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EXPANDED PROGRAMME ON IMMUNIZATION: 
ERADICATION OF POLIOMYELITIS 

Report by the Director-General 
In 1988 the World Health Assembly declared the commitment of WHO to the global 

eradication of poliomyelitis by the year 2000 (resolution WHA41.28). The Health Assembly 
requested the Director-General to submit regular plans and reports of progress concerning the 
poliomyelitis eradication effort. The attached document is in the form of a fact sheet which shows 
progress, summarizes the benefits, strategies, priorities and constraints, and describes the role of 
the Health Assembly regarding poliomyelitis eradication. A similar document was submitted to the 
Executive Board at its ninety-first session. In resolution EB91.R7 the Board recommended a 
resolution for adoption by the Forty-sixth World Health Assembly. A separate final section of the 
document outlines the cost implications of the resolution. The plan of action for the global 
eradication of poliomyelitis as revised in 1992 is available on request. The Global Advisory Group 
of the Expanded Programme on Immunization, taking into account the available information and 
revised plan of action during its fifteenth meeting (12-16 October 1992), stressed the points below 
related to the eradication of poliomyelitis. 

• Focus on the control of specific diseases is affirmed as the strategy for 
improving immunization services as a whole. 

• The eradication of poliomyelitis deserves special priority, not only because of 
demonstrated additional benefits with respect to surveillance and the 
development of laboratory support services, but also because of the ever-
accumulating benefits of being able to stop activities relating to the prevention 
and treatment of this disease. Unless additional resources and efforts are 
urgently forthcoming, the goal of poliomyelitis eradication will not be achieved. 

• Countries may decide on placing a high priority on a particular disease, but 
should use control activities for that disease as a mechanism to strengthen 
systems and develop policies needed to control the other target diseases. The 
importance of developing and expanding polio-free zones (defined as 
countries/areas in which transmission of wild poliovirus cannot be documented 
despite effective surveillance) requires poliomyelitis eradication efforts over 
and above those efforts targeted to the other components of the Expanded 
Programme on Immunization. 

• The most critical constraint likely to delay the achievement of global 
poliomyelitis eradication, or even lead to the ultimate failure of the eradication 
initiative, is the lack of sufficient funds to purchase oral poliovirus vaccine for 
implementing the essential policies of supplementary immunization. This 
constraint is already delaying implementation of essential poliomyelitis 
eradication activities in several countries with large populations, notably China 
and Pakistan. 

• The absence of political will on the part of some industrialized countries, 
developing countries and donors to make poliomyelitis eradication a 
sufficiently high priority is also of major concern. 
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G L O B A L E R A D I C A T I O N 

GOAL Eradication of wild poliovirus from the world by the year 2000 

Benefits _ No child will ever again be paralysed by poliovirus, even when 

immunization against poliomyelitis ceases. 

• Money currently spent for poliovirus vaccine and treatment of poliomyelitis 

cases can be transferred to other health activities of priority. 

Effective surveillance systems and disease control capabilities will provide 

health care activities. 

• A strengthened laboratory network will improve the capability to diagnose 

conditions of public health importance. 

• Immunization coverage against all the target diseases of the Expanded 

Programme on Immunization will be increased. 

• Greater awareness of the potential impact of primary health care will be 

built up, enhancing community commitment and political support. 

Strategies • Aim to achieve 90% immunization coverage with oral poliovirus vaccine 

and other antigens included in the Expanded Programme on Immunization 

in all districts of all countries by the year 2000. 

• Strengthen surveillance systems, including laboratory services, to allow rapid 

detection and prompt investigation of every case of poliomyelitis. 

_ Conduct supplemental immunization activities designed to interrupt 

circulation of wild polioviruses. Most polio-endemic countries will need to 

hold national vaccination days over a period of three to five years for polio-

free zones to be created and expanded. Outbreak response immunization 

will be conducted as part of each case investigation. As the number of 

cases declines, targeted mass immunization ("mopping-up") will be carried 

out to stop transmission of virus in the few remaining reservoirs of disease. 

Progress In 1991, 14 245 cases of poliomyelitis were reported to WHO - a 33% decrease 

compared to 1990 and a 60% decline since 1988. In 1992，it is estimated that, 

again, just over 14 000 cases will be reported, in spite of improved surveillance in 

the poliomyelitis-endemic countries. The number of countries reporting zero 

cases has risen steadily, and the number of countries reporting significant 
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numbers of cases has diminished. In the Region of the Americas, nine cases of 

poliomyelitis were reported from only two countries in 1991. Despite intensive 

surveillance, no wild poliovirus has been detected in the western hemisphere since 

September 1991. The decline in reported poliomyelitis cases from the peak of 

56 917 in 1981 results from both the intensified eradication activities of a few 

countries and improved global immunization coverage - 85% of infants were fully 

immunized against poliomyelitis in 1991. Bangladesh, China, India and Pakistan 

reported over 80% of the poliomyelitis cases in the world in 1992. Small numbers 

of cases are being reported from Europe, North Africa, Southern Africa, the 

Middle East, and several countries of the Western Pacific Region. Surveillance in 

much of Africa is extremely limited and the situation with regard to poliomyelitis 

in most of Africa remains unclear. 

Number of Countries Reporting 
Zero Polio Cases by Year 

Number of Countries 
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The designations employed and the presentation of material on these maps do not imply 
the expression of any opinion whatsoever on the part of the World Health Organization 
concerning the legal status of any country, territory, city or area or of its 
authorities, or concerning the delimitation of its frontiers or boundaries. Dotted 
lines represent approximate borderlines for which there may not yet be full agreement. 
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R e g i o n s l African Region - Strengthening of activities aimed at poliomyelitis eradication, 

U p d a t e s including surveillance and vaccine supply, has become a subject for regular 

discussion by the Regional Committee. Disease surveillance and control were 

singled out for discussion during EPI managers, meetings and in an intercountry 

workshop held in 1992. Poliomyelitis surveillance assessments are being 

conducted in countries with few or zero cases reported. A regional reference 

laboratory network is being created. Low polio-incidence areas exist in the south, 

north and east of the Region. 

Region of the Americas - Intensive surveillance continues in preparation for 

certification of poliomyelitis eradication in the Region. 

South-East Asia Region • Surveillance is being improved with emphasis on 

laboratory development. High immunization coverage in India and Bangladesh 

has resulted in a marked decline in the reported incidence of poliomyelitis. 

European Region - Surveillance is being improved and a regional reference 

laboratory network is being established. Vaccine supply to the countries of 

eastern Europe is a critical issue. An epidemic in the Netherlands has now been 

controlled. 

Eastern Mediterranean Region - Courses are being held to improve poliomyelitis 

surveillance in the Region and surveillance assessments have been conducted in 

many countries. A laboratory network is being established. A regional approach 

to increasing the supply of poliovirus vaccine has been initiated. 

Western Pacific Region - The six polio-endemic countries are implementing 

eradication plans, with a regional target of eradication by 1995. In 

September 1992 the Regional Committee adopted resolution WPR/RC43.R3 

requesting the Regional Director "to bring the serious situation of vaccine 

shortage to the attention of the Executive Board at its ninety-first session in 

January 1993, in order to enlist its global support in resolving critical programme 

constraints". 

Priorities Making the most effective use of limited resources to create and expand polio-

free zones and safeguarding the polio-free status of countries that have already 

achieved eradication are the major concerns of WHO. Accordingly, a phased 

plan for global eradication of poliomyelitis is being implemented. This plan calls 

for resources - both human and financial - to be directed to areas of greatest 

potential impact (copies of the revised plan of action are available on request). 

Priority for support is given to countries in the following categories: 

• countries and regions that have a political commitment to eradication; 

• contiguous countries that have achieved or are close to achieving 

eradication, in order to create polio-free zones. These zones will then be 

expanded to include neighbouring polio-endemic countries; 

• countries that serve as major reservoirs and are the most probable 

exporters of the wild poliovirus. 

Constraints The success of the poliomyelitis eradication initiative in the Region of the 

Americas demonstrates that the main technical issues have been solved. The 

major constraints to global eradication are indicated below. 
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Vaccine supply. Supplemental immunization activities will greatly increase a 

country's requirement for oral poliovirus vaccine for the estimated three to five 

years needed for a country to eradicate poliomyelitis. Several countries, notably 

China, are committed to eradication, but are unable to conduct an effective 

programme because of insufficient funds to purchase vaccine. Current vaccine 

manufacturers have sufficient production capacity to meet projected demands. 

Insufficient funds to purchase the vaccine remains the primary obstacle to an 

adequate vaccine supply. Current projections call for a total of US$ 837 million 

to be spent by the year 2000 for vaccine - US$ 543 million for routine 

immunization and US$ 294 million for supplemental immunization. Action to 

increase the local procurement of vaccine and to reduce cost is being vigorously 

pursued. It includes reduction of wastage, improvement of production processes, 

and capital investment for local packaging of vaccine from bulk vaccine supplied 

by current manufacturers. Although increased production and procurement by 

countries themselves may decrease the cost for donors, additional external 

support for vaccine purchase is needed if the eradication initiative is to succeed. 

Resource support. Although vaccine accounts for more than 80% of the 

projected cost of eradication, additional external support will be required at 

global, regional and country levels for laboratories, logistics, personnel and 

research. Current projections call for US$ 197 million to be spent in the next 

10 years in these areas. 

Insufficient political commitment to poliomyelitis eradication. The Health 

Assembly has pledged that poliomyelitis will be eradicated, and UNICEF and 

more than 130 world leaders reaffirmed that obligation at the World Summit for 

Children in 1990. Sufficient support has failed to materialize. Achieving 

eradication of poliomyelitis requires commitment of funds by both industrialized 

countries and donor agencies. Rotary International is to be commended in its 

advocacy efforts. Polio-endemic countries need to make a commitment to 

eradication at a high political level in order to accomplish the goal. Although 

significant progress has been made, the goal cannot be reached without additional 

political commitment at all levels. 

Role of the In 1988 the Health Assembly committed WHO to the goal of poliomyelitis 

World eradication by the year 2000. In 1993 it will have been five years since the goal 
Hea l t h was adopted. Progress towards eradication will need to be regularly reviewed 

A s s e m b l y by the Health Assembly in order to identify constraints and work out solutions. 

Periodic reaffirmation by the commitment of all Member States to the goal will 

increase global, regional and national support for eradication. 
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COST IMPLICATIONS OF RESOLUTION RECOMMENDED FOR ADOPTION 
BY THE HEALTH ASSEMBLY IN RESOLUTION EB91.R7 

The proposed resolution inter alia requests the Director-General to implement the measures necessary to 

achieve global poliomyelitis eradication by the year 2000，particularly plans, budgetary support and 

organizational activities necessary for coordinated health work; to support countries in obtaining sufficient 

quantities of vaccine; to cooperate with countries to identify other needs, including logistics and cold-chain 

systems, laboratory services and surveillance; and to work with other agencies to mobilize sufficient funds for 

vaccine supply and other requirements. 

The original World Health Assembly resolution (WHA41.28) committing WHO to the global eradication 

of poliomyelitis, specified that it should be conducted in ways that strengthen the development of EPI. In view 

of this specification, eradication activities take into account the high levels of coverage achieved by routine 

immunization services. Within these services, an estimated 77% of the costs is borne by the countries, the 

remaining 23% being supplemented from external sources (11% from multilateral donors, 9% from bilateral 

support and 3% from others such as nongovernmental organizations). In reviewing the cost implications of 

implementation of the resolution recommended in resolution EB91.R7, these basic EPI costs are not further 

considered. 

The global eradication of wild poliovirus has been estimated to cost an additional US$ 49 million a year 

over ten years (increasing to US$ 103 million if vaccine for routine administration is included). The major 

part of this sum will be needed for three items: vaccine, surveillance (including outbreak control), and 

laboratory development, with smaller sums for other activities. 

The major part of the US$ 49 million (some 60%, i.e. US$ 29 million) is needed for additional vaccine 

for supplementary immunization, most of which will be provided by international donors. 

Surveillance and outbreak control will require an estimated annual expenditure of US$ 13 million, 25% 

of the additional budgetary requirement. Most surveillance activities will be based on staff and resources 

already available within the country's health service. 

Laboratory services play a key part in identifying wild polioviruses. Over ten years, the laboratory 

network will progressively be extended with increased efficiency and reliability. The cost is estimated at 

US$ 5 million a year. 

Other requirements, such as communication and additional cold-chain equipment, will cost a further 

US$ 1 million a year. 

In summary, each year an additional US$ 49 million will be required if global poliomyelitis eradication is 

to be achieved. 

The table below shows the division of these figures between WHO, international donors and the 

countries, providing 9%, 79% and 12% respectively. 

WHO a Donors Country6 Total % 

(In US$ (mülions)) 

Additional vaccine 0 29.4 0 29.4 60 

Surveillance, outbreak control 2.9 5.5 4.9 13.3 27 

Laboratory development 1.0 3.8 0.6 5.4 11 

Communications, etc. 0.3 0.2 0.5 1.0 2 

Totals (US$) 4.2 38.9 6.0 49.1 100 

(9%) (79%) (12%) 

a In the absence of allocations from the regular budget these costs will have to be met from extrabudgetary funds. 
b These costs may be met from national budgets or from donor sources. 
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The US$ 4.2 million required from WHO is expected to be based on additional extrabudgetary resources. 

The main cost element in the WHO contribution is personnel, in particular epidemiologists and managers of 

the laboratory network. It is planned that US$ 0.7 million will be required for headquarters, US$ 0.8 million at 

the regional level, and US$ 2.7 at the country level. 

Although many staff costs supported by the regular budget, and activities such as the EPI Global 

Advisory Group, are related to poliomyelitis eradication, there is no specific WHO regular budget allocation 

for eradication for 1992-1993. However, because the Director-General recognized the importance of the EPI 

goals, including poliomyelitis eradication, the regular budget cut relating to EPI was reduced from US$ 315 300 

to US$ 106 130. 


