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1. INTRODUCTION 

The sixth meeting of the WHO Eastern Mediterranean Regional Commission for 
Certification of Poliomyelitis Eradication (RCC) was held at the WHO Regional Office for 
the Eastern Mediterranean (WHO/EMRO), Cairo, from 21 to 23 March 2001. The meeting 
was attended by Members of the RCC, some members of the WHO European Regional 
Commission for Certification of Poliomyelitis Eradication, chairmen of national certification 
committees (NCCs) and national poliomyelitis eradication officers of Cyprus, Qatar and 
United Arab Emirates, representatives of the Centers for Disease Control and Prevention 
(CDC), Atlanta, UNICEF and WHO staff from EMRO and headquarters. 

The meeting was opened by Dr Ali Bin Jaffar Bin Sulaiman, chairman of the RCC, who 
welcomed the participants and acknowledged in particular the cooperation between the 
Regional Commissions of the WHO Eastern Mediterranean and European Regions. 

Dr Gezairy, WHO Regional Director for the Eastern Mediterranean, welcomed all the 
participants and referred to the intensification of efforts in implementing all the strategies for 
poliomyelitis eradication, particularly in countries reporting indigenous cases, and to the 
observed impact reflected in a significant reduction in poliomyelitis cases during 2000. The 
Regional Director acknowledged the continued commitment of national authorities and the 
partnership and support of all partners in all aspects related to poliomyelitis eradication, as 
well as the efforts of the Regional Commission in advising the programme and addressing all 
issues related to certification. 

The agenda, programme and list of participants are given in Annexes 1, 2 and 3, 
respectively. 

2. IMPLEMENTATION OF THE RECOMMENDATIONS OF THE FIFTH 
MEETING OF THE REGIONAL CERTIFICATION COMMISSION 

It was stated that all the action points requested from the WHO secretariat and the 
adopted recommendations were or are being implemented. 

• Comments of the RCC on national reports that had been discussed during the 
commission’s meetings had been conveyed to the chairmen of the NCC and revised 
reports had been received from most of the countries. Copies of the updated reports had 
been sent to members of the RCC. 

• The formats of the annual updates had been finalized in line with the recommendations 
of the RCC, and national committees had been requested to provide annual updates. 
Reports were now being received. 

• National plans for containment of wild polioviruses and potentially infectious materials 
had been prepared or were being prepared by all countries of the Region. 
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Implementation had already started in many countries and was at a stage relevant to 
individual status with respect to poliomyelitis eradication. 

In the discussion the following procedures were agreed to with respect to reviewing 
NCC reports. 

1. As soon as the report is received in EMRO, the secretariat of WHO review the report to 
ensure that it conforms with the format and that there are no missing sections or 
annexes. It then corresponds with the chairman of the NCC to provide the missing 
information. 

2. The complete report is sent to all members of the RCC at least one month before the 
date of the meeting. 

3. RCC members, during the informal meeting that precedes the official meeting, discuss 
together the reports received to agree on a joint vision concerning each report. 

4. This joint vision and clarifications are discussed with the national team during the 
official meeting. 

5. The national team is requested to take notes of the RCC’s comments and requests for 
clarifications, additions and amendments. A letter is sent by the chairman of the RCC to 
the chairman of the NCC with the decision of the Committee and highlighting the main 
issues to be addressed by the NCC, and requesting an updated/revised report within a 
certain period of time. 

6. If the RCC has reviewed the report favourably, it is not discussed again. However, when 
an updated report is received, the WHO secretariat ensures that all the points requiring 
clarification or updating have been addressed and, in consultation with the chairman, 
sends the updated report to two members of the RCC for their endorsement before it is 
filed for future reference. 

7. Annual updates will be requested from all countries whose reports have been favourably 
reviewed by the RCC. These reports will be brought to the attention of all members of 
the RCC. 

8. A matrix will be prepared to reflect the status of the reports. This will be updated 
regularly by the WHO secretariat and brought to the attention of the RCC during its 
meetings. 
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3. PRESENT SITUATION OF POLIOMYELITIS ERADICATION 

3.1 Global overview 

Progress towards poliomyelitis eradication continued to be accelerated in line with 
resolution WHA52.22 (1999). The target for certification is still 2005. Targets for cessation of 
wild poliovirus transmission in polio-endemic countries have been established and it is hoped 
that 2001 and early 2002 will witness achievement of this target. 

Globally, there has been continued reduction in the number of cases. Over 50% 
reduction was achieved in 2000 as compared to 1999 (3000 cases as compared to 7000 cases, 
respectively). The number of endemic countries also decreased, to just 20. 

Acceleration of AFP surveillance has also been significant and, more important, so has 
the improvement in quality, as evidenced from the various indicators of performance. Wild 
virus type 2 has apparently disappeared globally; the last isolate was seen in October 1999. 

Supplementary immunization activities have also witnessed significant development in 
all endemic countries, which have not only conducted several rounds but have improved the 
quality of these supplementary immunizations by conducting them house to house. 

The global programme faces several challenges, including the need for continued 
commitment on the part of national authorities, shortage in OPV and need for funds. These 
are being solved to a large extent through the global alliance. Other challenges include the 
reversion of the vaccine strain, which reduced immunity in the population and resulted in an 
outbreak. 

3.2 African overview 

Poliomyelitis eradication efforts in Africa face several challenges. These include 
inadequate coverage of the population with health services, inaccessibility of several areas 
due to geographic and natural factors, as well as conflict, logistical problems, etc. Efforts are 
being made to overcome these constraints and the impact of such efforts is being witnessed. 
The number of countries with continued circulation of the wild virus decreased from 20 in 
1999 to only 8 by August 2000. NIDs were intensified through house-to-house immunization, 
and were synchronized with neighbouring countries (west Africa and Horn of Africa). There 
has also some improvement in surveillance although a lot is still needed to ensure adequate 
stool collection and early reporting. 

The RCC for Africa has met three times. It has not yet started reviewing country reports. 
The manual for documentation is being introduced to EPI managers. Several countries have or 
are in the process of establishing NCCs. Members of the RCC for Africa will undertake 
missions to countries to activate the process of certification, particularly at country level. 
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3.3 Eastern Mediterranean overview 

The year 2000 witnessed considerable progress and achievements on the road to 
achieving the target of poliomyelitis eradication. Implementation of the various poliomyelitis 
eradication strategies was intensified, particularly supplementary immunization activities and 
surveillance. 

Supplementary immunization was implemented in all countries except Cyprus, Oman 
and United Arab Emirates. Six countries (Bahrain, Islamic Republic of Iran, Kuwait, Libyan 
Arab Jamahiryia, Palestine and Tunisia) conducted subnational immunization campaigns in 
border areas and for high-risk areas and population groups. The remaining countries 
conducted full-scale national immunization days. The six countries that reported indigenous 
poliomyelitis cases in 2000 (Afghanistan, Egypt, Iraq, Palestine, Somalia and Sudan) 
conducted more than two rounds of NIDs and additional mop-ups or subnational 
immunization campaigns. The quality of campaigns has improved significantly through 
adoption of the house-to-house approach in the delivery of immunization. 

AFP surveillance has also improved significantly, with the regional average reading 
1.4/100 000 children under 15 years of age. AFP rates of more than 1/100 000 have been 
reached by 16 countries and it is hoped that the rest will reach this level during 2001. 

Although there has been good progress in surveillance, there are still many challenges to 
achieving the required quality, particularly adequacy of stool samples which is still less than 
the target of 80% in some countries. 

The above achievements were reflected in the continued interruption of wild poliovirus 
transmission from 16 countries and the significant reduction in the number of reported cases 
despite improved surveillance. There is very clear evidence of localization of spread of the 
wild virus and lower magnitude of infection in the remaining affected areas. 

The joint efforts of national authorities and partner agencies were behind this success. 
Efforts are continuing to ensure and maintain political commitment from the highest levels in 
national authorities and in extending technical and financial support. WHO/EMRO has 
recruited over 60 long-term and short-term professional staff, and almost 600 nationals, in 
addition to nearly 60 short-term consultants in support of programme implementation. 

Several challenges still face the programme. These include: 

• continued civil unrest in Afghanistan, Somalia and southern areas of Sudan; 
• the need to ensure the availability of the required resources (financial and human) and to 

maintain government commitment; 
• the need to ensure coordination of activities between neighbouring countries, not only in 

NIDs but also in surveillance and in response to cross-border transmission; 
• the continued low-level transmission of the wild virus in localized areas of Egypt, as 

shown by environmental surveillance and the occurrence of a few cases. 
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The regional laboratory network continued to ensure effective surveillance, with a high 
level of performance demonstrated by its full accreditation. The network is also contributing 
to the efforts to contain polioviruses in the Region. 

3.4 European overview 

The main achievement in the European Region concerns the fact that the last reported 
case was on 26 November 1998 and no cases have been reported since then. This means that 
the Region is approaching the target of certification of eradication. 

The quality of AFP surveillance continues to improve. The Region has developed one 
indicator for the quality of surveillance that takes into account various quality indicators used 
to assess surveillance. Coordination efforts with respect to supplementary immunization 
activities are continuing, both within the Region and with Eastern Mediterranean Region 
countries under the umbrella of the MECACAR Operation. 

Containment of wild polioviruses in laboratories of the Region has been initiated. It is 
recognized that it will not be an easy process given the large number of research laboratories 
in Europe. The certification process is continuing and it is hoped that the Regional 
Commission will certify the Region as polio-free later in the year. 

The challenges facing the European Region include: 

• the still inadequate surveillance at subnational levels with delays in reporting; 
• the remaining high-risk population subgroups in the Region, particularly those refusing 

vaccination and those in border areas neighbouring endemic countries. 

Discussion 

In the discussion that followed the overviews, the following points were raised: 

1. The reasons for the remaining silent transmission of the virus in certain areas of Egypt, 
with occasional occurrence of cases, may require international staff in these areas. This 
will result in better assessment of the situation and also help to validate the data that will 
be presented to the RCC. 

2. RCC members may visit some countries to have first hand information on the situation. 

4. NATIONAL CERTIFICATION COMMITTEE REPORTS 

4.1 Cyprus 

The report of the NCC for Cyprus was introduced by the chairman of the NCC who 
indicated that the data refered to the southern part of the island which is under government 
control. He explained that the strategies adopted depended essentially on high routine 
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immunization and efficient surveillance and no supplementary immunization was considered 
necessary. 

The RCC commented that the report was well prepared and considered favourably the 
judgement of the NCC that the southern part of the island had successfully interrupted 
indigenous transmission, since it was based on solid AFP surveillance and high routine 
immunization coverage. A few specific issues were raised by the RCC which will be 
addressed by the NCC in the finalization of their report, which should cover the period until 
end 2000 and be sent to EMRO. Following that, annual reports starting with 2001 should be 
submitted regularly. 

The RCC enquired about the situation in the Turkish Cypriot Community. An STC had 
visited the area last November and submitted a report indicating that poliomyelitis eradication 
activities were based on routine immunization and surveillance for poliomyelitis. AFP 
surveillance had not been introduced. The RCC recommended that WHO extend the 
necessary support to this part of the island to ensure that certification-standard surveillance is 
introduced and functions. The Commission would then wish to consider a separate full report 
for the Turkish Cypriot Community. 

4.2 United Arab Emirates 

The RCC expressed appreciation of the diligent efforts of the National Certification 
Committee (NCC) and the national programme concerning preparation of the report with 
national documentation for review by the Commission. The report was clear, with proper 
attention to detail. 

The major strengths of the EPI and poliomyelitis eradication programme that were 
evident in the report include uniformly high routine and supplementary immunization 
coverage from 1995 to 1999 (period of the report). High coverage figures indicating high 
general population immunity were reassuring to the Commission. 

However, the Commission noted that implementation of AFP had started only recently 
and needs some time to conform to the minimum standards of quality set by the Global 
Commission for Certification of Poliomyelitis. The Commission noted that the national report 
had not been updated since August 2000 and that there may have been improvements in AFP 
surveillance during the recent months. Since the quality of AFP surveillance provides the 
greatest certainty about the polio-free status of a country to the Commission and because the 
evidence presented does not cover a sufficient period of time with high-quality surveillance, 
the Commission looked forward to receiving a full and updated report that would include 
evidence of high quality surveillance as a result of the recent measures taken by the Ministry 
of Health. 

Some specific comments will be sent by the chairman of the RCC to the chairman of the 
NCC to be included in the revised version. 
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To strengthen the report further, the following specific suggestions were made by the 
Commission. 

a) Include names, titles and qualifications of members of the National Expert Review 
Committee. 

b) Attach line-list of AFP cases to the report. 

c) Review tables 50 and 52 for internal consistency and include information on final 
classification of cases. The national programme should work with WHO/EMRO staff to 
clarify issues related to timing of changes in case-classification schemes. 

d) Include a note to explain the apparent discrepancy between the population figures (item 1) 
and the size of NID target population (item 89). 

e) The section on laboratory containment in the National Documentation Manual will be 
revised by the WHO Secretariat. This part should be filled in according to the revised 
format. 

4.3 Qatar 

The Commission acknowledged with appreciation the hard work of the NCC and the 
national programme in preparing the national report and documentation for review by the 
Commission. The report was clear and well prepared. 

Although there was a hint of recent decline in officially reported figures, the 
Commission was reassured to note that high routine OPV3 coverage had been maintained in 
the country during the period of the report (1995–2000). The overall EPI programme appears 
to be robust. The coverage levels achieved during NIDs from 1995–2000 were modest. 

Although the AFP surveillance has been able to detect cases that equal or exceed the 
minimum expected number, in most cases stool specimens have either not been collected or 
obtained too late to exclude the presence of wild poliovirus with the level of certainty required 
for certification. Collection of adequate stool specimens from at least 80% of AFP cases is the 
most critical surveillance quality indicator set by the Global Commission for Certification. 
Review by an expert group, detailed clinical follow-up or other diagnostic tests provide useful 
supplementary information, but the gold standard remains virological evidence obtained from 
adequate stool specimens from AFP cases. The Commission noted that the programme had 
encountered problems initially in shipping stool specimens to regional network laboratories 
and that these problems have now been resolved. The Commission was also encouraged to 
learn from the presentation that the system of active surveillance was being rectified and 
weekly active surveillance visits would be conducted instead of quarterly visits. 

With the expectation that active surveillance will lead to a much-strengthened AFP 
surveillance system that will provide more convincing evidence, the Commission looked 
forward to an updated report next year. 
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Some specific comments will be sent by the Chairman of the RCC to the Chairman of 
the NCC to be included in the revised version. 

To further strengthen the report the following specific comments were made: 

a) The executive summary should state more clearly the evidence on which the conclusions 
are based. 

b) The disease incidence and immunization coverage chart should be revised to depict the 
case as a bar instead of a line curve. 

c) A better quality map should be included to clearly define geographic features of the 
country. 

d) The information on laboratory-related issues should be clearly provided instead of 
referring to laboratories for information (item 70). Assistance from WHO/EMRO should 
be sought to obtain any missing laboratory information. 

e) Attachment to item 59 should be provided. 

f) An updated line-list of AFP cases should be attached. 

g) The planned scope of the response to imported wild poliovirus is insufficient and should 
be revised according to WHO guidelines. 

h) The section on laboratory containment in the National Documentation Manual will be 
revised by the WHO Secretariat. This part should be filled in according to the revised 
format. 

5. REVIEW OF PREVIOUSLY DISCUSSED REPORTS AFTER UPDATING 

Following the letters sent by the chairman of the RCC to the chairmen of the NCCs 
reflecting the discussion and comments of the RCC on the national documentation, the 
Regional Office received updated reports from Bahrain, Jordan, Oman, Saudi Arabia and 
Tunisia. Other countries (Islamic Republic of Iran, Kuwait and Syrian Arab Republic) did not 
send updated reports despite reminders from EMRO. Morocco was not due to send a revised 
report as the RCC had requested that this be done after one year of good surveillance. 

The RCC reviewed the updated reports received and identified points that needed 
clarification from the NCCs. Most of these items had not previously been brought up by the 
RCC at the time of initial discussion of the report. 

Bahrain: clarifications and comments were made on items 1, 12, 18, 20, 25, 30, 43, 45, 47(a), 
52, 58, 71, 77, 90, 92, and 93. 
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Jordan: clarifications and comments were made on items 17, 18, 22, 43, 47, 53, 62, 65, 68, 
81, 89, 91 and 95. The RCC also noted that there were many unnecessary tables and graphs. 

Oman: clarification and comments were made on items 52, 65, 66 and 90(b). The RCC 
recommended that a neurologist review the diagnosis of cases which were not GBS. It also 
recommended that the expert group meet more frequently. 

Saudi Arabia: comments and clarifications were made on items 43, 63, 90 and 97. The RCC 
recommended the addition of a section on importation and mobile communities. 

Tunisia: comments and clarifications were made on items 17, 19, 21, 22, 26, 47, 51 and 81. 

6. ANNUAL PROGRESS REPORTS 

The five countries whose reports were discussed in 1999 were due to submit annual 
progress reports. Letters were sent to the chairpersons of the NCC of the countries to which 
this applied, namely Bahrain, Jordan, Kuwait, Oman, Saudi Arabia and Tunisia. An annual 
progress report had been received from Oman only, covering the full year of 1999 and for 
2000. The RCC reviewed the report and commended the NCC of Oman for their timely 
submission of the annual progress report and for its comprehensiveness. The Commission 
called on other NCCs whose reports were discussed in 1999 to submit progress reports for the 
full year of 1999 and for 2000 and to submit annual progress reports regularly. 

The NCCs whose reports were discussed in 2000 are due to submit annual progress 
reports for the full year of 2000. 

7. REGIONAL PLAN AND PROGRESS TOWARDS LABORATORY 
CONTAINMENT OF WILD POLIOVIRUS 

In the Eastern Mediterranean Region, 18 out of 23 countries have appointed a national 
containment coordinator and 16 countries have prepared a national containment plan. 
National laboratory surveys have been completed in 132 laboratories in Oman and 5 
laboratories in Qatar, and surveys are also being implemented in Jordan, Morocco, Saudi 
Arabia, Syrian Arab Republic and Tunisia. Eleven (11) out of 12 WHO-designated poliovirus 
network laboratories in the Region have submitted inventories of stored materials. It is 
anticipated that by December 2001, 14 polio-free countries in the Region will have prepared 
and submitted national inventories of laboratories storing poliovirus-infectious materials. 

The limited experience to date suggests that there is no single approach that can be used 
by all countries in the world to achieve laboratory containment of wild polioviruses. The 
national authority with responsibility for all containment activities varies. For example, in 
Oman, only one person has been appointed as national containment coordinator with sole 
responsibility for overseeing implementation of the national plan. In Saudi Arabia and Tunisia 
two committees are being used. Despite the format of the national authority, it is becoming 
clear that greatest progress is being made in countries in which: 



WHO-EM/POL/118/E/L 
Page 10 

 

• the responsible persons have official approval and authority to do the job; 
• there is multisectoral involvement; 
• the national containment authority is accountable to a National Certification Committee 

for poliomyelitis eradication; 
• resources are made available in the form of staff and money to do the job; 
• there is commitment to complete the duties assigned in all three phases of containment. 

The creation of a national laboratory list has also proved to be very challenging because 
few countries maintain national laboratory registries. However, it is of the utmost importance 
that a list of laboratories be developed before implementation, as it is a useful tool for 
monitoring and follow-up. A thorough and systematic approach should be used for preparing 
the list even if a variety of resources are used (e.g. multiple registries in different government 
departments). 

8. FORMAT OF NATIONAL PLANS FOR PREPAREDNESS OF WILD VIRUS 
IMPORTATION 

All countries, particularly polio-free countries, need to be prepared to respond to wild 
poliovirus importation. A national plan for responding to poliovirus importation should be 
prepared and periodically updated by each country. The key elements of the plan include 
mechanisms for ongoing monitoring and detection of importation, ability to investigate the 
importation rapidly and enhance surveillance for AFP and wild poliovirus, conduct of an 
appropriate immunization response, and activities to document interruption of transmission. 

A high quality AFP surveillance system that is geographically representative is the basis 
for adequate monitoring and detection of importation. Capacity should be available for 
immediate notification of “high-risk” AFP cases, for example an unimmunized child from a 
high-risk population with symptoms consistent with polio. In addition the laboratory should 
notify positive specimens immediately. 

An immediate epidemiological investigation should be undertaken to determine the 
source of the isolate and case investigation should ascertain travel and contact/exposure 
history and other relevant information. Surveillance should be immediately enhanced to 
determine the extent of virus circulation and track the impact of control measures. 
Enhancement of surveillance includes active search for missed or additional cases, 
daily/weekly active surveillance, notification of care providers, and laboratory analysis of all 
enterovirus isolates. 

The timing, magnitude and type of immunization response should be determined by the 
epidemiological features of cases, evidence of ongoing transmission, stage of eradication 
(Does it represent ongoing, undetected transmission?), local versus distant importation, and 
potential for widespread transmission. 
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Enhanced and supplementary surveillance activities, such as stool surveys, will be 
needed for 12–18 months following the last case in order to document interruption of 
transmission. 

The main lessons learned from recent importations into polio-free areas include the 
following. 

• High quality surveillance is key to early detection of the virus. 

• Mobile minority groups play a key role in virus importation. 

• Epidemiological blocks affected by cross-border movements or distant importations 
must be identified, including areas away from national borders. 

• Special immunization and surveillance efforts in high-risk or minority cross-border 
populations are needed. 

• High general population immunity, achieved by routine and supplementary 
immunization activities, limits virus spread. 

The guidelines for preparedness for wild virus importation as well as the format for 
national plans of action are given in Annex 4. 

The RCC endorsed the guidelines and requested EMRO to communicate the proposed 
format to all countries. It further requested that NCCs be informed that the national plan of 
action should be considered as an essential part of the certification documentation, and 
submitted to the RCC. 

9. PLANNED ACTIVITIES OF THE RCC (2002) 

9.1 Coordination of efforts between the Eastern Mediterranean and European RCCs 

The RCC met privately to discuss a number of issues related to their planned activities. 
Part of the meeting was allocated for discussion with members of the RCC for Europe. 

It was recognized that the time-frame of the two commissions was not the same 
although they are on a parallel course. The European Commission is at an advanced stage in 
certification of the European region. However, what is happening in the Eastern 
Mediterranean Region was of great concern and interest to the European Commission, 
especially the low level circulation of the wild virus in some countries of the Eastern 
Mediterranean Region and the possibility of importation from endemic countries of the 
Eastern Mediterranean Region to neighbouring countries of Europe. 

The present cooperation between the two Regional Offices is very comprehensive. 
Special reference was made to regular and continuous information exchange and joint 
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ventures such as the MEACAR Operation and coordinated border activities. Some additional 
coordination efforts were discussed, including the possibility of joint country visits by 
members of the two RCCs and ensuring similar formats for documentation between the two 
regions. 

9.2 Next RCC meeting 

The seventh meeting of the RCC will be held on 7 and 8 November with the afternoon 
of 6 November for private discussions between members of the RCC. 

9.3 Targeted countries for submission of reports  

Countries due to submit reports to the next meeting include Lebanon, Libyan Arab 
Jamahiryia, Morocco, Palestine, Republic of Yemen and possibly Iraq. It is also anticipated 
that the situation in the Turkish Cypriot Community will be discussed. 

9.4 Agenda of the next meeting  

The RCC recommended inclusion of the following items in the agenda, in addition to 
review of new reports from NCCs: 

• update on lab containment 
• annual updates 
• vaccine-derived virus outbreak. 

10. RECOMMENDATIONS 

1. WHO regional offices should coordinate the dates of the RCC meetings of the various 
regions to avoid conflict and ensure participation of all members. 

2. WHO regional offices should facilitate participation of two members of the Eastern 
Mediterranean Region RCC in the meetings of the European, African and South-East 
Asian Regional Certification Commissions. This applies in particular to discussion of 
reports from neighbouring countries, e.g. with respect to Europe during discussion of 
reports of Turkey, Turkmenistan, Uzbekistan and Tajikistan. 

3. The Regional Office should develop a matrix reflecting the status of national 
documentation reports and also annual progress reports. 

4. The Regional Office should invite the chairmen of the NCCs to meetings of the RCC 
when reviewing the annual updates from their countries. 

5. In view of the need to promote NCC activities, a meeting of the chairmen of the NCCs 
in the Eastern Mediterranean Region should be organized. 
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Annex 1 

AGENDA 

1. Opening session 

2. Implementation of the recommendations of the Fifth Meeting of the Regional 
Certification Commission 

3. Present situation of polio eradication (global and regional) 

4. Country reports from the national certification committees of Cyprus, United Arab 
Emirates and Qatar 

5. Review of updated reports from countries whose reports were discussed during the 
fourth meeting of the Regional Certification Commission 

6. Annual progress reports from countries whose reports were discussed 

7. Regional plan and progress towards laboratory containment of wild polioviruses 

8. Format of national plans for preparedness of wild virus importation 

9. Planned activities of the Regional Certification Commission (2002) 

10. Conclusions and recommendations 

11. Closing session 
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Annex 2 

PROGRAMME 

Wednesday, 21 March 2001 

The Joint meeting of the Regional Certification Commissions (EMR and EUR) 

13:00–13:30 Briefing of Regional Certification Commissions on poliomyelitis situation in 
zones of interest 

13:30–14:30 Regional overview of certification 
• Eastern Mediterranean Region  
• European Region 

15:00–16:00 Coordination plan for certification activities in 2001–2001 and Interregional 
exchange of information for certification 

Thursday, 21 March 2001 

08:30–09:00 Registration 

09:00–09:15 Opening session 
• Address by Dr Ali J. Sulaiman,, Chairman of RCC 
• Message from Dr Hussein A. Gezairy, RD/EMRO 
• Adoption of Agenda and programme of work 

09:15–09:30 Implementation of the recommendations of the Fifth Meeting of the Regional 
Certification Commission 

09:30–11:00 Present situation of polio eradication 
• Global overview, headquarters 
• Regional overview, AFRO 
• Regional overview, EMRO 
• Regional overview, EURO 
• Discussion 

11:30–13:00 Presentation from National certification Committee, Cyprus 

14:00–15:30 Presentation from National certification Committee, United Arab Emirates 

15:30–17:00 Presentation from Lebanon or Qatar 
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Friday, 24 March 2001 

09:00–10:00 Discussion concerning the received response to RCC comments on previously 
discussed reports and annual updates 

10:00–10:30 Progress towards laboratory containment of wild poliovirus 
• Discussion 

11:00–12:00 Presentation of format for national plans for preparedness for wild virus 
importation 
• Discussion 

13:30–14:00 Planned activities of the Regional Certification Commission 2001 

14:00–14:30 Conclusions and Recommendations 
 Closing session 
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Annex 3 

LIST OF PARTICIPANTS 

1. Members of the Eastern Mediterranean Regional Certification Commission 

Dr Malek Afzali 
Undersecretary for Research Affairs 
Ministry of Health and Medical Education 
Teheran 

Dr Yagoub Y. Al Mazrou (unable to attend) 
Assistant Deputy Minister for Preventive 
Ministry of Health 
Riyadh 

Dr Natth Bhamarapravati (unable to attend) 
Professor of Pathology 
Mahidol University 
Nakhonpathom 

Dr Abdullahi Deria 
Former Regional Adviser, Communicable Diseases 
London 

Dr Imam Zaghloul Imam 
Adviser to the Egyptian Organization for 

Biological Products and Vaccines (VACSERA) 
Cairo 

Dr Mushtaq Khan 
Professor of Paediatrics 
Medical Centre 
Islamabad 

Dr David M. Salisbury 
Principal Medical Officer 
Department of Health 
Skipton House 
80 London Road 
London 

Dr Ali Jaffer Mohamed Sulaiman 
Director-General Of Health Affairs 
Ministry of Health 
Muscat 
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Dr R. Teklahaimanot 
Vice Chairman 
African Regional Certification Commission 
c/o WR Ethiopia 
Addis Ababa 

2. Representatives of the European Regional Certification Commission 

Prof. Margareta Bottiger 
Gransater 
S-13 236 Saltsjo-Boo 

Prof. Istvaan Domok 
Scientific Adviser 
Czobor St. 41/b 
Budapest 

3. Representatives of countries whose reports were discussed 

CYPRUS  

Dr Chrystalla Hadjianastassiou 
Chairman of the National Certification Committee 
EPI Manager 
Ministry of Health 
Nicosia 

Dr Theodoros Kyriakides 
Senior Consultant Neurologist 
Cyprus Institute of Neurology and Genetics 
Nicosia 

QATAR 

Dr Khalifa Al Jaber 
Chairman of the National Certification Committee 
Ministry of Health 
Doha 

Dr Sayed Fadl Shah 
National EPI Manager 
Doha 

 

 



WHO-EM/POL/118/E/L 
Page 18 

 

UNITED ARAB EMIRATES  

Dr Mahmoud Fekry 
Assistant Under-Secretary for Preventive Medicine 
National EPI Manager 
Ministry of Health 
Abu Dhabi 

Dr Youssef Abdel Razzak 
Chairman of the National Certification Committee 
Ministry of Health 
Abu Dhabi 

4. Other organizations 

UNICEF/MENARO  

Dr Qussay Al-Nahi 
Regional Immunization Officer 
UNICEF/MENARO  

CDC 

Dr Howard Gary 
Division of Viral and Rickettsial Diseases 
Centers for Disease Control and Prevention (CDC) 
1600 Clifton Road, Mailstop A34 
Atlanta, GA30 333 

Dr Roland Sutter 
Chief, Technical Services Branch 
National Immunization Programme 
Vaccine Preventalbe Disease Eradication 
Center for Disease Control and Prevention (CDC) 
Corporate Square Bldg. 12, Mailstop E05 
Atlanta, GA 30 333 

5. WHO Offices 

EURO 

Dr R. Aslanian 
Short-term professional 
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Dr George Oblapenko 
Medical Officer 
Coordinator of the EUR Polio Eradication Certification and  
  Containment activities 

Dr Galina Lipskaya 
Scientist, Coordinator of the EUR 
Polio Laboratory Network 

AFRO 

Dr Sam Okiror 
Focal person for Certification of Polio Eradication 
in the African Region 

SEARO (Unable to attend) 
 

WHO SECRETARIAT 

Dr H. Gezairy, Regional Director, WHO/EMRO 
Dr A. Saleh, Assistant Regional Director, WHO/EMRO 
Dr Mohamed H. Wahdan, Special Adviser to the Regional Director for Polio Eradication 
Programme WHO/EMRO 
Dr Faten Kamel, Medical Officer/POL, WHO/EMRO 
Dr Hamid Jaffari, Medical Officer/POL, WHO/EMRO 
Dr Taky Gaafar, Regional Adviser, VPI, WHO/EMRO 
Dr Rudi Tangermann, Medical Officer, EPI, WHO/HQ 
Dr Esther de Gourville, Scientist/Virologist, Poliomyelitis/Laboratory, WHO/EMRO 
Dr Hala Safwat, Short Term Professional, Poliomyelitis Eradication, WHO/EURO 
Mr Fassi Fehri, Technical Officer, Poliomyelitis Eradication, WHO/EMRO 
Ms Christine Fares, Senior Secretary, Poliomyelitis Eradication, WHO/EMRO 
Ms Abir Hassan, Secretary, Poliomyelitis Eradication, WHO/EMRO 
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Annex 4 

IMPORTATION OF WILD POLIOVIRUS INTO POLIO-FREE AREAS 

PREPAREDNESS FOR AN EFFECTIVE RESPONSE 

Detection of wild poliovirus in a polio-free country is a public health emergency. 
Countries should be prepared to respond appropriately to contain the situation in order to 
maintain the polio-free status. 

Possible situations of poliovirus importation include: 

1. Imported case of poliomyelitis; when wild poliovirus is isolated from stool specimen 
from an AFP case with history of recent travel to a polio endemic area. 

2. Polio cases associated with imported virus. 

3. Wild poliovirus isolated from the stools of an individual with no neurological symptoms 
or history of recent travel to a polio endemic area. 

4. Wild poliovirus isolated from sewage or other environmental samples. 

Importation of wild poliovirus cannot be prevented until global polio eradication is 
achieved, but its spread within the country can be controlled. 

The main lessons learned from recent importation into polio-free areas include: 

• High quality surveillance is key for early detection of virus. There is absolute necessity 
of maintaining high quality AFP surveillance even years after stopping transmission 

• Mobile groups play a key role in virus importation 

• Epidemiological blocks affected by cross-border movements or risk of distant 
importation must be identified, including areas away from national borders 

• Special immunization and surveillance efforts in high-risk or minority cross-border 
populations are needed 

• High general population immunity achieved by routine and Supplementary 
Immunization Activities limits virus spread 

A national plan for responding to poliovirus importation should be prepared and 
periodically updated by each country. The key elements of the plan should include: 

1. mechanism for ongoing monitoring and early detection of importation, 
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2. ability to rapidly investigate the importation 

3. activities to enhance surveillance for AFP and wild poliovirus, 

4. ability to conduct an immediate and appropriate immunization response, and 

5. activities to document interruption of transmission. 

MONITORING AND DETECTION OF IMPORTATION 

High quality AFP surveillance system forms the basis for monitoring and early detection 
of importation 

1. A high quality AFP surveillance should satisfy the following criteria 

– Non-polio AFP rate of at least 1/100 000 children under 15 years of age per 
annum 

– At least 80% of AFP cases have adequate stool specimens (2 specimens collected 
within 14 days of paralysis onset, at least 24 hours apart and received in the lab in 
good condition) 

– Appropriate geographic representation i.e AFP cases with adequate specimens are 
representative of the population distribution in general 

Quality of AFP surveillance should be monitored at the subnational level and should be 
ensured in border areas and in areas resided by minorities, refugees and high risk 
populations 

2. Mobile and minority high-risk populations should be identified in border areas, as well 
as in other locations, where these groups may reside. Strategies to access these 
populations through routine and supplementary immunization activities should be 
planned. Special surveillance activities should cover such populations in order not to 
miss any AFP cases. 

3. Countries should ensure prompt cross-border notification of any cross border AFP case 
through the most efficient and direct route. Notification could be done through the 
respective WHO and UNICEF country, as well as Regional offices. 

4. All district level staff in border areas should be trained on proper epidemiological 
investigation of AFP cases including history of travel and contacts. 

5. Complete clinical and epidemiological investigation of all AFP cases should be done to 
identify “high-risk AFP cases” (hot cases). A case should be considered high-risk 
whenever AFP is discovered in any child under five years of age with incomplete 
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immunization status, OR belonging to a high risk group (minority group, displaced or 
refugee populations, etc.), OR have had contact with persons from polio-endemic 
countries, AND presents with symptoms typical for poliomyelitis (fever at onset, short 
progression period, asymmetric paralysis, etc. When such an AFP case is discovered, 
two faecal specimens should be taken as soon as possible, arrangements made for the 
immediate transportation of specimens, and the laboratory alerted to test the specimens 
as a priority, immediately upon arrival in order to shorten the time from onset to test 
results. 

6. Laboratories should immediately notify the programme when any poliovirus is isolated 
and refer it within 14 days for ITD and genomic sequencing. 

RAPID INVESTIGATION OF IMPORTATION 

Any wild poliovirus isolation should lead to an immediate investigation. A full clinical, 
epidemiological and virological investigation should be initiated immediately to determine the 
source of the virus. Case investigation should include the collection of all relevant travel and 
contact/exposure history and other relevant information and epidemiological data needed to 
establish whether the individual came in contact with the virus in a polio-endemic country. 
Specimens should also be collected from contacts and all wild polioviruses should be 
submitted to a WHO accredited specialized laboratory to assist with the determination of the 
geographic origin of the virus through genetic sequencing. Surveillance quality and 
vaccination coverage in the area should be assessed. 

After thorough investigation cases must be classified as imported or indigenous. If the 
genomic sequence data shows that the virus was closely related to another country and this 
finding was consistent with epidemiologic data, the virus can be considered an importation. If 
sequence data shows that the virus was not detected before or is related to both virus 
circulating before in the country as well as other countries, the virus should be considered 
indigenous unless there is convincing epidemiologic evidence to the contrary and good 
surveillance in local area. 

ENHANCED SURVEILLANCE 

Detection of a confirmed polio case in a polio free country should be followed 
immediately by enhanced surveillance for AFP and polioviruses to: 

1. Ensure that it is not a reflection of missed ongoing indigenous transmission through 
checking the quality of surveillance including active retrospective search for cases and 
re-testing of specimens. 

2. Exclude re-establishment of virus circulation due to importation through active search 
for cases and widening surveillance activities to include contacts. 

3. Determine the extent of virus circulation and the impact of control measures. 
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The following actions should be conducted: 

• Immediate notification of WHO, other international partners and neighbouring 
countries. 

• Immediate call on the group of experts established for preparedness and response to 
importation to advise and coordinate activities nation-wide. 

• Immediate notification by telephone, to all provincial surveillance units and major 
hospitals nationally to inform staff that an imported wild poliovirus has been detected, 
and to alert staff of the possibility of further cases. Provinces must remind all 
districts/second administrative unit that 100% timely and complete active surveillance 
reports, including zero reports, are required from every district without exception. Full 
information should be provided on names, addresses, telephone, fax and e-mail numbers 
of the responsible persons in the Ministry of Health. The details of proper case 
investigation and stool collection should be emphasized. 

• Provincial and national staffs begin immediate enhanced active surveillance by visiting 
all districts surrounding the case and the AFP sites within that province to conduct 
active searches for unreported AFP cases. 

• Collect stool specimens from household and school contacts of the case before giving 
OPV. 

• Typing all enteroviruses isolated in virological laboratories and submitting all poliovirus 
isolates for intratypic differentiation 

• Monitoring of reports at national/provincial level; 

– Daily reports to provinces from districts surrounding case 

– Weekly reports from all provinces by telephone – province reports must include 
all districts. 

– Weekly review of situation by experts using mapping and other means of 
documenting the functioning of surveillance. 

IMMUNIZATION RESPONSE 

Any importation of wild poliovirus should be followed by an immediate large scale 
supplementary immunization response. This would require availability of stockpile of OPV 
vaccine. 

The target population and magnitude of immunization response should be determined 
by: 
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• Evidence of ongoing transmission, 
• Extent of circulation, 
• Local vs. distant importation, 
• General population vs under-vaccinated minority group. 
• Potential for widespread transmission: in areas with poor sanitation, urban 

overcrowding and areas with low immunization coverage the potential for rapid spread 
of poliovirus is high. 

Immunization activities need to be widespread in order to stop transmission. Limited 
response could result in a national disaster. 

In general the following steps will be required: 

• Emergency meeting of national and international experts should be convened to decide 
on the response according to the local situation. 

• Immediate large scale two rounds of supplementary immunization for all children under 
5 years of age in an area equivalent to at least one province/first administrative unit (i.e. 
several districts surrounding the case) should be conducted. Immunization of the 
contacts of the case should be done after collection of stool specimen if necessary 

• Detailed planning, including targeting of high risk groups and house-to-house 
approaches should be used. 

• If secondary spread has occurred, the magnitude of the immunization response should 
be increased to several provinces or countrywide in small countries. 

• If a border area is involved, the neighbouring country must be notified immediately, 
through WHO, followed by cross-border coordination in supplementary immunization 
between the countries concerned. 

DOCUMENTING CESSATION OF TRANSMISSION 

An equally important part of the response to imported wild poliovirus is the 
documentation of the interruption of transmission of wild poliovirus. 

Enhanced surveillance must be maintained for a period of at least 12 months after the 
last wild poliovirus associated case is detected. 

Countries must maintain enhanced surveillance through the existing AFP and 
virological systems. In addition, supplementary surveillance activities such as stool and/or 
environmental surveys may be needed to confirm cessation of transmission. 

As the detection of any wild poliovirus is considered a national emergency, detailed and 
comprehensive documentation is required to describe the epidemiological background, 
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findings of case investigation and surveys including laboratory results, description of 
immunization response and results of enhanced surveillance. 

The report should be completed in close coordination of all national and international 
experts involved. 

These reports should be included in the country documentation expected to be submitted 
by the National Certification Committee to the Regional Certification Commission. 

Also a national plan indicating preparedness to detect and respond to importation is a 
prerequisite to be included in the national documentation for certification. 

MAIN ELEMENTS IN A NATIONAL PLAN 

Goal: To maintain the polio free status 

General Objective: 

Preparedness for effective response to wild poliovirus importation 

Specific objectives: 

• Early detection and 

• appropriate containment of wild polio virus importation 

Identification of importation risk: 

Both risks of distant and cross border importation should be quantified 

Identification of high-risk areas and populations: 

A list of areas and populations at high risk of importation or its spread should be 
prepared. The list should include: 

• Areas bordering endemic countries 
• Areas with low population immunity due to low routine or supplementary immunization 

coverage or areas with high influx of susceptibles 
• Minority groups 
• Refugee camps/internally displaced population (IDP) 

Surveillance activities and performance in border areas/high risk areas/high risk 
populations: 
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• Monitoring performance indicators: non-polio AFP rate, percentage of cases with 
adequate stools, completeness and timeliness of reporting and zero reporting 

• Active surveillance should be established in these areas with monitoring of active 
surveillance visits. 

• Organizing training of the local officers responsible for surveillance 
• Supervision should be intensified with close monitoring from the central level. The plan 

and schedule of supervisory visits should be included 
• The plan should include the definition used for a hot AFP case and the action taken in 

response to these cases.(circulars issued to surveillance and laboratory staff should be 
included). 

Measures taken to ensure high population immunity in border areas/high risk 
areas/high risk populations: 

• Table for routine immunization coverage in these areas with ongoing analysis 
• Ongoing activities for strengthening routine immunization in these areas (eg social 

mobilization, outreach and mobile vaccine delivery strategies, acceleration 
campaigns…etc) 

• Plan for supplementary immunization activities 
• Coverage data for supplementary immunization activities and analysis 

Nomination of a group of experts for preparedness for and response to importation: 

A group of experts and high level officials should be identified in advance. Should any 
incident of importation occur, this group would meet immediately to decide on the response 
and coordinate the planned activities. 

The list of experts with their titles and contact information should be included in the 
plan. 

The composition of this group of experts is similar to the national expert committee for 
classification of AFP cases, as it should include: 

• Expert epidemiologist 
• Virologist, and 
• Senior pediatric neurologist 

However, it should as well include a communication/social mobilization expert and be 
headed by a senior Ministry of Health decision maker. It is possible to expand the 
composition of the National Expert Committee for this purpose. 

Response to wild virus isolation: 

In line with the guidelines, the plan should include: 

• The protocol for case and area investigation 
• The plan for enhancement of surveillance 
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• The scope and intensity of immunization response 
• The communication pathways for sharing information within and outside the country. 
Required documentation: 

The list of information and documents needed to document the event and to prove 
containment of wild virus spread should be specified and listed. This should include: 

• Detailed epidemiological, clinical and virological data 
• Data on surveillance analysis and quality 
• Surveillance response 
• Immunization response 

 


