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EXECUTIVE SUMMARY 
 
The Regional Technical Advisory Group (RTAG) on Poliomyelitis Eradication held its 

7th meeting on 20 and 21 July 2009 in Cairo, Egypt.   
 

After deliberations and discussions on the epidemiological situation of poliomyelitis in 
the Eastern Mediterranean Region, the TAG concluded that in order to stop virus transmission 
in the remaining endemic countries and the ongoing outbreak in Sudan, the main focus should 
be on quality of activities. In this regard, the RTAG made the following recommendations. 

 
Planning to improve the quality of polio campaigns 

1. Micro-plans. In advance of the next polio campaign, in all districts/areas, with special 
attention to the infected ones, the community-level micro-plans should be reviewed 
and where appropriate completely rewritten to ensure all geographic areas and 
communities are mapped and assigned to vaccination teams and their supervisors. 

2. Vaccination team selection. As part of the micro-planning process, it should be 
ensured that vaccination teams and the supervisors are comprised of community-
appropriate and acceptable individuals. 

3. Supervision. A clear chain of command should be ensured, along with supervision for 
all levels of implementation of the campaign. 

4. Community engagement in micro-planning. In each infected area, the community 
leaders (religious, elders, political, etc) should be directly involved as appropriate in 
the preparation of the micro-plans as well as in the identification of appropriate 
vaccinators. 

5. Communication. An intensive communication and social mobilization programme 
should be conducted all year round through media and social work to raise awareness 
and community demand for vaccination.  
 

Assessing the quality of polio campaigns 

6. Finger-marking data. Only finger-marking data should be used for assessing and 
reporting on the coverage achieved during polio campaigns, and as the basis for 
decision-making on the remuneration of vaccination teams and supervisors, as well as 
the need for revaccination of poor performing areas. 

7. Independent monitoring. There should be a clear distinction between the supervision 
of vaccination team performance and the independent monitoring of the coverage that 
is achieved in any geographical area.  Independent monitors should be acceptable to 
the communities but have had no role in the planning and implementation of 
campaigns; such monitoring should be targeted to the chronically poor 
performing/high-risk areas and extensive enough to provide a holistic picture of 
performance. 

 
Enhancing accountability for the implementation and the quality of polio campaigns 

8. Performance-based remuneration of vaccination teams/supervisors. Consideration 
should be given to withholding a proportion of the vaccination team and supervisor 
incentives until independent monitoring has verified performance (especially in the 
highest risk, chronically poor performing and known infected areas). If supplementary 
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immunization coverage does not reach at least 90%, all programme staff, including 
vaccinator teams, supervisors and district health authorities must be accountable and 
actions should be taken accordingly. Similar standards should be applied to WHO, 
partners and other high level staff. 

9. National reporting on quality of supplementary immunization activities. Recognizing 
the international public health risks associated with ongoing poliovirus transmission, 
consideration should be given to using the opportunity of meetings of the Regional 
Committee to have national and, if appropriate, subnational authorities to report on the 
quality of their polio campaigns as verified by independent monitors. 

 
10. Assuring campaign quality in key districts of Pakistan. As Pakistan constitutes a 

special concern as it is now the only country with districts in which virus transmission 
persists despite full accessibility in terms of both security and geography, the TAG 
strongly supports the new initiative of the Inter-Provincial Ministerial Committee for 
Polio (IPCP) to identify district leaders (i.e. DCOs, EDOs) who have not ensured 
quality polio campaigns.  The TAG recommends that the IPCP establish a mechanism 
for monitoring and systematically communicating the names of such district leaders to 
the relevant Provincial Chief Secretary to make sure they are held accountable. 

 
Additional measures to improve campaign quality in conflict-affected areas 

11. Advocacy for Days of Tranquillity. In response to the UN Secretary-General’s 
commitment to advocate for enhanced access for polio vaccinators in all conflict-
affected areas during the coming 12 months, the TAG recommends that the Regional 
Director, in consultation with the Director-General, approach the UN Secretary 
General to request establishing a mechanism for operationalizing his commitment. 

12. Area-specific strategies. Recognizing the tremendous differences between and even 
within conflict-affected areas, the full range of area-specific strategies that are being 
pursued to improve access in these areas should be more rigorously documented and 
assessed in order to draw appropriate lessons for application in similar situations. 

 
Urgent action to stop transmission in south Sudan 

13. Because of the very weak health infrastructure in south Sudan, the direct borders of 
this area with 6 other countries, and the recent and past spread to neighbouring 
countries, special priority should be given to stopping the transmission as soon as 
possible, using the regional plan of action to improve the micro-planning, 
implementation and assessment of campaigns. Progress in implementation using 
WHO indicators should be reported to the TAG within 2 months. 

14. Similar effort should be given to closing the persistent gaps in surveillance sensitivity 
in south Sudan and to tracking, and if appropriate improving, the timeliness of case 
investigation, specimen collection, specimen transport, laboratory processing and 
reporting of virologic results. 

 
Reducing the risk of further international spread 

15. International monitoring of the quality of outbreak response. Recognizing the 
importance of rapidly stopping outbreaks following importation in previously polio-
free countries, if transmission persists beyond 6 months appropriate, the TAG 
recommends to the Regional Director to field a special independent high-level mission 
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to assess the reasons behind this delay and the potential international risk this area 
poses and recommend additional measures. This mission could be fielded earlier if it 
is required. 

16. OPV immunization of travellers from polio-infected area. Recognizing the special 
circumstances in countries of the region, the new polio recommendations in the WHO 
publication International Travel and Health (ed. 2009) should be applied.   

17. Monitoring population immunity and corrective measures. The TAG recommends that 
all countries of the region monitor their immunity profile and take timely corrective 
appropriate measures to reduce the consequences of a potential new importation. 
Special attention should be given to Djibouti, Somalia and Yemen. 

 
Optimizing the polio vaccines for eradication 

18. Bivalent OPV (bOPV types 1 and 3). Having reviewed the bOPV clinical trial data and 
the current epidemiology of polio in the region, the TAG concurs that this vaccine may 
be a valuable addition in terms of eradication tools, and urges WHO, UNICEF, donor 
partners, regulatory agencies and vaccine producers to ensure its rapid availability for 
use in the Region in consensus with the recent recommendations of the ACPE and the 
Pakistan/Afghanistan TAG. 

19. IPV introduction in high-coverage polio-free countries in the pre-eradication phase. 
While reaffirming its position discouraging IPV introduction in the pre-eradication 
phase, the TAG strongly recommends that any country considering such a change 
consult with WHO EMRO prior to taking a decision on changes to its routine 
immunization schedule for polio. 

 
1. INTRODUCTION 
 

The Regional Technical Advisory Group (RTAG) on Poliomyelitis Eradication held its 
7th meeting on 20 and 21 July 2009 in Cairo, Egypt. The meeting was attended by members 
of the TAG, EPI managers and national representatives from Afghanistan, Egypt, Lebanon, 
south Sudan and Tunisia, Representatives of UNICEF, Rotary International, Centers for 
Disease Control and Prevention, United States Agency for International Development and 
WHO staff from Headquarters, Regional Offices for Africa and Eastern Mediterranean and  
country offices. The programme of the meeting and the list of participants are attached as 
Annexes 1 and 2. 

 
Dr Ali Jaffer Mohamed, Chairman of RTAG, opened the meeting and highlighted 

progress made in the WHO Eastern Mediterranean Region towards polio eradication.    
 
In his address, Dr Hussein A. Gezairy, WHO Regional Director for the Eastern 

Mediterranean welcomed the participants and expressed his appreciation to the TAG 
Members for their valuable guidance to the programme. He noted the progress achieved 
towards polio eradication despite many challenges, such as the deteriorating security in 
Afghanistan and some parts of Pakistan and the recent outbreak in south Sudan. He also 
referred to preparedness to address importation by all countries of the Region, particularly 
those at high risk of importation, and acknowledged the importance given by the Region to 
ensuring that surveillance is maintained by all countries at the certification standard and to 
keeping good population immunity.  
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2. PROGRESS TOWARDS POLIO ERADICATION 
 

2.1. Highlights of regional progress and follow-up on implementation of 
recommendations of the sixth meeting 
Dr Faten Kamel, WHO/EMRO 
 

Many epidemiological changes occurred since the last meeting of the RTAG. At the 
time of the 6th meeting in April 2008, few cases were reported from the Region, mainly 
from Sindh province in Pakistan and southern Afghanistan. Hence, 14 of the 28 
recommendations made last year were concerning Pakistan, especially addressing the 
managerial issues in Sindh and its capital, Karachi. The situation progressed later to 
spread of the virus to other areas in Pakistan and the occurrence of a P3 outbreak in 
NWFP and P1 outbreak in previously polio-free Punjab. Most of the recommendations 
were already implemented, in addition to the recommendations of the consultations held 
in June and October 2008.   

At the time of the sixth RTAG, one polio case had been reported at the border 
between south Sudan and Ethiopia and was still under investigation. This was followed 
later by spread of virus in south Sudan reaching also northern Sudan, Kenya and Uganda. 
Many efforts were undertaken to contain the outbreak and synchronize activities with 
Ethiopia as recommended by the RTAG, but the outbreak is still continuing and requires 
for better quality activities.   

In addition to the sixth RTAG recommendations on Pakistan/Afghanistan and 
Sudan, there were also recommendations covering Somalia, Yemen/Djibouti, other 
Member States and on IPV use. The status of the implementation of these 
recommendations by both WHO and Member States was presented. 

The RTAG noted with satisfaction that the regional programme closely followed the 
priorities set during its last meeting and almost all the recommendations spelled out under 
the various priority areas were implemented. The efforts made and various approaches and 
initiatives tried by the programme to address the problems posed by poor security were 
acknowledged. The RTAG reiterated that its previous recommendations are still valid and 
efforts made by the programme in ensuring their full implementation should continue. In 
addition, the RTAG emphasized the importance of ensuring quality, particularly, in 
relation to the implementation of the recommendations related to supplementary 
immunization activities and surveillance especially in areas not affected by poor security.   

 
2.2. Global overview 

Dr B. Aylward, WHO/HQ 
 
During the 12 months since the last meeting of the TAG, types 1 and 3 wild poliovirus 

continued to be isolated in all four of the remaining countries with indigenous wild 
polioviruses (i.e. “endemic” countries).  In addition, 15 other, previously polio-free countries 
suffered polio cases or outbreaks due to imported wild polioviruses that originated in either 
Nigeria or India.  Of these 15 re-infected countries, 3 have been of particular concern to the 
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global polio eradication initiative due to the persistence of at least one imported virus for >12 
months: Sudan (south), Angola and Chad. 

 
This epidemiological situation prompted a special global programme of work in 2009, 

characterized by a continuation of the intensified polio campaign schedule that began in 2007, 
unprecedented international advocacy to both national and subnational leaders in infected 
areas, a plan for an independent evaluation of the major barriers to interrupting wild 
poliovirus transmission, the introduction of a range of new approaches to overcome the 
challenges to achieving sufficient population immunity in each “endemic” area, and a number 
of new research studies.  These new initiatives included a massive scale-up of the eradication 
infrastructure in the last reservoir of type 1 poliovirus in India, the launching of a Governor-
led intensified eradication effort in northern Nigeria, and the rapid development and clinical 
trial of a bivalent (types 1 and 3) formulation of oral poliovirus vaccine. 

 
Encouragingly, as a result of this renewed intensification of the eradication effort, 

virus transmission is becoming increasingly focal, particularly in India where there is a real 
opportunity to interrupt the final chains of type 1 poliovirus by end-2009.  Although there are 
more significant gaps in strategy implementation in Afghanistan and Pakistan, virus is also 
highly focal in these countries now.  While virus is more widespread in northern Nigeria, both 
the type 1 and type 3 outbreaks there are resolving (though a circulating vaccine-derived 
poliovirus type 2 continues to paralyse children in this area).  Of the 15 re-infected countries, 
half are now well on track to stop transmission by end 2009. 

 
Rotary International, the Bill and Melinda Gates Foundation, and number of G8 and 

other donor countries made important contributions in 2008–2009.  However, full funding of 
eradication activities continues to be a major challenge, especially given the ongoing global 
financial crisis; this financing gap has required the regular review and sometimes curtailing of 
the scale of polio campaigns.  Fortunately, the polio eradication initiative has received 
unprecedented new support from world leaders during this period, with figures such as the 
UN Secretary-General Mr Ban Ki Moon, the US President Mr Barack Obama, and Mr Bill 
Gates all helping to ensure the polio eradication initiative’s successful conclusion. 

 
Against this background, the initiative is aiming by end-2009 to have scaled up its full 

range of new approaches to reduce missed children to <10% in all accessible areas, and 
introduced bOPV (proven in June 2009 to be superior to tOPV against types 1 and 3 polio) to 
facilitate polio campaign logistics and impact, and accelerate progress. 

 
2.3. Progress and remaining challenges in endemic countries 

 
2.3.1. Afghanistan 

Dr T. Mir, WHO/Afghanistan 
 

Political commitment and support to programme is very evident. The President and the 
Minister of Public Health are launching the campaigns. The Advisor to the President on 
Health and Education is travelling to the priority areas. Poliovirus circulation is localized in 
the southern part for the past several years and there is no evidence of transmission in the rest 
of the country. The deteriorating security situation is impeding access to the children in the 
southern region. Since 2007, only one sub-cluster of poliovirus is circulating in the southern 
region. In the eastern region, transmission is different than the southern region and is because 
of introduction of infection from across the border.  
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In 2009, there are 13 polio cases in Afghanistan to date; 11 from the southern region 

and one each from the eastern and central regions. These cases are young children with low 
OPV doses. The AFP surveillance system is functioning well and reporting AFP cases 
distributed among all the age groups and from all over the country proportionate to the 
population.  

 
Vaccination status of the age group 6–35 months indicates an immunity gap among the 

children in the southern region (including Farah). Routine EPI coverage is also very low 
compared to other regions. Market surveys data using finger marking and PCA data during 
the first half of 2009 show persistently low coverage in the southern region as compared to 
other regions.      

 
Major challenges to the programme are access to children and safety of vaccinators in 

key insecure areas, maintaining high immunity in polio-free areas of Afghanistan until 
transmission is interrupted and high population movement between polio endemic areas in 
Afghanistan and Pakistan. The serious access problem in the south is because of active 
conflict and a “climate of fear”. Of 1.2 million target children < 5 yrs, 4%–18% are 
inaccessible in each supplementary immunization round. No mobility for UN staff anywhere 
in the region results in much reduced supervision/monitoring/control.  

 
The polio eradication programme in Afghanistan is continuously introducing 

innovative measures at the country, regional and district levels for the safe access to the 
children and safety of the staff. At the same time the programme is trying its best to maintain 
and enhance the immunity level among the children in other regions of the country. To 
improve the supplementary immunization activities management in southern region, the 
Ministry of Public Health has signed the Memorandum of Understanding with Non 
Governmental Organizations implementing the Basic Package of Health Services, making 
them responsible for campaign implementation in 8 pilot districts of Kandahar and Helmand.  

 
Efforts to manage the access issue are ongoing. These included coordination with 

military groups, meetings with ISAF/NATO, TFK, PCB Kandahar, continued ICRC-mediated 
coordination with anti-government elements to obtain a letter of support to facilitate access, 
and using community-based access negotiators.  

 
In summary, the programme has been able to contain WPV circulation to the south and 

maintain the rest of Afghanistan without any established circulation. Campaign quality is 
overall inadequate in the south, while vaccination status of children in other parts of country 
is satisfactory. Worsening security is impeding safe access to the children and supervisors 
cannot go to the field to supervise the campaign quality. Children in other parts of 
Afghanistan and of neighbouring polio free countries will be at risk until the job is completed 
in the south.  

 
2.3.2. Pakistan 

   Dr Faten Kamel, WHO/EMRO 
 

There was a setback in polio eradication in Pakistan in 2008, with 117 cases reported 
from the four provinces compared to the number of cases reported in 2005, 2006 and 2007 
(28, 40 and 32 respectively). The main case load in 2008 was due to the WPV1 outbreak in 
Punjab and the WPV3 outbreak in central NWFP/FATA. Critical reasons for the outbreaks 
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included sub-optimal quality of campaign implementation in some districts, reduction in the 
number of campaigns in central and north Punjab from 7 in 2005 to 6 in 2006, 4 in 2007 and 
only 2 in the first half of 2008, use of mOPV1 in 6 successive rounds from September 2007 
through April 2008 in central NWFP/FATA, coupled with frequent population movements of 
inadequately immunized children from unsafe areas. Weak routine immunization coverage in 
both outbreak areas was another factor as reflected by the fact that the majority of the cases 
were young, inadequately immunized children. 

 
In 2009, 23 confirmed cases have been reported to date. Indigenous circulation of wild 

poliovirus is ongoing in a few well identified zones: central NWFP/FATA representing the 
most persistent transmission zone, Quetta block, with direct links with southern Afghanistan; 
and Karachi, with recurrent importations followed by secondary spread. Cases were also 
reported from southern Punjab as a continuation of the WPV1 2008 outbreak.   

 
Surveillance and vaccination monitoring data highlight that the majority of polio cases 

are from high risk areas and populations. Most cases in NWFP and FATA in 2009 are located 
in an active conflict zone which has been inaccessible since August 2008 and all cases in 
Karachi are from ethnic or religious minority groups, where both routine and supplementary 
immunization coverage levels are markedly below average.  Most cases are among young age 
groups (median age 21 months) and all polio cases in 2008 except one from an insecure area 
of Bajour had at least one OPV dose and 58% of them received more than 7 OPV doses. 

 
Insecurity and extensive movement of IDPs in southern Afghanistan and NWFP/FATA 

is the most significant challenge to stopping polio in Pakistan. The massive movement of 
IDPs having non-immune or under-immune children from insecure areas into transmission 
zones of central/northern NWFP and Karachi poses a risk of more polio cases. However, the 
programme is fully cognizant of the fact that this tragedy could be converted into an 
opportunity to access those children who have been inaccessible for a significant period of 
time. All the IDP children under 5 were mapped and measures were taken to vaccinate IDP 
children on the move, in the camps or in the community. Locally appropriate strategies are 
being adopted, especially recruiting local human resources to reach difficult to access areas.  

 
Weak performance in key districts like Karachi in Sindh and Killa Abdulla in 

Balochistan due to inadequate management is another main challenge. Considerable advocacy 
efforts were undertaken at all levels and there are currently signs of improved ownership and 
accountability and efforts are ongoing to address the chronic managerial issues. The Prime 
Minister launched his action plan for enhanced inter sectoral collaboration and the Inter 
provincial Ministerial Committee on Polio Eradication (IPCP) held its second meeting with 
transparency and frank discussions of remaining challenges and managerial problems. Finger 
marking monitoring data are used to give better insight on campaign quality.   

 
2.3.3. Conclusions and recommendations of the meeting of the Technical Advisory Group for 

Pakistan/Afghanistan, June 2009 
Dr M.H. Wahdan, WHO/EMRO 

 
The TAG for Pakistan and Afghanistan reviewed the epidemiological situation and 

actions being taken to address them, and noted with satisfaction top level government 



WHO-EM/ POL/381/E 
Page 8 

 

leadership involvement in both Afghanistan and Pakistan, which was reflected in several 
actions in support of the programme. It also noted the strong border collaboration between the 
two countries. The TAG noted that areas with persistent transmission fall into two categories; 
areas with insecurity and others with inadequate management. In the latter group, the role of 
District Chief Officer s is critical to ensure effective management.  

 
The Pakistan/Afghanistan TAG was satisfied with surveillance and with the 

comprehensive range of communication initiatives applied. The Pakistan/Afghanistan TAG 
made a number of recommendations, both general and specific to Afghanistan or Pakistan. 
The most important was to ensure use of only prequalified vaccines and strengthen routine 
immunization and communication efforts. For Afghanistan, it also recommended negotiating 
periods of tranquillity, assessing the impacts of communication strategies to adopt the most 
effective ones and ensuring maintaining high immunity profiles in polio-free areas together 
with effective community based surveillance. 

 
The Pakistan/Afghanistan TAG recommended that Pakistan ensure effective conduct 

of NIDs, continue to ensure effective surveillance and maintain various communication 
approaches. It reiterated its recommendation to only use high quality OPV in sufficient 
quantities and in a timely manner and asked the national regulatory authorities to license 
bivalent OPV, whose efficiency has been proven, in order to replace tOPV with bOPV in 
some of the NIDs. 

 
Another group of recommendations dealt with holding district officials accountable 

for the quality of the work of vaccinators and Area in Charge in their districts, appropriate 
supplementary immunization activities teams ensuring female team members and vaccinators 
from the same ethnic group. 

 
The Pakistan/Afghanistan TAG expressed concern about the declining immunization 

coverage in Baluchistan, especially in Quetta, and recommended the preparation of a specific 
plan of action to address quality issues in these areas. The efforts being made in NWFP to 
reach children in security-compromised areas and to reach IDPs with OPV and other EPI 
vaccines is appreciated. 

 
2.4. Situation in re-infected/high risk countries 

 
2.4.1. Sudan 

 Dr S. Haithami, WHO/Sudan     
              

The polio eradication programme in Sudan implemented all the recommendations of the 
6th RTAG including the extensive investigation of the polio cases, implementation of the 
planned supplementary immunization activities synchronized with neighbouring countries, 
establishing vaccination posts along the borders and enhancing the preparedness plan for 
poliovirus importation. 

 
The AFP surveillance system in Sudan has performed at certification standard since 

2002. The three major AFP surveillance performance indicators during the past 5 years are 
shown in the table below. 
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      Indicator 
Year 

Non-polio rate 
(per 100 000 pop<15 

Adequate sample 
(%) 

Non-polio enterovirus 
(%) 

2005 3.2 87 15 
2006 2.4 93 19 
2007 2.7 92 15 
2008 2.6 97 14 
2009 up to 15/7/2009 3.1 97 17 

 
The supplementary immunization response to the occurrence of the polio cases due to 

imported poliovirus from neighbouring countries was rapid and wide including all 15 northern 
states. The 2008 supplementary immunization activities included three NIDs rounds using 
tOPV. In 2009 the programme conducted four NIDs rounds. mOPV1 was used in the April 
and June 2009 NIDs in the eastern states. The result of the administrative and finger marking 
coverage is seen in the following table. 

 
 Aug 08 Oct 08 Nov 08 Feb 09 Mar 09 Apr 09 Jun 09 

Admin. 
coverage 99.3% 102% 103% 101% 103% 99% 102% 

Finger 
marking 
coverage    

94% 94% 96.2% 93.3% 95% 95% 97% 

 
The main challenges facing the polio eradication programme in Sudan remain high 

population movement (nomads, refugees, IDPs and pilgrims), insecurity, refusals and 
maintaining the national political commitment and external resources. 

  
Based on previous experience, the risk of poliovirus importation is still high because of 

the high population movement between Sudan and the neighbouring infected countries. 
Therefore, the programme plans include three high quality supplementary immunization 
activities rounds in July, October and November 2009, strengthening the routine vaccination 
using GAVI funds and maintaining AFP surveillance at sufficient sensitivity to pick up any 
poliovirus importation. 

                                                                  
2.4.2. Sudan (South) 

Dr A. Laku, South Sudan 
 

South Sudan became re-infected with polio in June 2008 after 3 consecutive years of 
polio-free status. As of July 2009 a total of 63 cases have been confirmed as wild polio type 1 
since the beginning of the epidemic. They were 24 in 2008 and 39 in 2009.  

 
In an effort to stop the spread and to control the outbreak, two NIDs and two SNIDs 

were conducted in 2008, in synchronization with Ethiopia, and five consecutive NIDs 
(January–May) in 2009. Though reported NIDs administrative coverage shows very high 
coverage rates, independent monitoring shows coverage of 87%– 89% by finger marking. In 
some states, coverage data were much lower and there were evidence of weak performance as 
shown by missed areas. 

 
All ten states in south Sudan with the exception of one (Western Bahr El Ghazal) have 

reported cases. The age range of polio cases is between 5 and 84 months and 92% are less 
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than 5 years (mean age is 27 months and median is 22 months). The immunization profile of 
the confirmed cases shows that 73.2% had received less than 4 doses of OPV. 

 
South Sudan combines a community-based and facility-based AFP surveillance system 

to detect and investigate cases of paralysis. The target for AFP surveillance is extrapolated 
from NIDs coverage figures. 

 
The two key indicators for AFP surveillance (non-polio AFP rate of >2/100000 and 

adequate stool collection rate of >80%) have been met even with the adjusted NID population 
figures. In 2008 the NPAFP rate was 2.6 and the adequate stool collection rate was 89%. In 
2009 the annualized NPAFP rate is 2.7 and adequate stool rate is 90.3%. At subnational level, 
however, some gaps exist as in Eastern Equatoria state and in some counties in other states. 

 
DPT3 coverage is below 30% in south Sudan, which is continuing the immunity gap 

among young children. The government structures at central, state and county levels are still 
inadequately staffed, and lack capacity. 

 
Planned activities: 
 

• Revision of polio campaigns micro plans at payams level, with involvement of local 
authorities in selection of vaccinators. 

• Activation of states’ EPI coordination committees to conduct preparatory meetings for 
campaigns. 

• Training of vaccinators and supervisors for both routine vaccination and 
supplementary immunization activities. 

• Coordination of supplementary immunization activities with participation of partners, 
nongovernmental organizations and UNMIS in the states to help in logistics and 
security assessment. 

• Conduction of 2 rounds of NIDs, November and December 2009, in synchronization 
with northern Sudan 

• Continuing with routine acceleration campaigns July–December, in addition to fixed 
and outreach vaccination in nongovernmental organizations and government health 
facilities. 

• Increasing social mobilization activities and ensuring their implementation at central, 
state and county levels, with emphasis on maximum use of local and national media. 

 
For implementation of the planned activities, and due to lack of qualified personnel at 

all levels, technical assistance is urgently needed for all training and revision of all microplans 
in all counties. Central facilitators – national and international – are needed to support 
upcoming supplementary immunization activities as well as an  international focal point for 
polio, to be based in Eastern Equatoria state and the other states. It is expected that the 
ongoing effort to support the programme with transport (vehicles and motor boats) and 
logistics will be fulfilled. Advocacy with government authorities is also needed for ownership 
of EPI activities in south Sudan.  
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2.4.3. Somalia              
Dr A. Mulugeta, WHO/Somalia 

     
The last reported case of wild poliovirus in Somalia was in March 2007. The 

programme has registered tremendous success despite tremendous challenges. Success can be 
attributed to high community acceptance for polio vaccination, support of religious and clan 
leaders as well as the dedication of local staff and volunteers. The deterioration of the security 
situation over the past 12 months has greatly limited the ability of staff to conduct good 
quality immunization activities in some areas. Active AFP surveillance is dependent on 
weekly reports from over 431 reporting sites.  

 
In 2008, Somalia maintained good AFP surveillance with all key indicators above 

certification standard at national level. For 2009, there are five underperforming regions 
which have been targeted for special support. 

 
Two rounds of NIDs were recommended by the Horn of Africa TAG for Somalia in 

2009. The first round of NIDs was completed in May/June in all four zones in phases and the 
reported administrative coverage was 96%, targeting 1.8 million children below 5 years of 
age.  

 
The observed circulation of WPV in the Region calls for vigilance given Somalia’s 

persistently low routine immunization coverage. The plans will follow the 2008 Horn of 
Africa TAG recommendations, taking advantage of all immunization activities to add OPV. 
As of July 2009, 1,072,896, children aged 0–59 months have been vaccinated with OPV 
during the Child Health Days (CHD). The second NIDs round started on 12 July in phases in 
the south and central zones. For the North-East zone, it will start end of July. The North-West 
zone has completed the two NIDs rounds and plans to start the second round of CHDs as of 
the first week of August. Efforts will continue to strengthen cross-border risk assessment, 
surveillance and immunization activities. The country will have completed the recommended 
2 series of NIDs and 2 CHDs by the end of the year. 

 
2.4.4. Recommendations of Horn of Africa TAG Meeting as relevant to the Eastern 

Mediterranean Region 
Dr C. de Quadros, RTAG Member 
 

The Horn of Africa TAG met in February 2009 in the context of the ongoing outbreak 
of wild poliovirus in Sudan, which is spreading to other countries and which poses great risk 
to polio eradication in the Horn of Africa and globally. 

 
The TAG concluded that achieving consistent high coverage in supplementary 

immunization activities is the only way to stop the current outbreak. Identifying mobile 
populations and populations at risk and closing surveillance gaps were also highlighted as 
priorities.  

 
In its recommendations, the TAG urged governments to make polio a top priority and 

asked partner agencies to advocate with highest political leadership. The TAG recommended 
that every effort must be made to improve the quality of supplementary immunization 
activities and coordinate activities between neighbouring countries. 
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In the specific recommendations on Sudan, the TAG called for intensified 
immunization response with immediate efforts to address logistical, operational and 
monitoring issues. Sudan was requested to closely monitor the situation in Darfur and identify 
and reach any pockets of under-immunized children in high-risk areas of Khartoum or Red 
Sea states. 

 
The TAG commended the efforts undertaken in Somalia despite the complex and 

difficult situation and recommended continuation of at least 2 NIDs. Other polio-free 
countries including Djibouti and Yemen were asked to concentrate on achieving high EPI 
coverage and high quality surveillance and consider supplementary immunization activities in 
areas of low coverage.   

 
3. PREPAREDNESS FOR POLIOVIRUS IMPORTATION 

 
3.1. General surveillance progress and issues  
 Dr A. Elkasabany 
 

AFP surveillance is well established in all countries of the Region with high sensitivity 
and quality. All countries of the Region achieved a rate of greater than 1 per 100 000 
population under 15 years during 2008.  Additionally, polio-infected countries and those at 
high risk of importation have achieved a rate of more than 2 per 100 000 at the national level. 
At the subnational level, most areas in polio infected countries have rates higher than 2 per 
100 000 population under 15 years. However, gaps may exist in some polio-free countries, 
such as in some provinces in Jordan, Lebanon, Morocco and Tunisia and. During 2009 (to 
date), all countries achieved a non-polio AFP rate greater than 1 per 100 000 except for 
Lebanon. With regard to stool adequacy, only Djibouti, Kuwait and Lebanon did not achieve 
the target of 80% in 2008.  

 
The quality of AFP case investigation is regularly monitored by reviewing final 

diagnosis of AFP cases and calculating the GBS (Guillain-Barré Syndrome) rate. Most 
countries have achieved a minimum rate of 0.6 GBS cases per 100 000 population under 15 
years of age in the past few years.  

 
The timeline for AFP surveillance has shown progressive improvement over the years 

since 2000. The overall time from onset of paralysis with ITD results decreased from 54 days 
in 2001 to only 23 days in 2009. Additionally, the time from onset of paralysis until 
sequencing decreased from 81 days in 2001 to only 42 days in 2009. This decrease in the time 
taken by the different activities has provided a huge improvement in the rapid detection and 
response to circulating virus particularly in situations of importation. Of particular interest is 
the number of days between collection of stool and arrival of specimens at the laboratory. It 
has reached an average of 3 days in 2009, down from 5 days in 2001. This average was still 
more than the target of 3 days in Iraq and Saudi Arabia, which have in-country laboratories, as 
compared to the Libyan Arab Jamahiriya, which has no in-country laboratory and where the 
samples take an average of 2 days to reach the laboratory in Tunisia. The number of days 
between collection of samples at the laboratory was much higher in countries with no national 
laboratory especially in south Sudan. 

 
National surveillance reviews have been being regularly conducted, particularly in 

polio-free countries of the Region to assess the quality of the system and look beyond the 
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indicators. AFP surveillance reviews also include an assessment and review of the national 
preparedness for and response to wild poliovirus importation. The main findings of the 
reviews confirm overall sensitivity and reliability of the system. The reviews helped identify 
common issues in polio-free countries that need fine tuning. Those are being addressed 
through regional workshops.   

 
The sensitivity of AFP surveillance in the Region has been further enhanced with the 

expanded implementation of the regional guidelines for contact sampling, which started in 
some priority but now implemented by all countries. A new data management program was 
introduced at country and regional level and is now used by all countries of the Region except 
the Libyan Arab Jamahiriya and Bahrain. Preliminary analysis of the contact data was 
presented. It showed that ccontact sampling continued to provide vital information to the 
polio eradication initiative.  The analysis showed that about 10% of the confirmed cases 
among cases with adequate stools were detected by positive contacts only and would have 
been missed if contact samples were not collected. Similarly about 10% of the infected 
districts were identified only thorough contacts during the period 2006–2009.  An additional 
value is through the lead time gained in some areas like south Sudan, where the first case was 
confirmed through a contact 8 weeks before any other case. The data were used to estimate 
the sensitivity of contact sampling. It seemed like for a single contact the sensitivity is at most 
30%. This means that if an index case is infected with the wild virus, only 30% of the contacts 
samples will turn out to be positive for the wild virus too. Since multiple contacts are 
collected with different numbers in different countries different sensitivities can be estimated 
for the system as a whole. It was found to be 51% for Sudan (3 contacts) and 64% for 
Pakistan and Afghanistan (5 contacts). It was very clear from the analysis that the sensitivity 
of contact sampling drops quickly after the first two weeks. This means that the sensitivity of 
contact samples is highest when least needed. So contact sampling, although useful as an 
additional measure to increase the sensitivity of the system, may not completely fill the gap 
created by delayed stool collection from cases. 

 
Dr H. Asghar, WHO/EMRO 
 

The laboratory network continues to support AFP surveillance activities efficiently and 
high quality of performance continues to be maintained. All network laboratories passed the 
WHO proficiency panel tests for both poliovirus isolation and intratypic differentiation testing 
(except Kuwait) and all laboratories are fully accredited.  

 
The workload of the network laboratories is considerable, and during 2008 and as of 

June 2009, the polio network laboratories processed 26 276 and 13 231 sampels, respectively. 
With the introduction of the new testing algorithm, 95% of samples had culture results within 
14 days and 95% had ITD results within 7 days. Overall, in 98% of AFP cases, the final 
laboratory testing results were provided within 45 days of paralysis onset.  

 
In 2008, there was evidence suggesting geographic restriction and decreasing genetic 

diversity among isolates from Afghanistan and Pakistan. However, there was an increase in 
the number of cases in Pakistan with numerous chains of transmission introduced into 
previously polio free districts, especially of Punjab and Islamabad. Additionally, in Sudan 
viruses are circulating from single cluster (I-1C5B).  

 
Two type 1 polioviruses were isolated from sewage samples in Al-Haram, Giza and 

El-Haggana, Nasr City, in September and December 2008, respectively. Virus isolated from 
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Al-Haram, was an importation from Ethiopia, and closely related to a case (ETH-GAM-AGN-
08-169) detected in Ethiopia, and the El-Haggana virus was related to a New Delhi, India 
virus.  

 
Environmental surveillance in Karachi and Lahore, Pakistan, will be established soon, 

pending procurement of equipment and reagents. The real-time PCR method for rapid 
characterization of polioviruses is in the process of establishment in polio intratypic 
laboratories of EMR. 

 
Nineteen countries (Bahrain, Djibouti, Egypt, Islamic Republic of Iran, Iraq, Jordan, 

Kuwait, Lebanon, Libyan Arab Jamahiriya, Morocco, Oman, Palestine, Qatar, Saudi Arabia, 
Syrian Arab Republic, Sudan, Tunisia, United Arab Emirates and Yemen) have reported 
completion of Phase 1 of laboratory survey and inventory activities. National plans of action 
has been developed by Afghanistan and submitted for the approval of the Ministry of Health. 
To date no information has been sent regarding their status. As regards Pakistan, despite 
several efforts, it has not been possible to initiate preparations for Phase 1 of laboratory 
survey and inventory activities for containment of wild poliovirus and potentially infectious 
material. 

 
 All countries that have completed Phase 1 of containment activities were required to 

submit the quality assurance report. Documentation of the quality of Phase 1 of containment 
activities was submitted by 18 countries (Bahrain, Djibouti, Egypt, Islamic Republic of Iran, 
Iraq, Jordan, Kuwait, Lebanon, Libyan Arab Jamahiriya, Morocco, Oman, Qatar, Saudi 
Arabia, Sudan, Syrian Arab Republic, Tunisia, United Arab Emirates and Yemen). The 
original or revised report has not been submitted by 4 countries (Djibouti, Egypt, Lebanon 
and Syrian Arab Republic).  

 
3.2. Population immunity in polio-free countries 

Dr A. Elkasabany 
 

The population immunity of children in 18 of the polio-free countries (excluding 
Somalia) was presented. All have reported routine OPV3 coverage greater than 80%. All but 
three (Djibouti, Iraq, Yemen) have coverage above 90%.  In some of the countries despite the 
high national coverage, there is great variability in the provincial coverage. For example the 
range of OPV3 coverage in the provinces ranged from 62% to 100% in Iraq and from 70% to 
90% in Yemen. 

 
Ten out of the 18 countries conduct annual supplementary immunization activities. 

Five of these countries conduct NIDs: Djibouti, Egypt, Iraq, Libyan Arab Jamahiriya and 
Yemen. Another five countries conduct SNIDs: Saudi Arabia, Islamic Republic of Iran, 
Syrian Arab Republic, Jordan and Lebanon. The other eight countries did not conduct any 
SIAs for some time. Among these are Tunisia and Morocco who did not conduct SIAs since 
2001. These also include Kuwait, Bahrain, Oman and United Arab Emirates and Palestine 
who did not conduct any SIAs since 2005 and Qatar whose last SIAs was in early 2007. None 
of these 10 countries are planning any future rounds. 

 
In Egypt wild virus was isolated from the environment in Greater Cairo twice late in 

the year. The viruses were related to the recent circulation in Ethiopia/south Sudan and India. 
Egypt responded with three SNIDs covering 1–3 million children under five and one NID in 
April 2009.  
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The immunity profile judged by the number of OPV doses received by children aged 6 

to 23 months was presented for some countries. It appears that the immunity profile is well 
maintained in some countries such as Islamic Republic of Iran and Morocco, while in some 
other countries the profile does not look adequate, i.e. where more than 30% of the children 
received less than 4 OPV doses. These countries include Iraq, Saudi Arabia, Syrian Arab 
Republic and Yemen. 

 
Given the situation, it is recommended that high-risk countries such as Djibouti and 

Yemen maintain high population immunity, mainly by continuing high quality supplementary 
immunization activities. It is also important to ensure that the high routine coverage is 
achieved even at the subnational level.  

 
3.3. Regional challenges, priorities and plans  

Dr F. Kamel, WHO/EMRO 
 

A number of challenges are facing the polio eradication initiative in the Region. 

• Continuation of endemic wild poliovirus transmission in the transmission zones of 
Pakistan and Afghanistan, where access to children is compromised in some parts due 
to insecurity, especially in the conflict affected areas of southern Afghanistan and 
NWFP/FATA, or where managerial issues exist. 

• Ongoing outbreak and spread of poliovirus in south Sudan, indicating a large immunity 
gap caused by sub-optimal quality of supplementary immunization activities and poor 
routine immunization. 

• Importation of wild poliovirus to the Region from remaining endemic countries, 
especially for countries in the extended “Horn of Africa”. 

• Maintaining the interest and commitment of national authorities at all levels in both 
polio-endemic and polio-free countries. 

• Securing necessary resources both from national and external sources. 
 
To face those challenges, the top regional priority is to interrupt virus transmission in 

the Pakistan and Afghanistan block as soon as possible, ensuring access to children in the 
security compromised areas with continuation of innovative approaches and efforts to 
enhance ownership, accountability and address managerial issues. Of equal importance is the 
need to interrupt transmission of P1 virus in south Sudan with focus on improvement of 
quality of supplementary immunization activities and providing needed technical and 
logistical support to the programme.  

The other important regional priority is to sustain the polio-free status of other countries 
by avoiding the development of large immunity gaps in polio-free countries, through 
improvement of routine immunization and implementation of supplementary immunization 
activities, especially in foci of low population immunity. There is also a need to maintain 
certification-standard surveillance in all countries; both at national and subnational levels and 
particularly among high risk areas/populations as well as to be adequately prepared to detect 
and respond to importation.  
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Maintaining certification standard AFP surveillance continues to be a priority.  
Environmental surveillance will continue in Egypt and start in Pakistan. Other priorities 
include maintaining and further strengthening coordination activities between neighbouring 
countries, especially between Afghanistan and Pakistan and in the Horn of Africa including 
synchronization, exchange of information and local level planning and coordination. It is also 
important to secure the financial resources required to implement the regional plan for 
eradication, and optimize collaboration between the polio eradication initiative and EPI. 

4. PRE- AND POST-ERADICATION POLIO IMMUNIZATION STRATEGIES 
(IPV/OPV USE) 

 
4.1. WHO position/update on ongoing research 

Dr R. Sutter, WHO/HQ 
 

The research and product development part of the global polio eradication initiative is 
focusing on collecting data for decision-making, stimulating the development of products, 
especially vaccines, new diagnostics and antiviral compounds, and spearheading the 
development of appropriate policies during all phases of the initiative: 1) acceleration of 
eradication; 2) elimination of vaccine-derived poliovirus; and 3) secure eradication for the 
long term in the post-eradication era. 

To accelerate eradication, the programme has worked closely with vaccine 
manufacturers to develop first monovalent type 1 oral poliovirus vaccine (mOPV1), then 
mOPV3, and finally mOPV2. Currently, the development of a bivalent (types 1+3) OPV 
(bOPV) is under way. A clinical trial in India demonstrated the non-inferiority of bOPV 
compared with mOPV1 and mOPV3. A final clinical report on bOPV has been completed and 
will form a essential part of the dossier for licensure. It is expected that in the next 3–6 
months, several WHO-prequalified vaccine manufacturers will obtain a license for this 
product. 

Also, the use inactivated poliovirus vaccine (IPV) to accelerate eradication is under 
discussion, and the program is attempting to facilitate these discussions with the collection 
and provision of scientific data. A clinical trial has just been completed in Western Uttar 
Pradesh, the epicentre of polio transmission in India, to determine the contribution of full-
dose and fractional-dose IPV in closing the immunity gaps.  

Increasingly, the initiative is interested in programme evaluation through 
epidemiological studies and seroprevalence surveys, and is increasingly focusing on 
operational research to understand suboptimal performance in supplementary immunization 
activities in some countries.  

The research agenda includes also studies to allow a more precise estimate of the risk 
of vaccine-derived poliovirus among immunodeficient individuals (iVDPV), the factors for 
emergence and spread of circulating VDPV (cVDPV), and an evaluation of ambigious VDPV 
(aVDPV), all to facilitate planning for the period immediately following wild poliovirus 
eradication. 
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To secure eradication, there is a large programme of work focusing on IPV. The 
current prerequisites for OPV cessation demand the provision of an “affordable IPV option 
for developing countries.” To respond to this mandate, the programme is focusing on four 
approaches to make IPV affordable, including: 1) schedule and antigen reduction; 2) use of 
adjuvants; 3) optimize production process (including alternative inactivation methods); and 4) 
production in developing countries. It is understood that only Sabin-IPV (i.e. IPV produced 
from Sabin strains) would be appropriate for developing country production.  The programme 
is also interested in new seed strain for IPV production. The ultimate goal of this work is 
produce IPV in a non-infectious way to facilitate containment. 

In terms of routine polio vaccination policy development, the SAGE established a 
Working Group on IPV in 2008. This Working Group is reviewing the evidence now, and is 
expected to help drafting two policy documents, the first addressing the period before 
eradication in 2010, and a second addressing the period after eradication in 2011, for 
consideration by the SAGE.   

In conclusion, there is an active research programme under way to collect data for 
decision-making, and develop the policies and products for the eradication initiative. 

 
4.2. IPV/OPV use 

 
4.2.1. Introduction         

Dr F. Kamel, WHO/EMRO, 
 
 The RTAG has made a number of recommendations regarding IPV use and a WHO 

position paper and supplement are available. The situation regarding IPV introduction in 
countries of the region is as follows: 

 
• All countries have developing settings. 

• In addition to the two remaining endemic countries, some countries had their last 
endogenous cases within less than 10 years (Djibouti, Egypt, Iraq, Somalia, Sudan and 
Yemen). 

• Risk of importation is variable and considered very high in some countries. 12 
importation events occurred in 6 countries since 2003, resulting in 908 cases with 4 
outbreaks. Somalia and Sudan are considered among the group at risk of recurrent 
importation. 

• Regarding the immunization schedule, 8 countries are still using the 6, 10, 14 weeks 
schedule but the rest are using the recommended regional schedule of 2,4,6 months.   

• Concerning introduction of IPV into the routine polio vaccination schedule in the 
Region, nine countries have done so; Palestine (for more than 20 years), Jordan (1st 
IPV in 2005, 2nd IPV/OPV 2006), Syrian Arab Republic (1st and 2nd IPV in 2008) and 
the six GCC countries (1st IPV in 2008 or 2009). All are using sequential schedules of 
IPV followed by OPV.   
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• One of the main conditions for countries introducing IPV is to have high routine 
coverage (DPT3 >90%). It is, therefore, critically important to review coverage data 
with 3 or more OPV doses at national and subnational levels using various sources of 
coverage data including joint reporting, national certification documents and the 
immunization profile of non-polio AFP cases (6 months–3 years). Analysis should be 
conducted of the national and subnational levels to avoid masking low coverage data 
at subnational levels by using only national coverage figures. 

• A review of the VAPP cases reported by countries in their AFP case file and their 
annual national certification document shows that countries such as Iraq, Jordan, 
Saudi Arabia and Syrian Arab Republic have reported VAPP cases since 2000. Of 
concern is the over-reporting of VAPP cases, some of which have adequate stool and 
no residual paralysis such as in Egypt, Lebanon, Syrian Arab Republic and Yemen. 

• VDPV cases have been reported in the past three years primarily from the Islamic 
Republic of Iran and Syrian Arab Republic, but adequate follow-up and response 
showed that they were all iVDPV and did not lead to secondary cases or on-going 
excretion. VDPV viruses were detected in Egyptian sewage samples.  

• It is important to study the operational implications of introducing IPV including 
antigens, schedules, combinations, cold chain capacity etc. and the cost-effectiveness 
of its introduction and the capacity for sustainable financing of IPV. Reviewing the 
experience in the region showed that IPV introduction coincided with additional 
changes in EPI schedule, especially the introduction of tetravalent and pentavalent 
vaccines. This timing facilitated addressing cold chain capacity needs, and avoided 
increase in injections related to introduction of IPV. The experience shows that solid 
plans to conduct structured and regular trainings of vaccination staff focused on 
addressing these changes at all levels and updating of all forms, including vaccination 
cards, has been critical.  Additionally, there is a considerable price increase (more than 
30 times higher) when comparing per dose price of OPV verse IPV (both single dose 
and multiple-dose vials). Countries need to consider wastage, procurement of syringes 
and short shelf life when making the decision between single dose and multiple dose 
IPV vials. 

• Experience shows that countries make decisions due to different reasons  (policy 
makers, private sector, vaccine producers, other changes in EPI schedule) and may not 
exactly follow the WHO position paper  

Overall, countries considering the introduction of IPV must follow the WHO 
position paper especially with regard to assessment of risk requiring correct diagnosis of 
VAPP cases ensuring high OPV3 coverage at both national and subnational levels, as well 
as conducting financial studies and ensuring sustainability. Countries, especially those 
which have introduced IPV, must ensure full cooperation with private sector and 
continuous monitoring and sustainability of high routine coverage and quality surveillance 
performance at national and subnational levels after IPV.  
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4.2.2. Experience with IPV use in GCC countries 
Dr A. Jaffer, Oman 

 
Countries of the Gulf Cooperation Council (GCC) did not have any endogenous polio 

virus transmission in the last decade. While the risk of importation is presumed to be high, the 
routine immunization coverage is > 95%, NIDs were conducted up to 1999 and Saudi Arabia 
is still conducting SNIDs in high risk areas and is requesting OPV as entry requirement for 
visitors coming from infected countries.  A consultation was held in Oman for GCC countries 
in December 2006 to decide on a common EPI schedule and discuss IPV introduction. 
Consideration was given to operational issues and it was agreed to omit the zero dose and 
adopt a sequential schedule which includes one IPV dose at the age of 2 months to be 
followed by 5 OPV doses (4, 6,12,18 months and 4-6 years). Some countries started in 2008 
and rest in 2009. 

4.2.3. Country statements 
 

4.2.3.1. Egypt 
Dr I. Moussa, Egypt  
 
The battle against poliomyelitis in Egypt was very difficult during the last decade of 

the 20th century and early years of the present decade. The last endemic wild poliovirus was 
detected in January 2005 from an environmental sample. After more than three years, the 
national surveillance system picked two importations through environmental monitoring in 
September and December 2008.  

The routine vaccination adopted by the Ministry of Health against polio depends on 
OPV as recommended by WHO to interrupt wild poliovirus transmission since 2002. Before 
this date, ad hoc administration of IPV was done in some areas combined with OPV. Since 
July 2008 the routine schedule comprises 6 doses of OPV during the first 2 years of life 
(0,2,4,6,9,12 and 18 months) with reported coverage >95%. 

 Introduction of IPV at the end stage of global polio eradication will be discussed with 
the NITAG taking into consideration 3 factors: WHO recommendations; risk of importation of 
polio to Egypt; and other priorities of the Ministry of Health. 

4.2.3.2. Tunisia 
Prof.  A. Sammoud, Tunisia 
 
Tunisia has been polio free for a decade thanks to high routine immunization coverage 

based on a schedule of seven doses of OPV and following the high coverage with OPV 
achieved during NIDs and SNIDs conducted from 1995 to 2000. IPV is currently used in 
Tunisia by the private sector and almost 3% of annual birth cohort receives combined vaccine 
including IPV. In Tunisia, AFP surveillance and laboratory containment of poliovirus will be 
continued according to quality standard during next period when global polio eradication will 
be achieved. The WHO recommendation about the synchronous global cessation of the use of 
OPV for routine immunization in post-eradication era will be applied, but Tunisia has no set 
strategic decision on using IPV in the future. Given that financial resources are limited and 
additional cost incurred by the IPV use will reduce the opportunity to allocate funds for other 
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priorities vaccine such as Hib, preliminary analysis shows that IPV vaccine introduction is not 
a priority unless current WHO recommendations or vaccine cost go through significant 
modification. 

 
4.2.3.3. Lebanon 

Ms R. Hamadeh, Lebanon 
 
Lebanon is a polio-free country and every effort is being made to sustain this 

achievement until the whole world is declared free of polio. Lebanon has witnessed and for 
the first time in 2009 a major change in terms of reporting routine immunization coverage, 
with the Ministry of Public Health reporting national immunization coverage figures 
representing both the public and private sectors. This was achieved through a mix of 
interventions starting with a community initiative with Ministry of Interior through Mukhtars 
at community level coupled with new approaches with the private sector and cooperation with 
pharmaceutical/vaccine companies as well. Accordingly a national OPV3 coverage rate of 
93.6 % was obtained and 3 districts out of 26 remained below 90% coverage. This fact calls 
for some interventions to bridge the gap of less than 90% OPV3 coverage and might include 
SNIDs for the 3 specific districts in addition to some other borderline districts. 

 
In the context of developing EPI policy, the Ministry of Public Health is trying to 

enhance the national immunization calendar starting with the introduction of IPV. This is 
being done in cooperation with the private sector, where the Lebanese order of physicians is a 
major player in the development of the said policy. This will help tremendously in minimizing 
the differences between private and public immunization calendar knowing that the private 
sector in Lebanon has already introduced IPV more than a year ago. 

 
To that effect, consultative meetings are currently being held to decide on the most 

appropriate scenario for IPV introduction, especially that Ministry of Public Health is trying 
to introduce it gradually on the basis of 2 doses of IPV and 4 doses of OPV.(IPV1, IPV2, 
OPV3, and 3 OPV booster doses). 

 
Securing necessary funds through allocation of additional budget for coming years 

remain the main challenge. 
    

4.2.3.4. Islamic Republic of Iran 
Dr S. M. Zahraei, Islamic Republic of Iran 

 
The Islamic Republic of Iran vaccinates approximately 1,200,000 birth cohorts against 

diphtheria, pertussis, tetanus, poliomyelitis, measles, rubella, mumps, tuberculoses and 
hepatitis B with locally produced vaccines. The history of vaccine production in Iran started 
65 years ago (diphtheria vaccine), and OPV has been produced since 1975. With integration 
of EPI into Public Health Care services in 1984, immunization coverage rapidly increased to 
more than 90% and 95% in 1990 and 1995, respectively. NIDs were conducted in 1994 and 
continued up to 1997. After that, well organized SNIDs continued in high-risk areas annually. 
The good quality vaccine in addition to the well implemented immunization programme 
(routine and supplementary) resulted in polio eradication, with the last detected endogenous 
polio case in 1997 and the last imported polio case detected in 2000.  

 
It has been more than eight years since a case of polio was detected in Islamic 

Republic of Iran, the presence of very efficient AFP surveillance.  This has been achieved in 
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spite of a long and porous border with Afghanistan and Pakistan, where polio is still endemic. 
The ongoing circulation of wild poliovirus in the neighbouring countries represents a risk for 
polio importation into Iran. The existing sensitive surveillance system, high coverage of 
routine immunization and the special programme to vaccinate high-risk groups, especially in 
southeast provinces, will guard against reintroduction of wild poliovirus in the country. 
 

Although OPV can produce VAPP or VDPV, due to high immunity level of the 
community, the real risk of cVDPV is very low. Changing of OPV to IPV is not recommended 
by the National Immunization Committee for a number of reasons, including preparedness for 
wild poliovirus importation, support for local vaccine production, and much higher cost of 
IPV. The Islamic Republic of Iran will continue to use OPV in the national immunization 
programme until the time of OPV cessation after global polio eradication. The long-term use 
of IPV after OPV cessation (universal or elected countries) is not considered for the following 
reasons. 

 
• It would be inconsistent with the definition of eradication. 

• It can create panic from intentional use of biological agents in communities. 

• All the world would be in continuous threat of wild type poliovirus leakage from IPV 
production sites. 

• Universal IPV vaccine use (about 400 million doses/year) needs extensive investment 
in vaccine production sites. 

• Interest in other eradication/elimination programmes would be decreased. 

• Undefined programme for IPV cessation at the final. 
 

However, for prevention of cVDPVs, it might be recommended to use IPV in place of 
OPV for a short period time, probably 3–5 years. In this case we need more information on 
estimating the risk of outbreaks of vaccine-derive polio in the post eradication era. In 
addition, empowerment of local vaccine producers for production of IPV (wild type or Sabin 
type) by WHO would be very effective for making IPV affordable in these countries.  
 
5. RECOMMENDATIONS 

 
Planning to improve the quality of polio campaigns 

1. Micro-plans. In advance of the next polio campaign, in all districts/areas, with special 
attention to the infected ones, the community-level micro-plans should be reviewed 
and where appropriate completely rewritten to ensure all geographic areas and 
communities are mapped and assigned to vaccination teams and their supervisors. 

2.  Vaccination team selection. As part of the micro-planning process, it should be 
ensured that vaccination teams and the supervisors are comprised of community-
appropriate and acceptable individuals. 

3. Supervision. A clear chain of command should be ensured, along with supervision for 
all levels of implementation of the campaign. 

4. Community engagement in micro-planning. In each infected area, the community 
leaders (religious, elders, political, etc) should be directly involved as appropriate in 
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the preparation of the micro-plans as well as in the identification of appropriate 
vaccinators. 

5. Communication. An intensive communication and social mobilization programme 
should be conducted all year round through media and social work to raise awareness 
and community demand for vaccination.  
 

Assessing the quality of polio campaigns 

6. Finger-marking data. Only finger-marking data should be used for assessing and 
reporting on the coverage achieved during polio campaigns, and as the basis for 
decision-making on the remuneration of vaccination teams and supervisors, as well as 
the need for revaccination of poor performing areas. 

7. Independent monitoring. There should be a clear distinction between the supervision 
of vaccination team performance and the independent monitoring of the coverage that 
is achieved in any geographical area.  Independent monitors should be acceptable to 
the communities but have had no role in the planning and implementation of 
campaigns; such monitoring should be targeted to the chronically poor 
performing/high-risk areas and extensive enough to provide a holistic picture of 
performance. 

 
Enhancing accountability for the implementation and the quality of polio campaigns 

8. Performance-based remuneration of vaccination teams/supervisors. Consideration 
should be given to withholding a proportion of the vaccination team and supervisor 
incentives until independent monitoring has verified performance (especially in the 
highest risk, chronically poor performing and known infected areas). If supplementary 
immunization coverage does not reach at least 90%, all programme staff, including 
vaccinator teams, supervisors and district health authorities must be accountable and 
actions should be taken accordingly. Similar standards should be applied to WHO, 
partners and other high level staff. 

9. National reporting on quality of supplementary immunization activities. Recognizing 
the international public health risks associated with ongoing poliovirus transmission, 
consideration should be given to using the opportunity of meetings of the Regional 
Committee to have national and, if appropriate, subnational authorities to report on the 
quality of their polio campaigns as verified by independent monitors. 

 
10. Assuring campaign quality in key districts of Pakistan. As Pakistan constitutes a 

special concern as it is now the only country with districts in which virus transmission 
persists despite full accessibility in terms of both security and geography, the TAG 
strongly supports the new initiative of the Inter-Provincial Ministerial Committee for 
Polio (IPCP) to identify district leaders (i.e. DCOs, EDOs) who have not ensured 
quality polio campaigns.  The TAG recommends that the IPCP establish a mechanism 
for monitoring and systematically communicating the names of such district leaders to 
the relevant Provincial Chief Secretary to make sure they are held accountable. 

 
Additional measures to improve campaign quality in conflict-affected areas 

11. Advocacy for Days of Tranquillity. In response to the UN Secretary-General’s 
commitment to advocate for enhanced access for polio vaccinators in all conflict-
affected areas during the coming 12 months, the TAG recommends that the Regional 
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Director, in consultation with the Director-General, approach the UN Secretary 
General to request establishing a mechanism for operationalizing his commitment. 

12. Area-specific strategies. Recognizing the tremendous differences between and even 
within conflict-affected areas, the full range of area-specific strategies that are being 
pursued to improve access in these areas should be more rigorously documented and 
assessed in order to draw appropriate lessons for application in similar situations. 

 
Urgent action to stop transmission in south Sudan 

13. Because of the very weak health infrastructure in south Sudan, the direct borders of 
this area with 6 other countries, and the recent and past spread to neighbouring 
countries, special priority should be given to stopping the transmission as soon as 
possible, using the regional plan of action to improve the micro-planning, 
implementation and assessment of campaigns. Progress in implementation using 
WHO indicators should be reported to the TAG within 2 months. 

14. Similar effort should be given to closing the persistent gaps in surveillance sensitivity 
in south Sudan and to tracking, and if appropriate improving, the timeliness of case 
investigation, specimen collection, specimen transport, laboratory processing and 
reporting of virologic results. 

 
Reducing the risk of further international spread 

15. International monitoring of the quality of outbreak response. Recognizing the 
importance of rapidly stopping outbreaks following importation in previously polio-
free countries, if transmission persists beyond 6 months appropriate, the TAG 
recommends to the Regional Director to field a special independent high-level mission 
to assess the reasons behind this delay and the potential international risk this area 
poses and recommend additional measures. This mission could be fielded earlier if it 
is required. 

16. OPV immunization of travellers from polio-infected area. Recognizing the special 
circumstances in countries of the region, the new polio recommendations in the WHO 
publication International Travel and Health (ed. 2009) should be applied.   

17. Monitoring population immunity and corrective measures. The TAG recommends that 
all countries of the region monitor their immunity profile and take timely corrective 
appropriate measures to reduce the consequences of a potential new importation. 
Special attention should be given to Djibouti, Somalia and Yemen. 

 
Optimizing the polio vaccines for eradication 

18. Bivalent OPV (bOPV types 1 and 3). Having reviewed the bOPV clinical trial data and 
the current epidemiology of polio in the region, the TAG concurs that this vaccine may 
be a valuable addition in terms of eradication tools, and urges WHO, UNICEF, donor 
partners, regulatory agencies and vaccine producers to ensure its rapid availability for 
use in the Region in consensus with the recent recommendations of the ACPE and the 
Pakistan/Afghanistan TAG. 

19. IPV introduction in high-coverage polio-free countries in the pre-eradication phase. 
While reaffirming its position discouraging IPV introduction in the pre-eradication 
phase, the TAG strongly recommends that any country considering such a change 
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consult with WHO EMRO prior to taking a decision on changes to its routine 
immunization schedule for polio. 
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