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NOTE 

The views expressed in this report are those of the participants of the Second Meeting of 

the Combined Subregional Committees for the Certification of Poliomyelitis Eradication and 

Verification of Measles Elimination in Pacific island countries and areas, held from  

22 to 24 July 2014 in Nadi, Fiji, and do not necessarily reflect the policies of the World Health 

Organization. 

 

 
 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

This report has been prepared by the World Health Organization Regional Office for the 

Western Pacific for governments of Member States in the Region and for the participants of the 

Second Meeting of the Combined Subregional Committees for the Certification of Poliomyelitis 

Eradication and Verification of Measles Elimination in Pacific island countries and areas, held 

from 22 to 24 July 2014 in Nadi, Fiji. 



SUMMARY 

The Second Meeting of the Combined Subregional Committees for the Certification of 

Poliomyelitis Eradication and Verification of Measles Elimination in Pacific island countries and 

areas was held in Nadi, Fiji, from 22 to 24 July 2014. 

The Subregional Committee for the Certification of Poliomyelitis Eradication and 

Verification of Measles Elimination (SRCC/SRVC) serves as the expert review group to classify 

all cases of acute flaccid paralysis (AFP) reported in Pacific island countries and areas (PICs). 

The committee produces the required annual report of the status of poliomyelitis certification for 

PICs to be submitted to the Regional Certification Commission.  In addition, in 2014 the 

SRCC/SRVC were requested to develop the first report on progress towards achieving measles 

elimination.   

The members of the Subregional Verification Committee for Measles Elimination noted 

that since the initiation of the measles control programme, substantial progress towards measles 

elimination has been achieved especially since 1998 when many countries and areas conducted a 

synchronized mass vaccination campaign and steady progress in routine immunization coverage 

was achieved.  All but two of the Pacific expanded programme on immunization (EPI) 

programmes have introduced a second dose of measles into the routine immunization 

programme, and all but one have now included rubella containing vaccines.  In addition, 

sensitivity of surveillance was enhanced when the existing hospital based surveillance system 

was supplemented with the syndromic surveillance system in 2010.  Despite these achievements, 

some challenges remain to be addressed.   

The SRCC concluded that the Pacific has remained polio-free to date and considers 

immunization coverage generally sufficient in most countries to prevent spread of an imported 

wild poliovirus.  The SRCC remains concerned though, about the continued performance 

fluctuation in AFP surveillance and insufficient awareness on the requirements among health 

care providers.  Based on its latest situation analysis the SRCC offered several recommendations. 
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1. INTRODUCTION

The Meeting of the Combined Subregional Committees for the Certification of 

Poliomyelitis Eradication and Verification of Measles Elimination (SRCC/SRVC) in the Pacific 

was held in Nadi, Fiji, from 22 to 24 July 2014.   

1.1 Objectives 

The meeting objectives were: 

1) to review and classify all pending AFP cases;

2) to draft the annual progress report on maintaining poliomyelitis-free status in Pacific

island countries and areas for submission to the Regional Certification Commission at its

20
th
 meeting in November 2014; and

3) to draft the first annual report on progress toward achieving measles elimination in

Pacific island countries and areas for submission to the Regional Verification
Commission at its fourth meeting in 2015.

1.2 Organization 

The participants included three members of the combined Subregional Committees 

(Dr Adi Lisikoveni Tikoduadua, Dr George Aho, and Dr Divinal Ogaoga).  In addition, 

Dr Didier Musso was represented by Dr Emilie Grange.  Three WHO staff members from either 
the WHO Division of Pacific Technical Support (1) and the WHO Regional Office for the 

Western Pacific (2) served as Secretariat for the meeting.  The annotated agenda and meeting 

timetable are provided at Annex 1.  The list of participants is available at Annex 2. 

1.3 Opening remarks 

The meeting was opened by Dr Tikoduadua, the Chair of the SRCC/SRVC. 

Dr Tikoduadua opened the meeting by welcoming the meeting participants and thanking them for 

their efforts to participate in the meeting.     

2. PROCEEDINGS OF THE SRVC

2.1 Measles elimination in the Western Pacific Region 

This session consisted of an update on the regional status of measles elimination and 

rubella control.  This included an update on implementation of immunization strategies, their 
impact on measles incidence and possible additional immunization strategies to further accelerate 

towards regional measles elimination. 
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 Immunization strategies for measles elimination consist of provision of two doses of 

measles-containing vaccine (MCV) through a combination of routine and supplementary 

immunization with over 95% vaccination coverage.  From 2010 to 2013, many countries, and the 

Region as a whole, implemented these traditional immunization strategies for measles 

elimination quite well.  From 2010 to 2012, of 16 non-Pacific island countries and areas (non-
PICs), eight (the total population in these eight countries was 1.7 billion, accounting for 93.2% of 

the whole population in the Region) carried out nation-wide supplemental immunization 

activities (SIAs). Of eight SIAs, the MCV coverage in Cambodia, China, the 

Lao People's Democratic Republic and Viet Nam exceeded 95%.  In 2012 and 2013, of 16 

non-PICs, eight countries and area (with total population of 1.6 billion, accounting for 89.6% of 

the regional population) sustained at least 95% coverage with the first routine doses of measles 

containing vaccine (MCV-1).  In 2012 and 2013, out of 16 non-PICs, seven countries and area 

(with total population of 1.46 billion, accounting for 79.4% of the regional population) sustained 

at least 95% coverage with the second routine dose of measles containing vaccine (MCV-2). 

 The regional measles incidence per 1 million population decreased from 27 in 2010 to 

historic lows of 5.9 in 2012 due to large nation-wide SIAs carried out in eight countries from 

2010 to 2012.  However, the incidence quickly increased from 5.9 in 2012 to 17.2 in 2013, and 

then to an annualized rate of 58.3 in 2014.  From 2012 to 2014, in 11 of 16 non-PICs, measles 

incidence has been increasing due to imported, import-related and endemic transmission of 
measles virus. 

 Key measles recommendations from the 2014 Technical Advisory Group (TAG) on 

Immunization and Vaccine Preventable Diseases meeting were highlighted.  The measles and 

rubella conclusions and recommendations from the TAG available at Annex 3.  

2.2 Preparation of the SRVC report for the Pacific islands 

The Secretariat presented the draft sections of the first annual SRVC report for review and 
discussion by the SRVC members.  The final report for submission to the RVC before 

30 November 2014 is available at Annex 4.   

2.3 Conclusions and recommendations of the SRVC 

 The members of the Subregional Verification Committee for Measles Elimination in the 

Pacific noted that since the initiation of the measles control programme, substantial progress 

towards measles elimination has been achieved, especially since 1998 when many countries and 

areas conducted a synchronized mass vaccination campaign and steady progress in routine 

immunization coverage was achieved.  All but two of the Pacific EPI programmes have now 

introduced a second dose of measles into the routine immunization programme, and all but one 

have now included rubella containing vaccines.  In addition, sensitivity of surveillance was 

enhanced when the existing hospital based surveillance system was supplemented with the 

syndromic surveillance system in 2010. 

Despite these achievements, some challenges remain to be addressed: 

1) SRVC described their concerns about the relatively low routine immunization coverage,

especially among the six U.S.-affiliated countries and areas.  These six countries and

areas did not participate in the synchronized SIAs conducted in 1998.  Population

immunity gaps in the Federated States of Micronesia were confirmed by the large

measles outbreak of 2014 in Kosrae and Pohnpei.  The SRVC suggested that urgent
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action should be taken to both close immunity gaps through conducting wide age range 

measles-rubella SIAs as well as strengthening routine immunization systems. 

2) Solomon Islands and Vanuatu are recommended to take steps to plan for introduction of 

routine second dose of measles vaccine in their national immunization programmes. 

Vanuatu is also recommended to introduce rubella containing vaccine in their national 

EPI schedule following the completion of a wide age range MR campaign.   

3) Refresher training on vaccine preventable disease surveillance is needed at least for 
priority countries (Fiji, French Polynesia, Kiribati, New Caledonia, Samoa, 

Solomon Islands, Tonga and Vanuatu).  This surveillance training may also propose 

more widespread use of dried blood spots (DBS) instead of serum for laboratory 

confirmation of measles and rubella.    

4) There is still a lack of clarity about which laboratories should be used by countries and 

areas for laboratory confirmation of various vaccine preventable diseases and/or 

genotyping. The Secretariat was requested to develop a table by country/area designating 

the laboratory that is responsible for processing various clinical specimens.  Historical 
relationships and frequency of air cargo services should be considered, in addition to 

proximity, when laboratories are designated.  Instructions for shipment handling should 

be included as well as information on funding for specimen processing.  Once finalized 

the document should be shared with surveillance focal persons in the Pacific.  

5) Mechanisms should be explored to raise the profile of measles and rubella elimination 

activities in the Pacific.  This could include exploring ways to add measles and rubella 

topics on the agenda of the Regional Committee and the Pacific Health Ministers 

Meeting.  SRVC members play an important role in education and advocacy.  As such, 

the SRVC recommends that membership be expanded to include a clinician from  

New Caledonia, as well as representatives from the Federated States of Micronesia and 

Vanuatu.    

 The SRVC concluded that the Pacific Subregion is very close to achieving the criteria for 

measles elimination supported by the five lines of evidence.  Implementation of the above noted 

actions will further strengthen surveillance, and help to close existing immunity gaps in order to 

achieve sustainable elimination of measles in the Pacific subregion.  

3. PROCEEDINGS OF THE SRCC 

3.1 Global and Regional Update on Polio 

This session provided an update on progress towards global polio eradication.  Since 1988 

when the World Health Assembly resolved to achieve global polio eradication much progress has 

been achieved.  Although only three countries remain as endemic for wild poliovirus, currently 

there are ten countries with active wild poliovirus transmission.  All are working to stop the virus 
within their borders, and to protect other countries from the virus.  The Western Pacific Region 

was the second WHO region to be certified as polio-free and achieved that status in 2000.  Since 

then wild poliovirus has been imported to the Region, but resulted in secondary transmission 

only in 2011 when imported poliovirus resulted in 21 confirmed poliomyelitis cases in China.  

Nevertheless because of an effective response and rapid interruption of poliovirus transmission, 



 - 4 - 

in 2012 the Regional Commission for the Certification of Poliomyelitis Eradication in the 

Western Pacific Region (RCC) determined that the Region retained its polio-free status.     

In April 2014 an Emergency Committee was convened. The Committee concluded that the 

international spread of wild poliovirus was a public health emergency of international concern 

under the International Health Regulations (IHR) (2005).  The IHR (2005) are an international 

agreement among Member States that provide a legal framework and public health guidance to 
prevent, protect against, control and respond to the spread of disease internationally. 

In 2014, three countries have exported wild poliovirus to another country.  The WHO 

Director-General issued a set of temporary recommendations under the IHR (2005) for (i) States 

currently exporting wild poliovirus (Cameroon, Pakistan and Syria), and (ii) States infected with 

wild poliovirus but not currently exporting (Afghanistan, Equatorial Guinea, Ethiopia, Iraq, 

Israel, Nigeria and Somalia).  The WHO statement on the outcomes of the IHR Emergency 

Committee is available at Annex 5. 

The recommendations from the 19th RCC were reviewed, in particular recommendations 

specific to PICs.  General recommendations encouraged all countries and areas to take action to 
reduce the risk of outbreaks caused by imported wild poliovirus (WPVs), or emergence of 

circulating vaccine-derived polioviruses (cVDPVs).  The general recommendations of the 19th 

RCC are available at Annex 6.  

In addition the RCC made specific recommendations to the SRCC as follows:  The RCC 

commended the excellent presentation and written report from the SRCC.  The RCC recognized 

the challenges faced by the subregion due to the existence of scattered populations with 

competing priorities.  The RCC noted high polio vaccine coverage but a decline in AFP 

surveillance following certification.  The RCC encouraged advocating continued support from 
health ministers.  The RCC also supported the five reasons given for the challenges, and the nine 

recommendations.  The RCC noted the strategic addition of SRCC members from countries and 

areas that have had difficult situations, and recognized that their involvement will be helpful in 

terms of fostering engagement and advocacy for those programmes.  The RCC noted with 

concern some anecdotal evidence indicating that Phase I containment was not fully completed in 

every country and area of the subregion. 

The RCC recommended addressing immunity gaps and surveillance gaps in high-risk 

areas.  The RCC suggested exploring the possibility of videoconferences to allow a mid-year 

meeting of the SRCC.  The RCC recommended comprehensive updating of the laboratory 

containment inventory.  The RCC supported plans to introduce an IPV dose into vaccination 

schedules in 10 countries and areas.  The RCC encouraged examining Papua New Guinea’s 

experience with short message service (SMS)-based AFP reporting and considering a 

demonstration project in the subregion. 

3.2 Update on AFP Surveillance in the Pacific Islands 

 The update on AFP surveillance in the Pacific noted that the last known cases of 

laboratory-confirmed polio in the Pacific were detected during an outbreak in New Caledonia 

between August and November 1982 wherein five cases of WPV were detected. The last clinical 

case of ‘polio’ (no laboratory confirmation) was reported by Vanuatu in 1989.  For 2014, the 

annualized non-polio AFP rate for the Pacific islands as an epidemiological block is 1.16 per 

100,000 children < 15 years of age, and stool adequacy rate at 71% falls short of the target of 

>80%.  Nearly all AFP cases reported in recent years have been from Fiji and Solomon Islands 

with only very rare cases reported from other countries.  
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3.3 Polio Endgame Strategy for the Pacific 

 The Polio Eradication and Endgame Plan 2013—2018 and its implications for the 

Pacific were discussed.  There are 10 PICs that should introduce at least one dose of inactivated 

polio vaccine (IPV) into their national immunization schedule.  Two of these countries are Gavi, 

the Vaccine Alliance (Gavi)-eligible for IPV (Kiribati and Solomon Islands) and eight are not 

Gavi-eligible (Cook Islands, Fiji, Nauru, Samoa, Tokelau, Tonga, Tuvalu and Vanuatu).  Kiribati 

plans to introduce IPV, and has submitted an application to Gavi for financial support, and a 

vaccine introduction grant.  Solomon Islands is in process to develop their plan.  Of the non 
Gavi-eligible countries, Fiji is planning to introduce IPV in April 2015, Cook Islands is in 

process to develop their plan. Samoa and Tokelau have indicated that they will be introducing 

IPV but no plans have been made. The other four non-Gavi eligible countries (Nauru, Tonga, 

Tuvalu and Vanuatu) have not yet committed to IPV introduction. 

 The polio endgame strategies were discussed at the 2014 TAG meeting.  The polio-

specific conclusions and recommendations from the TAG, are available at Annex 7. 

3.4 Case Review and Classification 

 The SRCC also serves as the Polio Expert Review Committee for PICs.  Summaries 

were presented for the one AFP case pending classification from 2013 and the seven cases 

reported in 2014.  The case details were reviewed and discussed by the members of the SRCC. 

The pending case from 2013 and six of the seven cases from 2014 were discarded.  The seventh 

case in 2014 is an inadequate case and it is not due for 60-day follow up and therefore it was 

decided that this case would be classified after the 60-day follow up was completed.     

3.5 Preparation of the SRCC Report for the Pacific Islands 

The Secretariat presented the draft sections of the SRCC report for review and discussion 

by the SRCC members.  The final report for submission to the RCC before 1 October 2014 is 

available at Annex 8. 

3.6 Conclusions and Recommendations of the SRCC 

 In summary, the SRCC concluded that the Pacific has remained polio-free to date and 

considers immunization coverage generally sufficient in most countries to prevent the spread of 

imported wild poliovirus.  The SRCC remains concerned though about the continued 

performance fluctuation in AFP surveillance, and insufficient awareness on the requirements 

among health care providers.  Based on its latest situation analysis the SRCC offers the following 
recommendations: 

1) Member countries to sustain the high coverage, and for countries where denominator is

an issue SRCC recommends coverage surveys (Solomon Islands)

2) SRCC recognises the challenges and difficulties countries have for surveillance, and

recommends coordinators to work more with syndromic surveillance focal points

3) Improved reporting should be supported through enhanced email communication.  More

opportunistic visits by SRCC members and the WHO Secretariat should be conducted to

countries with poor performance to review AFP cases and the hospital based active



 - 6 - 

surveillance (HBAS) system. In view of low/no reporting from many countries SRCC 

recommends country visits to those with large populations. 

4) Low AFP rates should be validated by SRCC members in their respective countries and

by Secretariat during visits to countries through retrospective record reviews.

Retrospective record reviews in two countries have shown that AFP cases are being

missed—this is an area of serious concern.

5) Development of a national wild poliovirus importation preparedness plan in Fiji was set
as a priority in 2011, initiated in  2012 and has since been completed and endorsed by the

Government.  WHO is recommended to support importation preparedness plans for

Solomon Islands and Vanuatu. Solomon Islands will complete their plan by October

2014. 

6) SRCC is concerned about the potential risk of poliovirus importation through refugees of

endemic countries into Nauru, and requests the Secretariat to check with the Australian

and Nauruan Governments on immunization measures in place for such individuals.

7) In view of the important role SRCC/SRVC members play in education and advocacy,

recommend expansion of the SRCC/SRVC to include members from priority countries

including the Federated States of Micronesia, New Caledonia and Vanuatu.  In addition,

interest of existing members should be ascertained to continue for an additional two-year

term.

8) Integrated vaccine preventable disease (VPD) surveillance training is needed for priority

countries (already planned for one in Solomon Islands end of July 2014).

9) SRCC is requesting the Secretariat to explore technology supported mechanisms for

countries to increase sensitivity such as online or mobile device reminder systems for

zero reporting.

10) In view of the low coverage in the six US affiliated countries, WHO/US CDC may

explore mechanisms to increase routine immunization coverage and close immunity

gaps.

4. CLOSING

Dr Tikoduadua thanked the committee members for their contributions and active 

participation.  The participants expressed their satisfaction with the meeting outcomes.  The 

proposed dates for the next meeting of the SRCC/SRVC were set for August or September 2015.   
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ANNEX 2 

LIST OF MEMBERS OF THE SUBREGIONAL COMMITTEES FOR THE 

CERTIFICATION OF POLIOMYELITIS ERADICATION (SRCC)  

AND VERIFICATION OF MEASLES ELIMINATION (SRVC) 

IN PACIFIC ISLAND COUNTRIES AND AREAS  

AND MEMBERS OF THE SECRETARIAT 

1. SRCC & SRVC MEMBERS

Dr George Siaosi Aho, Paediatrician Specialist, Vaiola Hospital, Ministry of Health 

P.O. Box 59, Nuku'alofa, Tonga.  Telephone:  (676) 7761026.   

Email:  gtaho1@gmail.com 

Dr Emilie Grange1, Medical Biologist, Louis Malardé Institut, P.O. Box 30 Papeete, Tahiti, 

98713, French Polynesia.  Telephone:  (689) 725 870.  Email:  erobin@ilm.pf, 

emilie.robingrange@gmail.com 

Dr Divinal Ogaoga, Director, Reproductive Health and Child Health Division, Ministry of 

Healthand Medical Services, P.O. Box 349, China Town, Honiara, Solomon Islands.  

Telephone:  (677) 20831.  Facsimile:  (677) 20085.  Email:  dogaoga@moh.gv.sb 

Dr Adi Lisikoveni Vesikula Tikoduadua.  Consultant Paediatrician, Department of Paediatrics, 

Colonial War Memorial Hospital. Box 115, Siva, Fiji.  Telephone:  (679) 9925082.   

Facsimile:  (679) 3303232.  Email:  ltikoduadua@health.gov.fj, liztiko@gmail.com 

2. SECRETARIAT

Dr W. William Schluter, Medical Officer, Expanded Programme on Immunization, 

World Health Organization, Regional Office for the Western Pacific, United Nations, 

Avenue, 1000 Manila, Philippines.  Telephone:  (632) 5289748.    

Facsimile:  (632) 5211036.  Email:  schluterw@wpro.who.int 

Dr Yoshihiro Takashima, Medical Officer, Expanded Programme on Immunization, 

World Health Organization, Regional Office for the Western Pacific, United Nations, 

Avenue, 1000 Manila, Philippines.  Telephone:  (632) 5289746.   

Facsimile:  (632) 5211036.  Email:  takashimay@wpro.who.int 

1 Dr Emilie Grange represented Dr Didier Musso who is unable to attend the meeting. 
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Dr Jayaprakash Valiakolleri, Technical Officer, Expanded Programme on Immunization 

Office of the WHO Representative in South Pacific, P.O. Box 113, Suva, Fiji.   

Telephone:  (679) 3304600.  Facsimile:   



ANNEX 3 
Measles and Rubella Specific Conclusions and Recommendations from the 23rd TAG Meeting 

23
RD

 MEETING OF THE TECHNICAL ADVISORY GROUP (TAG) ON 

IMMUNIZATION AND VACCINE-PREVENTABLE DISEASES  

IN THE WESTERN PACIFIC REGION 

Manila, 17–20 June 2014 

I. MEASLES ELIMINATION 

Preamble 

In the light of the global burden of rubella and congenital rubella syndrome (CRS), the 

2011 WHO rubella position paper recommends that countries take the opportunity offered by 

measles elimination activities to increase coverage with rubella-containing vaccines (RCVs). 

These measles vaccine delivery strategies provide an opportunity for synergy and a platform 

for advancing rubella and CRS elimination through the use of combined measles-rubella 

(MR) or measles-mumps-rubella (MMR) vaccines. In addition, surveillance for rubella can be 

integrated with measles surveillance through an integrated fever and rash surveillance system 

supported by the global measles and rubella laboratory network.  

TAG notes the benefits of fully integrating rubella/CRS prevention with measles 

elimination and encourages all countries in the Region to plan, implement and evaluate both 

control efforts together. The 23rd TAG meeting included separate sessions for measles 

elimination and rubella/CRS prevention, hence this report will summarize these sessions 

under separate headings. Future TAG meetings will consider both diseases together in a 

single session. 

Conclusions 

The TAG notes the progress towards the 2012 regional measles elimination goal.  

The establishment of national verification committees (NVCs) and submission of annual 

progress reports documenting progress towards or achievement of measles elimination is a 

significant achievement.  The TAG congratulates the four countries and areas (Australia, 

Macao [China], Mongolia, and the Republic of Korea) that were verified as having achieved 

the interruption of endemic measles virus transmission for a period of at least 36 months from 

the last known endemic case.1  At the same time, these countries will need to be vigilant and 

sustain their achievements including an annual review and report of their status. 

The TAG notes the resurgence of measles virus transmission in the Region that 

started in 2013 primarily in countries that had conducted nationwide measles containing 

vaccine supplementary immunization activities (SIAs) in 2010 and 2011.  Increased burden of 

measles disease in 2013 and the first half of 2014 has been related to imported, import-related 

and endemic measles virus transmission.   

The TAG notes the change in the age distribution of measles in some countries with 

cases among  infants (including measles-related deaths) and adults. This age pattern has been 

observed in other countries and should be expected when vaccination has prevented most 

measles cases among age groups eligible for vaccination. However, in all countries 

experiencing outbreaks, the majority of measles cases in vaccine-eligible children are not 

fully vaccinated or have unknown vaccination  status suggesting failure of the programme to 

1
 WHO.  Guidelines on Verification of Measles Elimination in the Western Pacific Region. 2013:  

http://www.wpro.who.int/immunization/documents/measles_elimination_verification_guidelines_2013

/en/ 
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vaccinate these children on schedule. There is inadequate evidence to support the use of 

measles vaccine among infants younger than six months of age.  Therefore, measles vaccine 

is not recommended among infants younger than six months of age.  The strategy to prevent 

cases among infants younger than six months of age is to increase population immunity to 

stop the spread of measles (i.e. achieve herd immunity). 

Priority activities to prevent future large scale measles outbreaks include: (1) 

maintenance and strengthening of current strategies (achievement of ≥95% coverage with 

two-doses of measles-rubella vaccine in the routine immunization programme, and MR catch-

up and follow up SIAs as needed); and (2) proactive implementation of additional strategies 

including developing and implementing post-SIA activities to sustain the gains in population 

immunity obtained by the SIAs. 

Recommendations 

1. All countries should maintain and strengthen routine immunization to achieve ≥95%

coverage with two doses of MR-containing vaccine (MRCV) in the routine immunization 

programme in a schedule according to published WHO recommendations.2,3,4,5  The TAG 

considers the use of single-antigen rubella vaccine as a missed opportunity to prevent 

measles. 

2. Because of the importance of international spread among travellers, countries should

take steps to encourage persons to be fully vaccinated prior to international travel to measles-

endemic or -infected countries and areas. 

3. Immunization programme managers should regularly review measles vaccination

coverage (down to the lowest administrative unit), measles surveillance data (including age 

by vaccination status of cases), and programme capacity (vaccine supply, human resources) to 

identify communities at risk. This risk assessment should be used to mobilize additional 

resources to reinforce immunization services in high risk areas/marginalized groups.  The 

U.S. Centers for Disease Control and Prevention and WHO are developing a measles risk 

assessment tool that should be available by 2015.  

4. All countries and areas should have an outbreak response plan and maintain a sensitive

epidemiological surveillance system supported by accredited laboratories to support timely 

detection of importations and outbreaks with prompt implementation of outbreak response 

measures.  All outbreaks should be investigated, appropriate specimens collected and  

submitted to the laboratory, and chains of transmission documented.  The age distribution of 

cases should be carefully examined to appropriately target outbreak response measures.  

5. All WHO Western Pacific Region network laboratories should identify and share

measles genotype information from all chains of transmission in collaboration with the 

Regional Office.  

6. All countries and areas should continue to review and evaluate their progress toward or

maintenance of measles elimination and NVCs should submit annual reports to the Regional 

Verification Commission (RVC) that document progress toward, achievement or maintenance 

of measles elimination. 

2
 Measles vaccine:  WHO position paper.  WER. No. 35, 2009, 84, 349–360; http://www.who.int/wer. 

3 Rubella vaccines:  WHO position paper.  WER No. 29, 2011, 86, 301–316; http://www.who.int/wer 
4
 Meeting of the Strategic Advisory Group of Experts on immunization, November 2012 – conclusions 

and recommendations. WER. No. 1, 2013, 88, 11–13. http://www.who.int/wer 
5
 Meeting of the Strategic Advisory Group of Experts on immunization, November 2013 – conclusions 

and recommendations.  WER. No. 1, 2014, 89, 11–14. http://www.who.int/wer 
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7. Appropriate infection control measures and health care facility practices should be

implemented to prevent transmission of measles and rubella in the health care setting, 

especially in hospitals.  These plans should include strategies to ensure that all health workers 

are immune to measles and rubella.   

8. Appropriate measles case management protocols including vitamin A administration

and antibiotics to treat secondary bacterial infections should be implemented to reduce 

morbidity and mortality associated with measles disease.6,7  

9. Countries experiencing measles outbreaks should:

• To prevent measles virus transmission among pre school-aged children who 

are at highest risk of dying from measles, the second routine dose should ideally 

be given in the second year of life.  Supplementary vaccine doses should be 

considered for unvaccinated children six months and older who are not yet age 

eligible for the first dose of measles-containing vaccine (MCV1) in the national 

immunization programme and who are at high risk of exposure to measles virus 

such as in outbreak settings or expected travel to measles affected areas. Children 

who receive supplementary measles vaccine doses prior to the country's 

recommended age for MCV1, should continue to receive the two doses of MR 

vaccine according to the national immunization schedule.  School entry should be 

used as an opportunity to ensure that all children have two documented doses of 

MR vaccine prior to school entry. 

• Analyse why measles outbreaks are occurring by conducting thorough 

outbreak investigations and conducting operational research to identify persons 

and groups at increased risk for acquiring measles, characteristics of unvaccinated 

persons and barriers to vaccination. Considerations include language or cultural 

barriers among minority populations, access for immigrant or mobile populations 

or other marginalized or socio-economically disadvantaged groups, vaccine 

refusal/hesitation, etc. 

• Ensure high quality SIAs  are conducted based on detailed analysis of and 

lessons learned from the past SIAs, for example, developing a mechanism to obtain better 

and reliable vaccination coverage estimates at subnational levels and to monitor 

identification and vaccination of unvaccinated children in previous immunization sessions. 

• Conduct statistically valid post-SIA coverage surveys to document the 

coverage achieved. 

• Review contents and implementation of the national surveillance guidelines 

and enhance surveillance activities including aggressive case detection or 

outbreak investigation after the SIA. 

• Regularly (for example, annually) review and identify immunity gaps by 

geographic area (for example, district) and by birth cohort. 

• Proactively take corrective actions to fill the immunity gaps, for example, 

selective immunization activities, smaller-scale (region-wide or province-wide) 

SIAs or more frequent follow-up SIAs targeting birth cohorts born after the last 

SIA in specific regions or provinces. 

10. Countries with endemic measles virus transmission should update their national plans

and develop or update subnational plans and strategies with special focus on high-risk groups 

and areas and on population immunity gaps.    

6
 Managing measles: Integrated case management reduces disease severity. BMJ. Vol 314, 1 Feb 

1997:316-7. 
7
 WHO.  Pocketbook of Hospital care for children:  Guidelines for the management of common 

illnesses with limited resources. 2013:174-178. 
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11. WHO should work with other international partners in supporting countries to plan and

conduct the above-recommended actions. 

III. RUBELLA ELIMINATION

Conclusions 

The TAG notes that rubella infection affects a significant number of women of 

reproductive age in the Region.  Some of these infections result in the babies being born with 

congenital rubella syndrome.  Data from mathematical models suggests that there is a 

significant burden of CRS, miscarriages, and fetal deaths due to congenital rubella infection 

(CRI) in countries not implementing rubella control strategies.  Therefore, the TAG reaffirms 

its 2013 recommendation that the Western Pacific Region should establish a regional goal for 

rubella elimination.   

Most Member States in the Western Pacific Region are already implementing the 

immunization strategies needed to achieve measles elimination and most countries are now 

using measles and rubella combination vaccines to achieve measles elimination.  Recognizing 

that rubella is less contagious than measles
8
 and that full implementation of measles 

elimination strategies provides an opportunity to achieve rubella elimination, the TAG 

reaffirms that the Region should utilize the measles elimination platform and strategies to 

achieve rubella elimination.
9
 

Recommendations 

1. The TAG requests the Regional Director to seek endorsement of a regional rubella

elimination goal (target date to be determined) by Member States in the Regional

Committee Meeting in 2014.

2. The TAG encourages Member States to utilize the momentum for achieving measles

elimination to develop a national policy, plans and strategies to eliminate rubella and

prevent CRS in the context of their national policy and strategies for measles

elimination and to utilize and enhance the synergy between the elimination initiatives.

The TAG recommends the WHO Regional Office for the Western Pacific to provide

support to Member States in developing national policies, plans and strategies to

eliminate rubella.

3. The TAG encourages all Member States to investigate suspected rubella cases in an

integrated measles-rubella case-based surveillance system.  Investigation should include

collecting appropriate specimens for laboratory confirmation and genotyping.  Member

States should submit rubella case-based data (including final classification of suspected

cases as laboratory confirmed, epidemiologically linked, clinically compatible or

discarded; and source of infection as endemic, imported, import-related, or unknown)

on a monthly basis to the WHO Regional Office for the Western Pacific beginning in

January 2015.  The TAG requests the Regional Office to continue providing technical

support to countries and areas to analyze data and describe the country-specific

epidemiology of rubella including immunity gaps by sex and age.

8 Basic reproduction rate (R0) (in developed countries) and implied crude herd immunity 

threshold (H) of measles are 12-18 and 92-94, respectively, while R0 and H of rubella are 6-7 and 

83-86, respectively 
9Rubella vaccines:  WHO position paper.  WER No. 29, 2011, 86, 301–316; http://www.who.int/wer 
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4. The TAG encourages all Member States to conduct surveillance for CRS by

strengthening the routine reporting of clinically confirmed CRS cases using the WHO

clinical case definitions and/or establishing sentinel site surveillance for CRS.  WHO is

developing guidelines for CRS surveillance which should be available by the end of

2014. 

5. TAG endorses the recent SAGE recommendations and encourages countries to give the

first dose of RCV with the first dose of MCV as MR or MMR, because coverage with

the first dose of MCV is usually higher than for the second dose and immunogenicity is

equally high.  Although vaccine manufacturers may restrict indications to children  ≥12

months of age, the safety and immunogenicity of rubella and mumps combination

vaccines among children 6 to 12 months of age are well-established.  Combination MR

and MMR vaccines can be safely used for MCV1 among children 8 to 12 months of age

according to the national immunization schedules for MCV1 and for supplementary

doses among children 6 months and older in outbreak settings.

6. The TAG considers the use of single antigen measles vaccine as a missed opportunity

to prevent rubella and CRS. The TAG endorses the recent SAGE recommendations and

encourages countries using different MCVs (that is, measles (M), MR or MMR) for the

first and second routine doses to use the same vaccine (either MR or MMR) for both

routine doses to simplify vaccine procurement, logistics, recording, and reporting, and

to increase coverage and decrease vaccine wastage. These programmatic advantages

likely outweigh the marginal increase in vaccine cost. Combination vaccines (MR or

MMR) should be used when providing supplementary doses.

7. For countries that have not yet introduced rubella containing vaccine into the national

immunization schedule (Viet Nam, Papua New Guinea, Vanuatu), to quickly increase

population immunity, rubella-containing vaccine should be introduced following the

implementation of wide age-range catch-up campaigns targeting children up to at least

15 years of age and based on rubella epidemiology.  For countries that have recently

introduced rubella-containing vaccine without first conducting a wide age-range catch-

up campaign (China, Philippines, Solomon Islands), additional strategies should be

considered to target both males and females to comprehensively fill immunity gaps.

These strategies may include offering measles-rubella containing vaccine in schools, in

colleges or universities, to health workers, to military and police, at other work sites,

etc.

8. The TAG recommends the WHO Regional Office for the Western Pacific to continue

to dialogue with countries to develop a consensus on the appropriate target year for

rubella elimination in the Region.
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1. Background Information

Pacific Island Countries and Territories (PICTs) comprise 20,000 to 30,000 islands in 

the Pacific Ocean. They are twenty small countries and territories (excluding Papua New 

Guinea) with a population ranging from 1,500 to 900,000 with the majority having a 

population of less than 200,000. A summary of the demographic data of the PICTs is 

given in Table 1. 

Table 1.  Population estimates by age group for the Pacific island countries and 

territories. 

Country 

Population Data 

< 1 year < 5 years old <15 years old Total 

population 

American Samoa 1,278 11,085 27,462 67,380 

Cook Islands 260 1,468 2,853 15,052 

Federated States of 

Micronesia 

2,372 12,042 36,650 102,624 

Fiji 20,178 91,629 248,837 899,735 

French Polynesia 4,551 20,300 65,382 268,270 

Guam 2,552 16,171 49,264 187,752 

Kiribati 3,197 13,992 37,184 103,058 

Marshall Islands 1,442 7,717 21,235 53,158 

Nauru 361 1,596 1,637 10,084 

New Caledonia 4,389 19,966 60,787 260,000 

Niue 25 145 505 1,300 

Commonwealth of 

Northern Mariana 

Islands 

1,054 5,090 13,303 51,170 

Palau 223 1,323 4,382 19,907 

Samoa 5,526 27,027 72,343 189,003 

Solomon Islands 17,161 83,966 229,626 564,993 

Tokelau 22 118 231 1,400 

Tonga 2,900 7,274 39,844 107,929 

Tuvalu 287 1,546 3,261 10,640 

Vanuatu 7,929 36,867 9,946 255,667 

Wallis and Futuna 177 1,175 2,906 13,445 

TOTAL 75,884 360,497 927,638 3,182,567 

In addition, the Pitcairn Islands is an overseas territory of the United Kingdom of Great 

Britain and Northern Ireland in the Pacific which has a population of 49 Pitcairn 

islanders and 8 expatriates working in the country. Since the Pitcairn Islands also come 

under the jurisdiction of WPRO, technically this report is for all the 21 PICTs. The 

Pitcairn Islands also participate in the Pacific Syndromic Surveillance System. 

PICTS are geographically and culturally grouped into Melanesia, Micronesia and 

Polynesia.  
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• Melanesia: Fiji, New Caledonia, Solomon Islands and Vanuatu

• Micronesia: The Federated States of Micronesia, Guam, Kiribati, the Marshall

Islands, Nauru, the Commonwealth of Northern Mariana Islands and Palau.

• Polynesia: American Samoa, Cook Islands, French Polynesia, Niue, the Pitcairn

Islands, Samoa, Tokelau, Tonga, Tuvalu and Wallis and Futuna.

The islands can also be classified as “high islands” and “low islands”. High islands are 

formed by volcanoes, often can support more people and have more fertile soil. Low 

islands are reefs and atolls and are relatively small and infertile. Melanesia is the most 

populous group and contains mainly high islands, while most of Micronesia and 

Polynesia are low islands.  

The 21 countries and territories vary considerably in terms of size, culture and 

economic resource base with a number of PICTs continuing to rely on overseas 

assistance from traditional partners such as Australia, France, New Zealand and the 

United States of America.  A more detailed discussion about the donor sources for the 

immunization programmes of various countries is included in the section on 

sustainability.    

The PICTs are considered as one epidemiological entity for the purposes of measles 

elimination and polio eradication.  However the immunization schedules vary by 

country.   

Populations at highest risk for exposure to measles virus may be among persons from 

countries or territories that have historical associations with other countries that are 

currently experiencing measles outbreaks.  Examples of countries or territories at high 

risk for measles virus importation may include Solomon Islands because of their 

proximity and frequent cross border exchange of goods and services with Papua New 

Guinea; and the U.S.-affiliated countries and territories (American Samoa, Guam, 

Mariana Islands, Marshall Islands, Micronesia, and Palau) and their relationship with 

the Philippines.  It was also noted that the U.S.-affiliated countries and territories may 

be at increased risk because they did not participate in earlier synchronized SIAs and 

subsequent relatively low routine vaccination coverage.    

Nauru also serves as a processing center for refugees seeking third-country re-

settlement in Australia.  This influx of potentially unvaccinated refugees primarily from 

Southeast Asia may increase the risk of measles virus transmission in Nauru.   

The measles and rubella immunization schedules for the PICTs are summarized in Table 

2.
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Table 2.  Measles and rubella immunization schedules of Pacific island countries 

and territories, 2013. 

Country 

Immunization details 

Type of 

vaccine 

Age first dose Age second 

dose 

School entry 

requirement 

for measles 

American Samoa MMR 12 Months 04 Years Yes 

Cook Islands MR 15 Months 04 Years Yes 

Federated States of 

Micronesia 

MMR 12 Months 13 Months Yes 

Fiji MR 12 Months 06 Years Yes 

French Polynesia MMR 10 Months 15 Months Yes 

Guam MMR 12 Months 04-06 Years Yes 

Kiribati MR 12 Months 06 Years No 

Marshall Islands MMR 12 Months 15 Months Yes 

Nauru MR 12 Months 15 Months No 

New Caledonia MMR 12 Months 02 Years Yes 

Niue MMR 15 Months 04 Years No 

Commonwealth of 

Northern Marianas 

MMR 12 Months 04 Years Yes 

Palau MR 12 Months 15 Months No 

Pitcairn Island MMR 15 Months 04 Years  

Samoa MMR 12 Months 15 Months No 

Solomon Islands MR 12 Months -- No 

Tokelau MR 12 Months 15 Months No 

Tonga MR 12 Months 18 Months No 

Tuvalu MR 12 Months 18 Months No 

Vanuatu M 12 Months -- No 

Wallis and Futuna MMR 12 Months 18 Months No 

  

2. Detailed description of measles epidemiology since the introduction of vaccine  

The PICTs experienced regular measles outbreaks until 1997/98.  Following a catch-up 

campaign conducted in 13 PICTs in 1997/98, there were limited outbreaks till 2006. See 

Figure 1.  The Marshall Islands had a big outbreak in 2003 with around 1100 cases, but 

no deaths due to measles were recorded. A few cases were reported from French 

Polynesia in 2002 and 2003. Guam also had a small outbreak in 2002 and 2003. Fiji had 

an outbreak in 2006. From 2006 to 2013, the PICTS did not report any measles 

outbreaks. In 2014, however, the Federated States of Micronesia have been 

experiencing an outbreak of measles in two of the four states (Kosrae and Pohnpei).  As 

of the end of May 2014, 10 cases were confirmed by laboratory in Kosrae and a total of 

155 suspected cases were reported. The outbreak has since spread to Pohnpei State. 

The genotype of the cases is B3 and the virus is believed to have been imported from the 

Philippines. A detailed description of the Micronesia outbreak is included in Annex 1.   
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The details of suspected and confirmed measles cases from 2010-2014 for the PICTs as 

an epidemiological block are given in Table 3. Additional country-specific details are 

given in Annex 2.  The measles outbreaks in the Pacific from 1974 to 2014 are listed in 

Table 4 classified in two categories, by disease incidence as either <5 cases/1000 

population or 5 or more cases/1000 population.  All of the measles cases occurring in 

the Pacific (Micronesia) since 2012 are considered to have been imported or import-

related.     

Prior to the catch-up campaign in 1997, there were more than 130 measles outbreaks 

recorded in the PICTs. The majority of the outbreaks have been with outbreaks of 5 or 

more cases per 1000 population.  

Figure 1.  Measles cases and immunization coverage with first (MCV1) and second 

(MCV2) dose of measles containing vaccine by year, Pacific island countries and 

territories, 1974-June 2014. 
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Table 3.  Reported suspected and confirmed measles cases, the Pacific island 

countries and territories, January 2010-May 2014. 

Year 

Suspected 

measles 

cases 

Confirmed measles cases Discarded 

as non-

measles 

Pending 

classifi 

cation 

Deaths 

due to 

measles 

Measles 

incidenceLab Epi- 

linked 

ClinicalTOTAL 

2010 84 0 0 0 0 84 0 0 0 

2011 585 2 0 0 0 583 0 0 0.67 

2012 191 0 0 1 1 190 0 0 0.3 

2013 69 0 0 0 0 69 0 0 0 

2014 204 12 0 145 12 47 0 3.7 
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Table 4.  Measles outbreaks by year and incidence rate, Pacific island countries and territories, 1974-June 2014. 

Country 7 4 75 76 77 78 79 80 81 82 83 84 85 86 87 88 89 90 91 92 93 94 95 96 97 98 99 00 01 02 03 04 05 06 07 08 09 10 11 12 13 14

N. Marianas

Guam

Palau

Micronesia 

Marshall 

Nauru

Kiribati

Tuvalu

Am Samoa

Samoa

Tokelau

Niue

Tonga

Cook Islands

Fr Polynesia

Wallis & Fut

N Caledonia

Fiji

Vanuatu

Solomon 

Outbreak with incidence of 5 and < 5 reported cases/1000 population

Outbreak with incidence of >5 reported cases/1000 population
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3. Quality of epidemiological and laboratory surveillance systems for measles 

3.1 Hospital Based Active Surveillance System 

The Pacific region wide Hospital Based Active Surveillance (HBAS) system was established in 

1997 by the WHO under the Pacific Public Health Surveillance Network (PPHSN) framework 

as part of the Global Polio Eradication Initiative. In 2000 the system was expanded to include 

measles. The HBAS system is composed of 61 hospitals in 21 PICTs and over 200 paediatric 

clinicians. Multiple reporting sites have been established in the Federated States of 

Micronesia (4), Fiji (21), French Polynesia (4), Guam (2), Kiribati (3), the Marshall Islands 

(3), Samoa (3), Solomon Islands (5), Tonga (2), and Vanuatu (4). The other PICs have one site 

each except Pitcairn Island which does not report. The routine reporting mechanism in most 

countries requires a copy of the completed monthly active surveillance form to be sent from 

the hospital coordinator to the national coordinator and copied to WHO every three months. 

Monthly reporting by email is being encouraged.  Zero reports are sent by most countries by 

email, but the signed forms are not being used/sent to Wold Health Organization (WHO) 

South Pacific (SP) on a quarterly basis as was originally recommended when the system was 

established.   

3.2 Syndromic Surveillance System 

National focal points for the International Health Regulations (IHR) and PPHSN EpiNet 

representatives from the Pacific Island countries and territories gathered in Auckland, New 

Zealand from 23 to 26 March 2010 to discuss a standard and sustainable syndromic and 

event-based surveillance system for the Pacific island countries and territories. The meeting 

led to an agreement to implement a syndromic surveillance system comprising at least four 

core syndromes with standardised case definitions:  

• Acute fever and rash  

• Diarrhoea  

• Influenza-like illness  

• Prolonged fever  

Each of the four core syndromes is accompanied by standardized case definitions.  For acute 

fever and rash, the case definition is fever with non-blistering rash. The important 

differential diagnoses which are being considered are measles, dengue, rubella, and 

leptospirosis.  

However, most PICTs define suspected measles as a case with fever and rash plus at least one 

of the three following symptoms: cough, coryza or conjunctivitis.  

 

The HBAS reporting has been variable over the years, ranging from 21% in 2001 (the year 

after certification) to 91% in 1998 (when the systems were newly established in preparation 

for certification). After three years of relatively constant rates from 2006-2008 the figure 

dropped to 27% in 2009 but with intensified advocacy and follow-up, the reporting rate is 

around 75% now. 
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3.3 Achievement on standardized surveillance and laboratory indicators of 

performance  

Epidemiological and laboratory surveillance performance are improving over time.  Although 

the sensitivity of surveillance for the Pacific island countries and territories as a block is 

above the target of 80%, but sensitivity below the block level is below the indicator target. 

See Table 5. 

Table 5.  Achievement on standard performance epidemiological and laboratory 

performance indicators, Pacific island countries and territories, 2010 to 2014 

(annualized) as of May 2014. 

Indicators Target 2010 2011 2012 2013 2014 
Rate of discarded 

non-measles 

cases >2/100,000 1.5 17 5.6 2 4.3 

% of second level 

with discarded 

non-measles 

cases >2/100,000 >80% 13 17 

insufficient 

data 

insufficient 

data 

insufficient 

data 

% of cases with 

adequate 

investigation >80% no data no data no data 0% 0% 

% of suspected 

cases with 

adequate blood 

specimens >80% 

insufficient 

data 

insufficient 

data 

insufficient 

data 

insufficient 

data 

insufficient 

data 

% of specimens 

with results 

within 4 days of 

collection 

>80% 

(since 

2013) N/A N/A N/A 89.70% 90.90% 

% of specimens 

with results 

within 7 days of 

collection >80% 89.80% 47.20% 93.40% 94.80% 98.50% 

% of outbreaks 

with serological 

confirmation >90% 100% 100% N/A N/A 100% 

% of outbreaks 

with virological 

specimens >80% 0% 0% N/A N/A 100% 

4. Population Immunity presented as a birth cohort analysis with the addition of

evidence related to any underserved or marginalized groups 

4.1 Immunization Services 

Immunization services in the Pacific vary from only Government hospital/health center 

based, private and mixed. The capacity of immunization services also varies. Immunization 

services are provided either through special immunization sessions organized at health 
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facilities on specific days or “on demand” in the health facilities or “on demand” at private 

hospitals/clinics.   

All of the countries have introduced the second dose of measles vaccine into their routine 

immunization programmes except Solomon Islands and Vanuatu.  

Effective vaccine management (EVM) assessment was conducted in Fiji and Solomon Islands 

in 2012. Improvement plans were developed in both the countries and the status was 

reviewed at country level. Kiribati will be conducting EVM assessment in August 2014. 

Rubella containing vaccine (RCV) has been introduced in the routine immunization 

programme in all PICTs excepting in Vanuatu. The US associated PICTs and the French 

territories have been using RCV in their immunization programmes for more than twenty 

years. Fiji and Niue have had long-standing programmes of immunizing girls for rubella. 

Nauru, Cook Islands, Fiji, Tokelau and Samoa have had RCV in their programme for more 

than ten years. Tuvalu introduced in 2005, Kiribati and Nauru in 2006 and most recently 

Solomon Islands introduced RCV in 2013. 

4.2 Immunization Strategies and Measles Containing Vaccine (MCV) Coverage in the 

Pacific 

In 1997/1998, 13 PICTs conducted synchronized catch-up supplementary immunization 

activities (SIAs). The countries who participated in the campaign included Cook Islands, Fiji, 

French Polynesia, Kiribati, Nauru, New Caledonia, Niue, Samoa, Solomon Islands, Tokelau, 

Tonga and Vanuatu. The coverage ranged from 77% in French Polynesia to 100% in Nauru, 

Tokelau and Tuvalu.  The table regarding the 1997/1998 SIAs is given in Table 6. 

Table 6.  Catch up SIAs conducted in 13 PICTs, 1997-1998. 

Country Start of 

campaign 

Target group Target 

population 

Number 

immunized 

Coverag

e % 

Cook 

Islands 

March 1998 9 Mos- 14 Yrs 6,524 5,548 85 

Fiji November 1997 9 Mos- 14 Yrs 251,109 204,604 81 

French 

Polynesia 

March 1998 8-12 Yrs 25,000 19,200 77 

Kiribati February 1998 9 Mos- 14 Yrs 27,297 23,507 86 

Nauru December 1997 9 Mos- 14 Yrs 2,540 2,540 100 

New 

Caledonia 

November 1997 6-10 Yrs 20,026 17,999 90 

Niue October 1997 9 Mos- 15 Yrs 796 790 99 

Samoa April 1998 9 Mos- 15 Yrs 74,470 72,344 97 

Solomon 

Islands 

June 1997 9 Mos- 14 Yrs 153,757 124,611 81 

Tokelau June 1998 9 Mos- 16 Yrs 568 568 100 

Tonga March 1998 1-14 Yrs 35,458 33,425 94 

Tuvalu March 1998 9 Mos-14 Yrs 3,033 3,033 100 

Vanuatu March 1998 9 Mos- 14 Yrs 77,850 74,329 95 
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SIAs are conducted regularly in PICTs when the estimated susceptible population is 

equivalent to more than one birth cohort or as part of introduction of RCV.  

 

Current Immunization Strategies in the Pacific can be categorized into 4 types: (i) MCV-1 

+MCV-2 + SIA; (ii) MCV-1 and MCV-2 after conducting SIA; (iii) MCV-1 + MCV-2; and (iv) 

MCV-1 only + SIA. 

 

4.2.1 MCV-1 +MCV-2 + SIA 

 

Cook Islands and Fiji conducted 4 and 3 MCV-SIAs, respectively, from 1997 to 2006. Coverage 

of MCV-SIA in 2006 was 90% and 98% in Cook Islands and Fiji, respectively. 

 

Cook Islands conducted an SIA in 2004 targeting children 1-5 years with single antigen 

measles vaccine. The reported coverage was 88%. In 2006 another SIA was completed using 

MR vaccine targeting boys 1-15 years old and girls and women 1-35 years old. The reported 

coverage was 90%. 

 

Fiji conducted an SIA in 2001 targeting children 9 months to 5 years and coverage was 

reported at 86%. In 2006 following the outbreak of measles in Fiji, an SIA was conducted 

targeting children 6 months to 4 years and the coverage was 98%. 

 

After 2006, both countries maintained very high coverage of both MCV-1 and MCV-2 (Table 

7). Average coverage of MCV-1 in 2004-2008 and 2009-2013 and average coverage of MCV-2 

in 2004-2008 and 2009-2013 of these 2 countries were summarized as follows: 

 

Table 7.  Estimated coverage with MCV1 and MCV2, Cook Islands and Fiji, 2004-2013. 

Country 
MCV-1 MCV-2 

2004-2008 2009-2013 2004-2008 2009-2013 

Cook Islands 98% 92% 95% 89.6% 

Fiji 91.6% 94% 89% 94% 

 

 

Tuvalu, Federated States of Micronesia (FSM), Kiribati and Samoa conducted at least one 

MCV-SIA in 2009-2013 and provided 2 doses of MCV in the same period. Coverage of MCV-

SIA was very high in FSM (91% in 2010 (sub-national SIA) and 96 in 2011 and 2013 (sub-

national SIA)) and in Kiribati (107% in 2009) while it was sub-optimal in Tuvalu (78% in 

2010) and Samoa (76% in 2009) (Table 8). 

 

Tuvalu conduced SIAs in 2001 targeting children 9 months to 5 year old with a coverage of 

100%. In 2005, the SIAs targeted 12 months to 34 years olds with coverage of 94%. The last 

campaign was completed in 2010 targeting children 1-5 years old with coverage of 78%. 

 

In Chuuk State of FSM, a catch-up SIA was completed in 2004 (with target age group- 1-14 

years) and the reported coverage was 87%. In 2010 again a sub-national campaign was 

conducted in Chuuk State (target age group 12-83 months) with coverage of 91%. In 2011 

Pohnpei State conducted an SIA (target age group 12-83 months) with coverage of 96%. In 

2013 Chuuk State conducted an SIA with coverage of 96%.  In 2014, Chuuk and Pohnpei 
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States both conducted outbreak response immunization with MMR covering all persons 1 to 

49 years of age. 

Kiribati conducted SIAs in 2009 targeting children 12-59 months of age and the reported 

coverage was 107%. 

Samoa conducted SIAs in 2003 targeting 1-18 year olds using MR vaccine with coverage of 

88%. In 2009 another campaign was conducted targeting children 6-59 months of age with 

coverage of 70%. 

Average coverage of MCV-1 in 2004-2008 and 2009-2013 and average coverage of MCV-2 in 

2004-2008 and 2009-2013 of these 4 countries were summarized as follows: 

Table 8.  Estimated coverage with MCV1 and MCV2- Tuvalu, Federated States of 

Micronesia, Kiribati, and Samoa, 2004-2013. 

Country 
MCV-1 MCV-2 

2004-2008 2009-2013 2004-2008 2009-2013 

Tuvalu 86.2% 93.4% 83% 87.6% 

Federated States of Micronesia 88.4% 88% 82.6% 75.4% 

Kiribati 73.4% 88.6% - 42% 

Samoa 48.8% 72.2% 46.8% 58.6% 

4.2.2 MCV-1 +MCV-2 after conducting MCV-SIA before 2004 

Tonga, Niue, Tokelau, Nauru, French Polynesia, New Caledonia, Marshall Islands and 

Northern Mariana Islands conducted at least one MCV-SIA before 2004. Since 2004, these 8 

countries and territories provided MCV only through the routine vaccination programme i.e. 

MCV-1 and MCV-2 (Table 9). 

Tonga conduced SIAs in 2002 with a coverage of 99%. 

Niue conducted SIAs in 2003 targeting 5-11 year olds with MMR vaccine and 100 kids were 

immunized in the age group. 

Tokelau conduced SIAs in 2003 targeting 1-40 year olds with coverage of 99%. 

Nauru conducted SIAs in 2003 targeting 9 months to 19 year olds. 

Marshall Islands conducted SIAs in 2002 targeting children 1- 4 years of age and the coverage 

was reported as 77%. In 2003 following the outbreak of measles one more SIA was 

conducted targeting all persons 6 months to 40 year old. 

The Commonwealth of the Northern Marianas conducted SIAs in 2002 targeting children 1-6 

years of age with coverage of 18% among children 1-3 year of age and 40% among children 

aged 4-6 years. 

Average coverage of MCV-1 in 2004-2008 and 2009-2013 and average coverage of MCV-2 in 

2004-2008 and 2009-2013 of these 4 countries are summarized as follows: 
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Table 9.  Estimated coverage for MCV1 and MCV2, Tonga, Niue, Tokelau, Nauru, French 

Polynesia, New Caledonia, Marshall Islands, and Mariana Islands, 2004-2013.  

Country 
MCV-1 MCV-2 

2004-2008 2009-2013 2004-2008 2009-2013 

Tonga 99.0% 98.2% 98.6% 97.8% 

Niue 98.8% 99.0% 93.2% 98.6% 

Tokelau 94.8% 99.0% 82.3% 96.3% 

Nauru 88.8% 97.8% 81.0% 90.4% 

French Polynesia 98.0% 99.0% 84.0% 87.8% 

New Caledonia 98.6% 98.0% 78.2% 81.0% 

Marshall Islands 86.4% 82.2% 78.6% 66.0% 

Northern Mariana Islands 84.2% 83.8% 80.4% 65.4% 

4.2.3 MCV-1 +MCV-2 (no SIA) 

Palau, Wallis and Futuna Islands and American Samoa have never conducted MCV-SIA. These 

3 countries have been providing 2 doses of MRCV in the routine immunization programme 

for more than 15 years (Table 10). In Palau, average coverage of MCV-1 in 2004-2008 and 

2009-2013 and average coverage of MCV-2 in 2004-2008 and 2009-2013 are summarized as 

follows: 

Table 10.  Estimated coverage for MCV1 and MCV2, Palau, 2004-2013. 

Country 
MCV-1 MCV-2 

2004-2008 2009-2013 2004-2008 2009-2013 

Palau 96.6% 97.3% 90.2% 93.3% 

While Wallis and Futuna Islands, American Samoa and Guam did not regularly share 

vaccination coverage with WHO, both MCV-1 and MCV-2 coverage were sub-optimal in 

general. 

4.2.4 MCV-1 only + SIA 

Solomon Islands and Vanuatu have not yet introduced the second dose of MCV into the 

routine immunization programme Solomon Islands conducted MCV-SIA in 2009 (coverage: 

90%) and 2012 (coverage: 102%). Vanuatu conducted MCV-SIA every 3-4 years since 1998. 

MCV-SIA coverage in Vanuatu was 95% (1998), 70% (2002), 99% (2006), 97% (2009), and 

102% (2013) (Table 11). 

Solomon Islands conducted SIAs in 2009 targeting children 12-48 months old with coverage 

of 90% and in 2012 targeting 12- 59 month old children with coverage of 102%. 

Vanuatu conducted campaigns in 2002, 2006, 2009 and 2013 targeting 8 months to 5 years, 1 

year to 12 years, 12 months- 59 months and 12-59 months, respectively. The coverage was 

70%, 99%, 97% and 102% for the respective campaigns.  
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Average coverage of MCV-1 in 2004-2008 and 2009-2013 of these 2 countries are 

summarized as follows:  

Table 11.  Estimated coverage for MCV1, Solomon Islands and Vanuatu, 2004-2013. 

Country 
MCV-1 

2004-2008 2009-2013 

Solomon Islands 72.8% 72.4% 

Vanuatu 52.8% 52.0% 

5. Sustainability of the national immunization programme including the resources for

mass campaigns, where appropriate, in order to sustain measles elimination 

Table 8 provides a summary of gross national income per capita by country, World Bank 

income classification and the procurement mechanism and funding.  Countries at most risk 

for sustainability may include low and low middle income countries that rely on donor 

funding. 

Nine of the PICTs have school immunization laws requiring measles containing vaccine prior 

to school entry as summarized in Table 2.  PICTs generally have strong government support 

for their immunization programmes.    

Table 9.  Population, gross national income per capita, World Bank income 

classification and vaccine procurement and funding mechanism by country, Pacific 

island countries and territories, 2014. 

Name Population GNI/capital(US $) Classification Vaccine supply/procurement

1 American Samoa 190,194   3,440$     Low middle income U.S.A.

2 Cook Islands 15,052   13,478$     High income MoH through UNICEF

3 Fiji 914,356   4,430$     High middle income MoH through UNICEF

4 French Polynesia 268,270   26,290$     High income France

5 Guam 190,040   28,700$     High income U.S.A.

6 Kiribati 103,058   2,780$     Low middle income MoH through UNICEF/GAVI graduating

7 Marshall Islands 53,158   4,620$     High middle income U.S.A./Compact

8 Micronesia, Federated States of 102,624   3,840$     Low middle income U.S.A./Compact

9 Nauru 10,084   6,746$     High middle income  MoH through UNICEF

10 New Caledonia 260,000   38,690$     High income France

11 Niue 1,300   5,800$     High middle income MoH through UNICEF

12 Northern Mariana Islands 51,170   13,600$     High income U.S.A.

13 Palau 19,907   14,540$     High income U.S.A./Compact

14 Pitcairn Islands, the 56   N/A U.K.

15 Samoa 189,003   4,840$     High middle income MoH through UNICEF

16 Solomon Islands 565,582   1,810$     Low middle income MoH through UNICEF/GAVI eligible

17 Tokelau 1,400   1,035$     Low income New Zealand

18 Tonga 107,929   5,450$     High middle income MoH through UNICEF

19 Tuvalu 10,640   5,990$     High middle income MoH through UNICEF

20 Vanuatu 255,667   2,840$     Low middle income MoH through UNICEF

21 Wallis and Futuna 13,445   3,800$     Low middle income France

Most of the countries have not completed risk assessments or outbreak preparedness and 

response plans.  The outbreak preparedness and response plan for Micronesia is included as 

Annex 3. 

6. Genotyping
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Limited virus isolates from the Pacific island countries and territories have been genotyped. 

The only measles virus transmission that has been genotyped is that from the 2014 outbreak 

in Pohnpei and Kosrae States of the Federated States of Micronesia.  All are genotype B3 and 

are identical to the B3 from the Philippines (Harare lineage).  A diagram of the genotyped 

cases is given in Figure 2. 

Figure 2.  Genotyped cases from the Federated States of Micronesia, 2014.  Source:  U.S. 

CDC, State Laboratory of Hawaii, and Federated States of Micronesia Department of 

Health and Social Affairs 
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7. Sub-regional Verification Committee (SRVC) 

The Terms of Reference of the sub-regional certification committee (SRCC) for poliomyelitis 

eradication was extended to include measles elimination and the Regional Director of World 

Health Organization Western Pacific Regional Office (WPRO) appointed the members of the 

SRVC in 2013.   

 

The SRVC committee members are: 

 

 

Dr Adi Lisikoveni Vesikula Tikoduadua  Consultant Paediatrician, Colonial War Memorial 

Hospital, Suva, Fiji 

 

Dr Siaosi Aho  Paediatrician Specialist, Vaiola Hospital, Ministry 

of Health, Nuku'alofa, Tonga 

 

Dr Robert Joseph Leon Guerrero  Immunization Advisor, Department of Public 

Health and Social Services, Mangilao, Guam 

 

Dr Farah Fatupaito Marumatakimanu  Head of Paediatrics, Tupua Tamasese Meaole 

Hospital, National Health Services, Apia, Samoa 

 

Dr Didier Musso    Director 

Laboratory Director and Research Unit  

Louis Malardé Medical Diagnosis Laboratory and 

Emerging Infectious Disease Unit of the Institut 

Louis Malarde, Tahiti,  

French Polynesia 

 

Dr Divinal Ogaoga  Director, Reproductive Health and Child Health 

Division, Ministry of Health and Medical Services 

Honiara, Solomon Islands 

 

 

Dr Tikoduadua who is the Chairperson for SRCC was also appointed the Chairperson for 

SRVC 

The Terms of Reference of SRVC 

1- To advise respective ministries of health, national immunization programmes, and the 

vaccine-preventable diseases surveillance units on the requirements for verification 

of measles elimination; 

2- to compile or review and analyse relevant information to monitor progress towards 

measles elimination and assess if the country or area has eliminated endemic measles 

virus transmission in accordance with established criteria and components; 

3- to conduct field visits when needed to monitor progress, assess data quality and 

validate analyses and assessments; 
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4- to ensure development of the annual progress report at the country level for 

submission to the RVC. If necessary, propose feasible alternative data when standard 

verification data are insufficient or inconsistent. Review and validate the report, 

providing conclusions and recommendations before submission of the report to the 

RVC; 

5- to monitor progress towards accelerated rubella control and congenital rubella 

syndrome prevention and, if established as a national or regional goal, rubella 

elimination; 

6- to provide programmatic guidance consistent with verification criteria and lines of 

evidence; and 

7- to advocate measles elimination. 

The Committee would like to thank the Regional Director for the trust and confidence in the 

SRVC members 
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Annex 1.  Detailed description of epidemiology of Micronesia Outbreak, 2014. 

Background 

The last Measles outbreak in Micronesia was in 1994, leading to the death of 13 

children from the infection. In response, then President Jacob Nena declared a 

requirement that all school children be immunized. 

Measles Outbreak Status 

 Kosrae 

From February 1 to June 18, 165 cases were reported, of which 24 are lab-confirmed, 

7 are EPI-linked, 5 are indeterminate, 4 are negative and 125 have no results. *  

As of June 18, the age distribution of reported cases varies from < 1 year to 61 years.  

Regarding vaccination status of cases, 92 of 165 cases have received at least 1 dose 

and 19 cases are unvaccinated (of which 9 are younger than 1 year). ** 

Most cases are in the 20-29 years age group, smaller number of cases in 5-9 years age 

group. Age specific incidence is highest in <1 year-old, lowest in 5-9 year-old and ≥50 

year-old.  

Among 4 municipalities, Lelu had the most cases of 55, followed by Tafunsak, Malem 

and Utwe with 43, 27, and 26 cases each. *** 

Of 48 confirmed measles cases*, 30 cases are vaccinated and only 2 cases are not 

vaccinated (<1 year and 21 year-old).  

As of July 3, 3 additional cases are reported. 

 Pohnpei 

From May 12 to July 16, 220 cases were reported, of which 36 are lab-confirmed, 118 

are EPI-linked, 10 are clinically compatible and 56 are lab-pending. 

The age distribution of reported cases varies from 1 month to 57 years, median age 

being 23 years. 4 are currently hospitalized as of July 18, and there was 1 death of 

unvaccinated 21 month-old on July 05. The municipality did not intervene until after 

rash onset and no previous comorbidities were found as per medical record. 

Regarding vaccination status of cases, 112 of 197 cases have received at least 1 

dose(of which 81 cases had 2 doses, 5 cases had 3 doses and 1 case had 4 doses) and 

60 cases are unvaccinated. 

As of July 08, most cases are in 20-29 years-olds, smaller number of cases in 5-9 years-

olds. Age specific incidence as of July 14 is highest in <5 years-olds (of which 

cumulative incidence is more than 35/1,000 population for <1 year and 7/1,000 for 1-

4 year-olds) and lowest in 5-9 years-olds (of which cumulative incidence is 0).  

Refer to Figure 1 for measles cases by municipality and date of rash onset. Many of the 

new cases were detected through the campaign. Regarding occurrence of second and 

third wave cases, the vaccine campaigns in the municipalities of earlier case 

occurrences (Nett, Kolonia, Uh) started during the peak timing of the first wave cases. 

Also, vaccine campaigns in the municipalities of later case occurrences (Sokehs, Kitti, 

and Madolenihmw) started during the peak timing of the second wave cases meaning 

people were already exposed before vaccination. 

 Chuuk 

As of July 08, 1 sample sent to CDC from a suspect case turned out to be negative. 

 Yap 

As of July 08, 1 sample sent to CDC from a suspect case turned out to be negative. 
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Figure1. Measles Cases by Municipality and Date of Rash Onset – Pohnpei, FSM, 216 cases, 

May.12.2014 – July.14.2014 

 

* The number of the confirmed measles cases need to be confirmed. 

**The number of unvaccinated cases in age group of  <1 year needs to be confirmed. 

***The number of cases according to each municipality need to be confirmed. 

 

Outbreak response 

Kosrae 

The vaccination campaign targeting population age 6 months to 57 years started on 

May 22. Rationale for upper age limit was based on the US vaccination policy and 

epidemiology of the outbreak. 

As of June 5, 3,250 doses of vaccine have been distributed and 81% of target 

population is reached.  Mop-up campaign targeting for earlier missed houses, children 

who missed 2nd dose of vaccination and travellers is being done. 

As of June 18, vaccination campaign in response to the outbreak was completed and 

the vaccines are administered as routine immunization.  

 Pohnpei 

Nonselective campaign targeting population age 6 months to 49 years is started on 

June 16 with estimated duration of 1 month. Approximately 30,000 doses were 

required for the campaign; 21,250 MMR doses from CDC and 10,000 doses MR from 

UNICEF are supplied.  

As of July 14, 95% of target population is reached. The Public Health Division still 

offers a vaccine to anyone has not received their campaign dose yet. A vaccination 

campaign for the outer islands(target population of 1,153) of Pohnpei is planned. 

Monitoring and coordinating progress is being done by Pohnpei EpiNet with 
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collaboration of external partners (CDC, SPC, UNICEF and WHO).  Travel advisories for 

8th Micronesian games with recommendations for vaccination of 6 months-49 years of 

age are still in effect, mass gathering surveillance is enhanced. 
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Annex 2.  Measles cases by confirmation status, incidence, and deaths, by year for each 

of the Pacific island countries and territories, 2010-June 2014.  

AMERICAN SAMOA 

Year 

Suspected 

measles 

cases 

Confirmed measles cases Discarded 

as non-

measles 

Pending 

classifi 

cation 

Deaths 

due to 

measles 

Measles 

incidence Lab Epi- 

linked 

Clinical TOTAL 

2010 0 0 0 0 0 0 0 0 0 

2011 0 0 0 0 0 0 0 0 0 

2012 0 0 0 0 0 0 0 0 0 

2013 0 0 0 0 0 0 0 0 0 

2014 0 0 0 0 0 0 0 0 0 

 

COOK ISLANDS 

Year 

Suspected 

measles 

cases 

Confirmed measles cases Discarded 

as non-

measles 

Pending 

classifi 

cation 

Deaths 

due to 

measles 

Measles 

incidence Lab Epi- 

linked 

Clinical TOTAL 

2010 0 0 0 0 0 0 0 0 0 

2011 0 0 0 0 0 0 0 0 0 

2012 0 0 0 0 0 0 0 0 0 

2013 0 0 0 0 0 0 0 0 0 

2014 0 0 0 0 0 0 0 0 0 

 

FEDERATED STATES OF MICRONESIA 

Year 

Suspected 

measles 

cases 

Confirmed measles cases Discarded 

as non-

measles 

Pending 

classifi 

cation 

Deaths 

due to 

measles 

Measles 

incidence Lab Epi- 

linked 

Clinical TOTAL 

2010 0 0 0 0 0 0 0 0 0 

2011 0 0 0 0 0 0 0 0 0 

2012 0 0 0 0 0 0 0 0 0 

2013 0 0 0 0 0 0 0 0 0 
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2014 155 10 0 145 155 0 0 0 0 

FIJI 

Year 

Suspected 

measles 

cases 

Confirmed measles cases Discarded 

as non-

measles 

Pending 

classifi 

cation 

Deaths 

due to 

measles 

Measles 

incidence Lab Epi- 

linked 

Clinical TOTAL 

2010 75 0 0 0 0 75 0 0 0 

2011 540 2 0 0 0 538 0 0 2.3 

2012 184 0 0 0 0 184 0 0 0 

2013 66 0 0 0 0 66 0 0 0 

2014 48 1 0 0 0 47 1 0 0 

FRENCH POLYNESIA 

Year 

Suspected 

measles 

cases 

Confirmed measles cases Discarded 

as non-

measles 

Pending 

classifi 

cation 

Deaths 

due to 

measles 

Measles 

incidence Lab Epi- 

linked 

Clinical TOTAL 

2010 0 0 0 0 0 0 0 0 0 

2011 0 0 0 0 0 0 0 0 0 

2012 0 0 0 0 0 0 0 0 0 

2013 0 0 0 0 0 0 0 0 0 

2014 0 0 0 0 0 0 0 0 0 

GUAM 

Year 

Suspected 

measles 

cases 

Confirmed measles cases Discarded 

as non-

measles 

Pending 

classifi 

cation 

Deaths 

due to 

measles 

Measles 

incidence Lab Epi- 

linked 

Clinical TOTAL 

2010 1 0 0 0 0 1 0 0 0 

2011 3 1 0 0 1 2 0 0 

2012 1 0 0 0 0 1 0 0 0 

2013 0 0 0 0 0 0 0 0 0 
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2014 1 1 0 0 1 0 0 0 0 

KIRIBATI 

Year 

Suspected 

measles 

cases 

Confirmed measles cases Discarded 

as non-

measles 

Pending 

classifi 

cation 

Deaths 

due to 

measles 

Measles 

incidence Lab Epi- 

linked 

Clinical TOTAL 

2010 0 0 0 0 0 0 0 0 0 

2011 0 0 0 0 0 0 0 0 0 

2012 0 0 0 0 0 0 0 0 0 

2013 0 0 0 0 0 0 0 0 0 

2014 0 0 0 0 0 0 0 0 0 

MARSHALL ISLANDS 

Year 

Suspected 

measles 

cases 

Confirmed measles cases Discarded 

as non-

measles 

Pending 

classifi 

cation 

Deaths 

due to 

measles 

Measles 

incidence Lab Epi- 

linked 

Clinical TOTAL 

2010 0 0 0 0 0 0 0 0 0 

2011 3 0 0 0 0 3 0 0 0 

2012 0 0 0 0 0 0 0 0 0 

2013 0 0 0 0 0 0 0 0 0 

2014 0 0 0 0 0 0 0 0 0 

NAURU 

Year 

Suspected 

measles 

cases 

Confirmed measles cases Discarded 

as non-

measles 

Pending 

classifi 

cation 

Deaths 

due to 

measles 

Measles 

incidence Lab Epi- 

linked 

Clinical TOTAL 

2010 0 0 0 0 0 0 0 0 0 

2011 0 0 0 0 0 0 0 0 0 

2012 0 0 0 0 0 0 0 0 0 

2013 0 0 0 0 0 0 0 0 0 
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2014 0 0 0 0 0 0 0 0 0 

NEW CALEDONIA 

Year 

Suspected 

measles 

cases 

Confirmed measles cases Discarded 

as non-

measles 

Pending 

classifi 

cation 

Deaths 

due to 

measles 

Measles 

incidence Lab Epi- 

linked 

Clinical TOTAL 

2010 0 0 0 0 0 0 0 0 0 

2011 0 0 0 0 0 0 0 0 0 

2012 0 0 0 0 0 0 0 0 0 

2013 0 0 0 0 0 0 0 0 0 

2014 0 0 0 0 0 0 0 0 0 

NIUE 

Year 

Suspected 

measles 

cases 

Confirmed measles cases Discarded 

as non-

measles 

Pending 

classifi 

cation 

Deaths 

due to 

measles 

Measles 

incidence Lab Epi- 

linked 

Clinical TOTAL 

2010 0 0 0 0 0 0 0 0 0 

2011 5 0 0 0 0 5 0 0 0 

2012 5 0 0 0 0 5 0 0 0 

2013 3 0 0 0 0 3 0 0 0 

2014 0 0 0 0 0 0 0 0 0 

NORTHERN MARIANAS 

Year 

Suspected 

measles 

cases 

Confirmed measles cases Discarded 

as non-

measles 

Pending 

classifi 

cation 

Deaths 

due to 

measles 

Measles 

incidence Lab Epi- 

linked 

Clinical TOTAL 

2010 0 0 0 0 0 0 0 0 0 

2011 0 0 0 0 0 0 0 0 0 

2012 0 0 0 0 0 0 0 0 0 

2013 0 0 0 0 0 0 0 0 0 
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2014 0 0 0 0 0 0 0 0 0 

PALAU 

Year 

Suspected 

measles 

cases 

Confirmed measles cases Discarded 

as non-

measles 

Pending 

classifi 

cation 

Deaths 

due to 

measles 

Measles 

incidence Lab Epi- 

linked 

Clinical TOTAL 

2010 0 0 0 0 0 0 0 0 0 

2011 0 0 0 0 0 0 0 0 0 

2012 0 0 0 0 0 0 0 0 0 

2013 0 0 0 0 0 0 0 0 0 

2014 0 0 0 0 0 0 0 0 0 

SAMOA 

Year 

Suspected 

measles 

cases 

Confirmed measles cases Discarded 

as non-

measles 

Pending 

classifi 

cation 

Deaths 

due to 

measles 

Measles 

incidence Lab Epi- 

linked 

Clinical TOTAL 

2010 8 0 0 0 0 8 0 0 0 

2011 34 0 0 0 0 34 0 0 0 

2012 1 0 0 1 1 0 0 0 0 

2013 0 0 0 0 0 0 0 0 0 

2014 0 0 0 0 0 0 0 0 0 

SOLOMON ISLANDS 

Year 

Suspected 

measles 

cases 

Confirmed measles cases Discarded 

as non-

measles 

Pending 

classifi 

cation 

Deaths 

due to 

measles 

Measles 

incidence Lab Epi- 

linked 

Clinical TOTAL 

2010 0 0 0 0 0 0 0 0 0 

2011 0 0 0 0 0 0 0 0 0 

2012 0 0 0 0 0 0 0 0 0 

2013 0 0 0 0 0 0 0 0 0 
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2014 0 0 0 0 0 0 0 0 0 

 

TOKELAU 

Year 

Suspected 

measles 

cases 

Confirmed measles cases Discarded 

as non-

measles 

Pending 

classifi 

cation 

Deaths 

due to 

measles 

Measles 

incidence Lab Epi- 

linked 

Clinical TOTAL 

2010 0 0 0 0 0 0 0 0 0 

2011 0 0 0 0 0 0 0 0 0 

2012 0 0 0 0 0 0 0 0 0 

2013 0 0 0 0 0 0 0 0 0 

2014 0 0 0 0 0 0 0 0 0 

 

TONGA 

Year 

Suspected 

measles 

cases 

Confirmed measles cases Discarded 

as non-

measles 

Pending 

classifi 

cation 

Deaths 

due to 

measles 

Measles 

incidence Lab Epi- 

linked 

Clinical TOTAL 

2010 0 0 0 0 0 0 0 0 0 

2011 0 0 0 0 0 0 0 0 0 

2012 0 0 0 0 0 0 0 0 0 

2013 0 0 0 0 0 0 0 0 0 

2014 0 0 0 0 0 0 0 0 0 

 

TUVALU 

Year 

Suspected 

measles 

cases 

Confirmed measles cases Discarded 

as non-

measles 

Pending 

classifi 

cation 

Deaths 

due to 

measles 

Measles 

incidence Lab Epi- 

linked 

Clinical TOTAL 

2010 0 0 0 0 0 0 0 0 0 

2011 0 0 0 0 0 0 0 0 0 

2012 0 0 0 0 0 0 0 0 0 

2013 0 0 0 0 0 0 0 0 0 
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2014 0 0 0 0 0 0 0 0 0 

VANUATU 

Year 

Suspected 

measles 

cases 

Confirmed measles cases Discarded 

as non-

measles 

Pending 

classifi 

cation 

Deaths 

due to 

measles 

Measles 

incidence Lab Epi- 

linked 

Clinical TOTAL 

2010 0 0 0 0 0 0 0 0 0 

2011 0 0 0 0 0 0 0 0 0 

2012 0 0 0 0 0 0 0 0 0 

2013 0 0 0 0 0 0 0 0 0 

2014 0 0 0 0 0 0 0 0 0 

WALLIS AND FUTUNA 

Year 

Suspected 

measles 

cases 

Confirmed measles cases Discarded 

as non-

measles 

Pending 

classifi 

cation 

Deaths 

due to 

measles 

Measles 

incidence Lab Epi- 

linked 

Clinical TOTAL 

2010 0 0 0 0 0 0 0 0 0 

2011 0 0 0 0 0 0 0 0 0 

2012 0 0 0 0 0 0 0 0 0 

2013 0 0 0 0 0 0 0 0 0 

2014 0 0 0 0 0 0 0 0 0 

Annex 3 Hospital Based Active Surveillance reporting form 
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WHO statement on the meeting of the International Health Regulations 

Emergency Committee concerning the international spread of wild poliovirus 

WHO statement 

5 May 2014 

The Emergency Committee convened by the Director-General under the International Health Regulations 

(2005) [IHR (2005)] was held by teleconference on Monday 28 April 2014 from 13:30 to 17:30 Geneva time 

(CET) and on Tuesday 29 April 2014 from 13:30 to 19:00 Geneva time (CET). 

Members of the Emergency Committee and expert advisors to the Committee met on both days of the 

meeting.
1 

The following affected States Parties participated in the informational session of the meeting on 

Monday 28 April 2014: Afghanistan, Cameroon, Equatorial Guinea, Ethiopia, Israel, Nigeria, Pakistan, Somalia 

and the Syrian Arab Republic. 

During the informational session, the WHO Secretariat provided an update on and assessment of recent 

progress in stopping endemic and imported polioviruses and the international spread of wild polioviruses in 

2014 as of 26 April. The above affected States Parties presented on recent developments in their countries. 

After discussion and deliberation on the information provided, and in the context of the global polio 

eradication initiative, the Committee advised that the international spread of polio to date in 2014 constitutes 

an ‘extraordinary event’ and a public health risk to other States for which a coordinated international 

response is essential. The current situation stands in stark contrast to the near-cessation of international 

spread of wild poliovirus from January 2012 through the 2013 low transmission season for this disease (i.e. 

January to April). If unchecked, this situation could result in failure to eradicate globally one of the world’s 

most serious vaccine preventable diseases. It was the unanimous view of the Committee that the conditions 

for a Public Health Emergency of International Concern (PHEIC) have been met. 

At end-2013, 60% of polio cases were the result of international spread of wild poliovirus, and there was 

increasing evidence that adult travellers contributed to this spread. During the 2014 low transmission season 

there has already been international spread of wild poliovirus from 3 of the 10 States that are currently 

infected: in central Asia (from Pakistan to Afghanistan), in the Middle East (Syrian Arab Republic to Iraq) and 

in Central Africa (Cameroon to Equatorial Guinea). A coordinated international response is deemed essential 

to stop this international spread of wild poliovirus and to prevent new spread with the onset of the high 

transmission season in May/June 2014; unilateral measures may prove less effective in stopping international 

spread than a coordinated response. The consequences of further international spread are particularly acute 

today given the large number of polio-free but conflict-torn and fragile States which have severely 

compromised routine immunization services and are at high risk of re-infection. Such States would 

experience extreme difficulty in mounting an effective response were wild poliovirus to be reintroduced. As 

much international spread occurs across land borders, WHO should continue to facilitate a coordinated 

regional approach to accelerate interruption of virus transmission in each epidemiologic zone. 

The over-riding priority for all polio-infected States must be to interrupt wild poliovirus transmission within 

their borders as rapidly as possible through the immediate and full application in all geographic areas of the 

polio eradication strategies, specifically: supplementary immunization campaigns with oral poliovirus vaccine 

(OPV), surveillance for poliovirus, and routine immunization. The Committee provided the following advice to 

the Director-General for her consideration to reduce the international spread of wild poliovirus, based on  

risk stratification of the 10 States with active transmission (i.e. within the previous 6 months) as of 29 April 

2014. 
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States currently exporting wild poliovirus 

Pakistan, Cameroon, and the Syrian Arab Republic pose the greatest risk of further wild poliovirus 

exportations in 2014. These States should: 

• officially declare, if not already done, at the level of head of state or government, that the

interruption of poliovirus transmission is a national public health emergency;

• ensure that all residents and long-term visitors (i.e. > 4 weeks) receive a dose of OPV or inactivated

poliovirus vaccine (IPV) between 4 weeks and 12 months prior to international travel;

• ensure that those undertaking urgent travel (i.e. within 4 weeks), who have not received a dose of

OPV or IPV in the previous 4 weeks to 12 months, receive a dose of polio vaccine at least by the time

of departure as this will still provide benefit, particularly for frequent travellers;

• ensure that such travellers are provided with an International Certificate of Vaccination or

Prophylaxis in the form specified in Annex 6 of the International Health Regulations (2005) to record

their polio vaccination and serve as proof of vaccination;

• maintain these measures until the following criteria have been met: (i) at least 6 months have passed

without new exportations and (ii) there is documentation of full application of high quality

eradication activities in all infected and high risk areas; in the absence of such documentation these

measures should be maintained until at least 12 months have passed without new exportations.

Once a State has met the criteria to be assessed as no longer exporting wild poliovirus, it should continue to 

be considered as an infected State until such time as it has met the criteria to be removed from that category. 

States infected with wild poliovirus but not currently exporting 

Afghanistan, Equatorial Guinea, Ethiopia, Iraq, Israel, Somalia and particularly Nigeria, given the international 

spread from that State historically, pose an ongoing risk for new wild poliovirus exportations in 2014. These 

States should: 

• officially declare, if not already done, at the level of head of state or government, that the

interruption of poliovirus transmission is a national public health emergency;

• encourage residents and long-term visitors to receive a dose of OPV or IPV 4 weeks to 12 months

prior to international travel; those undertaking urgent travel (i.e. within 4 weeks) should be

encouraged to receive a dose at least by the time of departure;

• ensure that travellers who receive such vaccination have access to an appropriate document to

record their polio vaccination status;

• maintain these measures until the following criteria have been met: (i) at least 6 months have passed

without the detection of wild poliovirus transmission in the country from any source, and (ii) there is

documentation of full application of high quality eradication activities in all infected and high risk

areas; in the absence of such documentation these measures should be maintained until at least 12

months without evidence of transmission.

Any polio-free State which becomes infected with wild poliovirus should immediately implement the advice 

for ‘States infected with wild poliovirus but not currently exporting’. The WHO Director-General should 
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ensure an international assessment of the outbreak response is undertaken within 1 month of confirmation 

of the index case in any State which becomes newly infected. In the event of new international spread from 

an infected State, that State should immediately implement the vaccination requirements for ‘States 

currently exporting wild poliovirus’. 

WHO and its partners should support States in implementing these recommendations.Based on this advice, 

the reports made by affected States Parties and the currently available information, the Director-General 

accepted the Committee’s assessment and on 5 May 2014 declared the international spread of wild 

poliovirus in 2014 a Public Health Emergency of International Concern (PHEIC). The Director-General 

endorsed the Committee’s advice for ‘States currently exporting wild polioviruses’ and for ‘States infected 

with wild poliovirus but not currently exporting’ and issued them as Temporary Recommendations under the 

IHR (2005) to reduce the international spread of wild poliovirus, effective 5 May 2014. The Director-General 

thanked the Committee Members and Advisors for their advice and requested their reassessment of this 

situation in 3 months, particularly as the criteria for discontinuing these measures could for some States 

extend beyond the 3 months validity of these Temporary Recommendations. 

For further information, please contact: 

Christy Feig 

Director of Communications 

Telephone: +41 79 251 7055 

Email: feigc@who.int 

Gregory Härtl 

Coordinator, News and Social Media 

Telephone: +41 79 203 6715 

Mobile: +41 79 203 6715 

Email: hartlg@who.int 
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General Recommendations of the 19
th

 RCC Meeting 

3.2 General recommendations 

The RCC encouraged all countries and areas to take action on necessary measures to 

reduce the risk of outbreaks caused by imported WPVs or emergence of cVDPVs.   

(1) Conduct regular risk assessments, including at subnational levels, as appropriate 

The RCC recommended identification of high-risk areas through periodic risk 

assessments, with actions taken to maintain sensitive surveillance and close immunity gaps. 

Risk assessments should be performed every six months in high-risk countries, and yearly in 

other countries, to inform priority activities for the programme. The RCC requests the WHO 

Secretariat to refine the risk assessment methodology across the Region, with guidance 

provided on the different administrative geographic subdivision level to use in regards to 

variation in population density across countries. 

(2) Strengthen routine immunization and supplementary activities to close gaps in 

population immunity 

The RCC recommended identifying areas of with low vaccination coverage and 

performing specific activities in these areas to strengthen routine immunization, as well as 

conduct SIAs, if necessary. SIAs with other antigens, such as measles and rubella campaigns, 

should be used as opportunities to provide supplementary OPV doses in areas with low 

coverage, or considered to be of high risk. 

(3) Attain quality surveillance that meets all performance indicators at the subnational 

level 

The RCC made the following general recommendations for countries towards 

improving AFP surveillance performance: (a) ensure the surveillance system covers all 

populations, including those covered by private sector; (2) re-engage silent facilities and 

investigate silent reporting areas; (3) ensure active surveillance occurs; (4) investigate reasons 

for inadequate stool specimen collection/transport and provide appropriate solutions; (5) 

perform regular refresher training of staff; (6) strengthen supervision of surveillance staff; and 

(7) perform targeted surveillance reviews. 

(4) Consider vaccination of travellers to and from polio-affected areas 

The RCC recommended countries to use existing WHO recommendations for polio 

vaccination of travellers as an advocacy tool for implementing national policies, where 

necessary. 

(5) Ensure that updated importation preparedness plans are in place and remain current 

The RCC recommended countries to review importation preparedness plans on a 

yearly basis and update with current information, as needed. 

(6)  Prepare for the polio endgame 

The RCC concurred with the 2013 TAG recommendations, and recommended all 

countries and areas to: (a) register IPV, bOPV, mOPV1 and mOPV2 with national authorities; 

(b) update the laboratory inventory on yearly basis; and (c) develop a provisional schedule  
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and timeline for introduction of IPV, which is requested at the WHO Regional Office for the 

Western Pacific by early 2014. 

3.3.17 Pacific island countries and areas 

The RCC commended the excellent presentation and written report from the SRCC. 

The RCC recognized the challenges faced by the subregion due to the existence of scattered 

populations with competing priorities. The RCC noted high polio vaccine coverage but a 

decline in AFP surveillance following certification. The RCC encouraged advocating for 

continued support from health ministers. The RCC also acknowledged and supported the five 

reasons given for the challenges and the nine recommendations. The RCC noted the strategic 

addition of SRCC members from countries and areas that have had difficult situations and 

recognized that their involvement will be helpful in terms of fostering engagement and 

advocacy for those programmes. The RCC noted with concern some anecdotal evidence 

indicating that Phase I containment was not fully completed in every country and area of the 

subregion. 

The RCC recommended addressing immunity gaps and surveillance gaps in high-risk 

areas. The RCC suggested exploring the possibility of videoconferences to allow a mid-year 

meeting of the SRCC. The RCC recommended comprehensive updating of the laboratory 

containment inventory. The RCC supported the current plans to introduce an IPV dose into 

vaccination schedules in 10 countries and areas. The RCC encouraged examining Papua New 

Guinea’s experience with SMS-based AFP reporting and considering a demonstration project 

in the subregion. 
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Poliomyelitis Specific Conclusions and Recommendations from the 23rd TAG Meeting 

23
RD

 MEETING OF THE TECHNICAL ADVISORY GROUP (TAG) ON 

IMMUNIZATION AND VACCINE-PREVENTABLE DISEASES  

IN THE WESTERN PACIFIC REGION 

Manila, 17–20 June 2014 

II. POLIOMYELITIS (POLIO) ERADICATION

Conclusions 

1. The TAG welcomes the conclusion of the 19
th
 Meeting of the Regional Commission

for the Certification of Poliomyelitis Eradication (RCC) regarding the polio-free status

of the Region.

2. The TAG notes the draft plan, Polio Endgame in the Western Pacific Region, and

acknowledges the progress made at the country and regional level in implementation

of the global Polio Eradication and Endgame Strategic Plan. The progress includes

identification of inactivated polio vaccine (IPV) introduction dates by most countries,

registration of IPV in nearly all necessary countries, and initiation of funding

requirements discussions.

3. The TAG notes that acute flaccid paralysis (AFP) surveillance indicators in some

countries do not meet recommended standards in the first half of 2014.

4. The TAG raises concern that based on current progress, some countries are at risk of

missing the global deadlines for IPV introduction by the end of 2015.

Recommendations 

1. The TAG recommends that all countries: 

(a) improve AFP surveillance at the subnational level as outlined by the 19th RCC; 

(b) analyze polio vaccination coverage among non-polio AFP cases to identify 

immunity gaps and undertake activities to maximize population immunity, 

particularly in preparation for the withdrawal of type 2-containing OPV; 

(c) ensure that any wild or vaccine-derived poliovirus is detected in a timely 

manner and that a rapid response is initiated following detection; and 

(d) begin planning for the containment of wild and vaccine-related type 2 

polioviruses as per the endgame strategy by reviewing their inventories and 

destroying unnecessary stool specimens, thereby reducing the number of 

facilities with potentially infectious poliovirus-containing material. 

2. Countries conducting environmental surveillance (Australia, China, Japan and

Malaysia) should identify and characterize polioviruses using WHO-recommended

methods and results should be shared with the WHO Regional Office for the Western

Pacific at least on a monthly basis. Any wild or vaccine-derived poliovirus detected

should be reported to WHO within 24 hours of assessment.

3. China provincial polio laboratories should work toward achieving the global timeline

of 14 days for virus isolation. 
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4. All countries should develop national polio endgame plans. Exclusively oral polio

vaccine (OPV)-using countries should finalize plans according to the timeline

recommended by the Polio Oversight Board and reaffirmed by the Strategic Advisory

Group of Experts on Immunization (SAGE):

(a) by mid-2014 for countries in Tier 1 (China) and Tier 2 (Cambodia, Lao 

People’s Democratic Republic, Papua New Guinea and Philippines); and 

(b) by end-2014 for countries in Tier 4 (Cook Islands, Fiji, Kiribati, Mongolia, 

Nauru, Samoa, Solomon Islands, Tokelau, Tonga, Tuvalu, Vanuatu, and Viet 

Nam).  

These plans should include plans for IPV introduction and related communications and 

operational requirements. Since the temperature requirements of IPV are different 

from that of OPV, appropriate cold chain modifications should be made. Exclusively 

OPV-using countries that have not yet initiated development of this plan (Cambodia, 

Mongolia, Nauru, Samoa, Solomon Islands, Tonga, Tuvalu, Viet Nam) should do so 

urgently and should update the WHO Regional Office for the Western Pacific 

quarterly on progress. The TAG requests the Regional Office to provide technical 

support to countries in preparing these plans. 

5. All exclusively OPV-using countries and areas that have not already done so should

communicate a formal decision and date for IPV introduction to the WHO Regional

Office for the Western Pacific. Countries are expected to introduce IPV by November

2015 as recommended by the Polio Oversight Board to ensure preparedness for the

global

switch from trivalent OPV to bivalent OPV tentatively planned for April 2016.

6. Countries should assess the financial requirements to implement all components of the

polio endgame, including surveillance, containment, and IPV introduction, at the

national level, and should identify funding sources as soon as possible. GAVI-eligible

countries that have not yet submitted an application to GAVI for IPV support

(Cambodia, Mongolia, Solomon Islands and Viet Nam) should apply in September

2014, or identify an alternative funding source before then.

7. The TAG notes that a communications plan for the polio endgame is being developed

by WHO and encourages countries to use the document as a reference for the

development of national communications plans for the polio endgame.
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GLOSSARY 

AFP Acute Flaccid Paralysis  

AFR Acute Fever and Rash 

CSR Communicable Disease Surveillance and Response 

HBAS Hospital-Based Active Surveillance  

IHR International Health Regulations, 2005 

IPV3/OPV3 The third dose polio vaccine 

JRF Joint Reporting Form  

NIP National Immunization Programme 

PICs Pacific Islands Countries  

PIPS Pacific Immunization Programme Strengthening 

PPHSN Pacific Public Health Surveillance Network 

RCC Regional Commission for the Certification  

SIA Supplementary immunization activities 

SP South Pacific 

SRCC Sub-regional Certification Committee  

SRVC Sub-regional Verification Committee 

VDPV Vaccine derived poliovirus 

VIDRL Victorian Infectious Diseases Reference Laboratory 

WHA World Health Assembly 

WHO World Health Organization 

WPRO Western Pacific Regional Office 
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1. Background information 

The country background information for 20 Pacific islands countries and areas (PIC) in 

its main aspects is unchanged from the Sub-regional Certification Committee (SRCC) 

documentation report to the Regional Certification Commission (RCC) in October 2000. 

Since Pitcairn Island also comes under the jurisdiction of WPRO, technically this report 

is for all the 21 PICs and areas including Pitcairn which has a population of 49 Pitcairn 

islanders and 08 expatriates. In view of the very small population, it is not very critical 

that Pitcairn Island is not reporting. 

 

For the purpose of maintaining the polio-free status the population under 15 years is 

relevant and figures rely on a mix of data sources; that is the official WHO/UNICEF 

estimates based on WHO/UNICEF Joint Reporting Form on Immunization (JRF) and UN 

population for countries (territories) which are not listed in WHO/UNICEF official 

estimates.  A summary of the demographic data of the PICs is given in Table 1. 

 

Table 1:  Population estimates by age group for the Pacific island countries 

 

Country 

Population Data 

< 1 year < 5 years old <15 years old Total 

population 

American Samoa 1,278  11,085 27,462 67,380 

Cook Islands 260 1,468 2,853 15,052 

Federated States of 

Micronesia 

2,372 12,042 36,650 102,624 

Fiji 20,178 91,629 248,837 899,735 

French Polynesia 4,551 20,300 65,382 268,270 

Guam 2,552 16,171 49,264 187,752 

Kiribati 3,197 13,992 37,184 103,058 

Marshall Islands 1,442 7,717 21,235 53,158 

Nauru 361 1,596 1,637 10,084 

New Caledonia 4,389 19,966 60,787 260,000 

Niue 25 145 505 1,300 

Commonwealth of 

Northern Mariana 

Islands 

1,054 5,090 13,303 51,170 

Palau 223 1,323 4,382 19,907 

Pitcairn    57 

Samoa 5,526 27,027 72,343 189,003 

Solomon Islands 17,161 83,966 229,626 564,993 

Tokelau 22 118 231 1,400 

Tonga 2,900 7,274 39,844 107,929 

Tuvalu 287 1,546 3,261 10,640 

Vanuatu 7,929 36,867 9,946 255,667 

Wallis and Futuna 177 1,175 2,906 13,445 

TOTAL 75,884 360,497 927,638 3,182,624 

 

The PICs (excluding Papua New Guinea) are considered as one epidemiological entity for 

the purposes of polio eradication. The history of polio in the PICs has remained 
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unchanged from the SRCC documentation report to the RCC in October 2000.  

The last known cases of laboratory-confirmed polio in the Pacific were detected during 

an outbreak in New Caledonia between August and November 1982 wherein five cases 

of wild polio virus  (WPV)1 were detected  and the last clinical case of “polio” (no 

laboratory confirmation) was reported by Vanuatu in 1989.  

2. Sub-regional certification committee 

Since the last report, there have been no changes in the members of SRCC.  

The Committee members are: 

Dr Adi Lisikoveni Vesikula Tikoduadua  Consultant Paediatrician, Colonial War 

Memorial Hospital, Suva, Fiji 

 

Dr Siaosi Aho  Paediatrician Specialist, Vaiola Hospital, 

Ministry of Health, Nuku'alofa, Tonga 

 

Dr Robert Joseph Leon Guerrero  Immunization Advisor, Department of Public 

Health and Social Services, Mangilao, Guam 

 

Dr Farah Fatupaito Marumatakimanu  Head of Paediatrics, Tupua Tamasese Meaole 

Hospital, National Health Services, Apia, 

Samoa 

 

Dr Didier Musso    Unit Director 

Laboratory Director and Research  

Louis Malardé Medical Diagnosis Laboratory 

and Emerging Infectious Disease Unit of the 

Institut Louis Malarde, Tahiti,  

French Polynesia 

 

 

Dr Divinal Ogaoga  Director, Reproductive Health and Child 

Health Division, Ministry of Health and 

Medical Services Honiara, Solomon Islands 

 

Dr Tikoduadua continues to serve as Chairperson. 

Terms of reference remains unchanged.The first combined SRCC meeting for 

Poliomyelitis and Sub-regional verification committee (SRVC) for measles elimination 

was held in Nadi from 17-19th September 2013. Chairmen of RCC Dr Anthony Adams and 

RVC Dr David Durrheim participated in the meeting.  The second meeting of the 

combined SRCC and SRVC meeting was held in Nadi from the 22-24 July 2014. 

3. Global and Regional Update 

At the global level there are three endemic countries viz., Nigeria, Pakistan and 

Afghanistan. India has been removed from the list of endemic countries and the South 

East Asian Region was declared polio free on March 27, 2014. In 2013, there were a total 
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of 416 polio cases of which 160 were from the three endemic countries and the rest 256 

cases were from outbreak countries. Somalia had a huge outbreak in 2013 which is 

continuing now. In 2013 a total of 195 cases were identified in Somalia. Syria also 

experienced a huge outbreak and a total of 35 cases were identified in 2013  

In 2014, a total of 149 cases were detected as of 26 August of which 131 cases are from 

the three endemic countries. Among the three endemic countries, Pakistan has reported 

117 cases, Nigeria 6 cases and Afghanistan 8 cases  

Table 2: Global Wild Poliovirus (WPV) cases Year-to-date: 2013 and 2014 

Total cases 
Year-to-date 

2014 
Year-to-date 2013 Total in 2013 

Globally 149 132 416 

- in endemic countries 131 59 160 

- in non-endemic 

countries  
18 73 256 

Table 3: Wild Poliovirus (WPV) cases Year-to-date: 2013 and 2014- Case 

breakdown by country 

Countries 

Year-to-date 2014 Year-to-date 2013 
Total 

in 

 2013 

Date of most 

 recent case  WPV

1 

 WPV

3 

 W1W

3 
 Total 

 WPV

1 

 WPV

3 

 W1W

3 
 Total 

Pakistan 117 117 21 21 93 24-Jun-14 

Nigeria 6 6 35 35 53 27-May-14 

Afghanistan 8 8 3 3 14 17-Jun-14 

Equatorial 

Guinea 
5 5 0  0 3-May-14 

Iraq 2 2 0 0 07-Apr-14 

Cameroon 5 5 0 4 31-Jan-14 

Syria 1 1 0 35 21-Jan-14 

Ethiopia  1 1 0 9 05-Jan-14 

Somalia 4 4 65 65 194 03-Jun-14 

Kenya 0 0 8 8 14 14-Jul-13 



Annex 8 

10

Countries Year-to-date 2014 Year-to-date 2013 
Total

Date of most 

recent case

Total 149 0 0 149 132 0 132 416 

Total in 

endemic 

countries 

131 0 0 131 59 0 59 160 

 Total 

outbreak 
18  0 0 18 73 0 0 73 256 

Data as of 26 August 2014. 

In Israel, although no case of paralytic polio has been reported, WPV1 had been detected 

in multiple sewage samples from different sampling sites indicating widespread 

transmission throughout the country. The most recent positive sample was collected in 

southern Israel on 30 March. Environmental samples collected since April have been 

negative. Positive samples have also been collected from the West Bank and Gaza in 

Palestine and also in Egypt. 

No WPV 3 cases have been reported in 2013-14. 

From 2010-2011, global cases of wild poliovirus (WPV) decreased by 52%. In January 

2012, another landmark in polio eradication history occurred when India was removed 

from the list of polio endemic countries. As one of the most densely populated countries 

in the world, eradication of polio in India was seen as proof of concept for the feasibility 

of global polio eradication even in the most challenging epidemiological contexts. 

At the 65th World Health Assembly, the WHO Member States declared “the completion of 

poliovirus eradication a programmatic emergency for global public health”. 

Furthermore, the WHA requested the WHO Director-General to “undertake the 

development, scientific vetting, and rapid finalization of a comprehensive polio 

eradication and endgame strategy”.   

As per the request of the WHA, the Global Polio Eradication Initiative developed the 

Polio Eradication & Endgame Strategic Plan 2013-2018, a comprehensive, long-term 

strategy for the eradication and containment of all wild and vaccine-related polioviruses. 

At the 66th meeting of the World Health Assembly, the Member States reviewed and 

endorsed the Polio Eradication and Endgame Strategic Plan 2013-2018. 

Public Health Emergency of International Concern (PHEIC):  On 5 May 2014 the 

Director-General declared the international spread of wild poliovirus in 2014 a Public 

Health Emergency of International Concern (PHEIC) under the International Health 

Regulations [IHR 2005], issued Temporary Recommendations to reduce the 

international spread of wild poliovirus, and requested a reassessment of this situation 

by the Emergency Committee in 3 months. The 2nd meeting of the Emergency 

Committee was held by teleconference on Thursday 31 July 2014. Based on the 

committee’s advice and the reports made by affected States Parties, the Director-General 

extended the following Temporary Recommendations under the IHR (2005), effective 3 

August 2014  

Countries which are currently exporting wild poliovirus (Equatorial Guinea, Cameroon, 

Pakistan and Syria) should ensure that all residents and long-term visitors (of over 4 
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weeks) receive a dose of oral polio vaccine (OPV) or inactivated poliovirus vaccine (IPV) 

between 4 weeks and 12 months before international travel; and should ensure that 

such travellers are provided with proof of vaccination. Other polio-affected countries are 

encouraged to vaccinate residents and long-term visitors before international travel. . 

4. Quality of AFP surveillance

4.1 Description of the surveillance system 

The Pacific region wide Hospital Based Active Surveillance (HBAS) system as established 

in 1997 by the WHO under the Pacific Public Health Surveillance Network (PPHSN) 

framework as part of the Global Polio Eradication Initiative remains in place; mainly to 

monitor the maintenance of polio-free status since certification. 

The HBAS system is currently composed of 61 hospitals in 21 PIC and over 200 

paediatric clinicians and is considered representative and generally comprehensive for 

detecting AFP cases in the Pacific. Multiple reporting sites are established in Guam (2), 

Kiribati (3), Tonga (2), Vanuatu (4); Marshall Islands (3), Samoa (3); French Polynesia 

(4), Federated States of Micronesia (4); Solomon Islands (5) and Fiji (21). The rest of the 

PICs have one reporting site 

Figure 1: HBAS reporting sites by country 

The system is being facilitated by a national coordinator in each country and a hospital 

coordinator in each reporting facility. 

The standard strategy for surveillance for paralytic polio is AFP surveillance, which 

comprises notification and investigation of all AFP cases including timely and adequate 

collection of two stool specimens, and adequate clinical follow-up 60 days after paralysis 

onset. Other surveillance systems like enterovirus and environmental surveillance as 

well as stool surveys among healthy children are not implemented in the PIC. Under the 

HBAS system, the laboratory support for AFP sample analysis is provided by the 

Victorian Infectious Diseases Reference Laboratory (VIDRL), in Melbourne (Australia), 

which is a WHO accredited Regional Reference Laboratory for polio. However, it has been 

noted that specimens from French territories (French Polynesia, New Caledonia and Wallis 
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and Futuna) and CDC supported countries/territories (Republic of Marshall Islands, Guam, 

Palau, Commonwealth of Northern Marianas Islands, American Samoa and the Federated 

States of Micronesia) are sending to their respective reference laboratories. The 

Committee encourages all countries and areas to send specimens to the WHO accredited 

Regional Reference Laboratory. 

The routine reporting mechanism in most countries requires a copy of the completed 

monthly active surveillance form to be sent from the hospital coordinator to the national 

coordinator and copied to WHO every three months. Monthly reporting by email is being 

encouraged.  Zero reports are sent by most countries by email and the signed forms are 

not being used/sent to WHO on a quarterly basis as recommended.  The monthly AFP 

reporting form is attached as Annex 1. 

4.2 Completeness and timeliness of reporting from reporting sites 

Figure 2: HBAS reporting 1998-2013 

The completeness of HBAS reporting has been highly fluctuating over the years, ranging 

from 21% in 2001 (the year after certification) to 91% in 1998 (when the systems was 

newly established in preparation for certification). After three years of relatively 

constant rates from 2006-2008 the figure significantly dropped to 27% in 2009 but has, 

with intensified advocacy efforts, recovered to 76% in 2010. The positive trend 

continued in 2011 and it is maintained at around 75%. However, the quality of the data 

needs to be improved. 

4.3 Non-polio AFP rate 

In 2013 the non-polio AFP rate was 0.8 per 100,000 children under 15 years of age. Only 

two countries (Fiji and Solomon Islands) have reported cases in 2013 and in 2014. In 
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2013, Fiji reported seven cases and Solomon Islands one case. In 2014 as of 20 July, a 

total of seven cases have been reported of which five cases are from Fiji and two cases 

from Solomon Islands. In 2014 as of July, the annualised non-polio AFP rate for 2014 1.2 

per 100,000 population under 15 years of age.   

Table 4: Non-polio AFP rate for Individual PICs (Cumulative data 2003-14) 

 

Figure 3 : Non-polio AFP rate 20001-2014 

A non-polio AFP rate of more than one case per 100,000 population aged under 15 years 

for the period is achieved in five PICs (Fiji, Solomon Islands, New Caledonia, Marshall 

Islands, Tuvalu, Wallis and Futuna); while the rates in other countries were below the 

expected level. The populations in some countries are too small to expect any case in the 

period. The SRCC notes that though the PICs as a block has met the non-polio AFP rate 

0

0.5

1

1.5

2

2.5

2000 2002 2004 2006 2008 2010 2012 2014

Non-polio AFP rate

expected reported

Fiji 267,656 9 6 1 6 7 4 9 5 6 6 7 5 29 71 2.41

Solomon Islands 197,511 1 1 1 5 3 3 3 7 3 0 1 2 22 30 1.38

Vanuatu 94,054 0 2 0 0 0 1 0 0 0 0 0 0 10 3 0.29

French Polynesia 71,314 0 0 0 0 1 0 0 0 0 0 0 0 8 1 0.13

Samoa 71,930 0 0 0 1 1 0 1 0 0 0 0 0 8 3 0.38

New Caledonia 66,100 0 2 0 2 1 1 3 1 0 0 0 0 7 10 1.38

Guam 49,606 0 0 0 0 0 0 0 0 0 0 0 0 5 0 0.00

F.S. Micronesia 43,158 0 1 0 1 0 0 0 0 0 0 0 0 5 2 0.42

Tonga 37,397 0 0 1 1 0 0 1 0 0 0 0 0 4 3 0.73

Kiribati 33,278 0 0 0 1 0 0 0 0 0 0 0 0 4 1 0.27

American Samoa 27,263 0 0 0 1 0 0 0 0 0 0 0 0 3 1 0.33

Marshall Islands 21,068 0 1 0 4 0 0 1 0 0 0 0 0 2 6 2.59

CNMI 15,978 0 0 0 0 0 1 0 0 0 0 0 0 2 1 0.57

Cook Islands 4,225 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0.00

Wallis & Futuna 5,217 0 0 1 0 0 0 0 0 0 0 0 0 1 1 1.74

Palau 4,797 0 0 0 0 0 0 0 0 0 0 0 0 1 0 0.00

Nauru 3,955 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0.00

Tuvalu 3,500 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0.00

Tokelau 625 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0.00

Niue 484 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0.00

Total 1,019,116 10 13 4 22 13 10 18 13 9 6 7 112 125 1.12

* As of July 2014
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over years, some of the larger countries like Vanuatu, Samoa, French Polynesia, Guam 

and FSM have either not reported or significantly less number of cases expected. The 

number of cases being reported by Fiji is mainly responsible for the PICs to meeting the 

non-polio AFP rate. 

Losing interest in or lack of awareness on AFP surveillance is a critical and chronic issue 

in the Pacific, especially as certification happened over a decade ago, due to absence of 

polio in the Pacific for a long time and staff turnover at the country level.  

4.4 Notification and investigation 

In order to ensure timeliness of obtaining core information and compliance of busy 

clinicians, the AFP case form adopted in the Pacific is designed as simple as possible. The 

date of first notification for an AFP case is not required while the date of first reporting 

to the WHO is recorded for each case. The channels of case notification to the WHO are 

different including quick reporting from the responsible Ministries of Health or through 

monthly HBAS reporting. In some instances, cases are first notified to the WHO by the 

Regional Polio Reference Laboratory at VIDRL after they receive stool specimens from 

countries. 

Of the eight AFP cases in 2013, 7 cases (88%) were notified to WHO within one week of 

investigation and in 2014 it is 71% as of 20 July 2014 %. All cases were investigated 

within 14 days of onset of paralysis in 2013 and the corresponding data for 2014 is 71% 

Figure 4: Time interval between case investigation and case notification to WHO - 

2013 and 2014 AFP cases 

Figure 5: Time interval between onset of paralysis and case investigation - 2013 

and 2014 cases 
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4.5 Stool specimen collection 

Figure 6: Time interval between onset of paralysis and stool sample collection - 

2013 and 2014 cases 

Out of the eight AFP cases in 2013, six (75%) cases had their second specimen collected 

within 14 days of onset of paralysis,. In 2014 five (71%) cases had two specimens 

collected within 14 days of onset of paralysis. Though the adequate stool specimen rate 

has not met the target of 80%, SRCC notes that significant progress has been made towards 

this indicator. 

Timeliness of shipment of specimens has improved in 2013 with seven out of the eight 

cases (88%) of the specimens being shipped within 07 days of collection of the second 

specimen. In 2014, all the specimens were shipped within seven days of collection of the 

second specimen. It is hoped that further progress will be made and sustained.  

All specimens reached the laboratory at VIDRL under proper reverse cold chain 

conditions.  

Figure 7: Time interval between stool samples being sent and reaching VDRL in 

2013 and 2014 

Once the specimens are being shipped they reach VIDRL quickly; with 75% of samples in 

2013 reaching the laboratory within four days and all specimens reaching VIDRL within 

seven days. In 2014, all the four specimens from Fiji reached within four days and the 
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two cases from Solomon Islands reached within six days. The delay in Solomon Islands 

has been due to flight schedules which is an issue in the PICs which is beyond control.  

4.6 60-day follow-up of AFP cases 

In the pacific island countries and territories, it is required to do 60 day follow-ups for 

all AFP cases regardless of adequacy of stool specimens. In 2013, all the eight AFP cases 

had their 60 day follow up done. However, the 60 DFU for the inadequate case in 

Solomon Islands was carried out late and the report submitted to the SRCC very late.  In 

2014, of the 5 AFP cases for which 60DFU is due, three have their 60DFU completed and 

the remaining two for which the 60DFU are due now for a week, would be followed up 

by the SRCC member from the country.      

4.7 Case classification 

All the eight AFP cases for 2013 were reviewed by the expert panel and seven cases 

were classified. One case from Solomon Islands has been pending classification and this 

was reviewed by the committee during the meeting and classified. Of the seven AFP 

cases for 2014, six cases have had their specimens shipped and laboratory results are 

available for six cases.  All the six specimens for which laboratory results are available 

were reviewed by the expert panel and classified. 

5. Laboratory surveillance

Laboratory testing for AFP cases continues to be conducted at VIDRL. As in previous 

years, support from VIDRL continues to be excellent and VIDRL continues to forward 

case investigation forms received with stool samples to WHO SP Office and the WHO 

regional office to support case data management and tracing. Any poliovirus identified 

would be subjected to standard intra-typic differentiation (ITD) testing; as part of 

surveillance not only for wild poliovirus but also vaccine derived poliovirus (VDPV).  

6. Routine immunization coverage

The variety of vaccine preparations being used in the PIC is large. Oral poliovirus vaccine 

(OPV) is used in 10 PICs (Samoa, Kiribati, Fiji, Vanuatu, Solomon Islands, Nauru, Tokelau, 

Tuvalu, Cook Islands and Tonga)  while IPV is used in 10 countries (American Samoa, 

French Polynesia, Guam, Marshall Islands, Northern Marianas, Palau, Federated States of 

Micronesia, New Caledonia,  Niue, French Polynesia and Wallis and Futuna).  

The polio immunization schedule is in Annex 2. 

In 2013/14, the reported coverage of the third dose polio vaccine (OPV3/IPV3) was over 

90% in 13 countries (Cook Islands, Fiji, Nauru, Tonga, Tokelau, Tuvalu, French 

Polynesia, CNMI, Wallis and Futuna, Samoa, Palau, Kiribati and Niue). Three countries 

(Federated States of Micronesia, New Caledonia and Solomon Islands,) reported 

coverage between 80 and 90%. Three countries (Marshall Islands, Vanuatu and Guam) 

reported coverage less than 80%.  No data were available for American Samoa.  

7. Detection and response to wild poliovirus importation

Historically, natural remoteness and isolation has been playing an important role in 

maintaining the polio-free status in the Pacific. However, nowadays more convenient 

and frequent population movements are challenging the status. The wild poliovirus 
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detection in Australia in 2007 and the outbreak in China in 2011 is a stark reminder that 

the risk of wild poliovirus importation is not only a theoretical assumption but also a 

reality. 

Under the International Health Regulations (IHR) 2005 even a single wild poliovirus 

case in a polio-free country would become a matter of international health concern 

require comprehensive and timely investigation and response measures. Therefore the 

SRCC requested the WHO secretariat to review the generic plan of action and standard 

operating procedures prepared in 2005 and propose revisions required, particularly to 

also include IHR 2005 reporting requirements and latest immunization response 

strategies as defined in the World Health Assembly (WHA) resolution WHA59.1. 

In 2005, WPRO had updated the Generic Plan of Action for the "Response to Importation 

of Wild Poliovirus in the Pacific Islands Countries", which was endorsed by the SRCC. 

The guidelines were then distributed to all EpiNet Teams in the Pacific and also made 

available on the PPHSN website. Of the key countries which were recommended to 

develop their own national plans (Fiji, Solomon Islands, and Vanuatu) the importation 

preparedness plan has been developed and will need to be endorsed by the Government. 

Solomon Islands will complete by October.  

A copy of the generic protocol is attached as Annex 3. 

8. Laboratory containment of wild poliovirus infectious and potentially infectious

materials 

The SRCC noted the completion of phase 1 wild poliovirus laboratory containment for 

the whole Western Pacific Region and the subsequent recommendations made by the 

RCC. 

The SRCC requested the WHO Secretariat to continue serving as the Sub-regional 

coordinator and collect information from various sources on new laboratories. The 

previously prepared list of “high risk laboratories” was jointly reviewed by WHO and the 

SRCC and updated as required. All high risk laboratories on the list including the 

Institute Pasteur, New Caledonia, the Institut Louis Malardé, French Polynesia, the Guam 

Naval Medical Hospital and Mataika house laboratory in Fiji will be informed by the 

SRCC, with support from WHO, about the completion of phase 1 in the Region and be 

advised that all wild poliovirus infectious and potentially infectious obtained in the 

future must be reported to the SRCC and be included in the sub-regional inventory. This 

would refer to wild poliovirus reference strains and relevant specimens of research 

collaborations with countries and areas still affected with polio. 

9. Risk assessment on wild poliovirus importation in the PIC

While wild poliovirus imporations cannot be prevented, virus spread can be limited by 

high polulation immunity as the first and most important line of defense. High quality 

surveillance is required to reliably and quickly detect an importation and confirm that 

virus transmission has been stopped. This requires timely laboratory testing including 

timely stool specimen collection and shipment. 

As already discussed in the previous report population movements in and out of the 

Pacific are no longer irrelevant, even in the smaller countries. While the PIC are mainly 

receiving tourist destinations, multiple contacts exists to areas still affected by polio and 
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many small island nations populations are increasingly interested in labour migration. 

The issue of refugees from endemic countries in Nauru is an area of concern. 

Polio risk assessment parameters was developed by WPRO and risk analysis conducted 

and being updated in countries. The risk assessment components include population 

immunity, surveillance quality, programme performance and threat.  The risk 

assessment should be simple and practical, use available data and should not create 

additional data demands, take local knowledge into consideration and the cut-offs are 

arbitrary. Though this is not a scientific methodology, it is useful for developing action 

plans, advocacy and resource mobilization 

Table 5: Risk assessment parameter scores (Section 1) 

IPV/OPV 

3 

Coverage

Trend

Immunity 

Score 

(A+B+C)x5

AFP 

Rate

surveillance 

reporting

Surveillance 

Score (E+F) 

x3

(A) Score (E) (F)

(B)

Score 

(RI 

<80%)

(D) (G)

(C)

AMS 1 1 0 10 0.5 0.5 3

BLA 0 0.5 0 2.5 1 0 3

COK 0 0 0 0 0 0 0

FIJ 0 0 0 0 0 0 0

FRP 0 0 0 0 2 0.5 7.5

GUM 1 0.5 0 7.5 2 0.5 7.5

KIR 0 0.5 0 2.5 1 0.5 4.5

MIC 0.5 0.5 0 5 0.5 0.5 3

MSI 1 0 0 5 0 0 0

NEC 0.5 0 0 2.5 0 0.5 1.5

NIU 0 0 0 0 0 0.5 1.5

NMI 0.5 0 0 2.5 0.5 0.5 3

NRU 0 0 0 0 0 1 3

SMA 0 1 0 5 0.5 1 4.5

SOL 0.5 0.5 0 5 0 0.5 1.5

TOK 0 0 0 0 0 0.5 1.5

TON 0 0 0 0 0.5 1 4.5

TUV 0 0 0 0 0 0.5 1.5

VAN 1 0.5 0.5 10 1 1 6

Code

SIA 

interval
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Table 6: Risk assessment parameter scores (Section 2) 

Update 

plan

POL1/ 

POL3 

Drop-

out

Vaccine 

stock-

out

Score 

system 

performa

nce 

H+I+J)x1

.5 

Importa

tion

Borderi

ng

Score 

threat 

(L+M)x

0.5

Total 

Score

(H) (I) (J) L) (M)
(D+G+

K+N)

(K) (N)

(O)

AMS 1 0 0 1.5 0.5 0 0.25 14.75 LR

BLA 1 0 0 1.5 0.5 0 0.25 7.25 LR

COK 1 0 0 1.5 0.5 0 0.25 1.75 LR

FIJ 0 0 0 0 2 0 1 1 LR

FRP 1 0 0 1.5 0.5 0 0.25 9.25 LR

GUM 1 0 0 1.5 0.5 0 0.25 16.75 LR

KIR 1 0 0 1.5 0.5 0 0.25 8.75 LR

MIC 1 0 0 1.5 0.5 0 0.25 9.75 LR

MSI 1 0 0 1.5 0.5 0 0.25 6.75 LR

NEC 1 0 0 1.5 0.5 0 0.25 5.75 LR

NIU 1 0 0 1.5 0.5 0 0.25 3.25 LR

NMI 1 1 0 3 0.5 0 0.25 8.75 LR

NRU 1 0 0 1.5 0.5 0 1 5.5 LR

SMA 1 0 0 1.5 0.5 0 0.25 11.25 LR

SOL 1 0 0 1.5 0.5 0 0.25 8.25 LR

TOK 1 0 0 1.5 0.5 0 0.25 3.25 LR

TON 1 0 0 1.5 0.5 0 0.25 6.25 LR

TUV 1 0 0 1.5 0.5 0 0.25 3.25 LR

VAN 1 0 0 1.5 0.5 0 0.25 17.75 LR

WAF 1 0 0 1.5 0.5 0 0.25 8.25 LR

Code
Risk 

Category

Legend: <18: Low Risk (LR), 18-24.75: Medium Risk (MR), 25 & more: High Risk 

(HR)  

10. Update on the progress of the polio end game national plan of action

A framework and timeline for each objective as it pertains to the priorities of the 

Western Pacific Region is shown below  
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In the Western Pacific Region, 17 countries/areas in the region are exclusively using 

tOPV in the routine immunization schedule (as of May 2014). As per the 2012 SAGE 

recommendation, it is recommended that these countries/areas add a single dose of IPV 

into the routine immunization schedule.  Additionally, 4 countries/areas in the Western 

Pacific Region use both tOPV and IPV in the immunization schedule. All of these 

countries/areas (21) should therefore prepare for the synchronized switch from 

trivalent OPV (tOPV) to bivalent OPV (bOPV) in April 2016.  

Among the PICs, ten countries (Fiji, Kiribati, Nauru, Solomon Islands, Vanuatu, Tonga, 

Tuvalu, Samoa, Tokelau and Cook Islands) are still using OPV and need to switch over to 

IPV. Two countries viz., Kiribati and Solomon Islands are eligible for GAVI assistance and 

Kiribati has submitted application for GAVI assistance and will be introducing IPV by 

January 2015. Solomon Islands will be submitting the application in September 2014 

and plans to introduce the vaccine in last quarter of 2015. Among the other non GAVI 

eligible countries, Fiji is planning to introduce the vaccine during the Global 

Immunization Week 2015, Cook Islands in last quarter of 2015. Plans are in progress in 

Tokelau. Other countries (Samoa, Tonga, Tuvalu, Nauru and Vanuatu) would need to 

urgently work on development of plan and finalise by end of 2014. 

11. Maintaining polio-free status of the Pacific – conclusions and

recommendations by the SRCC 

The SRCC concludes that routine immunization coverage against polio remained 

generally high with 13 countries (Cook Islands, Fiji, Nauru, Tonga, Tokelau, Tuvalu, 

French Polynesia, New Caledonia, Wallis and Futuna, Samoa, Palau, Kiribati and Niue) 

reporting  a coverage of >90%. Two countries (Federated States of Micronesia, Solomon 

Islands,) reported coverage between 80 and 90%. Four countries (Marshall Islands, 

Guam and CNMI) reported coverage less than 80%.  No data were available for American 

Samoa. This is hopefully providing a wall of immunity against an imported wild 

poliovirus to spread. In view of the low coverage in the US affiliated, WHO/CDC may 

explore mechanisms to increase routine immunization coverage and close immunity 

gaps in the 6 U.S. affiliated Pacific island countries and areas. 

Of the larger countries Fiji, Solomon Islands and New Caledonia identify AFP cases at 

expected rates which are very commendable. But five other of the larger countries 

(French Polynesia, Federated States of Micronesia, Guam, Samoa and Vanuatu) were 

below the expected level of more than 1/100,000 non-polio AFP rate during the last 
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decade, indicating low levels of awareness on the purpose, objective and requirements 

of AFP surveillance.   

In its analysis of performance indicators and discussion the SRCC identified the 

following main reasons for the challenges in AFP surveillance in the Pacific: 

� High turnover of key staff 

� No proper orientation on surveillance leading to lack of skills in recognizing AFP 

cases 

� Pre and in service training materials are not instituted to ensure AFP surveillance 

awareness 

� Lack of enthusiasm for AFP surveillance due to polio long gone (last case 

occurred over 20 years ago) and other competing priorities 

During visits of the WHO Technical Officer for EPI in Fiji to the PICs, opportunity is taken 

to emphasize the reporting of AFP cases.  

Based on its latest situation analysis the SRCC offers the following recommendations: 

1. Member countries to sustain the high coverage and countries where denominator

is an issue SRCC recommends coverage surveys ( Solomon Islands)

2. SRCC recognises the challenges and difficulties countries have for surveillance

and recommends coordinators to work more with syndromic surveillance focal

points

3. Improved reporting should be supported through enhanced email

communication. More opportunistic visits by SRCC members and the WHO

Secretariat should be conducted to countries with poor performance to review

AFP cases and the HBAS system. In view of low/no reporting from many

countries SRCC recommends country visits to those with large population.

4. Low AFP rates should be validated by SRCC members in their respective

countries and by Secretariat during visits to countries through retrospective

record reviews. Retrospective records reviews done in two countries has shown

that AFP cases are being missed which is an area of serious concern.

5. Development of national wild poliovirus importation preparedness plan in Fiji

which was set as a priority in 2011 was initiated in early 2012 and completed in

2013. WHO should support the importation preparedness plan for Solomon

Islands. The generic plan need to be circulated to all countries and countries

encouraged to develop response plan based on the generic and Fiji plan.

6. SRCC is concerned about the potential risk of poliovirus importation through

refugees of endemic countries into Nauru and requests the Secretariat to check

from the Australian and Nauruan Government on the immunization measures in

place for such individuals.
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7. In view of the important role SRCC/SRVC members play in education and

advocacy, recommend expansion of the SRCC/SRVC to include members from

priority countries like Vanuatu, New Caledonia and   Micronesia. In addition,

interest of existing members should be ascertained to continue for an additional

two year term.

8. Integrated VPD surveillance training is needed for priority countries (conducted

one in Solomon Islands end of July) and the Secretariat should explore technology

supported mechanisms to increase sensitivity such as online or mobile device

reminder systems for zero reporting.

In summary, the SRCC concludes that the Pacific has remained polio-free to date and 

considers immunization coverage generally sufficient in most countries to prevent 

spread of an imported wild poliovirus.  

The SRCC remains concerned though about the continued performance fluctuation in 

AFP surveillance and insufficient awareness on the requirements among health care 

providers. 

The SRCC recognizes the central role of national and hospital coordinators and key 

clinicians in conducting and facilitating all aspects of surveillance, reporting and 

complete case investigation and despite all challenges in the HBAS performance 

commends them for their dedication and hard work. 

The SRCC sincerely reminds everybody that maintaining the enormous success of polio-

free certification helps to strengthen a wider platform for other disease control activities 

and make the people of the Pacific healthier and more productive. 
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Annex 1: HBAS in the Pacific – monthly reporting form 
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Annex 2: Polio vaccination schedule in PICs 

Palau DTPHepBIPV (acellular) W6; M4; M6 

Palau IPV Y4-6 

Cook Islands OPV W6; M3; M5 

Fiji OPV  W6; W10; W14; 18 M 

French 

Polynesia 

DTPHibIPV 

(acellular) M2; M3; M10 

French 

Polynesia 

DTPIPV 

(acellular) Y6, Y11 

Guam 

DTPHibIPV 

(acellular) M2; M4; M6; M15-18 

Guam IPV M2; M4; M6; Y4-6 

Kiribati OPV W6; W10; W14 

Fed. St. of 

Micronesia IPV M2; M4; M6; 

Marshall 

Islands 

DTPHepBIPV 

(acellular) M2; M4; M6 

Marshall 

Islands IPV M2; M4; M6 

New Caledonia 

DTPHepBIPV 

(acellular) M2; M3; M4; M16 

Niue 

DTPHibHepBIPV 

(acellular) W6; M3; M5 

Niue 

DTPIPV 

(acellular) Y4 

Northern 

Mariana 

Islands 

DTPHepBIPV 

(acellular) W6; M6 

Northern 

Mariana 

Islands IPV W6; M4; M6; Y4 

Nauru OPV W6; W10; W14; M18; Y4 

Samoa OPV W6; W10; W14 

Solomon 

Islands OPV W6; W10; W14; Y5 

Tokelau OPV W6; W10; W14 

Tonga OPV W6; W10; W14 

Tuvalu OPV W6; W10; W14 
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Annex 3: RESPONSE TO IMPORTATION OF WILD POLIOVIRUS IN THE PACIFIC 

ISLAND COUNTRIES AND AREAS 

Generic plan of action – updated September 2010 

BACKGROUND 

Pacific island countries and areas (PIC) have been free of indigenous polio for many 

years, some even decades. However, importations into non-endemic countries (eg. 

Australia, Singapore, USA, Canada, Finland and the Netherlands) have been documented 

frequently, and may occur more often than reported.  

In most cases, an importation into non-endemic countries does not result in further 

spread or re-established local transmission because of high levels of herd immunity and 

adequate sanitation standards. However, if wild poliovirus importations occur into 

polio-free areas with low immunization coverage and/or sub-optimal surveillance, large 

polio outbreaks can result like those Indonesia in 2005 and in Tajikistan in 2010. Since 

2003, wild poliovirus importations and subsequent outbreaks took place into over 20 

countries which were previously polio-free. 

The Subregional Committee for Certification of Poliomyelitis Eradication in Pacific Island 

Countries and Areas (SRCC - the oversight body for achieving certification and 

maintaining polio-free status) recommends that the best protection the Pacific can 

provide its children from the reintroduction of polio is through sustaining high polio 

vaccine immunization coverage combined with high quality surveillance for acute flaccid 

paralysis (AFP) cases.  Furthermore, it is critical that immunization coverage be 

uniformly high across all district and communities within a country. 

Historically, natural remoteness and isolation has been playing an important role in 

maintaining the polio-free status in the Pacific. However, nowadays more convenient 

and frequent population movement is challenging the achievement of sustaining polio-

free status in the region. The wild poliovirus detection in Australia in 2007 was a stark 

reminder that the risk of importing wild poliovirus is not only a theoretical assumption 

but also a reality. 

The SRCC warns that weaknesses identified surveillance quality could lead to failure of 

detecting poliovirus in a timely and reliable fashion; should an importation occur in the 

Pacific. Furthermore, inadequate levels of OPV3 coverage in some areas may facilitate a 

circulation of imported poliovirus and result in a polio outbreak. The SRCC therefore 

encourages all national governments and the Pacific Public Health Surveillance Network 

(PPHSN) to continue strengthening mechanisms for disease outbreak preparedness, 

detection and response, including for polio. 

Conditions favouring the spread of an imported wild poliovirus like 1) low oral polio 

vaccine (OPV3) coverage and 2) poor AFP surveillance, also pose a risk for the 

emergence of circulating vaccine derived poliovirus (cVDPV) as already happened in the 

Western Pacific Region in the Philippines (2001), China (2004) and Cambodia (2005-

2006). While the risk is probably low in the PIC requirements to deal with VDPVs are 

also included in Annex 1 of this document. 
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So far, the Pacific has remained polio-free and is sustaining its certification status by 

making great efforts to achieve and maintain high levels of routine immunization 

coverage against polio as well as quality AFP surveillance. This has to continue at least 

until global eradication of wild poliovirus and subsequent certification of the whole 

world as polio-free is achieved. 

POLIO SURVEILLANCE IN THE PACIFIC 

A Pacific region wide Hospital Based Active Surveillance (HBAS) system was established 

in 1997 by the WHO under the PPHSN framework as part of the Global Polio Eradication 

Initiative. The objectives of the system were to prove that the Pacific was free of 

poliovirus and serve as the basis of certification as such; and to monitor the maintenance 

of polio-free status. The HBAS system has since grown to incorporate 61 hospitals in 20 

Pacific island countries and areas and over 200 paediatric clinicians and is considered 

comprehensive for detecting AFP cases in the Pacific  

The standard strategy for surveillance for paralytic poliomyelitis is AFP surveillance, 

which comprises notification and investigation of all AFP cases including timely and 

adequate collection of two stool specimens, and adequate clinical follow-up 60 days after 

paralysis onset. Under the HBAS system, the laboratory support for AFP sample analysis 

is provided by the Victorian Infectious Diseases Reference Laboratory (VIDRL), in 

Melbourne (Australia), which is a WHO accredited polio laboratory. 

The routine reporting mechanism in most countries requires a copy of the completed 

monthly active surveillance form to be sent from the hospital coordinator to the national 

coordinator and copied to WHO every three months. Monthly reporting by email is being 

encouraged, particularly since surveillance for measles and rubella, through acute fever 

and rash (AFR) case detection was added and the use of email report submission has 

been expanded to all 20 countries and areas. 

Further information on the HBAS system can be found at: 

http://www.spc.int/phs/PPHSN/Surveillance/HBAS.htm 

Possible scenarios of wild poliovirus detection 

It is important to understand that isolation of a single wild poliovirus may in fact 

represent several hundred non apparent infections in the larger community.  The three 

main scenarios that the detection of poliovirus could occur, in ascending order of extent 

of poliovirus circulation they may represent are: 

• Wild poliovirus is isolated from the stool specimens of a single case with a history of

recent travel to a polio-endemic area. This may represent a single infection obtained

outside the country.
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• Wild poliovirus is isolated from stool samples of a person with or without acute

paralysis and no history of recent travel to a polio-endemic area. This may represent

widespread infections.

• Secondary poliomyelitis cases associated with an imported case. In this situation the

wild poliovirus has already started to spread widely in the community.

Wild poliovirus can also be isolated from sewage or any other environmental sample 

that has no link to an individual person. In a large town or city, this may represent many 

infections. However, environmental sampling for enterovirus testing is currently not 

being done in the PIC. 

Detection of wild poliovirus 

The detection of any wild poliovirus should be considered a national public health 

emergency. In line with International Health Regulations (IHR) 2005 disease list, polio 

is one of the diseases requiring immediate notification. In the event that a wild 

poliovirus case is detected, the National IHR focal point shall report to the respective 

WHO Country Office IHR focal point within 24 hours, who will transmit the information 

to WHO Regional Office IHR focal point. 

According to current standard definitions of the Global Polio Eradication Programme 

(GPEI), in a polio-free country, one single wild poliovirus-associated case represents an 

outbreak. The standard actions for outbreak response to wild poliovirus as defined by 

Wold Health Assembly resolution 59.1 (Annex 4) include: 

1) Conduct of an initial case investigation within 72 hours of the confirmed index

case;

2) Contact the WHO Country and Regional office;

3) Enhance surveillance for polioviruses (to detect the extent of wild poliovirus

circulation);

4) Conduct risk assessment including comprehensive analysis of immunity profiles

of subpopulations;

5) Conduct risk communication;

6) Implement immunization response (to interrupt wild poliovirus transmission)

and

7) Create a sub-national and local emergency action plan (reviewing and updating

the existing polio preparedness plan)

INITIAL DETECTION OF POLIOVIRUS 

All decisions on response to importation must be made at the national level.  The 

responses to importation of wild poliovirus must be composed of  

When a case of wild poliovirus is confirmed, the National EpiNet Team should meet 

urgently, and ensure that it has appropriate leadership and representation to develop 

and implement the response (e.g. the chief medical officer in public health, chief of 

paediatrics, EPI manager, laboratory director, epidemiologist or person responsible for 

outbreak investigations, nursing director, administrator). In addition, inclusion WHO 

would be appropriate to assist and coordinate external support. 
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EpiNet teams should already have guidelines that deal with disease outbreak responses 

and delineation of responsibilities and activities. It is important that importation of wild 

poliovirus is included in these guidelines, and that they are reviewed now and updated 

as required (with future re-examination; at least annually). 

Key responsibilities of the EpiNet Team to address the detection of poliovirus would be 

to: 

� conduct regular meetings to coordinate and assess the implementation of all 

activities; 

� analyse epidemiological data coming through enhanced surveillance; 

� estimate and identify additional resources for the appropriate response; 

� communicate with the general public and the media; 

� evaluate the impact of the response; 

� produce and disseminate a timely and detailed report documenting all response 

activities. 

� alert international authorities (e.g. WHO) and other Pacific nations through 

PacNet Restricted, and providing regular updates once a response is initiated 

through PacNet. 

It is important that the EpiNet Team members understand that isolation of a single wild 

poliovirus may in fact represent several hundred non apparent infections in the larger 

community. 

Equally important is to realize that an area is considered to have re-established 

transmission if wild poliovirus circulation following an importation continues for more 

than 12 months. 

RESPONSE TO POLIOVIRUS DETECTION 

1. Case investigation [both initial and subsequent suspected cases]

Any wild poliovirus isolation will lead to an immediate investigation, coordinated by the 

EpiNet Team, to commence within 24 hours and be completed within 72 hours, and 

expert risk assessment to identify the scope of the response based on such factors as the 

known extent of transmission, surveillance quality, major transit routes, international 

borders and origin of the virus. A full clinical, epidemiological and virological 

investigation of the case(s) will be part of this and IHR 2005 reporting requirements 

must be met. 

Since the last case of paralytic polio due to indigenously acquired wild poliovirus 

infection in PIC was many years ago and currently no wild polioviruses are stored in any 

PIC laboratory, it is most likely that poliovirus is either due to exposure in a polio 

endemic country/polio outbreak area directly or indirectly via asymptomatic contacts 

within the country. 

Therefore, a detailed travel history of the cases and of other household and non-

household contacts should be obtained. Any contact with visitors, especially those 

recently returned from areas with polio must be clearly elucidated; this can also be 
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residents of developed countries transiting through endemic areas as well as those born 

in endemic areas.  Specimens should be collected from contacts (before any doses of OPV 

are given) and all samples are to be submitted to VIDRL for testing including 

determination of the geographic origin of the virus through genetic sequencing.   

House-to-house searches should be conducted in the area for AFP cases with onset in the 

last 12 months; such searches can be carried out during response immunization 

activities. Previously unreported AFP cases should be investigated using a standard case 

investigation form (e.g. HBAS Manual 2005 – Annex B1) and stool specimens collected if 

onset of paralysis occurred less than 3 months ago. These cases should be examined by a 

paediatrician or paediatric neurologist and findings immediately be presented to the PIC 

SCC through WHO. 

The case investigation team should also provide health education for members of the 

patient’s family and surrounding community and advise them on good food and personal 

hygiene. Regular contacts will be placed under surveillance for 2 weeks and observe for 

weakness of the limbs or signs of paralysis. If the patient is schooling, the school is to be 

visited and the School Principal informed and health education to students provided.  All 

school contacts are to be placed under surveillance. 

Prompt case investigation should occur for any subsequent AFP cases that present after 

the initial case(s). Isolation of poliovirus from the stool or pharynx early in the course of 

the disease is presumptive evidence of polio. Isolation of virus from the cerebrospinal 

fluid (CSF) is diagnostic but is rarely accomplished. 

The likelihood of poliovirus isolation is highest from stool specimens, intermediate from 

pharyngeal swabs, and very low from blood or spinal fluid. To increase the probability of 

poliovirus isolation, at least two stool specimens should be obtained 24 hours apart 

from patients with suspected polio as early in the course of the disease as possible (i.e., 

immediately after polio is considered as a possible differential diagnosis), but at least 

within the first 14 days after onset of paralytic disease. 

Patients should receive appropriate medical care and health staff and family member are 

to be educated on procedures to follow when handling and disposal of all body fluids 

that are potentially infectious, especially stool. 

2. Enhanced surveillance

On notification of wild poliovirus identification, the EpiNet Team will immediately 

contact all surveillance units and major hospitals nationally to inform staff that an 

imported wild poliovirus has been detected, and to alert them of the possibility of 

further cases. This is to include both hospitals that are part of the HBAS system in 

addition to other health sites within the country. Surveillance staff and clinicians 

nationwide will be provided with full information on reporting and investigating AFP 

cases, including the following: 

� names, addresses, telephone, fax and E-mail numbers of the responsible persons 

in the Ministry/Department of Health 

� case investigation forms 

� details on how to collect and transport stool specimens 
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The EpiNet Team will ensure that sufficient stool collection and shipping containers are 

easily available for all surveillance sites and staff are provided with and can follow 

guidelines for stool collection, storage and shipment (the HBAS Manual 2005 - Section 3 

– AFP case investigation provides guidance here).

The National Laboratory Director (or equivalent) will act as the focal point for the 

coordination of transport of all specimens internally within the country, and their 

subsequent shipment to the VIDRL, Australia. It is important that stool sample be 

shipped to VIDRL as soon as practical after collection, as primary isolation, identification 

and intra-typic characterisation to determine whether the poliovirus isolate is wild or 

vaccine-related takes between 4-10 days. 

Sub-national and national staffs will immediately begin enhanced active surveillance by 

visiting all districts surrounding the case. Active searches by reviewing records and 

interviewing staff for unreported AFP cases at health facilities, beginning at (paediatric) 

hospitals will be conducted. Hospital record reviews should be conducted in all major 

hospitals and include review of outpatient and inpatient records from paediatric, 

neurology and infectious diseases department for the last 12 months. 

A protocol for conducting a retrospective record review is provided in the HBAS Manual 

2005 – Annex G. It should be reminded that for purposes of regular AFP surveillance 

only children under 15 years are included. If a polio outbreak is suspected, also older 

patients may need to be investigated. 

Other surveillance activities may be required, e.g. extended stool surveys, to determine 

the extent of virus circulation beyond the community where case(s) have been detected 

and will be advised by the national EpiNet Team. 

Monitoring of reports by the national EpiNet Team will require: 

� Daily telephone reports from surveillance sites in districts/areas surrounding the 

initial case 

� Weekly telephone and written reports from all sub-national units (provinces or 

districts as appropriate – province reports must include all - 100% - districts). 

� Weekly review of situation by experts using mapping and other means of actively 

documenting the extent of the surveillance response. 

After the initial notification of wild poliovirus importation, regular (i.e. weekly) updates 

should be provided to other PIC through standard communication channels (e.g. PacNet) 

and enhanced case finding in neighbouring states should be encouraged. Enhanced 

surveillance will be maintained for a period of at least 12 months after the last wild 

poliovirus associated case or clinical case of polio is detected. 

[Note: Implementation of the above measures should also be considered when 

polio is strongly suspected, and while laboratory results are still pending]. 

3. Immunization response

On confirmation of a case of wild poliovirus a limited outbreak response immunisation 

(ORI) must start immediately (ideally within 72 hours), but only after collection of stool 

specimens from immediate contacts. Conducting ORI before collecting stool specimens 
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may cause contamination of stools with vaccine virus, making it more difficult to 

determine the cause of the paralysis. 

The ORI consists of one round of OPV administered to contacts of the case. The extent of 

ORI will be determined by the rapid epidemiological investigation and risk assessment 

around each case. Routine childhood vaccination programs should be conducted without 

interruption during the campaign. If more than three months have elapsed since the 

onset of paralysis in a case, ORI should not be conducted. Nevertheless, the case must 

still be investigated. 

Further immunisation responses following the initial ORI will be determined by the 

epidemiological evidence, location of the case, contact tracing and where the infection 

seems to have been acquired. Contact tracing would inform the age groups that would be 

targeted for an outbreak response vaccination. An immunization response can never be 

too large; too small a response could result in a national disaster. Microplanning for 

immunization response is essential, and should, besides technical staff and political 

decision makers, involve local civic, religious and other leaders, particularly for adequate 

social mobilization. 

The ORI would be followed by at least three large scale rounds of OPV immunisation 4 

weeks apart for children (usually aged 0-59 months) regardless of their immunisation 

status at least in the area of one province or two provinces when the case(s) occur in the 

border. This must be conducted on a house-to-house basis to optimize coverage among 

very young children and be evaluated by high quality monitoring and rapid coverage 

assessment. The first round is be conducted within four weeks of confirmation of the 

index case. A minimum of 95% coverage should be achieved as verified by independent 

monitors in each administrative area. 

A type-specific polio immunization response (i.e. monovalent/mOPV1, mOPV3 or 

bivalent/bOPV in case more than one serotype is identified) should be conducted. 

Consideration of using mOPV or bOPV (if technically recommended) would require 

licensing by the responsible National Regulatory Authority (NRA) and close coordination 

with the Division of Pharmaceutical Services would be necessary. Emergency 

mechanisms for rapid approval should be explore upon establishment of a national 

preparedness plan. 

If an extended chain of infection were established, the response would be upgraded to 

include a wider vaccination campaign for children (and adults) depending on the 

epidemiology. In some cases a National Immunizations Days (NIDs) may have to be 

conducted targeting all children of the age group identified. Ultimately, it should be 

ensured that at least two full rounds of poliomyelitis immunization are conducted in the 

targeted area after the most recent detection of poliovirus. High coverage of routine 

immunization against polio of at least 80% (better 90%) must be aimed at. 

For the immunization response to be successful, a timely and proactive communication 

strategy with the community is essential, especially as Pacific countries have not 

experienced polio for several years, and community awareness/understanding will 

probably be low. It should start once the first wild poliovirus (and thus an outbreak) is 

confirmed and before the ORI and further response immunization take place. To ensure 

public confidence in the immunization response, the communications strategy should 

also address community concerns about adverse events following immunizations 
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(AEFI). AEFI surveillance should be enhanced as part of any immunization response, and 

reported events investigated promptly and openly.  All public information activities 

should include coordination with the WHO to meet reporting and information 

responsibilities at Regional and Global levels. 

At the national level, the EpiNet Team should work closely with the country or regional 

Interagency Coordinating Committee (e.g. Pacific Immunization Programme 

Strengthening - PIPS) to coordinate external support requirement (e.g. vaccine supply, 

technical assistance, financial assistance, communications). 

4. Documentation of the interruption of transmission of wild poliovirus

An equally important part of the response to imported wild poliovirus is the 

documentation of the interruption of transmission of wild poliovirus.  Detailed and 

comprehensive documentation is required to describe the epidemiological background, 

findings of case investigation and surveys including laboratory results, description of 

immunization response and results of enhanced surveillance. 

Final documentation should be completed in close coordination of all national and 

international experts involved and submitted to the PIC SCC for review, endorsement 

and submission to the Regional Certification Commission (RCC). 
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ANNEX1: VACCINE DERIVED POLIOVIRUS (VDPV) ISOLATION 

Besides wild poliovirus importation, another risk to maintaining polio-free status is the 

emergence of circulating vaccine derived polioviruses (cVDPV). In certain circumstances, 

vaccine-related polioviruses are able to persist for extended periods by person-to-

person transmission as observed in recent cVDPV associated polio outbreaks in 

Hispaniola (2000-2001), the Philippines (2001), Madagascar (2002-2005), China (2004), 

Indonesia (2004-2005), Cambodia (2005-2006), Myanmar (2006-2007) and Nigeria 

(2005-2010) where VDPVs had been circulating for up to 3 years. The common feature 

in all these outbreaks was low coverage with poliovirus vaccine. 

Under current definitions of the Global Polio Eradication Programme, the following 

applies: 

� VDPV: VP1 nucleotide sequence >1% divergence from the Sabin serotype strain 

(for type 1 and 3) and 6 or more nucleotides for type 2 

� cVDPV: two or more AFP cases with isolation of related but non-identical VDPVs 

In case of VDPV isolation it should be verified if it is indeed circulating or related to an 

immuno-compromised individual (iVDPV). In immuno-competent individuals given oral 

poliovirus vaccine (OPV), about 50% excrete poliovirus for 2 weeks, but none still 

excrete at 3 months. The exception occurs in individuals with primary antibody 

deficiencies. Chronic poliovirus infection (over 6 months) in this group is difficult to 

treat and may persist for years. However, only 19 cases have ever been described and 

only three continue to excrete poliovirus. 

Episodes of cVDPV should be considered and treated similarly to a wild poliovirus 

importation. In areas of good coverage an iVDPV would not represent a national 

emergency (while a single wild poliovirus associated case would!). Even in areas with 

low coverage, not the iVDPV is the primary public health problem (though for the 

individual), but the poor coverage. 

Besides enhanced surveillance (highest priority) and thorough review of polio 

immunization coverage the following investigations need to be conducted before a 

decision on immunization response is made: 

1. Collect and process specimens monthly thereafter from case(s) with VDPV

isolation until such time as two consecutive monthly specimens are negative for

VDPV.

2. Conduct a thorough clinical investigation to record any clinical features or history

that would suggest an immuno-deficiency (including quantitative

immunoglobulin test).

3. Investigate household/close contacts for possibly being immuno-compromised.

Based on findings of these various investigations, the decision on (and magnitude) of 

immunization response should be made.  Detailed documentation of any VDPV episode, 

whether iVDPV or cVDPV, is also required. 
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ANNEX 2 – WHO Pacific Offices and VIDRL Contact Information 

WHO South Pacific Office 

Level 4 Provident Plaza One 

Downtown Boulevard 

33 Ellery Street, Suva 

P O Box 113, Suva, Fiji 

Telephone: (679) 3234100 

Fax:  (679) 3234462 

Email: who@sp.wpro.who.int 

WHO Samoa Office 

Ioane Viliamu Building 

P O Box 77 

Beach Road, Apia, Samoa 

Telephone: (685) 24-976 (direct) 

(685) 23-756 

(685) 23-765 

Fax: (685) 23-765 

Email: who@sma.wpro.who.int 

Victorian Infectious Disease Reference Laboratory 

Poliovirus Reference Laboratory 

Poliovirus Reference Laboratory 

Victorian Infectious Diseases Reference Laboratory (VIDRL) 

Telephone:  +61 3 9342 2607 (lab) 

+61 3 9342 2600 (24 hour) 

Fax: +61 3 9342 2665 

Email: polio@mh.org.au 

Contact: Dr Bruce Thorley (Bruce.Thorley@mh.org.au) 
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ANNEX 3 - Fact Sheet on Poliomyelitis 

 

 

Poliomyelitis (polio) is a highly infectious disease caused by a virus. It invades the 

nervous system, and can cause crippling paralysis, sometimes in a matter of hours. 

Polio generally affects children under the age of three, but adults can contract it as 

well. 

 

The virus enters the body through the mouth and multiplies in the intestine. Initial 

symptoms include fever, weakness, headache, vomiting and pain in the limbs. A 

lifelong paralysis can set in quickly. Among those paralyzed, 5%-10% die when their 

breathing muscles become immobilized. Many of those infected with the virus will 

show no symptoms at all but can pass the virus on to others. 

 

Polio is incurable but it can easily be prevented through immunization. Polio 

vaccine, given multiple times, almost always protects a child for life. Through quality 

vaccination and disease-reporting (surveillance) systems, the Western Pacific 

Region has been polio-free since 19 March 1997 when the Region’s last case caused 

by an indigenous (locally circulating) poliovirus was reported in Cambodia. Polio 

continues to occur in other parts of the world. 

 

Once established in the intestines, poliovirus can enter the blood stream and invade 

the central nervous system—spreading along nerve fibres. As it multiplies, the virus 

destroys nerve cells (motor neurons), which activate muscles. These nerve cells 

cannot be regenerated and the affected muscles no longer function. The muscles of 

the legs are affected more often than the arm muscles. The limb becomes floppy and 

lifeless - a condition known as acute flaccid paralysis (AFP).  

 

Surveillance for polio is based on surveillance for AFP in children under age 15. 

Stool specimens have to be tested for poliovirus at a quality laboratory, accredited 

under WHO standards. AFP surveillance results are regularly reported to WHO and 

quality standards are applied to ensure that almost all AFP cases are investigated 

and polio would not be missed. 

 

Two types of vaccine against polio are available. The first is a live attenuated 

(weakened) oral polio vaccine (OPV), developed by Dr Albert Sabin in 1961. OPV is 

given orally and its action two-pronged: OPV produces antibodies in the blood 

('humoral' or serum immunity) to all three types of poliovirus. In the infection 

event, this will protect the individual against polio paralysis by preventing the 

spread of poliovirus to the nervous system. OPV also produces a local immune 

response in the lining ('mucous membrane') of the intestines—the primary site for 

poliovirus multiplication. The antibodies limit the multiplication of 'wild' (naturally 

occurring) virus inside the gut, preventing effective infection. 

 

The unique ability of OPV to induce this intestinal, local immunity is probably 

responsible for the extraordinary effect of OPV mass campaigns in interrupting wild 
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poliovirus transmission. Due to these advantages, OPV remains the vaccine of choice 

for the eradication of polio. 

The second type, the inactivated polio vaccine (IPV), was developed in 1955 by Dr 

Jonas Salk. IPV is used primarily in countries where the wild poliovirus has already 

been eliminated. It has to be injected by a trained health worker. 

WHO recommends that polio vaccine be given at birth (at least in areas where polio 

is still endemic) and at six weeks, 10 weeks and 14 weeks. Further details on polio 

vaccination in the pre-eradication era can be found in the WHO Position Paper 2010 

at: 

http://www.who.int/wer/2010/wer8523.pdf 

The Global Polio Eradication Initiative, spearheaded by national governments, 

Rotary International, the United States Centers for Disease Control and Prevention 

(CDC), UNICEF and WHO, is the largest public health initiative the world has ever 

known. In the Western Pacific, the Governments of Australia and Japan provide 

significant support beyond their own national programmes 



www.wpro.who.int
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