection of
at least two stool specimens from each AFP patient.
Since December 1991, stool specimens have been
collected also from at least five contacts of each AFP
patient, preferably children aged less than 6 years.
Special specimen carriers, which maintain a tem-
perature of 0-8 °C for up to 72 hours when filled
with ice-packs, are used to transport specimens to
the laboratory.

A national laboratory for poliovirus isolation
was established at Sultan Qaboos University Hospi-
tal. The laboratory isolates virus on Vero and HEp-2
cell lines using standard methods.b Typing of polio-
viruses is performed using type-specific antisera
obtained from Istituto Immunologico, Italy. Temper-
ature-sensitivity criteria are used to classify poliovi-
rus isolates as wild or vaccine related (2). Poliovirus
isolates are sent to the Centers for Disease Control
and Prevention (CDC), Atlanta, GA, USA, for con-
firmation and characterization by genomic sequen-
cing studies and DNA-probe hybridization (3).

b Expanded Programme on Immunization/Division of Com-
municable Diseases. Manual for the virological investigation of
poliomyelitis. Unpublished document, WHO/EPI/CDS/POLIO/
90.1, 1990.
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Training staff

The Ministry of Health implemented AFP surveillan-
ce at all levels of the national health care system.
The case definitions for poliomyelitis were widely
disseminated. Guidelines for AFP surveillance were
included in the national EPI manual.c A flow chart
on AFP reporting and case investigation was pre-
pared as a wall-poster in Arabic and English (Fig. 2).
Copies of the EPI manual and the AFP poster were
delivered to all govermment hospitals, health facili-
ties, and private clinics. Training on AFP surveillan-
ce was provided to health care staff through the

c Ministry of Health, Oman. EPI manual. Unpublished docu-
ment, 1991.

country, including physicians, nurses, and paramedi-
cal workers.

Providing feedback
The introduction of AFP surveillance occurred at a
time when the Ministry of Health was improving
surveillance for all communicable diseases. The
chief of paediatrics at the national level targeted AFP
surveillance as a priority for paediatricians. The
national epidemiologist worked to establish personal
lines of communication with hospital-based physi-
cians, who were considered the most likely to report
AFP cases. To provide feedback, updates on the AFP
surveillance system were presented at the annual
continuing medical education seminar for maternal
and child health staff and at the annual meeting of

Fig. 2. Poster on acute flaccid paralysis used in Oman (simplified version).

Any patient with acute flaccid paralysis (including cases diag-
nosed as Guillain-Barre syndrome in children less than fifteen
years of age) for which no other cause can be immediately iden-
tified should be considered as a suspect case of poliomyelitis.
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private sector physicians. Since 1992, further feed-
back has been provided by a quarterly communicable
disease surveillance newsletter, which is distributed
to all public and private health facilities.

Monitoring performance

The quality of the surveillance system was monitor-
ed using poliomyelitis surveillance indicators adap-
ted from the Region of the Americas (4). The key
indicator is achievement of a detection rate of at
least one AFP case per 100 000 children aged less
than 15 years. The following surveillance indicators
were also used in Oman: percentage of AFP cases
seen within 7 days after onset of paralysis; percent-
age of AFP cases investigated within 48 hours of
report; and percentage of AFP cases from whom two
stool samples were obtained.

Results
Surveillance reports
From January 1990 to April 1993, a total of 49 AFP
cases were reported in Oman, as follows: 9, 20 and
16 cases for 1990, 1991, and 1992, respectively.
From January to April 1993, four AFP cases were
reported. For 1990, 1991, 1992, and 1993, respec-
tively, the annual rate was 1.3, 2.8, 1.6, and 1.8 AFP
cases per 100 000 children aged less than 15 years.
Over the period January 1990 to April 1993, the
average annual rate was 2.1 per 100 000 children
aged less than 15 years.

Of these 49 AFP cases, 43 (88%) were 0-4
years of age and six (12%) were 5-14 years of age.
For children under 5 years of age, four were aged <1
year; 17 were aged 1 year; 13 were aged 2 years;
seven were aged 3 years, and two were aged 4 years.

The geographical distribution of AFP cases is
shown in Fig. 3. A total of 37% of the patients came
from villages with populations less than 1000, 43%
were from villages of 1000-9999 persons, and the
remaining 20% came from urban areas with popula-
tions of .10 000. This parallels the general popula-
tion distribution in Oman. AFP cases were reported
from six of the eight regions in the country. The two
regions that did not report cases are exceptional: Al
Wusta Region is a sparsely populated arid zone with
only 5000 children under 15 years of age; and
Musandum Region is physically separated from the
rest of the country by the United Arab Emirates. For
the six regions that did report AFP cases, the average
annual incidence ranged from 0.5 to 3.3 per 100 000
(Table 1).

A total of 82% of AFP patients were reported
within 7 days of onset of paralysis, 14% by 8-14

Fig. 3. Geographical distribution of reported cases of
acute flaccid paralysis among under-1 5-year-olds,
Oman, January 1990 to April 1993.

days of onset, and 4% by 15-21 days of onset. The
proportion of the AFP cases that had been investigat-
ed within 48 hours of being reported was 98%. Two
stool samples were taken from 46 (94%) of the AFP
patients; three patients for whom stool specimens
were not obtained had clear altemative diagnoses for
their flaccid paralysis (trauma).

Table 1: Notification of acute flaccid paralysis (AFP)
cases by region, Oman, January 1990 to April 1993

No. of Population Average annual
Region AFP cases aged <15 years rate a

Batinah 22 200 700 3.3
Sharqiya 11 100 470 3.3
Interior 8 91 350 2.6
Dhofar 4 79 960 1.5
Muscat 3 163 000 0.6
Dhahira 1 63 000 0.5
Al Wusta 0 5 000 0.0
Musandum 0 10 800 0.0

Total 49 714 280 2.1
a No. of AFP cases per 100 000 children aged under 15 years.
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The differential diagnosis of the 49 AFP cases
reported from January 1990 to April 1993 is shown
in Table 2. Guillain-Barre syndrome was the com-
monest diagnosis (15 cases, 31%) followed by polio-
myelitis-like illness with no poliovirus isolated from
stools (7 cases, 14%); for six of the latter patients, all
symptoms had resolved by 60 days after onset. Four
cases (8%) were confirmed as being due to wild type
3 poliovirus.

Laboratory findings

From January 1990 to April 1993, the designated
laboratory examined a total of 118 stools from 46
AFP patients (average, 2.6 stool specimens per
patient); and from December 1991 to April 1993, a
total of 176 stools from contacts of AFP patients
(average, 8 contact stool specimens per patient) were
examined. The results of virus isolation studies were
provided by Sultan Qaboos University Hospital
within 3 weeks. For AFP cases, poliovirus was isola-
ted in the stools of five patients, non-polio entero-
virus in one patient, and adenovirus in one patient
(Table 3). For the contacts of AFP cases, no poliovi-
ruses were isolated from stool specimens, non-polio
enterovirus was isolated from one specimen, and
adenovirus from two specimens.

The five poliovirus isolates were determined to
be type 3 and classified by Sultan Qaboos University

Table 2: Differential diagnosis of children under 15
years of age reported to have acute flaccid paralysis,
Oman, January 1990 to April 1993

Final diagnosis n

Guillain-Barre syndrome 15 (31)8
Poliomyelitis-like illness,
no poliovirus isolated 7 (14)

Post-traumatic paresis 5 (10)
Poliomyelitis 4 (8)
Hypokalaemia secondary
to acute gastroenteritis 4 (8)

Myositis 3 (6)
Transient synovitis
of hip 3 (6)
No paralysis 3 (6)
Acute infantile hemiplegia 1 (2)
Cerebral malaria 1 (2)
Encephalitis 1 (2)
Post-infection
cerebellar syndrome 1 (2)

Transient weakness of
upper limb 1 (2)

Total 49
a Figures in parentheses are percentages.

Table 3: Virus isolations at Sultan Qaboos University
Hospital: stools from acute flaccid paralysis (AFP)
patients (January 1990 to April 1993) and stools from
contacts of AFP cases (December 1991 to April 1993)
Isolation results AFP cases Contacts

Poliovirus 5a Q
Non-polio enterovirus 1 1
Adenovirus 1 2
No virus 39 173

Total 46 176

a One isolate initially identified as a poliovirus was subsequently
determined to be a non-polio enterovirus.

Hospital laboratory as wild strains, based on temper-
ature marker studies. Subsequent testing at CDC,
Atlanta, GA, determined that four of the isolates
were wild type 3 poliovirus, while the fifth isolate
was a non-polio enterovirus (3).

Type 3 polio outbreak, 1991

For the four AFP cases confirmed as being due to
wild poliovirus type 3, additional information is
available. The first two cases (aged 3 years and 4
years) had onset of paralysis on 28 March and 2
April 1991 and lived in nearby villages in Batinah
Region. The patient with onset in March had an IgA
immunodeficiency. The third and fourth cases
involved 2-year-olds: in August 1991 one case
occurred in Interior Region; and in October 1991 one
case occurred in Sharqiya Region.

Of the four patients with confirmed poliomyeli-
tis, two had received four doses of OPV, one had
received five doses, and one had received six doses.
At 60 days following onset, the four-dose and five-
dose patients still had neurological deficits, but
paralysis had resolved in the six-dose patient.

Outbreak control

Seventeen (35%) of the 49 AFP cases were classified
as probable poliomyelitis. Within 72 hours after clas-
sification as a probable case, mass immunization
with an extra dose of OPV was initiated, with a
target of covering all children under 6 years of age
in the patient's village or neighbourhood. A second
round of OPV immunization was conducted one
month later in the same area.

When poliovirus was isolated from the stools of
a probable poliomyelitis case, mass campaigns were
initiated regionwide to deliver two extra doses of
OPV one month apart to children under 6 years of
age. From April to December 1991 mass campaigns
were carried out in five of the eight regions of the
country; altogether, 366 000 supplemental OPV
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doses were given. Other outbreak control measures
included a moratorium for 60 days on all elective
surgical procedures, unnecessary injections, and vac-

cinations.

Discussion
In most countries, communicable disease surveillan-
ce is based on routine reports. As immunization pro-
grammes have matured worldwide, routine reporting
of vaccine-preventable diseases has been extended to
cover all geographical areas of countries and all
population groups. However, routine reporting has
generally remained a passive activity with high
levels of underreporting. In 1988 WHO Member
States voted to establish the target of global eradica-
tion of poliomyelitis by the year 2000 (5). To eradi-
cate the disease, all cases must be detected and
investigated. Therefore, the global poliomyelitis
eradication initiative has placed emphasis on meth-
ods for developing high quality, highly sensitive
surveillance.

The present article describes one country's ex-

perience in developing surveillance aimed at detect-
ing and investigating every AFP case involving an

under-15-year-old, with the ultimate goal of detect-
ing every case of acute paralytic poliomyelitis. The
training and infrastructure developed for AFP sur-

veillance can be expanded to other diseases that
require highly sensitive surveillance, case investiga-
tion, or rapid institution of control measures.

Other countries are now requesting guidance on

the details of carrying out AFP surveillance. The
efforts of Oman to establish AFP surveillance were

systematic. First, a communicable disease epidemiol-
ogist was assigned to coordinate the system, opera-
tional guidelines were developed, and a laboratory
for performing poliovirus isolation was identified.
Then, the system was presented to staff at all levels
of the health delivery system and their cooperation
solicited. Reinforcement of the operational guide-
lines was provided by the EPI manual, an AFP sur-
veillance poster, telephone feedback to reporting
physicians, and feedback to health care staff in a

quarterly communicable disease surveillance news-

letter. Finally, the quality of the system was moni-
tored using performance indicators.

The annual AFP rates in Oman are comparable
to those in both developing and developed countries
in different regions of the world (Fig. 4). Experience
from the Region of the Americas suggests that a
detection rate of one AFP case per 100 000 children
aged <15 years is indicative of good surveillance (4,
6). Countries initiating AFP surveillance have usual-
ly taken several years to achieve such a rate or high-

Fig. 4. Incidence of acute flaccid paralysis (AFP) among
under-15-year-olds, 1992 (based on data reported to
WHO by November 1993). Data for the United Kingdom are
from a special study.
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er. In contrast, from the first year, Oman has consis-
tently achieved an annual detection rate of more than
one AFP case per 100 000 children aged <15 years,
with reporting and investigation almost always com-
pleted within the specified times. This probably is a

consequence of the nationwide poliomyelitis out-
break in 1988-89, which increased awareness among
health staff about the need for improved disease sur-

veillance. Nevertheless, the rate of AFP in Oman
varies by geographical region, and these differences
have been used to identify regions with low rates and
target efforts to improve reporting. The highest aver-
age annual rates in Oman occurred in the regions that
reported the greatest number of cases in the 1988-89
epidemic.

To eradicate wild poliovirus, a highly sensitive
screening mechanism is critical, e.g., screening for
AFP should detect as close to 100% of confirmed
poliomyelitis cases as possible. Analysis of data from
the Region of the Americas indicates that surveillance
for AFP among under-15-year-olds was 100% sensi-
tive, whereas restricting the surveillance age group to
under-6-year-olds was 75% sensitive in detecting
confirmed poliomyelitis (6). For some countries,
restricting AFP surveillance to under-6-year-olds pro-
vides a practical way of rationing limited resources.

The etiologies of AFP vary from country to
country, in part depending on the prevalence of dif-
ferent infectious diseases. In most countries where
poliomyelitis is highly endemic, acute poliomyelitis
will probably constitute the majority of AFP cases,
as has been reported in Egypt (7) and India.d Once
poliomyelitis is controlled, Guillain-Barre syndrome
is likely to account for the greatest proportion of
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AFP cases (4, 8-JO).d In Oman, Guillain-Barre syn-
drome accounted for nearly one-third of all AFP
cases. From January 1990 to April 1993, the annual
rate of the syndrome in Oman was 0.63 per 100 000
children under 15 years of age.

In Oman, non-polio enteroviruses were isolated
from the stools of two patients with poliomyelitis-
like symptoms; however, these viruses were not fur-
ther characterized. Previous studies have shown that
infection with certain non-polio enteroviruses (cox-
sackieviruses, echoviruses, and enteroviruses 70 and
71) can cause paralytic disease clinically indis-
tinguishable from that caused by poliovirus (2).

A recent meeting sponsored by WHO and the
Association Intemationale pour la Recherche et
l'Enseignement en Neurosciences (AIREN) reviewed
the various disorders that produce AFP. The range of
causes seen in Oman is typical. Other causes of AFP
include the following: toxic neuritis from organo-
phosphate pesticides, heavy metals, and several
pharmacological products; Chinese paralytic syn-
drome; and neuropathies in the course of infectious
diseases such as diphtheria, Lyme borreliosis, and
rabies.d Much work remains to be done in delinea-
ting the causes of AFP and in developing sur-
veillance systems that will provide a clearer picture
of their epidemiology.

According to performance indicators, Oman has
established an AFP surveillance system that is highly
sensitive for detecting confirmed poliomyelitis. In
recognition of this achievement, two workshops on
AFP surveillance have been conducted in Oman for
national immunization programme managers from
other countries. Performance indicators for disease
surveillance are being promoted globally and region-
ally to monitor the completeness, timeliness, and
accuracy of disease reporting, and the quality of
laboratory support services. In the WHO Eastem
Mediterranean Region, AFP surveillance indicators
are now being used routinely in Bahrain, Egypt,
Islamic Republic of Iran, Oman, Pakistan, and
Tunisia (7).

For Oman, the development of AFP surveillance
was timely. When wild poliovirus led to paralytic
cases in 1991, it was detected promptly, with labora-
tory analysis available within 3 weeks of onset of
disease in the first patient. Moreover, AFP surveil-
lance was linked to immediate action, according to a
written plan, i.e., control measures were initiated in
the village or neighbourhood within 72 hours of

d Division of Mental Health, Expanded Programme on Immu-
nization, AIREN. Acute onset flaccid paralysis. Unpublished
document, WHO/MNH/EPI/93.3, 1993.

detection (or onset) of an AFP case. Following rapid
laboratory confirmation, regional mass immunization
was underway in less than a month. This compares
with the 1988-89 poliomyelitis outbreak, where con-
trol activities were not implemented until 10 months
after the first cases. In all, the 1991 outbreak persist-
ed for 7 months with only four cases of poliomyeli-
tis, compared with the 1988-89 outbreak which per-
sisted for 15 months with 118 cases. Several changes
in Oman may have contributed to this marked differ-
ence, including an increase in the number of OPV
doses routinely delivered to infants, implementation
of active surveillance for acute flaccid paralysis, and
development of the capacity to initiate outbreak con-
trol measures with great speed.
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Resume

Poliomy6lite en Oman: d6tection precoce
et r6ponse rapide lors d'une 6pid6mie
de poliomy6lite de type 3 grace A la
surveillance de la paralysie flasque aigue
De plus en plus, les pays demandent des conseils
sur les modalites d'une surveillance de la paraly-
sie flasque aigue (PFA), un systeme de surveillan-
ce renforc6e destin6 a detecter et confirmer tous
les cas de poliomy6lite paralytique aigue. L'exp6-
rience de l'Oman, qui a mis en place un tel syste-
me sur une periode de trois ans, est riche d'ensei-
gnements. En premier lieu, un epidemiologiste en
maladies transmissibles a 6te designe pour coor-
donner le systeme de surveillance renforcee, et
un laboratoire charge de l'isolement des poliovirus
au niveau national a ete 6tabli. Ensuite, des direc-
tives pratiques pour la surveillance de la paralysie
flasque aigue, comportant des definitions de cas,
ont ete prepar6es et presentees aux personnels
de tous les niveaux du systeme de sant6. Ces
directives ont ete renforcees par la diffusion large
du manuel national du PEV, d'affiches sur la sur-
veillance de la PFA et d'un bulletin trimestriel sur
la surveillance des maladies transmissibles. La
qualit6 du systeme a ete surveill6e au moyen
d'indicateurs.
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De janvier 1990 a avril 1993, 49 cas de PFA
ont 6te notifies en Oman. L'incidence moyenne
annuelle etait de 2,1 cas pour 100 000 enfants de
moins de 15 ans. Sur les 49 cas notifies, 43
(88%) concernaient des enfants de 0 a 4 ans et 6
(12%) des enfants de 5 a 14 ans; 98% de ces cas
ont ete vus par un pediatre et un epid6miologiste
dans les 48 heures suivant la notification. Deux
6chantillons de selles ont e recueillis chez 46
(94%) des cas de PFA; les trois sujets restants
avaient un diagnostic manifestement non polio-
myelitique. Apres investigation complete, 15 cas
de PFA (31%) ont ete classes comme clinique-
ment compatibles avec un syndrome de Guillain-
Barre. Le deuxieme diagnostic par ordre de fr6-
quence, pose chez 7 sujets (14%) etait une
affection de type poliomy6litique, mais sans isole-
ment de poliovirus; chez 6 de ces sujets, les
sympt6mes ont disparu spontan6ment dans les 60
jours suivant le debut de la maladie. Quatre cas
de PFA, tous notifi6s en 1991, ont ete confirm6s
comme cas de poliomyelite due au virus sauvage
de type 3. Grace a la d6tection rapide de ces cas
par le systeme de surveillance de la PFA, I'Oman
a pu mettre en ceuvre rapidement des mesures de
lutte contre l'6pidemie et d6livrer plus de 350 000
doses suppl6mentaires de vaccin antipoliomyeli-
tique oral aux enfants de moins de 6 ans.

La plupart des pays qui ont mis en place un
systeme de surveillance de la PFA ont mis plu-
sieurs annees avant de d6tecter des inciden-
ces egales ou sup6rieures a 1 cas pour 100 000.
L'Oman a des la premiere ann6e regulierement
obtenu un taux annuel de detection de plus de 1
cas de PFA pour 100 000 enfants de moins de 15
ans. Ce r6sultat vient probablement de ce que le
personnel de sante 6tait d6ja sensibilis6 a la
n6cessite d'ameliorer la surveillance, apres l'6pi-
d6mie de poliomyelite de type 1 qui a frapp6
1'ensemble du pays en 1988-1989. Neanmoins,
les taux r6gionaux de notification de la PFA sont
variables; cette variabilite est utilis6e pour amelio-
rer le processus de notification, comme cela a 6te
fait dans la R6gion des Ameriques. La liaison
entre la d6tection des cas et le contr6le des epi-

demies est l'un des elements-cl6s du systeme de
surveillance de la PFA. En Oman, la detection et
l'endiguement rapides d'une flamb6e de poliomye-
lite de type 3 en 1991 montre 1'excellence de la
liaison entre la surveillance et la lutte contre la
maladie, cette derniere activite relevant de plus en
plus des programmes nationaux de vaccination.
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