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1. INTRODUCTION 

The Second Coordination Meeting on Prevention of Cross-bordcr Transmissiurl 

of Wild Poliovirus between the Islamic Republic of Iran, Iraq, Syrian Arab Republic 
and Turkey was held in Damascus, Syrian Arab Republic, on 26 and 27 August 1998. 
It was attended by national staff responsible for poliomyelitis eradication in the four 
countries concerned, representatives from UNICEF, Centers for Disease Control and 
Prevention, Atlanta, USA, WHO headquarters and WHO Regional Offices for the 
Eastern Mediterranean, European and the Western Pacific. The meeting agenda, 
programme and the list of participants are attached as Annexes 1, 2 and 3. 

Dr Hussein A. Gezairy, Regional Director, WHO Eastern Mediterranean 
Region, welcomed the participants and expressed his thanks to the Government of the 
Syrian Arab Republic for hosting the meeting and especially to the Minister of Health 

for his interest and support and for honouring the meeting with his presence. 

I11 his address, the Regional Director 1-eferi-cd to t h ~  recoll~r~~er~daiions made by 
the participants of the first meeting held in the WHO Regional Office in Alexandria in 
May 1998. He expressed his satisfaction with the implementation status of the 
recommendations made and f ~ r m  commitment of the countries represented at the 
meeting to continue coordinated border area immunization and other poliomyelitis 
eradication activities. He mentioned that the success witnessed is a result of the 
extensive efforts of national authorities and the partnership and support provided by 
WHO, UNICEF, Centers for Disease Control and Prevention, Atlanta, Rotary 
International and other partners. 

In his address, H.E. Dr M.A. Chatty, the Minister of Health, Syrian Arab 
Rcpublic, bricfly rcvicwcd uchicvcmcnts of thc Syrian Arab Rcpublic in prevcntirlg 

childhood diseases with special reference to vaccine-preventable diseases. Dr Chatty 
also emphasized the importance of the forthcoming mopping-up campaign in keeping 
the Syrian Arab Republic poliomyelitis-free. In order to ensure the high quality of the 
mopping-up campaign, Dr Chatty announced his decision to separate the measles 
elimination campaign from the poliomyelitis mopping-up immunization. Although Dr 
Chatty was encouraged by the progress towards poliomyelitis eradication in 
participating countries, he acknowledged the difficulties that had to be overcome 
during the last stages of the eradication efforts. 

2. REGIONAL OVERVIEW OF POLIOMYELITIS ERADICATION 

2.1 European region 

Substantial progress has been observed in the European Region towards the 
eradication of The four strategies recommended by WHO to eradicate 
poliomyelitis are effectively used in the region. The level of routine immunization 
coverage has been sustained at relatively high levels in most countries. As part of 
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Operation ~ E C A C A R  Plus, 13 countries conducted national or subnational 
immunization days during March-April or April-May 1998, achieving very high 
coverage. 

Improvement of the quality of AFP surveillance remains as a high priority for 
all countries of the region, as was concluded by the Regional Certification 
Commission during the most recent meeting held in Copenhagen in April 1998. It is 
noted with satisfaction that surveillance for AFP has improved in 1997-98. At 
present: 

34 countries are reporting weekly case-based AFP information or absence of 
detected AFP cases to WHO/EURO, and at least five countries met two quality 
indicators (rate of AFP detection 2 1 per 100 000 population under 15 and 80% 
stool collection). Eight other countries are very close to these targets. 

The regional average for non-poliomyelitis AFP rate is sustained at 1.13 per 
100 800 ar~d ~llc  p~upurtiun of AFP cases with two stool samples collcctcd is 
71%. 

Accreditation of poliomyelitis laboratories that are part of the regional 
laboratory network is well in progress: 28 national laboratories have been 
visited and 21 laboratories have received full accreditation and six have 
received provisional accreditation; and 

Assewment of the quality of AFP surveillance was performed during April- 
June 1998 in 13 countries. 

In 1998, so far, circulation of wild poliovirus was detected in south eastern 

Turkey (Vanllurfa province) where 5 cases of poliomyelitis occurred during January- 
May. The Ministry of Health is now preparing mopping-up operations to target high- 
risk provinces in that area. This action is in line with the recommendations of the 
Coordination Meeting on Prevention of Cross-border Transmission of Wild 
Poliovirus, held in Alexandria in May 1998, and it will be in coordination with 
Islamic Republic of Iran, Iraq and Syrian Arab Republic. It is a unique chance to stop 
transmission of the wild poliovirus in the area. It can be done if mopping-up 
operations are of high quality. 

2.2 Eastern Mediterranean Region 

During 1997, the countries in the Eastern Mediterranean Region reported a total 
of 1069 cases of poliomyelitis (against 535 cases reported during 1996). Pakistan 
contributed 90% of cases lu ~ht:  ~ ~ g i u u a l  total as a result of a illorc than two-fold 
increase in the number of reported cases. Of the 23 countries of the Region, 15 
reported zero cases, 1 1 of them have reported zero cases for three years or more. 
Incomplete or no reports have been received from Djibouti, Somalia and Kepublic of 
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Yemen. At end August 1998, 138 cases of acute poliomyelitis had been reported from 
Afghanistan (16), Egypt (4), Islamic Republic of Iran (3), Iraq (6), Pakistan (96) and 
Sudan (1 3). 

In 1997-98, all countries of the Region except Cyprus conducted two rounds of 
national immr~nimtion days (NTDs), including the f i r ~ t  co~lntry-wide NIDs in Sudan 

(north and war-affected areas in south), Afghanistan, Djibouti and Somalia (north and 
south). To maximize their impact, NIDs were coordinated and synchronized between 
several groups of ncighbouring countrics. Thc routinc immunization covei-agc has albu 

improved (82%). 

'The sensilivity of AFP surveillance systems in the Region continued to improve. 
Of the 19 countries that reported AFP cases in 1997, 13 (Bahrain, Cyprus, lslamic 
Republic of Iran, Iraq, Jordan, Kuwait, Oman, Pakistan, Palestine, Qatar, Saudi 
Arabia, Syrian Arab Republic and Tunisia) achieved the target of non-poliomyelitis 
AFP detection rate of greater than or equal to 1 case per 100 000 population aged less 
than 15 years. Compared with 1996, the regional average non-poliomyelitis AFP rate 
increased from 0.72 to 0.95 cases per 100 000 in 1997. 

The laboratory network investigated a total of 2405 AFP cases from 16 
countries, representing 84% of all AFP cases reported from the Region. Based on 
laboratory reports, adequate stools (2 stools, collected 1-2 days apart and within 14 
days of paralysis onset) were collected from 53 % of all reporled cases, which falls 
short of the 80 70 performance target set by the WHO global eradication programme. 

In 1997 wild poliovirus was detected in 6 countries: Pakistan (types 1, 2 and 3); 
Egypt (type 1); Iraq (type 1); Sudan (type 1); Afghanistan (types 1 and 2); and Islamic 
Republic of Iran (types 1 and 3). It should be emphasized that the detection of wild 
virus reflects the extent to which samples are referred for analysis to network 
laboratories. Weak AFP surveillance systems in some countries result in underuse of 
netwnrk I:bhclr:~tnrier; and ~lnderestimation nf the extent nf transmi.ssion of wild 

poliovirus. 

In spitc of thc significant dcvclopmcnts and dchievements there are sulrlt: 

constraints that must be overcome in order to eradicate poliomyelitis from the Region. 
These include problems in war-torn countries which are not only obstructing routine 
immunization efforts but are also affecting supplementary immunization efforts and 
surveillance. Low routine immunization coverage and inadequate AFP surveillance in 
some countries, particularly in subpopulations which arc difficult to reach, is another 
major constraint. 

The Regional Office for the Eastern Mediterranean has been a close partner with 
national authorities in all the efforts to overcome these constraints by extending 
technical and financial support and by helping nat~onals to secure necessary resources 
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through the ulgailizativl~ of nalioaial irllcragency coordination committees that have 
been instrumental in fund-raising. 

2.3 Western Pacific Region 

As no new wild-poliovirus-associated cases of poliomyelitis have been detected 
in the Western Pacific Region since March 1997, under conditions of high-quality 
surveillance, there is good reason to believe that indigenous wild poliovirus 
transmissinn in the region has finally r e a s ~ d  

In 1997, a total of 5974 cases of acute flaccid paralysis (AFP) were reported in 
the region (data as at I July 1998). Of thcsc, 83% had two stool spccirne~ls cvllecled 
within two weeks of onset of paralysis. Wild poliovirus was isolated from only nine of 
these cases, eight of them from Cambodia and one from the central region of Viet 
Nam. 

The role of mopping-up in success of poliomyelitis eradication 

In response to persisting wild poliovirus transmission in 1996 even though 
seven poliomyelitis-endemic countries had conducted at least three consecutive Nmc, 
all out efforts were made to ensure that transmission ceased by the end of 1997. In 
addition to NIDs, mop-ups were conducted in May and June 1997 in Cambodia, Lao 
People's Democratic Republic and Viet Nam, and again in February, March and April 
1998 in Cambodia and Viet Nam. From November 1996 to April 1998 Cambodia and 
Viet Narn conducted eight rounds of supplementary immunization in high-risk areas, 
four ~oullllb frv111 NID:, a11d IUUI 1110pping-up rounds. 

The mopping-up rounds were distinct from the NIDs in being focused on high- 
risk areas, being of longer duration, and in their intense use of human resources. Much 
effort went into detailed planning at the district level. Mobile teams made visits from 
house to house or boat to boat on the waterways of the Mekong river to ensure that no 
child aged under 5 years of age would be missed. The quality of the mopping-up 
rounds was monitored by supervisors measuring the numbers of children reached by 
mnhile teams, and the proportinn nf incompletely immunized children who were 

given OPV. The numbers of children reached by mobile teams in these areas has 
increased, and there has been a marked decrease in the proportion of incompletely 
immunized children. 

The results of these intensive supplementary immunization activities were very 
encouraging. The last case of wild poliovirus-associated poliomyelitis in the Region 
had onset of illness in Cambodia on 19 March 1997. Since that case, over 7000AFP 
cases have been reported (data as at 1 July 19981, 84% of which had two stool 
samples taken within 14 days of onset. No wild poliovirus was isolated from any of 
these cases. For 1998 (data as at 1 July 1998) under conditions of high-quality 
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surveillance; every country in the region is reporting zero poliomyelitis cases, and the 
region is on course to be certified as poliomyelitis free in the year 2000. 

All countries and areas are asked to ensure that AFP and virological surveillance 
is sustained at the levels of quality required for certification. In addition, 
supplementary imm11ni7atinn muse continue in high-risk areas to protect against thc 

potential effects of importation of wild poliovirus from other regions, until global 
eradication is achieved. 

Poliomyelitis surveillance 

Surveillance efforts have been equally ~ntense. In 1997, a total of 5974 cases of 
acute flaccid paralysis (AFP) were reported in the Western Pacific Region (data as at 
1 July 1998). Of these, 83% had two stool samples taken within 14 days of onset of 
illness. However, after analysis in accredited laboratories, only 9 of the cases were 
confirmed as poliomyelitis by wild poliovirus isolation, which contrasts with the 6000 
poliomyetitis cases reported in 1990. All recently endemic countries have now 

reached the standards of quality of surveillance needed to confirm poliomyelitis based 
on the isolation of wild poliovirus alone (virological confirmation). Thus, 1997 was 
the first year for which five countries recently classified as poliomyelitis-GI~~GIII~C 
(China, Lao People's Democratic Republic, Malaysia, Philippines and Papua New 
Guinea) reported no poliomyelitis cases. The total number of poliomyelitis cases in 
illt: regiorl in 1997 was only nine. The last of these nine cases had onset of paralysis 
on 19 March 1997 in Can-ibodia. Since that case, almost 6000 AFP cases have been 
reported (data as at 20 March 1998), 85% of which had two stool samples taken 
within 14 days of onset. No wild poliovirus has been isolated from any of these cases. 
For 1998 (data as at 1 July 1998) under conditions of high-quality surveillance, every 
country in the region is reporting zero poliomyelitis cases. 

3. COUNTRY EXPERIENCES: RESULTS OF THE 1998 NIDS; 
SURVEILLANCE AND LABORATORY DATA 

3.1 Islamic Republic of Iran 

The national EPI has achieved and sustained above 95% coverage by 3 doses of 
OPV. Between January and June 1998, a total of 198 AFP cases were reported. Of the 
total AFP cases reported, 178 (90%) had two stool samples collected, 7 had 1 stool 
and 13 had no stools collected. Wild polioviruses were detected in 3 cases from Sistan 
va Baluchistan province. Two cases were of type 1 with onset of the disease in 
January and February and the third case was of type 3 and had disease onset in May. 
Since 1996, the final classification of AFP cases has based on laboratory findings. 

NIDs have been conducted since 1994 with close to 100% coverage of the target 
age group, i.e. children under 5 years of age. 
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High-risk area house-to-house mopping-up immunization has been conducted, 
covering approximately 3.5 million children. In addition, at the time of NIDs 
conducted in the neighbouring countries, the Islamic Republic nf Tran conducted 
mopping-up immunization in border areas with those countries. 

3.2 Iraq 

OPV3 coverage 

Immunization coverage showed much improvement in the past three years 
(> 90% for OPV3) after a decrease in the early 1990s after the Gulf crisis. While the 
coverage is high in central and south Iraq, it is showing a leve1,below the targeted goal 
(72% OPV3) in the three northern governorates. District coverage in northern Iraq 
ranges from 50% to 90%. 

NIDs and mopping up 

The first NID launched in Iraq was in 1995. Four NIDs within Operation 
MECACAR have been carried out so far in the country. Above 90% coverage was 
achieved in a11 these NIDs in both rounds. Thc NIDs coverage i l l  Ll~e three northern 
governorates during the past three years was below 80%. Above 90% coverage was 
only achieved during March-April 1998. The coverage attained by mopping-up 
activities Julirig Nuvernber-December 1997 was 62% and 75% for the first and 
second rounds respectively. 

AFP surveillance 

The reported number for AFP cases was 154 for the year 1997 Out of this 
number, 3 1 cases were confirmed poliomyelitis cases. The AFP rate for Iraq improxred 
in 1997 and reached 1.8 per 100 000 of children below 15 years of age. Adequatc 
stool specimen< were collection from 72% of the cases. In thc north ortly one 
governorate (Erbil) reported AFP cases during 1997 and no AFP cases were reported 
from the other two (Suleymaniah and Dohuk). Since January 1998, Iraq reported 80 
cascs of AFP and 1 I cascs of puliur~lyclilis. Reporting of AFP in the north is still 
deficient, and only two AFP cases have been reported during this year. 

3.3 Syrian Arab Republic 

The last case of poliomyelitis detected in the Syrian Arab Republic was i n  
March 1995. Since that time no wild virus has been isolated in the country despite a 
strong AFP surveillance system. The rate of AFP detection was 1.3; 1.2 and 1.4 per 
100 000 children under 15 years of age for 1996, 1997 and up to July 1998 
respectively. The'proportion of AFP cases with two adequate samples was 74%, 83% 
and 79% for 1996, 1997 and up to July 1998, respectively. Active search visits to 
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hospitals are made weekly or twice a month. All health facilities (governmental and 
private) reporting monthly indicated zero reporting. 

NIDs started in 1993 through 1998 with coverage more than 95% at the district 
level. Subnational immunization days were conducted in 1996 and 1997 in northern 
border governorates where 1 100 00 children were vaccinated. Mopping-up activities 
were conducted in 1995 in Aleppo and Deir a1 Zour and in 1997 in border 
governorates in three rounds: one of them one month after the NIDs and two 
coordinated with Turkey and Iraq. It is intcndcd to conduct another nluppi~~g-up 
exercise in October and November 1998 when about 700 000 children will be 
vaccinated. To decrease the risk of importation, the Syrian Arab Republic has a plan 
of action at all levels to face any imported poliomyelitis case. Weekly line listing are 
sent to the Regional Office for the Eastern Mediterranean by email. 

3.4 Turkey 

Routine OPV3 coverage are not at the desired levels and overall there has heen 

a drop from 84% in 1996 to 75% in the first half of 1998. There are regional 
differences in OPV3 coverage. It is as low as 55% in eastern and south-eastern 
r~ginnq, but higher elsewhere 

NIDs have been conducted since 1995 and the national coverage varies between 
93% and 97'1;. Most of the p rov inc~s  ~ ~ a ~ l i c d  2 90% coverage during NIDs. Non- 
poliomyelitis AFP rate considerably increased during the last 3 years and reached to 
1.13/100,000 population under 15 years in the first 7 months of 1998. The number of 
AFP reporting provinces has also increased. This is particularly seen in 7 provinces 
bordering Syria, Iraq and Iran. Some of the border provinces already exceeded the 
expected AFP surveillance indicator in the first 7 months of 1998. The same 
improvement is seen in the percentage of two adequate stool specimens which has 
reached 71% in 1998. There is a clear improvement in AFP surveillance. 

Turkey isolated 6 wild polioviruses from Mardin province in 1997 and 6 wild 
viruses from Sanllurfa province in 1998. The coordinated mopping-up activity with 
the neighbouring 3 countries will takc plucc in October and Nuve~r~ber. Nine 
southeastern provinces will conduct mopping-up starting from the previously 
unreached areas. Seven central teams will closely surprise and follow-up the 
provincial activities, to ensure the achievement of hlghest coverage. Six additional 
low-coverage provinces will accelerate the routine immunization activities in the 
same time period. 
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4. EXPERIENCE OF PROVINCIAL HEALTH SERVICES IN MOPPING- 
UP IMMUNIZATION, 1997 

4.1 Turkey 

111 October and Novcrnbcr 1997, two mopping-up rounds were cu~illuctcd in 
Sanliurfa and Mardin provinces. In both provinces, routine OPV3 and NIDs coverage 
were low during 1994-96 and AFP rates were not satisfactory until 1996. 

The target population under 5 was approximateIy 130 000 for Mardin and 
230 000 for Sanliurfa. House-to-house vaccination was used. Mardin achieved 80% 
and 65% coverage respectively in first and second rounds. For Sanlturfa, these figures 
were 74% and 81%. Some areas could not be covered because of security problems 
and bad weather. In Sanliurfa. some families had migrated temporarily to other 

provinces for agricultural work. 

The mopping-up activity has been conducted in a total of 29 provinces in 
Turkey and the total coverage was 84% for both rounds. 

4.2 North Iraq 

Mopping-up in the three northern governorates of Iraq bordering Syrian Arab 
Republic, Turkey and Islamic Republic of Iran took place during the first week of 
November and last week of December 1997. The coverage was 58% and 72% for the 
first and second rounds respectively. The districts neighbouring Turkey and Dohuk 
governorate reported a coverage lower than 70% compared to the majority of districts 
sharing borders with Islamic Republic of Islamic Republic of Iran, which reported a 
coverage of 80% or higher. 

The main problems and constraints which resulted in failure to achieve the 90% 
cuvelagz are as follows; 

a Security conditions: clashes between the different factions in some areas of the 
three governorates which resulted in inaccessibility to all areas. 

a Population movement (internal displacement) due to security conditions in 
conflict areas. 

r Inadequate planning: there was short time for planning and the  concept of 

mopping-up was not very clear to the planners as they depended on fixed sites 
for providing immunization. Priorities were not clear so there was a dispute on 
whether to carry out activities in all districts or only in border districts. 
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Low social mobilization: social mobilization activities were not enough to 
create immunization demand or to mobilize the community to participate in the 
mopping-up. 

The bad weather (continuous heavy rain) during mopping-up prevented many 
t e rns  from reaching their destinations. 

4.3 Islamic Republic of Iran 

During October and November 1997, two rounds of mopping-up immunization 
were conducted in three western provinces, namely West Azerbaijan, Kordestan and 
Kermanshah with target population under 5 years of age 210 545. Above 90% 
coverage was achieved in both rounds. 

4.4 Syrian Arab Republic 

Because the last four cases of poliomyelitis were in Aleppo governorate in 
1994-95 and because AIeppo has a long border with Turkey, an especial high-risk 
area, a mopping-up campaign was started. The first round was in October 1997 and 
1 1 1 ~  secur~cl in NUVCIIIIJCI 1997, i l l~ludi~lg f ive border areas and 19 places in Aleppo 
city. The target population of this campaign was 174 255 children under 5 years and 
the coverage rate was above 95%. 

5. MOPPING-UP: KEY ELEMENTS OF SUCCESSFUL MOPPING-UP IN 
INTERREGIONAL BORDER AREAS (EXPERIENCE OF WPR) 

In the Western Pacific Region, mopping-up rounds were conducted in 1997 and 
1998 in additiori LU NIDb in liigll-risk areas around the Mekong river, the last 
remaining focus of wild poliovirus transmission. 

Mop-ups differed from NIDs in being focal and intense, needing more resources 
per head of population, more staff and supervisors and were of longer duration. 

Lessons learnt from the mop-up activities can be summarized as follows: 

High-quality sunreiIlance especially timely laboratory results are essential for 
identifying high risk areas 

- High-risk arcas should bc locatcd on maps using surveillance indicators which 
may include the following: 

- wild poliovirus circulation in the past 12 to 24 months 
- clusters of clinically confirmed poliomyelitis or high risk (compatible) 

AFP cases 
- districts bordering poliomyelitis-endemic areas 
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- districts with international borders with endemic countries that have major 
crossing points 

- .waterway population (living on boats or river banks) 
- poor surveillance performance 
- low immunization coverage, routine or NID. 

Mop-ups should be conducted at times when access to the population is best; 
social and logistic convenience is more important than seasonat epidemiology of 
potiovirus. 

Detailed planning at the lowest level will ensure success. Every district and 
subdistl-ict slluuld havt: p l a ~ ~ b  n~ayh Lo ir~dicale lhe distribution of logistics, 
fixed posts and mobile teams. Local information should be used to determine 
the location of posts and teams and the type of transport needed. 

A flexible mixture of strategies should be used, according to the area: fixed 
posts, moveable posts and mobile teams going house-to-house. 

a Supervisors should be active and mobile so that they can follow the 
immunization teams, monitor activitieq 2nd provide extra ice and vaccine as 
required. International observers can be useful additions to supervisory teams. 

Coverage results may bc misleading in monitoring and evaluatirig ~ ~ ~ . ~ p - u p s .  
Given that the purpose of the mop-up is to immunize children who may not be 
reached by routine EPI or NIDs, a useful indicator of the success of the mop-up 
is the proportion of zero-dose or partially immunized children who were 
reached by immunization teams. 

The cost of mop-ups is higher per child immunized than NIDs, because of the 
extra teams, supervisors and time needed. 

Active search during mop-ups cannot replace high-quality active surveillance. 
The time needed for active search may detract from the efforts to immunize all 
children in an area. Cases reported as AFP as a result of active scarch during 
mop-ups are frequently later found not to be true AFP, or to have been 
previously reported. These cases require extra work on the part of surveillance 
staff to conduct further investigation. 

6. GROUP DISCUSSION ON COORDINATION OF MOPPING-UP 
OPERATION 

The following points were agreed between participating countrics on the 

planned mopping-up operations in early Octoberlearly November 
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6.1 Dates 

Country First round Second round Remarks 

Syrian Arab October 3 for 7-1 2 November 
Republic seven days 

Turkey 5- 12 October 9- 15 November 

Northern Iraq 5-7 October 8- 10 November 

Islamic Republic 5 October (one day) 12 November (one Too short for a 
of Iran day "real" mop-up 

6.2 Target areas 

6.2.1 Turkey 

Nine total provinces; of these, seven complete provinces (Diyarbakir, Hakksri, 
Mardin, Siirt, Sanllurfa, Batman and Sirnak), and two at district level (Adiyaman, 
Gaziantep), where only districts bordering Sanl~urfa province will he cnvered. Turkey, 
in addition, will do acceleration activities in six provinces north of the OPV mop-up 
provinces. The total population in the targeted provinces for the poliomyelitis mop-up 
is 900 000; onc immunization tcnm pcr 1000 total population, bctwccn 900 and 1000 

teams, i.e. one team for about 150 children. Need for 500 vehicles; one car for two 
teams. One supervising team will oversee 10 to 15 immunization teams; all activities 
house-to-house, each team has a demarcated target area; strategy the same last year 
but main problem was the ongoing conflict. Social mobilization is left to the 
provincial level; most provinces have local radio and television channels. 

6.2.2. Syrian Arab Republic 

Mopping-up in Aleppo, Hasaka, Raqqa, Deir A1 Zour, Idlib, Hama and Horns 
governorates; this includes governorates with no national borders, but comprises 
mainly districts along national borders. Roughly 600 000 o f  2.1 million children aged 
< 5 years of age in the Syrian Arab Republic are targeted. Not all of Aleppo was 
selected-Aleppo city was not included, except for periurban slum areas. Selection 
criteria alho includt: areas will] bcduuir~dgypbiea. In Aleppu governorate, there will be 
125 mobile teams for 174 000 totaf targeted children, plus 35 fixed centres in urban 
areas. In Hasaka governorate, 120 000 chiidren are targeted, with 30 mobile teams, 35 
fixed centres and 15 supervisory teams. Social mobilization in Syrian Arab Republic 
will be through the women's union. 

6.2.3 Iraq 

Nine gnvernnratcs incli~rled in mnpping-up: Ninewah, Ta'mim, Wasit, Kerbala, 
Basra and Maysan, as well as the three northern governorates, Suleymaniah, Erbil and 
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Dohuk; and districts in Salaheddin bordering Ta'mim governorate. 396 000 children 
are targeted in the north; the target is 677 000 in the other six governorates. Together 
this is one-quarter of the total target population. For the three northern governorates: 
activity over 3 days, 143 supervisors, 1267 two-person teams, 473 vehicles. Planning 
needs to be reviewed; for example, Suleymaniah alone wanted 207 cars. Social 
mobilization: women's union, banners, mobile megaphones, mosques/mullahs; 
messages translated into local languages 

6.2.4 Islamic Republic of Iran 

The mopping-up will be done in provinces along the Iraq border, i.e., only the 
bordering districts In three border provinces; 50% provided through mobile teams, 
50% through fixed centres. Proportionally, these border areas are only 10% of the 
targeted provinces. One mobile team for each for each 1500 total population; mobile 
teams are under supervision of one fixed post; social mobilization: mosques, local 
leaders, pamphlets, loudspeakers. 

7. CONCLUSIONS AND RECOMMENDATlONS 

Successful coordinated cross-border supplementary immunization ("mopping- 
up") between Turkey, Syrian Arab Republic, Islamic Republic of Iran and Iraq in 
October/November 1998 will be crucial for progress towards final interruption of wild 
poliovirus transmission in this important remaining wild virus reservoir in the Eastern 
Mediterranean and European regions. 

All four countries have made considerable progress in surveillance and 
supplementary immunization. As a consequence, virus transmission has been confined 
to one known focus in south-east Turkey and northern Iraq . Adjoining areas of north 

east Syrian Arab Republic and Islamic Republic of Iran remain at very high risk of 
virus importation and further spread. 

Despite at least three years of consecutive NIDs and additional mopping-up 
activities in this area, wild poliovirus continues to circulate in unimmunized children, 
ind~cat~ng that the extent and qual~ty 01 supplementary immunization requires further 
improvement. Countries should give high priority to achieving and maintaining 
interruption of transmission as soon as possible. 

The following recommendations supplement recommendations previously made 
after the first coordination meeting in May 1998. 
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1 Mopping-up in October/Navember 1998 

Extent of mopping-up and selection criteria. Wild poliovirus transmission 
continues in south-eapt T~rrkey and northern Iraq. This poses a lrigh risk of 
importation of virus into adjoining areas of Syrian Arab Republic and Islamic 
Republic of Iran. Therefore countries should select all areas at risk of ongoing 
transmission or importation to ensulc sufficiently high levels of immunity. The 
main selection crlteria should include known wild virus transmission in the last 
two years, or shared borders with provinces or governorates with current or 
lccelrl kr~vwn transmission. Ideally, complete provinces/governorates should be 
targeted for this campaign, and areas should only be excluded on the basis of 
high-quality surveillance and proven high immunization coverage. 

Quality of mopping-up. The overriding objective of mopping-up immunization 
should be to reach every child under 5 years of age. Therefore, special efforts 
are needed to improve the quality, using the following key elements : 

- Mirroplcrnning at district Icvcl, including the ubt: of the most accurate and 
recent population data and maps to show the distribution of the target 
population, vaccine logistics, immunization posts and teams; 

- flexible uat. uJ irnmunlzation strategies, with a predominant use of house- 
to-house irnrnurzization through mobile teams; 

- use of OPV only, as dle use of other antigens may detract from the main 
object~ve oj urgently interrupting trunsmission of wild poliovirus; 

- allowing suficient time (more than one day) for inzplrmentarion to 
facilitate complete immunization of the target population with follow-up 
of missed childrenlhouseholds; 

- detailed calculation oftransport requirements and type of transport; 
- use of local volunteers as guides and/or vaccinators wherever possible; 
- use of all possible sources of local social mobilization to inform families 

about the days when immunization teams will visit their househotds. 

Supervision of mopping-up activities. More intense supervision is required for 
mopping-up compared to NIDs. No immunization team or area can be left 
wilIlvul effective supervision. A detailed supervisory plan, including the use of 
standardized checklists, should be developed. All supervisors must be provided 
with sufficient resources, including transport, to be able to carry vsrrine and ice 
and to reach all areas. 

d)  Monitoring and evaluation. Tn addition to coverngc cstirnateb, the 
following should be considered as important additional indicators of the quality 
of mopping-up immunization: 

- No. of children immunized: determine the absolute number of children 
immunized, also to allow comparisons with previous mop-ups; 
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- "zero-dose children ": a useful indicator is an estimate of the proportion of 
children identified during the mop-up who have never received OPV 
before ("zero-dose children"). This data can be collected in selected areas, 
either by immunization teams, or by supervisors, depending on local 
circumstances; 

- AFP surveillance: improving and maintaining high-quality AFP 
surveillance must be considered as the best indicator of the success of all 
immunization activities. 

e )  External monitoring. Countries are encouraged to facilitate visits of teams 
of UN agency staff and consultants to observe mopping-up activities, participate 
in their evaluation and give technical support. 

2 National immunization days 

Wild poliovirus is still circulating in three of the participating countries. To 
secure the investment to date in poliomyelitis eradication, and to assure interruption of 
virus circulation, all four countries should conduct high-quality NIDs in the spring of 
1999. During the NIDs, mopping-up immunization strategies, as described above, 
should be used in high-risk areas. 

3 AFP surveillance 

Surveillance indicators should be monitored at governorate and province level. 
Active surveillance for AFP should be established at all major health facilities. "Silent 
areas" should receive supervisory visits to encourage reporting. National expert 
review committees should be fulIy briefed about the public health aspects of final 
AFP case classification and the significance of identifying poliomyeiitis-compatible 
cases. 



WHO-EM/POU56/E/L 
Page 15 

Annex 1 

AGENDA 

Registration 

Opening session 
Address from the Regional Director, EMRO 
Message from the Regional Director, EURU 
Address from K.E. The Minister of Health, Syrian Arab Republic 

Regional overview on poliomyelitis eradication: 
European region 
Eastern Mediterranean Region 
The role of mopping-up for success of poliomyelitis eradication 

Country presentations (results of NIDs 1998; surveillance and laboratory data) 

Experience of provincial health services in mopping-up immunization, 1997 

Mopping-up: key elements of successful mopping-up in interregional border 
areas 

Group discussion on coordination of mopping-up operations 

Conclusions and recommendations 

Closing session 
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Annex 2 

PROGRAMME 

Wednesday, 26 August 1998 

08:30-09:00 Registration 

09:00-09:30 Opening session 
Address from the Regional Director, EMRO 
Message from the Regional Director, EURO 
Address from H.E. The Minister of Health, Syrian 
Arab Republic 

09: 30-1 0: 15 Regional overview on poliomyelitis eradication: 
European region, Dr G. Oblapenko 
Eastern Mediterranean Region, Dr R. Aslanian 
The role of mopping-up for success of poliomyelitis 
eradication WPRO Representative 
Discussion 

10:45-12:30 Country presentations (Results of NIDs 1998; 
surveiflancc; laboratu~y claia) 

Islamic Republic of Iran 
Iraq 
Turkey 
Syrian Arab Republic 
Discus.sion 

14:OO-16330 Experience of provincial health services in mopping- 
up immunization, 1997 
Turkey 
North Iraq 
Discussion 
Islamic Republic of Iran 
Syrian Arab Republic 
Disrr~ssinn 

Thursday, 27 August 1998 

09:00-09:30 Mopping-up: key elements of successful mopping-up 
in interregional border areas,WPRO Representative 
Discussion 
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09:30- 12:30 Group discussion on coordination of mopping-up 
operations 
Timing 
Target age groups 
Target areas 
Mobile teams 
Social mobilization 
Supervision 
Logistics 
Evaluation 
Information needed (when, where, what) 
No, of household visits 
No. of children immunized 
No. of non-immunized children immunized 
Resources 
Coordination 

1490 Conclusions and recommendations 

Closing session 
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Ministry of Health 
Damascus 

Dr Osama Meri 
EPI Programme Manager 
Ministry of Health 
Damascus 

Dr Fuad A. Fuad 

Director of Primary Health Care 
Aleppo 

Dr Jack Lolou 
Director of Health 
Hassaka 
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TURKEY 
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EPI Manager 
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Dr Sehnaz Tiimay 
Director, Communicable Disease Control 
Ministry of Health 
Ankara 

Dr Muzaffer Kececi 
Assistant General-Director 
Ministry of Health 
Ankara 

Dr lbrahim Yucesoy 
Deputy Health Director 
Mardin Province 

Dr Abdul Aziz Akin 
Health Director 
Sanliurfa Province 

Dr Necip Yernenici 
Deputy Health Director 
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UNICEF 
Ur Ahmed Magan 
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