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PREFACE 

The Regional Director of the Western Pacific Region has appointed a Technical Advisory 
Group on the Expanded Programme on Immunization and Poliomyelitis Eradication to advise 
the Organization on the acceleration of the Expanded Programme on Immunization and the 
eradication of poliomyelitis in the Western Pacific Region. The group held its flfst meeting in 
Tokyo, from 3 to 5 April 1991, to discuss and approve the plan of action (1991-1995) for the 
eradication of poliomyelitis in the Western Pacific Region. The group is composed of the 
following members: 

(1) Dr I. Arita (Chairman) 
Director, Kumamoto National Hospital 
Kumamoto, Japan 

(2) Dr Dai Zhicheng 
Director, Department of Epidemic Prevention, 
Ministry of Public Health, Beijing, China 

(3) Dr Nguyen Hoang Thuy 
Director, National Institute of Hygiene and Epidemiology 
Hanoi, Viet Nam 

(4) Dr A. Radford 
Professor, Department of Primary Health Care 
The Flinders University of South Australia 
Bedford Park, South Australia, Australia 

(5) Dr N. Sakai 
Director, Office of Infectious Diseases Control 
Ministry of Health and Welfare 
Tokyo, Japan 

(6) The designated group member, 
Dr D.A. Henderson, Edgar Berman Professor, 
The Johns Hopkins University, School of Hygiene and Public Health 
Baltimore, Maryland, U.S.A., was unable to attend and was 
represented by Dr Ken Bart, Director, National Vaccine Program 
Rockville, Maryland, U.S.A. • 
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EXECUTIVE SUMMARY 

In September 1988, the Regional Committee for the Western Pacific, at its thirty-ninth 
session, adopted resolution WPR/RC39.RI5 on eradication of poliomyelitis in the Region by 
1995. This resolution followed the major public health achievements of the Expanded 
Programme on Immunization in terms of both increased immunization coverage and disease 
reduction. As of 1991, however, in this Region, poliomyelitis is still endemic in six countries: 
Cambodia, China, the Lao People's Democratic Republic, Papua New Guinea, the Philippines, 
and Viet Nam. 

To achieve the regional poliomyelitis eradication target by 1995, four key strategies are 
proposed: 

(1) achievement and maintenance of poliovirus vaccine coverage of greater than 80% of the 
target popUlation; 

(2) supplementary immunization activities, such as immunization days or mopping-up 
operations, to interrupt wild poliovirus transmission; 

(3) strengthening of disease surveillance aimed at the prompt detection and thorough 
investigation of all suspected poliomyelitis cases, and the identification of factors responsible 
for these cases; and 

(4) aggressive outbreak control induding containment immunization. 

Implementation of these strategies, within the context of strengthening the whole 
Expanded Programme on Immunization, will require the following action: raising and 
sustaining immunization coverage levels; strengthening disease surveillance and reporting 
systems, particularly for poliomyelitis; establishing a laboratory network; improving the cold 
chain and logistics systems; designing effective information and education approaches; and 
mobilizing adequate resources, in all countries. Strong commitment from the Member States 
and adequate financial support from the international community will be required to achieve 
the goal. 

- vi -
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1. INTRODUCTION 

In May 1988, the Forty-first World Health Assembly adopted resolution WHA 41.28, on 
the Global Eradication of Poliomyelitis by the Year 2000. In September 1988, the Regional 
Committee for the Western Pacific, at its thirty-ninth session, adopted resolution 
WPR/RC39.RI5 on the eradication of poliomyelitis in the Region by 1995 (Annex 1). 

In the context of the resolution, regional eradication is defined as the absence of 
indigenous poliomyelitis caused by wild poliovirus. After reaching the regional eradication 
target, at least three years will have to pass after the last known case before poliomyelitis 
eradication can be certified officially on the basis of criteria to be developed by an International 
Certification Commission on Poliomyelitis Eradication. 

In adopting the resolution on regional eradication of poliomyelitis, the Regional 
Committee emphasized that the poliomyelitis initiative should be pursued in ways that would 
strengthen the Expanded Programme on Immunization (EPI). 

The overall objective of EPI is to reduce morbidity, mortality and disability due to the six 
target diseases: diphtheria, pertussis, tetanus, measles, tuberculosis and poliomyelitis. 

Since the inception of EPI in 1976, immunization coverage (percentage of children 
immunized in the first year of life) in the Region has increased as follows: 

Vaccine 1984 1988 1989 

BCG 50% 85% 92% 

DPT3 58% 78% 87% 

OPV3 70% 85% 89% 

Measles 61% 70% 87% 

The impact of EPI is seen in the decrease in the number of countries reporting 
poliomyelitis cases from 10 in 1974 to 6 in 1991. There are 35 countries and areas in the 
Western Pacific Region, and in the following six of them there is still transmission of wild 
poliovirus: Cambodia, China, the Lao People's Democratic Republic, Papua New Guinea, the 
Philippines, and Viet Nam. A map of the Region showing reported poliomyelitis cases and 
poliovirus vaccine coverage by country is attached (Figure 1). 

Between 1985 and 1988, the number of reported poliomyelitis cases in the Region fell 
progressively from 4227 to 1823, but this trend was sharply reversed in 1989 when 5324 cases 
were reported, as shown in Figure 2. This increase was due to the situation in China, where 
despite immunization coverage rates which are reported to be over 90%, major outbreaks 
occurred in several areas with an increase from 667 cases in 1988 to 4623 in 1989. Poliomyelitis 
incidence figures vary widely among the provinces of China. The overwhelming majority of 
poliomyelitis cases have occurred in the most densely populated South-Eastern provinces; the 
municipalities of Beijing and Shanghai have reported zero or one case, respectively, from 1986 
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to 1989. Although exact data are not available at present, Cambodia had reported 
approximately six hundred poliomyelitis cases annually up to 1988. Poliovirus circulation is still 
continuing and cases are being diagnosed throughout the country. 

Despite a remarkable improvement in the overall regional poliomyelitis immunization 
coverage, some countries and administrative areas within them still have low coverage. This is 
also the case in some of the countries considered to be poliomyelitis-free. 

According to poliomyelitis incidence and coverage, the countries of the Region are 
grouped as follows: 

Group I: Poliomyelitis-endemic countries 

In group I are countries reporting poliomyelitis cases caused by wild polioviruses within 
the previous three years. 

These are Cambodia, China, the Lao People's Democratic Republic, Papua New Guinea, 
the Philippines and Viet Nam. 

Group II: Poliomyelitis-free countries 

In group II are countries reporting no poliomyelitis cases caused by wild poliovirus within 
the previous three years. This group is subdivided as follows: 

Group II-A - Higher risk countries: Poliomyelitis-free countries which have had 
immunization coverage of less than 80% of infants under one year of age in the previous three 
years. 

These are American Samoa, Malaysia, Mariana Islands, Marshall Islands, Micronesia, 
Nauru, New Caledonia, New Zealand, Republic of Korea, Solomon Islands, Tokelau and 
Vanuatu. 

Group II-B - Lower risk countries: Poliomyelitis-free countries which have maintained 
immunization coverage of 80% or more of infants under one year of age in the previous three 

-

years. _ 

These are Australia, Brunei Darussalam, Cook Islands, Fiji, French Polynesia, Guam, 
Hong Kong, Japan, Kiribati, Macao, Niue, Palau, Samoa, Singapore, Tonga. Tuvalu and Wallis 
and Futuna. 

Grouping takes into consideration indigenous poliomyelitis caused by wild poliovirus. 
Imported and vaccine-associated poliomyelitis can occur in both poliomyelitis-endemic and 
poliomyelitis-free countries. Grouping reflects the status of the poliomyelitis eradication 
programme and the necessity to undertake special poliomyelitis activities. 

The Region of the Americas has shown the feasibility of regional poliomyelitis 
eradication. Adopting a plan of action for the t:radication of poliomyelitis in the Americas six 
years ago, comprehensive efforts such as broad social mobilization, improvement of 
surveillance activities, establishment of a regional laboratory network, and special immunization 
activities such as immunization days and mopping-up operations supplementary to routine 
immunization have brought the Americas to the verge of achieving eradication. 
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If all Member States involved in the poliomyelitis eradication initiative in the Region 
formulate and execute sound policies, with strong political commitment and adequate financial 
support, poliomyelitis will be eradicated from the Western Pacific Region by 1995. 

This document details the proposed plan of action for the eradication of poliomyelitis in 
the Western Pacific Region, with emphasis mainly on immunization activities, surveillance, and 
laboratory services, including corresponding supporting activities and estimated budget 
requirements. 

2. OBJECfIVES AND TARGETS 

The objectives of the Poliomyelitis Eradication Initiative are: 

(1) to eradicate poliomyelitis from the Western Pacific Region; and 

(2) to pursue the poliomyelitis eradication activities in ways that strengthen the 
Expanded Programme on Immunization, fostering its contribution to development of the 
health infrastructure and of primary health care. 

The targets to attain the objectives are set as follows: 

By July 1993: 

To achieve zero indigenous poliomyelitis incidence in: 

( 1) the main urban areas in 50% of the Cambodian provinces; 

(2) the municipalities of Beijing, Shanghai, and Tianjin, and in 50% of the Chinese 
provinces and autonomous regions; 

(3) the main urban areas in the Lao People's Democratic Republic; 

(4) the main island of Papua New Guinea; 

(5) 50% of the regions of the Philippines; 

(6) Hanoi and five provinces in the Northern Region, and Ho Chi Minh City and four 
provinces in the Southern Region. 

By the end of 1995: 

To achieve zero indigenous poliomyelitis incidence region-wide. 
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3. STRATEGIES 

The primary prerequisite to achieve the stated objectives and targets will be a very high 
level of national political commitment and the allocation of sufficient national resources to the 
effort. 

It should be recognized that there is great diversity in socioeconomic situations and EPI 
development, as well as in the geography, transport and communication network of the 
poliomyelitis-endemic countries and of poliomyelitis-free countries at high risk of reinfection. 
Countries will therefore give different levels of priority to immunization and disease 
surveillance activities. 

The majority of resources for poliomyelitis eradication will need to come from the 
countries themselves. In view of the limited resources within the ministries and departments of 
health in most countries, it will be necessary to make considerable efforts to mobilize other _ 
sectors and agencies, and the community, to involve them in poliomyelitis eradication activities. 
Close involvement of government leaders in poliomyelitis eradication activities will be essential 
and they will need to make their commitment to eradication by 1995 widely known. 

Intersectoral coordination and cooperation will be essential to identify all existing 
resources and ensure that scarce resources complement each other in working towards the 
common goal. The education, agriculture, and communications sectors will need to be closely 
involved with poliomyelitis eradication activities. Schoolteachers and students, in particular, 
can play an important role in immunization and surveillance activities. 

Private voluntary organizations, religious groups and mass media organizations will need 
to be involved, particularly in promotion and organization of immunization activities. Private 
medical practitioners will also playa key role in some countries, in supplementing surveillance 
and immunization activities. 

Information for the health sector, other sectors and the general public on the 
poliomyelitis eradication initiative will be essential to gain and maintain the popular support 
needed for the initiative. Communications and information dissemination plans will need to be 
developed as part of national poliomyelitis eradication plans. Experts should be involved in -
formulating and implementing the plans, and adequate resources must be provided. 

The key strategies to achieve the regional eradication of poliomyelitis are as follows: 

(1) achievement and maintenance of poliovirus vaccine coverage of more than 80% of 
the target population; 

(2) supplementary immunization activities, such as immunization days and mopping-up 
operations, aimed at interrupting wild poliovirus transmission; 

(3) strengthening of disease surveillance aimed at the prompt detection and thorough 
investigation of all suspected poliomyelitis cases, and the identification of factors 
responsible for these cases; and 

(4) aggressive outbreak control, including containment immunization. 
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The other important strategic areas are: 

(1) laboratory services, 

(2) training and information dissemination, 

(3) rehabilitation services, 

(4) research and development, 

(5) monitoring and evaluation. 

4. TECHNICAL COMPONENTS 

For these key strategies and strategic areas. the following technical components are 
recommended: 

4.1 Immunization activities 

Trivalent oral poliovirus vaccine (TOPV). meeting WHO requirements. is the 
recommended standard antigen for eradication of poliomyelitis in the Western Pacific Region. 

Poliomyelitis-endemic countries should evaluate their current immunization schedules. 
and. if necessary. consider an immunization schedule including doses of TOPV at birth, then at 
6. 10 and 14 weeks of age. 

In countries belonging to group II-B countries (lower risk countries) the programme must 
sustain its high immunization coverage with three doses of TOPV (TOPV3)' Increasing 
TOPV3 immunization coverage remains a priority for countries in group II-A (higher risk 
countries) which have not achieved at least 80% TOPV3 coverage in all target age groups. 
Achievement and maintenance of high TOPV3 coverage through routine immunization services 
will be indispensable for poliomyelitis eradication. 

To achieve poliomyelitis eradication by 1995, supplementary immunization activities such 
as immunization days and mopping-up operations should be conducted. in addition to routine 
immunization service. This applies especially to the six endemic countries of the Region and to 
areas in other countries where high immunization coverage has not yet been achieved or the 
health service infrastructure is poor. WHO's Third Consultation on Poliomyelitis Eradication. 
held in September 1990 in Geneva. concluded that even high immunization coverage attained 
through routine immunization programmes may not be sufficient to stop transmission within a 
short period in all countries. 

The Global Advisory Group on EPI recommended in October 1990 that these strategies 
should be used in countries that are close to achieving eradication. 

During national. provincial. or local immunization days, TOPV is administered in a 
limited area within a very short time period. Two doses. four to six weeks apart, are 
administered to all the children of a selected age group. usually under five years of age. During 
immunization days. the opportunity may also be used. where feasible. to deliver other EPI 
antigens such as diptheria/pertussis/tetanus or measles vaccine. as well as tetanus toxoid for 
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women of childbearing age. To conduct national or local immunization days effectively, strong 
commitment is needed from government or local administrative authorities, as well as the 
involvement of other sectors such as education, communication, etc. 

In addition to immunization days, mopping-up operations can be conducted where there 
is a high risk of persistent transmission of wild poliovirus. This is aimed at stopping 
transmission where surveillance data indicate geographical areas and age groups at high risk. 
Thus effective mopping-up operations call for a good surveillance system. All susceptible 
children, preferably those below five years of age, should receive two doses of TOPV, four to six 
weeks apart, regardless of their previous immunization status. Ideally this is done on a 
house-to-house basis, and combined with offering other EPI antigens to the appropriate age 
group as well as tetanus toxoid for women of childbearing age. Like local immunization days, 
mopping-up operations require the strong support of local authorities and the involvement of 
other sectors in addition to the health sector. 

Immunization days and mopping-up operations are supplementary activities aimed at 
interrupting the transmission of wild poliovirus in the community rapidly instead of improving 
immunization coverage only. Experience gained in developed countries, especially in the 
Americas, strongly confirms that these activities are of fundamental importance for the success 
of eradication plans. They should be distinguished from the routine immunization of infants 
according to the normal immunization schedule. 

To design strategies for supplementary immunization activities, the distribution of 
poliomyelitis cases by age group should be considered carefully. In some countries more than 
80% of all poliomyelitis cases occurred in children of three years of age and below, whereas 
other countries have reported a significant proportion of cases in those above five years of age. 

Both routine and supplementary immunization activities will require specific public 
education and social mobilization programmes to ensure the highest possible community 
participation. 

Containment immunization, another form of supplementary immunization activity, is 
described in Section 4.2.4, Aggressive outbreak control. 

4.2 Strengthening of epidemiological surveillance and aggressive outbreak control 

4.2.1 Case defmition 

Case definitions for suspected and confirmed poliomyelitis cases have been developed by 
WHO (see Annex 2, Appendix 2). To ensure that every suspected case is detected as early as 
possible, the following defmition for a suspected case is of special importance: 

A suspected case of poliomyelitis is defmed as any patient with acute flaccid 
paralysis (including any child less than 15 years of age diagnosed to have Guillain
Barre syndrome) for which no other cause can be immediately identified. 

The WHO standard case definitions for suspected and confirmed poliomyelitis cases 
should be adopted by all countries in the Region and be widely disseminated to government and 
private health staff. Publicity on the importance of reporting poliomyelitis cases will be 
disseminated widely to health workers of various categories as well as to the general public. It 
must be ensured that all potential sources of notification of suspected cases are informed of the 
importance of detecting and promptly reporting every suspected case. 

-

-
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Each suspected case reported should be examined by a physician within 48 hours, or as 
soon as possible. It should then immediately be classified as suspected or confirmed, or 
discarded. Aggressive outbreak control activities will be initiated for both suspected and 
conflfIlled poliomyelitis cases. Suspected cases should be conflfIlled or discarded within 10 
weeks at the most. 

4.2.2 Strengthening of surveillance and reporting systems 

Strengthening of surveillance of acute flaccid paralysis concentrating on children under 15 
years of age will be an essential element of poliomyelitis eradication programmes. It will play 
an important role in helping EPI managers to select appropriate immunization strategies and 
approaches. However, routine surveillance systems are in varying stages of development in the 
countries where the disease is endemic, and routine reporting is in most cases unreliable and 
incomplete. Timely case investigations for most diseases, including poliomyelitis, are not 
routinely performed at present. Major efforts will be required to develop these routine 
reporting systems to ensure that every case of poliomyelitis is rapidly detected and investigated 
and outbreak control measures are taken. As far as possible, poliomyelitis reporting will be 
done through the routine diseases reporting system or through sentinel surveillance systems. 
The establishment of a sentinel surveillance system for acute flaccid paralysis using a network 
of paediatric institutions can be a helpful first step to strengthen surveillance in poliomyelitis
endemic countries which do not yet have an adequate routine reporting system. 

Surveillance will be both active and passive, involving all facilities which may potentially 
receive poliomyelitis cases. Given the low incidence rates of poliomyelitis, all cases of acute 
flaccid paralysis should be immediately reported to the higher level by the most rapid means 
possible. 

The Regional Office will develop a regional poliomyelitis information system, which will 
eventually make it possible to transmit reports electronically. Starting in 1991, each 
poliomyelitis-endemic country and Fiji will send a weekly telex or fax through the WHO 
Representative's office, reporting the number of suspected, confirmed, and discarded cases of 
poliomyelitis and of laboratory specimens collected, by week of onset (phase 1 reporting). As 
more experience is gained with the system, virological surveillance will be included, with more 
detailed tracking of specimens and laboratory examinations. The information system will allow 
for monitoring of specific indicators for surveillance activities (phase 2 reporting). 

Reporting of poliomyelitis cases in countries where the disease is endemic should include 
reporting by province and district as well as reporting of ·zero· cases. The frequency of 
reporting from peripheral to national and Regional Office level should increase to weekly by 
1992. Poliomyelitis-free countries will inform the Regional Office immediately by telex or fax if 
there is a suspected or confirmed poliomyelitis case. In phase 2 reporting, "zero· reports are 
requested also from poliomyelitis-free countries. 

The Regional Office will be responsible for ensuring that expert international personnel 
are available to collaborate with national staff in strengthening their epidemiological 
surveillance systems. 
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4.2.3 Final classification of poliomyelitis cases 

All countries should establish a national expert review committee assisting in the 
classification of poliomyelitis according to case defmitions and responsible for the fmal 
classification of poliomyelitis cases as follows: 

(1) Poliomyelitis, indigenous (caused by wild poliovirus) 

(2) Poliomyelitis, imported (caused by wild poliovirus) 

(3) Poliomyelitis, vaccine-associated (caused by poliomyelitis vaccine virus) 

(4) Poliomyelitis, unknown etiology 

To distinguish between vaccine-associated poliomyelitis and indigenous or imported 
poliomyelitis caused by wild poliovirus. viruses need to be isolated and intra typically 
differentiated. Using the future regional laboratory network, countries should be encouraged 
to adopt the stricter laboratory-based scheme for the fmal classification of poliomyelitis, and 
classify cases diagnosed without virus isolation and differentiation as "poliomyelitis, unknown 
etiology" (see phase 2 reporting under 4.2.2.). 

The members of the national expert review committee should include epidemiologists, 
neurologists, paediatricians, virologists, and other specialists in the field of poliomyelitis 
diagnosis. 

All countries of the Region should immediately start activities to establish the 
preconditions for fmal classification of poliomyelitis cases. All countries of the Region should 
classify their poliomyelitis cases accordingly by 1993 at the latest. 

4.2.4 Aggressive outbreak control 

An outbreak will be defined as an infected village or town or ward of a city having at least 
one suspected poliomyelitis case. In the poliomyelitis-free countries of the Region, any report 
of a suspected poliomyelitis case should be treated as a public health emergency requiring 
immediate and decisive action. 

Case investigation and outbreak investigation should be conducted according to WHO's 
Manual for Managers of Immunization Programmes. The Regional Office has developed a 
draft field guide for aggressive outbreak control. After fmalization, it should be used widely in 
the countries of the Region. 

Aggressive outbreak control means the immediate action to be taken when a case or 
cases, suspected to be acute poliomyelitis, occur. It should include the following elements: 

(1) initial rapid investigation of cases, including preparation of a line-list of cases (if more 
than 1 case has been found), conflfmation of diagnosis by qualified staff, and collection of 
specimens; 

(2) active surveillance for additional cases; 

(3) containment immunization conducted, ideally on a house-to-house basis in as wide an 
area as practical, providing two doses of TOPV, one month apart, to all eligible children, who 
are usually below five years of age; and 

-

-



- 9-

(4) analysis of the outbreak to determine the cause, followed by appropriate corrective action 
based on the analysis. 

For containment immunization, speed is essential. The decision to carry out additional 
mopping-up operations in a wider area at a later time should be based on outbreak analysis. 
Mopping-up operations may then include additional EPI antigens, whenever possible. 

Local teams should be primarily responsible to conduct and review aggressive outbreak 
control efforts so that all activities can take place quickly. Expert teams will be required at 
appropriate levels in the countries to supervise and check the work of local teams. 

4.3 Laboratory services 

4.3.1 Support to surveillance activities and vaccine potency testing 

A regional laboratory network will playa crucial role in support of surveillance activities 
by laboratory confirmation of suspect cases of poliomyelitis. Poliomyelitis-free countries should 
use the laboratory service fully. Case investigation of all suspected poliomyelitis cases should 
include laboratory investigation of samples collected. Poliomyelitis-endemic countries should 
use laboratory services selectively, concentrating on the laboratory investigation of 
representative endemic cases and representative cases in outbreaks. WHO has published a 
manual for the virological investigation of poliomyelitis. The close participation of the 
laboratories in the epidemiological evaluation process is essential. 

Vaccine potency will need to be tested in specific cases of cold chain failure or when 
vaccine failure appears to be a factor in persistent wild poliovirus transmission. The 
methodology for this has been described in WHO's Laboratory Manual for the titration of live 
virus vaccines using cell culture techniques (BLG jEPIj89.1). 

4.3.2 Development of regional laboratory network for poliomyelitis eradication 

A laboratory network, based on both national laboratories and regional reference 
laboratories, will be established in the Region to strengthen the already existing laboratories 
which can perform cell culture. National laboratories will be responsible for isolation and 
serotyping of polioviruses. Regional reference laboratories will be designated to support the 
development of national laboratories by distributing reference materials and training 
technicians in standardized methods. The regional reference laboratories will also be 
responsible for quality assurance activities and for intratypic characterization (differentiation 
between wild and vaccine-like polioviruses) of poliovirus isolates received from designated 
national laboratories. The results of intratypic differentiation are essential for the fmal 
classification of poliomyelitis cases. 

On the basis of an initial evaluation of the laboratories concerned, it is proposed that 
regional poliovirus reference laboratories should be designated in the Virology Department, 
Fairfield Hospital, Fairfield, Victoria, Australia and the Department of Enteroviruses, National 
Institute of Health, Tokyo, Japan. 

It is proposed that one national laboratory should be designated in each of the following 
countries and areas: Hong Kong, Malaysia, New Zealand, Papua New Guinea, the Philippines, 
the Republic of Korea and Singapore. Two national laboratories will be proposed in Viet Nam: 
one in Hanoi and one in Ho Chi Minh City (which will also be responsible for the laboratory 
diagnosis of poliomyelitis for Cambodia). Specimens from the Lao People's Democratic 
Republic will be sent to the National Institute of Hygiene in Bangkok, Thailand. Specimens 
from Macao will be referred to Hong Kong and from Brunei Darussalam to Malaysia. In view 
of China's large popUlation and the large outbreaks of poliomyelitis in 1989 and 1990, the 
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Institute of Virology, Chinese Academy of Preventive Medicine in Beijing, will be designated as 
the national laboratory. However, it will function like a regional reference laboratory for 
competent provincial Hygiene and Epidemic Prevention Stations in China which will carry out 
the laboratory diagnosis of poliomyelitis independently. The Chinese national laboratory and 
one of the Viet Nam laboratories should be developed to differentiate poliovirus intratypically. 

A WHO short-term consultant virologist will be appointed for final evaluation and 
designation of the regional reference laboratories and the national laboratories. He or she will 
also organize proficiency testing and regional and national training courses, and establish a 
quality assurance scheme in the Region. 

Regional and national training courses will be conducted for virologists in the designated 
laboratories in the Region. They will be based on the WHO laboratory manual for the 
virological investigation of poliomyelitis. 

4.4 Logistical support 

4.4.1 Vaccine supply 

The provision of adequate quantities of trivalent oral poliovirus vaccine meeting WHO 
requirements is critical for the success of eradication efforts in the Region. All countries should 
try to ensure that only vaccine which meets WHO requirements is used. 

Vaccine requirements will increase with higher coverage, outbreak containment, mopping 
up activities and immunization days. Particularly when the immunization activities for 
poliomyelitis eradication are started, there may be a need occasionally to supplement available 
vaccine supplies to countries. As requests for assistance are likely to be both late and urgent, 
the sources and location of a regional vaccine reserve will need to be determined. 

4.4.2 Cold chain and logistics 

Although large amounts of cold chain equipment have been provided for the EPI, 
shortages of equipment still exist in countries, and new equipment, especially for poliomyelitis 
eradication, will be required. Five-year plans for equipment needs, including timely 
replacement of older equipment, will need to be prepared possibly as part of national 
poliomyelitis eradication plans. Standard inventories of equipment will need to be prepared for 
these plans and then continuously updated. The plans will need to specify standard equipment 
configurations for each level. Particular attention will need to be paid to providing adequate 
numbers of deep freezers for storing poliovirus vaccine and for freezing icepacks for routine 
and additional services as well as for outbreak control. 

Vaccine logistics will need to be improved, especially given the uncertainty of poliovirus 
vaccine requirements for mopping up and immunization days. Vaccine stock records will need 
to be kept and monitored to ensure that adequate quantities of vaccine are available and to 
ensure that any shortages or overstocking are foreseen well in advance to enable action to be 
taken. 

A "reverse cold chain" will need to be developed to ensure that faecal specimens are kept 
cold and properly handled during shipment to the laboratories for testing. 

Expert international staff will be made available as required to collaborate with the 
countries in planning, implementing and assessing the cold chain and logistics system. 

-

-
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4.4.3 Transport 

Mobile teams for outbreak investigations and aggressive outbreak control, as well as 
vaccine and staff for immunization activities, will be essential to eradicate poliomyelitis within 
the limited time envisaged. The availability of adequate modes of transport such as vehicles, 
boats, motorcycles and bicycles must be assured. Funds and facilities to run, repair and 
maintain any vehicles provided will also need to be assured, as well as proper management of 
the vehicles. 

4.5 Training and information dissemination 

4.5.1 Training courses 

Training of all staff involved in poliomyelitis eradication activities will need to be 
carefully planned and implemented if the goal is to be achieved. Training plans will need to be 
included as part of national and subnational poliomyelitis eradication plans. Training courses 
will be required in the areas of mid-level management of EPI, surveillance, case investigation 
and outbreak control, laboratory services, cold chain and logistics, and increasing and improving 
immunization activities. 

While it will be necessary to hold some courses at regional level in order to develop a 
core of trained trainers within each country, it is foreseen that the major training emphasis will 
be at national and sub-national levels. The national plans of action for poliomyelitis eradication 
should include schedules for the necessary training courses. 

Training materials on all aspects of poliomyelitis eradication will need to be developed or 
adapted from existing materials at the regional level and then further adapted, widely 
distributed and used at country level. 

4.5.2 Information exchange meetings 

Regional and national meetings of EPI managers have been most useful to foster 
communication on EPI and exchange information on programme successes and failures. 
Regional meetings of national staff involved in poliomyelitis eradication will need to be held at 
least annually to disseminate the latest information, exchange experience and solve problems. 
Separate meetings will be held as required for national staff from the countries in which 
poliomyelitis is endemic and from South Pacific island countries, with the involvement of staff 
from other countries as indicated. Experts will be involved in the meetings to assist in problem
solving. Similar meetings will need to be held at national level, involving provincial or regional 
EPI and poliomyelitis eradication staff. 

4.5.3 Information, dissemination and publications 

The WHO Regional Office will disseminate information on poliomyelitis eradication to 
the countries, including the status of activities and the cases occurring. monthly. Documents 
and publications from both outside and within the Region will be distributed. Countries will be 
encouraged to establish national newsletters and feedback reports to keep staff informed about 
the progress of poliomyelitis eradication and to maintain their interest and support. 

4.6 Rehabilitation services 

Close coordination will be required with existing rehabilitation services. Given the 
scarcity of resources to develop national comprehensive rehabilitation services, and the 
magnitude of requirements, the emphasis in the context of poliomyelitis eradication will be on 
proper community-based care of poliomyelitis cases. Victims of acute flaccid paralysis, 
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including poliomyelitis, will be counselled on action to be taken to prevent or limit permanent 
deformities and be referred to existing facilities. Guidelines for the prevention of deformities 
in poliomyelitis have been drafted by WHO. When fmalized, they will be distributed to the 
countries, where they will need to be adapted, translated and widely disseminated. 

4.7 Research and development 

Eradication of poliomyelitis is mainly a matter of applying the available methods and 
materials as efficiently and effectively as possible. Under the Global EPI Research and 
Development Group, global research priorities have already been listed. Within the Region, 
attention will be focused on operations research to refine current immunization strategies for 
accelerating the interruption of wild poliovirus transmission and to make these strategies 
suitable for national programmes. While some institutions within the Region will be active in 
carrying out global research priorities, regional operations research will be conducted as part of 
the national programmes, without interfering with ongoing activities. It will be aimed at making 
better use of scarce resources. 

4.8 Monitoring and evaluation 

Regular monitoring of coverage and suspected, confirmed and discarded poliomyelitis 
cases will be carried out at national and regional levels. Using the experience gained in the 
Americas, indicators will be used for all aspects of the programme, including coverage, 
surveillance and laboratories, vaccine supply, cold chain and project coordination. These 
indicators will be used to monitor implementation of the regional and national poliomyelitis 
eradication plans. Monitoring the occurrence, epidemiological characteristics and geographical 
distribution of poliomyelitis cases will be continuously carried out to allow rapid dissemination 
of information to all countries of the Region, particularly when outbreaks have the potential to 
spread from one country to another. 

Regular evaluation of programme activities needs to be built into the planning process 
and will be required to ensure identillcation of programme successes and failures to redirect 
programme thrusts and even strategies, if required. Evaluation of all poliomyelitis eradication 
activities in selected provinces will need to be held annually. Comprehensive programme 
reviews, involving national and international experts, will need to be held periodically, 
depending on the stage of eradication in each country. Evaluations also cover other aspects of 
EPI. 

Regular evaluations will also serve to refme and strengthen programme operations. For 
example, if high coverage is not achieved during two national immunization days in certain 
areas or countries, it may be necessary to take corrective action such as providing additional 
inputs or holding three national immunization days in the following year. 

By mid 1993, an external review of the progress of Regional Poliomyelitis Eradication 
Initiative should be carried out by three experts proposed by the WPRO Technical Advisory 
Group on EPI and Poliomyelitis Eradication. 

-

-
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5. PLANNING AND COORDINATION 

5.1 Country level 

Each of the six poliomyelitis-endemic countries in the Region has prepared a plan of 
action for poliomyelitis eradication. However. updating of the plans is required. with the close 
collaboration of WHO and the other participating multilateral and bilateral agencies. and the 
approval of the national health authorities. The involvement of all the agencies and 
organizations concerned in the preparation of plans will encourage their active participation in 
implementing them. The plans should be aimed at achieving the regional and national goal by 
1995 and include a section on all resources available. including manpower and funds. and all 
those required to achieve the goal. The plans should identify and prioritize additional 
resources and inputs required from WHO. UNICEF and other collaborating agencies. The 
plans in all six poliomyelitis-endemic countries will be updated by early 1991. Thereafter. plans 
will need to be updated annually on the basis of previous experience and new deve/opments. 
WHO will provide expertise to collaborate in the revision of the plans. 

Poliomyelitis-free countries will also need to prepare national plans to assure 
maintenance of their poliomyelitis-free status. These plans should include strengthening of 
surveillance and laboratory service for early detection of suspected cases. proper diagnosis and 
final classification (imported. vaccine-associated or even indigenous poliomyelitis). 

Adequate staff at national and subnationallevels must be made available by the countries 
to achieve the goal by 1995. An individual should be put in charge of the national poliomyelitis 
eradication initiative. This individual will probably be in the central EPI unit. either as the 
manager or supervised by the manager. He or she will have full responsibility for all 
components of the poliomyelitis eradication effort. drawing on all available resources. 
Individuals in charge of poliomyelitis eradication at subnational levels will also need to be 
appointed. 

WHO will attempt to provide support. including long-term technical advisers in the 
poliomyelitis-endemic countries. as specified in the national plans. In Section 5.2. the proposed 
placement of long-term international advisers at regional level and in the poliomyelitis-endemic 
countries is shown. These advisers will collaborate with ministries of health in planning and 
implementing poliomyelitis eradication activities. WHO will also attempt to obtain 
intercountry funds, to be maintained by the Regional Office. which can be made available to the 
poliomyelitis-endemic countries to fill needs indicated in their national plans which cannot be 
met from other resources. 

While EPI will have a major role to play in poliomyelitis eradication. coordination with 
other departments and units in the ministry of health such as planning. disease surveillance. 
laboratory services, statistics, hospitals and rehabilitation will be essential, as well as 
coordination with other ministries such as education and communications. High-level 
coordinating committees, composed of decision-making representatives of all the agencies 
involved. will need to be formed where they do not already exist at national level, and possibly 
at subnational levels as well. Their task would be to monitor progress in implementing the 
poliomyelitis eradication plan of action and to ensure optimal coordination. Working groups 
composed of operational officers will also probably need to be formed for specific purposes, 
reporting back to the high-level committee. This coordinating committee could be a 
sub-committee of an already existing national EPI committee. It will need to ensure that 
poliomyelitis eradication activities are conducted within the context of the whole EPI and in 
ways which strengthen its implementation and help to achieve its goals. 
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5.2 Regional level 

The WHO Regional Office for the Western Pacific will coordinate all activities related to 
the poliomyelitis eradication initiative in the Region. A Poliomyelitis Eradication Task Force 
has been formed at the Regional Office to coordinate poliomyelitis eradication activities and to 
call on other expertise within WHO as required. WHO will provide technical cooperation to 
the countries in all areas of poliomyelitis eradication, if required. 

A chart showing the international professional staff required at regional level for 
poliomyelitis eradication is shown in Annex 3. At the Regional Office, EPI and poliomyelitis 
positions already exist for three medical officers and one technical officer. The Regional 
Adviser in Health Laboratories Technology is also a member of the Poliomyelitis Eradication 
Task Force. In view of the anticipated increase in data collection and processing, one 
additional technical officer will be required. A short-term professional officer virologist will 
also be required to work with the Task Force to coordinate efforts to develop the laboratory 
network, particularly at the outset of the programme. Two Associate Professional Officers 
assigned in the Regional Office will also be useful to train as future poliomyelitis eradication 
workers and to support the long-term staff. Adequate general service staff will also be required 
to support the professional staff. The Regional Office Task Force will have responsibility for 
coordination with the neighbouring WHO regions to share information so that countries are 
kept informed about the poliomyelitis situation in bordering countries. As the number of cases 
becomes less, regular exchange of information and meetings with other regions and border 
countries will be required to allow for rapid response to outbreaks which can spread from one 
region to another. 

In addition to planning, training, implementation, evaluation of activities, and country 
support for the poliomyelitis initiative, the long-term staff at the Regional Office will be 
responsible for implementing all EPI activities. 

At country level, only the following WHO posts for EPI currently exist: China, one 
technical officer; Viet Nam, one associate professional officer for EPI and Diarrhoeal Disease 
Control (CDD); the Lao People's Democratic Republic, one medical officer and one associate 
professional officer for EPI and CDD; Papua New Guinea, one associate professional officer 
for EPI and CDD; Southern Pacific (Suva), one medical officer for epidemiological 
surveillance, one technical officer. 

There is an urgent need for additional international professional staff. The minimum 
requirements are as follows: China, one medical officer; Viet Nam, two medical officers, one 
technical officer; the Lao People's Democratic Republic, one technical officer; the Philippines, 
one medical officer; Papua New Guinea, one medical officer (epidemiological surveillance), 
one technical officer; Cambodia, one medical officer, one technical officer. 

5.3 International participation 

While most of the resources for poliomyelitis eradication will come from the countries 
concerned, international participation and assistance will be essential. International sharing of 
expertise, funding and support will be required if the regional goal is to be achieved by 1995. 

A Technical Advisory Group composed of experts in the field of immunization and 
poliomyelitis will be formed to assist in guiding regional poliomyelitis eradication efforts and 
EPI initiatives. Additional experts will be called on as needed to deal with any special problems 
that arise. The Team Leader of the WHO WPRO Poliomyelitis Eradication Task Force will 
serve as secretary for the TAG. The terms of reference of the TAG are shown in Annex 4. 

-

-
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To ensure the coordination of all international agency inputs at country and regional 
levels, Interagency Coordinating Committees (ICC) with representation from all the agencies 
collaborating in the poliomyelitis eradication initiative will be formed. The committees will 
meet as frequently as required to review progress and the needs for donor inputs. The fIrst 
meeting of the Regional ICC will be held after the TAG meeting to review the Regional Plan of 
Action and identify the types of assistance each of the agencies can provide for the poliomyelitis 
eradication initiative. The WHO WPRO Poliomyelitis Eradication Task Force will serve as 
secretariat to the Interagency Coordinating Committee. 

6. RESOURCE REQUIREMENTS 

Extensive resources have been put into developing EPI from national and international 
sources in the last ten years. Major contributors to EPI in the Region, in addition to WHO, 
include UNICEF, ROTARY, JICA, AIDAB, USAID, CIDA, FINNIDA, and Save the Children 
Fund. The poliomyelitis eradication goal is an extension of the EPI objective of disease control. 
In effect, funds provided for EPI can be seen as a fIrst instalment for poliomyelitis eradication. 
Additional funds for poliomyelitis eradication will therefore increase the value of funds 
provided for EPI. Smallpox eradication has shown the cost-effectiveness of eradication 
programmes over time. PABO has calculated that the cost of poliomyelitis eradication in the 
Americas will be repaid more than twice over by the year 2000 in reduced medical costs alone. 

It is not always possible to separate funds for poliomyelitis eradication from those for 
developing the EPI. For example, vehicles for poliomyelitis surveillance can also be used for 
investigating measles outbreaks; refrigerators and freezers provided for storing poliovirus 
vaccine will also be used for other EPI vaccines. The estimated costs shown below include EPI 
elements where it was not possible to separate them from poliomyelitis eradication. In addition 
to those listed below, funds will be required for other EPI activities, such as purchase of EPI 
vaccines including poliovirus vaccine for routine immunization. 

In order to achieve the regional goal by 1995, immediate action is required. It has been 
estimated that most of the funds required for poliomyelitis eradication must come from the 
countries themselves, with the remainder to be provided from international sources. It is 
expected that about US$ 100 million will be required from the international community during 
the period 1991 to 1995, in addition to the amount that will be provided by the member 
countries. US$ 67 million of this amount will be for vaccine. This estimate, prepared at the 
regional level, is not adjusted for inflation and does not yet include any costs for Cambodia. It 
will need to be adjusted as conditions change and as national poliomyelitis eradication plans 
with detailed budgets are prepared and approved by the countries. As mentioned, the funds 
provided by the countries will be more than those from international sources. Funds are 
already being made available to countries by collaborating agencies as they prepare their 
national plans to permit immediate implementation of activities, but they will not be adequate 
to sustain these activities. 

The estimated international assistance required for poliomyelitis eradication and some 
aspects of EPI from 1991 to 1995, not adjusted for inflation and excluding Cambodia, is shown 
below. 
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ESTIMATED BUDGET FOR POLIOMYELmS ERADICATION 
IN THE WESTERN PACIFIC REGION, 1991-1995 

(in thousands of United States dollars) 

r-. mponent 1991 1992 1993 1994 1995 

Personnel 3555.5 600.5 2105.5 2271.0 2273.5 

Vaccine 3551.5 15496.7 15728.9 15974.1 16227.8 

Meetings 305.0 295.0 295.0 265.0 265.0 

Laboratory 367.0 351.0 220.0 220.0 220.0 

Training 863.5 721.5 458.5 386.5 333.5 

Evaluation 109.5 373.5 173.5 261.0 156.5 

Supplies 2932.5 2300.0 1739.0 1548.0 1548.0 

IEC 420.0 415.0 390.0 390.0 380.0 

Support 995.0 970.0 925.0 925.0 925.0 

Total 13059.5 21 523.2 22035.4 22240.6 22329.3 

Total 

10806.0 

66979.0 

1425.0 

1378.0 

2763.5 

1074.0 

10 067.5 

1995.0 

4700.0 

101188.0 

The cost breakdown is shown in Annex 5 by country and year and in Annex 6 by country 
and component. 

Estimates will need to be refined as national plans with budgets are prepared or revised. 
National plans, detailing national funding requirements, will need to include salaries for 
additional personnel, costs for detecting, investigating and controlling outbreaks, operating 
costs for personnel and transport, and publicity, communications and promotional costs. All 
capital and recurrent expenditures will need to be considered. 

In collaboration with the Technical Advisory Group, WHO will coordinate with all 
collaborating agencies to obtain adequate funding. Contingency funds will also be required to 
meet unforeseen needs, or needs which must be met rapidly to ensure the success of a larger 
activity. These funds can be maintained as intercountry funds at the WHO Regional Office and 
disbursed to countries upon request, as was the practice during the smallpox eradication 
programme. Maintaining flexibility for at least a small part of the funds provided, while still 
keeping adequate control, will be crucial for the success of poliomyelitis eradication. 

-

-
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7. TENTATIVE TIMETABLE 

-----------------------------------------------------------------------------------------------------------------------.-
ACTIVITY 1991 199Z 1993 1994 1995 
--------

2 3 4 2 3 4 2 3 4 2 3 4 2 3 4 

-------------------------------------------------------------------------------------------------------------------------

Identification of Technical 
Adv i sory Group (TAG) x 

TAG Meeting x x x x x x 

Interagency coordinating 
meeting x x x x 

----- Regional EPI workshop managers x x 
(six endemic cOU'ltries) 

Regional EPI managers workshop x x x 
(South Pacific) 

Regional workshop x x 
(EPI managers fran all countries) 

Revision of regional and x x x x x 
national plans 

lIeekly report to IIPRO 
by telex x x x 
by computerized system x x x x x x x x x x x x x x x x x x 

Immunization coverage report 
to IIPRO (every six months) x x x x x x x x x x x x x x x x x x 

----- Feedback to countri es 
fran IIPRO (monthly) x x x x x x x x x x x x x x x x x x 

. Introduction of pol ianyel itis 
outbreak investigation 
and control kit x 

National immunization days x x x x x x x x x 
( in endemic countries) 

All cases investigated within 
48 hours fran outbreak control x x x x x x x x x x x x x x 

Expert review committee 
establ i shed in: 

Papua New Guinea x 
Phi l ippines x 
China (30 provinces) x x x 
lao P.D.R. x 
Cambodia x 
Viet Nam x 

-------------------------------------------------------------------------------------------------------------------------
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----------------------._-----------------------------------.-------------------------------------------------------------
ACTIVI TY 1991 1992 1993 1994 1995 
--------

2 3 4 2 3 4 2 3 4 2 3 4 2 3 4 

-----------------------------------------------------------------------------------------------------------.-------------

Faecal specimen collected from x x x x x x x x x x x x x x x x x 
pol iomyel itis suspected cases 
and sent to national laboratories 

Establishment of regional x x 
laboratory network 

Identification of national x x 
laboratories 

Training: 

for staff of national x x 
reference laboratory -for pol iomyel itis x x x x x x x x x x x x x x x x x x x x 
survei llance 

Regional mid-level course x 
for six endemic countdes 

Regional mid-level course x 
for South Pacific 

Establishment of regional vaccine x 
reserve of at least 5 mill ion 
doses of oral poliovirus vaccine 

Monitor vaccine supply and x x x x x x x x x x x x x x x x x x x x 
actual use in countries 

Monitor cold chain equipment x x x x x x x x x x x x x x X x x x x x 

National C~rehensive EPI/ -poliomyelitis programne reviews 

Carrbodia x 
China x 
Lao P.D.R. x 
Papua New Guinea x 
Phi l ippines x 
Viet Nam x 

Provincial level pol iomyel itis x x x x x x x x x x x x x x x x x x 
programne reviews in countries 

Review of regional poliomyel itis x 
eradi cat i on programne 

Identification of \/PRO x 
task force persOlYlel 

Identification of \/PRO x 
country Long-ter .. technical 
adviser in endemic c~tries 
--------------------------------------------------------------------------------------- ..•...... _ .•••..... -._ .. __ ... -. __ . 
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Figure 2. Reported poliomyelitis cases and TOPV3 coverage by country 
in the Western Pacific Region, 1985·1989 
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ANNEXl 

WORlD REALm ORGANlZAnON ORGANIZA nON MONDIAl.E DE L\ SANTE 

RESOLUTION 

",OIONAI. CO ...... 'TT5. po" THE 

W.,T ... H ~ACIPIC 

CQIIoIITE ... GIONAL au 
P'ACIPIQUE OCCIDENTAL 

WPR/RC39.R15 
16 September 1988 

REGIONAL ERADICATION OF POLIOMYELITIS BY 1995 

The Regional Committee. 

Noting resolution WHA41.28 on the global eradication of poliomyelitis by the year 

2000; 

Appreciating the rapid progress being made by the Expanded Programme on 

Immunization in the Western Pacific Region. as evidenced by the fact that coverage of children 

under one year of age by the third dose of trivalent oral poliovirus vaccine is over 70%; 

Confident that coverage will continue to rise and will be sustained; 

Aware that poliomyelitis is one of the target diseases most amenable to eradication; 

1. DECIDES that in the Western Pacific Region of WHO the utmost effort will be made 

to eradicate poliomyelitis by the year 1995. 

2. EMPHASIZES that activities for the eradication of poliomyelitis should be pursued in 

ways that strengthen the Expanded Programme on Immunization. fostering its contribution to 

development of the health infrastructure and of primary health care; 
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Annex 1 

WPR/RC39.R15 
page 2 

3. URGES Members States: 

(1) to formulate plans for eliminating the indigenous transmission of wild 

poliomyelitis virus strains in ways that strengthen and sustain their national 

immunization programmes; 

(2) to intensify active surveillance so that cases of poliomyelitis are identified and 

investigated promptly; 

(3) to institute containment activities and the timely reporting of cases at national 

and international levels; 

4. THANKS the many partners already coUaborating in the Expanded Programme on 

Immunization. especially UNICEF. for their overaU efforts. requesting them to continue their 
! 

support for national activities aimed at the eradication of poliomyelitis; 

5. REQUESTS the Regional Director: 

(1) to strengthen regional technical capacities in order to be able to respond better 

to requests from governments for coUaboration in: 

(a) strengthening planning. trai~ing and supervision within national 

immunization programmes and undertaking country-specific evaluation to 

facilitate corrective action towards achieving the goal of eradicating 

poliomyelitis; 

(b) improving national disease surveillance systems to permit the rapid 

investigation. control and confirmation of the clinical diagnosis of cases of 

poliomyelitis; 

-

-
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Annex 1 

WPR/RC39.RI5 
page 3 

(c) strengthening laboratory services for confirmation of the clinical 

diagnosis of poliomyelitis; 

(d) improving the quality control of vaccines; 

(2) to seek the additional extrabudgt>tary resources required to support these 

activities; 

(3) to report on progress to the Regional Committee in 1990. 

Ninth meeting, 16 September 1988 
WPR/RC39/SR/9 
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ANNEX 2 

POLIOMYELITIS CASE DEFINITIONS 

Suspected case: A suspected case of poliomyelitis is defined as any patient with acute 
flaccid paralysis (including any child less than 15 years of age diagnosed to have Guillain-Barre 
syndrome) for which no other cause can be immediately identified. 

The classification of a suspected case is temporary. A suspected case should be 
investigated (history, physical examination) rapidly (within 48 hours, or as soon as possible) by 
the most expert staff available. After investigation, the case should remain as suspected, or 
should be classified as confirmed, or should be discarded. Collection of specimens is suggested. 
At least within ten weeks of its onset a suspected case should be reclassified as "confirmed" or 
"discarded". 

Confirmed case: Suspected case (by history and physical examination) and anyone of the 
following: 

(1) positive culture for poliovirus. 

(2) positive serology (4-fold or greater rise in serum poliomyelitis antibody tit res), 

(3) epidemiological linkage to another suspected or confirmed case, 

(4) residual paralysis 60 days after onset, 

(5) death of a suspected case, 

(6) lack of follow-up of the case. 

When death occurs the case should be classified as confirmed if acute flaccid paralysis 
and other clinical criteria indicative of poliomyelitis were present. 

A suspected case (by history and physical examination) that would not be reclassified as 
"discarded" at 60 days because lack of follow-up or other reasons should be considered a 
"conflfmed" case. 

Discarded case: It is recognized that there may be certain cases for which laboratory 
evidence was absent or inconclusive, there was not epidemiologica1linkage with another case, 
and there was no residual paralysis observed at the 60 day follow-up. Such cases should not be 
considered poliomyelitis cases and should be discarded. 

Source: WHO Poliomyelitis Eradication Manual 
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ANNEX 3 

PROPOSED ORGANIZATIONAL STRUcruRE OF EPI/POLIOMYELITIS STAFF 
AT REGIONAL, INTERCOUNTRY AND COUNTRY LEVELS 

WESTERN PACIFIC REGION, 1991-1992 

A) WPRO 0,· 1',,' I 

REGIONAL ADVISER· 

-, 
, T , I 

. [n: J, r,: ... _ :.-: ~ 
c' 1 TECHNiCAl OFFICER 1 LABORATORY 

1 TECHNiCAl OFFICER· 3 MEDiCAl OFFICERS· (with monitoring EXPERT 
!t- f', ': • 

/U<, ~ S,r _!.' I) :/ ,f' ff"" ~ : f) A e,func:l!on8) (STO) 

I 

2 ASSOCIATE 
PROFESSIONAL 

OFFICERS 

B) ICP STAFF 

ZONE/II 
ZONE I ZONE II ZONE III SINATEAM 

I- ... l- I MEDiCAl OFFICER (HSTt WPROSlaff WPRO Staff WPRO Staff 

(}t~ ')~I.} 0,,' njt<.'~' 1~~ J R -.-t, >l <"f fI. n'''Nt 1 TECHNICAL OFFICER· 

1)t. 't 'ct 

C) COUNTRY LEVEL 

ZONE I ZONE II ZONE III 

CHINA ,L'~ iu (1) VIET NAM 
ZONE /II 

1 MEDiCAl OFFICER '" t;:~ 2 MEDICAL OFFICERS I- (1) PHIUPPINES I- NONE 
1 TECHNICAL OFFICER It 1 TECHNICAL OFFICER 1 MEDICAL OFFICER - V --r#,I_'f_t A!'.'" t.. "'I':' 

1 AOP EPVCDD • 
(2) PAPUA NEW GUINEA 

(2) LAO p, D, R, 1 MEDICAL OFFICER f- 'I 

','t .. {: 7_ 1 MEDICAL OFFICER • 1 TECHNICAL OFFICER -
• - 1 TECHNICAL OFFICER 1 AOPEPVCDD - /)1( PO~"~A 

}:qr1 (_ 1 N:lP EPVCDD • 

(3) CAMBODIA 

1 MEDiCAl OFFICERS - '7 

1 TECHNiCAl OFFICER - ? 

·Post already existing. 

ZONES: 

ZONE J China, Japan, Republic oC Korea 
ZONE" Cambodia, Lao People" Democratic Republic, Viet Nam 
ZONE III Brunei Darussalam, Hong Kong. Macao, Malaysia, Pap ... New Guinea, Philippines, Sinpporc 
ZONE IV Australia, New Zealand, South Pacific islands 
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ANNEX 4 

TERMS OF REFERENCE OF THE WPRO TECHNICAL ADVISORY GROUP 
ON EPI AND POLIOMYELITIS ERADICATION 

(1) According to the plan of action for the eradication of poliomyelitis from the Western 
Pacific Region by 1995, a Technical Advisory Group (TAG) should be formed to help the WHO 
Regional Director to strengthen the Expanded Programme on Immunization (EPI) and to 
implement the poliomyelitis eradication initiative. 

(2) To accomplish the regional objective, an outstanding group of advisers will be appointed 
by the Regional Director, to advise WHO on the acceleration of EPI in the Region and on the 
efforts to eradicate poliomyelitis by 1995. 

The TAG will be composed of six members and will be assisted by additional 
consultants or study panels for any specific purposes they may require. 

(3) The TAG will: 

(a) monitor the situation of EPI and poliomyelitis eradication in the Western 
Pacific Region and the formulation and implementation of Regional and national plans 
of action; 

(b) evaluate current strategies and practices and recommend suitable strategies for 
acceleration of the EPI and poliomyelitis eradication initiative specific to the Western 
Pacific Region; 

(c) promote understanding and support for the programme goals among technical 
institutions and bilateral, multilateral and private agencies, as well as political leaders; 
and 

(d) advise the WHO Regional Director for the Western Pacific Region on the above 
points. 

(4) Members of the TAG will be appointed by the Regional Director for a period of one 
year, with extensions to be arranged at his discretion. 

(5) At least one member of the TAG will participate in regional meetings of 
EPI/poliomyelitis eradication staff and with other agencies and organizations to ensure proper 
coordination and exchange of information. Where possible, TAG members will participate in 
missions at country level for programme reviews. 

(6) TAG meetings will be convened as required, at least once a year, and a report on each 
meeting will be prepared and circulated as appropriate. 
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ANNEX 5 

ESTIMATED BUDGET REQUIREMENTS FOR POLIOMYELITIS ERADICATION 
IN THE WESTERN PACIFIC REGION 
BY COUNTRY AND YEAR, 1991-1995 
(in thousands of United States dollars) 

y e a r 

Total 

COIlDtry 1991 1992 1993 1994 1995 1991-1995 

China 23815 140495 13n6 13 9865 14146 58 3215 

VietNam 2859 2246 24105 2325 2404 122445 

Lao People'. Democratic 

Republic 15035 925.1 1021.1 980.8 939.9 431l 

Philippines 2185 2066 1997 2064 2020.5 10332.5 

Papua New Guinea 1109 839.1 814.2 830.3 811.9 4410.5 

Cambodia 

Non..endemic countries 4335 4685 403.5 393.5 403.5 2 102.5 

Regional costs 2588 929 1 612.5 1618.5 1591.5 840S.5 

lOTAL 13 059.5 21523.2 llU35,4 lll4O.4 ll329.3 101188.0 
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ANNEX 6 

ESTIMATED BUDGET REQUIREMENTS FOR POLIOMYELITIS ERADICATION 
IN THE WESTERN PACIFIC REGION 

Component 

P.rsonn.1 

Va<cin. 

Meetinp 

laboratories 

Training 

Evaluation/Studies 

Supplies 

lEe 

Support/conting.ncy 

'lUI'AL 

BY COUNTRY AND COMPONENT, 1991-1995 
(in thousands of United States doUars) 

Lao People', Papall 
China Vie( Nam J)e""",ral ic: Philippine. New Non ... ndemk 

Republic: Guinea 

1087.5 1582 1292 624.5 1 122.5 375 

53455 6307 440 6040.5 436.5 0 

60 50 25 100 50 400 

220 186 0 98 74 0 

229 492 429.5 535 520 165 

140 195 122.5 215 149 152.5 

1995 2487.5 2202 1399.5 1288.5 575 

500 250 19S 500 200 140 

636 69S 665 820 510 285 

5Il21.5 UUI.5 5371 111332.5 4410.5 2102.5 

Jle&ioDBI 
to ... 

4 722.5 

300 

740 

800 

393 

100 

120 

200 

1030 

8405.5 

Total 

10806 

66979 

1425 

1378 

2763.5 

1074 

10067.5 

1995 

4100 

101 18&.0 
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