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1.   INTRODUCTION 
 
 

The Regional Commission for the Certification of Poliomyelitis Eradication (RCC) in the 
Western Pacific Region continues to meet on an annual basis in order to review and support 
maintenance of poliomyelitis-free status and certification standard quality requirements and to 
fulfil its reporting mandate to the Global Certification Commission (GCC). 

 
1.1  Objectives 

 
The objectives of the RCC at its eighteenth meeting were: 

 
(1)  to update the RCC and national Certification Committees (NCCs) on the global 

and regional status of poliomyelitis eradication and review the implications of the World Health 
Assembly 2012 resolution declaring the completion of poliomyelitis eradication as a 
programmatic emergency for global public health; 

 
(2)  to review progress reports from all countries and areas on maintaining the 

poliomyelitis-free status and recommend required action to achieve high-quality surveillance and 
immunization performance; and 

 
(3)           to assess the epidemiological situation and control measures implemented by 

China to interrupt the 2011 transmission of imported wild poliovirus and decide upon China’s 
poliomyelitis-free status. 

 
1.2  Organization 

 
The meeting was attended by seven commission members, two temporary advisers, 

22 NCC members and designates, 47 representatives from the Ministry of Health and Chinese 
Center for Diseases Control and Prevention, 12 partner agencies and 13 World Health 
Organization (WHO) staff from headquarters, regional offices and country office in China. 
Annex 1 includes the meeting timetable, and Annex 2 contains a list of participants. 

 
1.3  Opening ceremony 

 
WHO Regional Director, Regional Office for the Western Pacific Region, 

Dr Shin Young-soo conveyed his welcome remarks to the meeting via video-taped message: 
 

"Greetings from Manila and the WHO Regional Office for the Western Pacific.  I 
regret not being able to join you in person, but look forward to hearing the positive results 
of your important meeting. 

 
In particular, I would like to send warm regards to senior officials and experts from 

the Ministry of Health of China and the Chinese Center for Disease Control and 
Prevention, members of the national certification committees, experts from other agencies 
and colleagues from other WHO offices. 

 
Two years ago, many of us came together in Manila to celebrate the tenth 

anniversary of the Western Pacific Region being certified poliomyelitis-free.  At the time, 
I warned Member States not to drop their guard because wild poliovirus continues to 
circulate in some parts of the world.  “We cannot become complacent,” I said at the time. 
“Polio eradication is an unfinished story.” 
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Less than a year after that speech, wild poliovirus imported from Pakistan caused an 
outbreak of 21 cases of polio in western China.  China’s response was swift and 
comprehensive.  Everybody involved is commended for containing the outbreak and 
preventing it from spreading in the Western Pacific Region.  Nevertheless, the outbreak 
should serve as a wake up call to everyone.  Countries remain at risk from the remaining 
polio reservoirs in Pakistan, Afghanistan and Nigeria. 

 
Continued immunization gaps — including in older age groups — and decreasing 

awareness of surveillance requirements make several countries vulnerable for polio re- 
introduction.  These concerns have made 2012 a busy year for global polio eradication 
efforts. 

 
But there is also positive excitement.  India was removed from the list of polio- 

endemic countries in February — a year after the country saw its last polio case.  At the 
moment, polio cases are at an historic low, bringing us closer than ever before to stopping 
wild poliovirus transmission globally and achieving the ultimate benefit of the huge 
investments we have made.  We are almost there with only three polio-endemic countries 
left: Afghanistan, Nigeria and Pakistan. 

 
Our goal remains feasible and realistic — as proven by the recent success in India 

— but much work remains to be done.  Poliovirus keeps reminding us that almost is not 
good enough.  In times of increased movement of people and goods, the virus can travel 
long distances from the places where it still exists and find those who are not immunized. 
Unfortunately, a person can be a carrier and spread poliovirus without knowing it.  And 
anyone who has not been fully vaccinated remains vulnerable. 

 
We must realize that we are not just trying to control this disease; we are not just 

trying to keep cases at a low level.  We know that this approach does not work.  We need 
to press for the complete eradication of polio, while the political commitment to end this 
dreadful disease is stronger than ever. 

 
The World Health Assembly passed a resolution in May declaring the completion of 

polio eradication a programmatic emergency for global public health.  All three remaining 
endemic countries have launched national emergency action plans to bring a rapid end to 
the disease in their countries. 

 
As long as this disease exists, it is a painful reminder that we are failing to bring the 

most basic health services to every child.  The pursuit of polio pushes us to reach the most 
vulnerable populations in the world.  And if we — the international community — can 
reach them with polio vaccine, then we can provide them much more. 

 
I would like to commend your commitment to this vision and your work to sustain 

our polio-free status and to energize the Expanded Programme on Immunization in the 
Region. There are too many partners, donors and good friends to thank each one 
personally.  But I do want you to know that we are indeed grateful for your support and for 
the many millions of children that you help protect from polio and other vaccine- 
preventable diseases in the Region. 

 
Let us continue to find new ways of working together and supporting each other in 

our efforts to eradicate polio and ensure that no child, anywhere in the world, will ever 
again suffer its crippling effects.” 
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Dr Bruce Aylward, WHO Assistant Director-General, Polio, Emergencies and Country 
Collaboration, also addressed the meeting via videotaped message: 

 
"I would like to warmly greet you at this important meeting, and take this 

opportunity, on behalf of the entire Global Polio Eradication Initiative, to thank you for 
your incredible efforts to protect and preserve the polio-free status of this Region. 

 
Countries across the Western Pacific have played a key leadership role in the global 

fight to eradicate polio.   This Region developed, evaluated and implemented novel tactics 
which showed that polio can truly be eradicated everywhere.  As your Region, through 
strong leadership and Herculean efforts, eradicated polio from every single country, you 
showed the world that every child, no matter where they live, and no matter what the 
circumstances, can be reached with a life-saving health intervention.  And your efforts 
paid off, as you have been certified polio-free for over a decade now already.  It has been a 
tremendous public health success.  And as importantly, these same tactics which you 
forged here in the Region are even today, still adapted and applied in the remaining three 
polio-endemic countries in the world, where we are now, finally, seeing strong progress. 

 
But you have not rested on the laurels of your success.  Since the polio-free 

certification of this Region in the year 2000, you have remained vigilant, because we all 
know that polio-free countries remain at risk until the disease has been eradicated 
globally.  Both the ongoing risk of polio, and the value of strong vigilance, were clearly 
demonstrated last year, when the virus spread from Pakistan into western China. 

 
We draw two clear lessons from this event: 

 
The first: It offered a very stark reminder that polio will find unimmunized children, 

no matter where they live, no matter how small the immunity gap may be in their 
communities.  Polio is an unforgiving virus in that sense, and it is essential to identify and 
urgently fill any remaining immunity gaps at the subnational level in every country. 

 
And the second lesson is the value of preparedness.  The Government of China had 

in place strong disease surveillance, and effective outbreak readiness response plans.  As 
soon as the outbreak was detected, it was notified internationally, and a true model 
response was implemented, led by strong political leadership at all levels, characterized by 
multisectorial collaboration and the engagement of civil society, all working together with 
international partners.  These efforts saved lives, prevented further cases and resulted in 
the outbreak being stopped in record time. 

 
Other Member States across the Western Pacific Region continue to pursue a 

similar strategy of maintaining immunity levels, strong surveillance and outbreak 
readiness plans.  WHO commends you for these efforts, and urges you to continue this 
wise strategy.  In the face of ongoing polio transmission in the remaining three endemic 
countries, this is the best insurance policy.  And I know the WHO Regional Office of the 
Western Pacific, under the strong leadership of Regional Director Dr Shin Young-Soo, 
will continue to provide you with all the support you might request. 

 
Ultimately, however, the only way to ensure this Region is fully protected is to 

complete polio eradication globally, once and for all.  We are very close, closer than ever. 
But if we fail now, polio will come roaring back, and within 10 years, we will again see 
hundreds of thousands of children paralysed for life, each and every year.  This would a 
humanitarian catastrophe that must be prevented at all costs, given that fewer than 200 
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children were paralysed by polio this year, and given irrefutable proof of the ultimate 
feasibility of eradication. 

 
And so I urge you:  please help us finish the job by continuing to demonstrate your 

technical leadership by directly supporting the governments of the remaining endemic 
countries and by providing the necessary financial resources to help us finish the job 
everywhere. 

 
A polio-free world is within our grasp.  Just two weeks ago here in Geneva, the 

Strategic Advisory Group of Experts on immunization, better known to many of you as 
SAGE, noted the progress being achieved globally, and provided very clear guidance for 
the polio endgame.  And this brings me to my final point: as the world nears polio 
eradication, countries must begin to prepare for the polio endgame, including for the 
eventual cessation of use of the oral polio vaccines in routine immunization. 

 
Ladies and gentlemen, we are nearly there.  A polio-free world is truly within 

reach.  Together, we can cross the finish line once and for all, and ensure that no child will 
ever again be paralysed by this terrible disease. 

 
Let me again express my congratulations to the people and the Government of 

China, and my gratitude to all of you, on behalf of the Global Polio Eradication Initiative. 
I wish you all success in concluding this important meeting and implementing its 
recommendations.” 

 
 
 

2.   PROCEEDINGS 
 
 

2.1  Global poliomyelitis status (as per Global Polio Eradication Initiative report to WHO 
Executive Board’s 132nd session) 

 
In 2012, the Sixty-fifth World Health Assembly in resolution WHA65.5 declared the 

completion of poliovirus eradication a programmatic emergency for global public health and 
requested the Director-General to undertake the development and rapid finalization of a 
comprehensive polio eradication and endgame strategy to the end of 2018. 

 
The Global Polio Emergency Action Plan 2012‒2013 was launched on 24 May 2012, 

during the Sixty-fifth World Health Assembly, in support of national emergency action plans 
against poliomyelitis from the three remaining countries where the disease remains endemic, 
namely: Afghanistan, Nigeria and Pakistan.  At the international level, the five core agencies 
working in partnership for the eradication of poliomyelitis have established the Polio Emergency 
Steering Committee to manage risks and guide operations. 

 
The committee reports to the agency heads, who constitute the membership of the Polio 

Oversight Board, which meets on a quarterly basis.  Emergency operations centres and/or 
procedures have been activated across the core partner agencies, and WHO recruited more than 
2500 additional workers to support government efforts against poliomyelitis in areas of 
Afghanistan, Nigeria and Pakistan affected by the disease or where the outbreak risk was 
greatest.  The United Nations Children’s Fund (UNICEF) engaged more than 2300 additional 
community mobilizers in these priority areas. 
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On 27 September 2012, the United Nations Secretary-General hosted a high-level meeting 
on the poliomyelitis eradication emergency during the Sixty-seventh Session of the United 
Nations General Assembly.  The aim of the meeting was to reinforce national and international 
commitment to achieving eradication and mobilizing the necessary financing.  It was attended by 
the heads of state of the three countries where the disease is endemic, the heads of the partner 
agencies, donors and other stakeholders. 

 
In each of those three endemic countries, the head of state or government has appointed a 

focal point to oversee the national effort to eradicate poliomyelitis and has engaged other sectors 
of government and public administration to support implementation of the national emergency 
action plan.  In addition, respectively, a presidential task force and a prime ministerial task force 
in Nigeria and Pakistan have been established to assess progress and ensure the accountability of 
local authorities.  New performance monitoring systems have been put in place (i) to track 
whether supplementary immunization activities using oral poliovirus vaccine were reaching the 
vaccination coverage thresholds required to interrupt transmission and (ii) to guide rapid 
corrective action. 

 
In Nigeria, the proportion of very-high-risk local government areas in which the estimated 

vaccine coverage reached the target threshold of 80% in 2012 increased from 5% in February to 
34% in November.  In Pakistan, the proportion of highest-risk districts achieving the target 
threshold of an estimated coverage rate of 95% in 2012 increased from 59% at the start of the 
year to a peak of 87% in July.  In the 13 districts in southern Afghanistan at highest risk for 
persistent transmission of poliovirus, the number of children inaccessible during the oral 
poliovirus vaccine campaigns declined from more than 80 000 at the end of 2011 to some 26 000 
by October 2012. 

 
As a result of this emergency eradication effort, as of 14 November 2012 the numbers of 

both cases of poliomyelitis and countries experiencing cases were at their lowest-ever recorded 
levels. 

 
Globally, 181 cases were reported, a 64% decline compared with the same period in 2011. 

Four countries reported cases in 2012 compared with 16 in 2011.  In three of these countries — 
Chad, Pakistan and Afghanistan — case numbers declined by 95%, 65% and 42%, respectively, 
relative to 2011.  In Nigeria, however, case numbers increased by 140% compared with the same 
period in 2011, despite the recent evidence of improving programme performance in the 
historically worst-performing areas.  Of the two remaining serotypes of wild poliovirus (types 1 
and 3), only 21 cases due to type 3 were reported 18 in Nigeria and three in Pakistan. 

 
The completion of wild poliovirus eradication continues to be jeopardized by an 

inconsistent rate of improvement in the quality and coverage of supplementary immunization 
activities in infected areas, as well as by weak routine immunization programmes in countries 
affected by poliovirus transmission and countries at highest risk of new importations.  The 
increase in the number of cases of poliomyelitis in Nigeria is a matter of particular concern, 
given the risk of renewed spread of wild polioviruses, both within the country itself and, from 
there, into West Africa, particularly Mali. 

 
In Pakistan, a series of security incidents targeting workers of the poliomyelitis eradication 

programme, and the suspension of oral poliovirus vaccine immunization activities since 
June 2012 in two agencies of the Federally Administered Tribal Areas, are threatening to slow 
progress.  Federal and provincial elections in 2013 could also divert attention from the 
eradication programme.  Weak management capacity and insecurity continue to complicate full 
strategy implementation in the highest-risk districts of southern Afghanistan. 
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Between June and October 2012, WHO coordinated the development of a comprehensive 
Polio Eradication and Endgame Strategic Plan 2013‒2018, in consultation with countries 
affected by poliomyelitis, stakeholders, donors, vaccine manufacturers, regulatory agencies and a 
number of national and international advisory bodies for the eradication of poliomyelitis and 
routine immunization against the disease. 

 
On 6 November 2012, the Strategic Advisory Group of Experts on immunization endorsed 

the four major objectives of the strategic plan and the associated milestones, namely: the 
interruption of residual wild poliovirus transmission by the end of 2014; the withdrawal of the 
type 2 component of the trivalent oral poliovirus vaccine from routine immunization programmes 
globally as soon as possible; the initiation of legacy planning for the Global Polio Eradication 
Initiative in 2013‒2014; and the containment of wild poliovirus stocks and certification of wild 
poliovirus eradication by the end of 2018. 

 
The new strategic plan introduces a number of major developments in planning for the 

eradication of poliomyelitis.  First, the plan outlines a concrete six-year timeline and approach 
for the completion of the Global Polio Eradication Initiative, including the elimination of all 
paralytic poliomyelitis whether due to wild, vaccine-derived or Sabin-strain polioviruses. 
Secondly, in order to achieve global containment and certification, the geographical focus of the 
strategic plan, which is currently on poliomyelitis-affected  and high-risk countries, is expanded 
to include the nearly 130 countries that use the trivalent oral poliovirus vaccine in national 
routine immunization programmes, and ultimately all countries.  Thirdly, very high priority is 
given to raising routine immunization coverage rates by systematically applying the existing 
infrastructure and human resources of the global effort to eradicate poliomyelitis to this goal in 
the context of the Global Vaccine Action Plan and in collaboration with the GAVI Alliance. 

 
Finally, policy on routine vaccination against poliomyelitis is updated with the 

recommendation of the Strategic Advisory Group of Experts on immunization that all countries 
should introduce at least one dose of inactivated poliovirus vaccine.  This policy is designed to 
mitigate the risks of poliovirus reintroduction or re-emergence following the withdrawal of the 
type 2 component of the oral poliovirus vaccine globally, and reduce the potential consequences 
of those risks. 

 
In order to achieve the first objective of the strategic plan, authorities in Afghanistan, 

Nigeria and Pakistan are updating national emergency action plans for poliomyelitis eradication 
to incorporate innovations, best practices and lessons learnt in 2012.  The areas covered by these 
improvements include programme oversight, monitoring and accountability, detailed planning 
for supplementary and routine immunization activities, data management, accessing and 
engaging underserved and mobile populations, and operating in insecure environments. 

 
Partner agencies will continue to support national emergency action plans by fully 

implementing and sustaining the necessary surge in technical support; assisting with the 
implementation of direct payment mechanisms; enhancing the development and application of 
processes for assessing in real-time the preparedness for and performance of supplementary 
immunization activities; refining plans for operations in insecure areas; and dealing with gaps in 
surveillance performance. 

 
An intensive schedule of supplementary immunization activities will continue to be 

implemented across the 30 countries assessed to be at highest risk of importations of poliovirus 
and outbreaks of poliomyelitis in the period 2013‒2014. 
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The importance of withdrawing the type 2 component of oral poliovirus vaccine as soon as 
possible from routine immunization programmes globally was reinforced by the detection in 
2012 of five outbreaks of poliomyelitis due to circulating type 2 vaccine-derived polioviruses. 
The outbreaks left 37 children paralyzed in the following six countries: Chad, Democratic 
Republic of the Congo, Kenya, Nigeria, Pakistan and Somalia.  Two of these outbreaks, in 
Nigeria and Somalia, involve the continuing transmission of a type 2 virus for a period exceeding 
36 months.  Interrupting the outbreak in central southern Somalia continues to be complicated by 
the ban on mass vaccination campaigns in areas controlled by specific militants groups. 

 
In order to enhance the affordability and availability of inactivated poliovirus vaccine, a 

prerequisite for the eventual withdrawal of the type 2 component of the oral poliovirus vaccine, 
WHO and its partners have undertaken an intensive series of discussions with vaccine 
manufacturers and regulatory agencies. 

 
In response, one manufacturer of inactivated poliovirus vaccine has announced a 

substantial cut in the price of its existing product, reducing it to US$ 1.15 per dose. 
 

Achieving a price substantially below US$ 1 per dose in the near term will require the use 
of fractional dosing through either intradermal delivery of one-fifth of a full dose of inactivated 
poliovirus vaccine or intramuscular administration of a product containing an adjuvant.  Three 
manufacturers have agreed to pursue licensure for intradermal delivery of their inactivated 
poliovirus vaccine for use in emergency situations, and in one case for routine immunization, 
with a target price US$ .50 per dose and a development timeline of 24‒36 months.  Two 
manufacturers have agreed to develop an inactivated poliovirus vaccine containing an adjuvant, 
with a target price of between US$ 0.50 and US$ 0.75 per dose and a timeline of 36‒48 months, 
contingent in one case upon substantial external support.  A third manufacturer is considering the 
fast-track development of a similar product. Although two manufacturers are planning to develop 
a low-dose inactivated poliovirus vaccine as part of their respective hexavalent products, neither 
product will be available during the period of the new strategic plan. 

 
WHO continues to support the transfer to developing countries of new production 

technology for inactivated poliovirus vaccine using Sabin-strain polioviruses.  It is expected that 
such Sabin-strain inactivated poliovirus vaccines will be available during the period of the new 
strategic plan; however, additional development work is needed to finalize timelines and 
expected pricing. 

 
In parallel to these and other development efforts, and as recommended by the Scientific 

Advisory Group of Experts on immunization, WHO, UNICEF, the GAVI Alliance and the Bill & 
Melinda Gates Foundation are establishing a supply and funding strategy for timely introduction 
of inactivated poliovirus vaccine using existing full-dose products for a transition period if 
needed. 

 
Legacy planning for the Global Polio Eradication Initiative will have two main goals: to 

mainstream into existing public health programmes the poliomyelitis-related  work on routine 
immunization activities, disease surveillance and response, and stockpiling and containment; and 
to ensure that the knowledge, capacities, processes and assets created by the programme will 
continue to be of broader benefit to other public health programmes. 

 
In 2013, an extensive consultation process on legacy planning will begin with Member 

States, stakeholders, donors, and implementing partners.  The outcomes of this consultative 
process will be brought to the World Health Assembly through the regional committees.  The 
draft global action plan to minimize poliovirus facility-associated risk after eradication of wild 
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polioviruses and cessation of routine oral poliovirus vaccine use will be revised and finalized by 
2014 in the context of the new strategic plan. 

 
In order to address funding requirements, a cross-agency resource mobilization task force 

has been established to develop and implement a financing plan to maintain current financing 
and tackle the residual financing gap.  The most urgent priority is to close the financing gap for 
eradication activities through to the end of 2013.  As of 14 November 2012, the gap was 
US $700 million, against which firm prospects totaled about US$ 500 million. 

 
2.2  Regional status of maintaining poliomyelitis-free status 

 
Background 

 
After having been certified poliomyelitis-free for 10 years, the Western Pacific Region 

experienced a wild poliovirus (WPV) importation from Pakistan into western China in 2011, 
causing a poliomyelitis outbreak of 21 cases in young children and adults in the Xinjiang Uyghur 
Autonomous Region.  Since the outbreak was notified on 26 August 2011, China conducted five 
rounds of large scale SIAs and significantly enhanced surveillance.  The last reported 
poliomyelitis case had onset on 9 October 2011.  An international review conducted on 
4–12 June 2012 concluded that the system is sensitive to rapidly detect AFP cases and 
considered it highly unlikely that undetected WPV circulation continues in the Xinjiang Uyghur 
Autonomous Region. 

 
A detailed summary of the outbreak epidemiology is included in this report. 

 
The outbreak in China reaffirmed the continued risk for any country to be re-infected until 

such time as all wild poliovirus transmission is interrupted globally.  In May 2012, the WHO 
World Health Assembly, concerned about the continued WPV transmission in the remaining 
endemic areas jeopardizes achieving the global goal and poses significant risks to poliomyelitis- 
free countries, passed a resolution declaring the completion of polio eradication a programmatic 
emergency for global public health, requiring the full implementation of current and new 
eradication strategies.  This includes maintaining very high population immunity against 
polioviruses through routine immunization programmes and where necessary, SIAs.  It requires 
keeping vigilance for poliovirus importations and the emergence of circulating vaccine-derived 
polioviruses (cVDPVs) by achieving and sustaining certification-standard  surveillance and 
regular risk assessment for polioviruses. 

 
The WHA resolution A65/55 is attached as Annex 3. 

 
Risk assessment and mitigation activities 

 
Risk assessment conducted in 2011 for the other countries in the Region on imported wild 

poliovirus to cause a poliomyelitis outbreak classified Cambodia, the Lao People’s Democratic, 
Papua New Guinea and the Philippines at high-risk. Risk mitigation activities such as 
supplementary immunization and strengthening of surveillance are being implemented.  These 
included: 

 
•  Cambodia conducted two rounds of oral poliovirus vaccine (OPV) SIAs in high-risk 

communities, in combination with measles SIAs.  From February to April 2011, a total of 
344 069 children were targeted and in November a total of 249 914 children up to 59 months 
of age were targeted. 

 

•  Lao People’s Democratic Republic conducted three rounds of nationwide OPV SIAs, in 
combination with child health days (CHDs), tetanus toxoid (TT) SIAs (2010) and measles 
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SIA (2011).  In November 2011 a total of 798 598 children up to 59 months of age were 
targeted and the reported coverage was 89%. 

 

•  Papua New Guinea added OPV to a nationwide phased measles SIA conducted from 2010 to 
2011. A total of 435,00 children up to 24 months of age were targeted and the reported 
coverage was 82%. 

 

•  The Philippines added OPV to TT SIAs in 10 high-risk areas in the third quarter 2011, 
targeting 560 000 children up to 59 months of age. 

 

In 2012, main poliomyelitis risk mitigation activities in high-risk countries and in general 
in the Region included the following: 

 
•  Papua New Guinea provided OPV for children up to 36 months old with the nationwide 

measles SIA in the first quarter and with TT SIAs in the fourth quarter. 
 

•  Surveillance enhancement plans were developed for Cambodia and the Philippines. 
 

•  While subnational risk assessment exercises were conducted by several NIPs 
(e.g. Brunei Darussalam, Hong Kong[China]), the main focus were priority countries such as 
Cambodia, China, Lao People’s Democratic Republic, Malaysia, Papua New Guinea, 
Philippines and Viet Nam. 

 

•  Risk assessment remains qualitative in nature and considers components of population 
susceptibility, the ability to rapidly detect and monitor polio cases, and other factors that 
influence poliovirus exposure and transmission in the population. These components are 
estimated and monitored by using indicators from a variety of sources and assigned risk 
points. Subnational risk assessments will be updated annually and assessments are in 
progress across WHO regions (e.g. Western Pacific and South-East Asia regions and 
Western Pacific and European regions). 

 

Specific actions taken based on subnational risk assessment include the following: 
 

Cambodia:  For the planning for the second round SIA in November 2011, the NIP further 
refined the identification and classification of high-risk communities. Not only were they chosen 
on the basis of socioeconomic risk, but their access to fixed site or outreach immunization 
services were also assessed. All high-risk communities have been classified into four categories. 
On the basis of this analysis, the NIP now has a detailed list of over 2100 communities and 
villages that are considered at high risk of not receiving full immunization services. These 
communities and villages can be analysed both in terms of socioeconomic status and health 
service access and targeted outreach may be conducted, as appropriate. 

 
Lao People’s Democratic Republic: The NCC communicates the findings of the risk 

assessment to the Ministry of Health, formulates recommendations for high-risk provinces and 
undertakes supervisory and monitoring activities in those provinces. Findings are used to focus 
activities and resources in identified high-risk areas. 

 
Malaysia:  Results of subnational risk assessment were discussed with family health 

officers as well as state epidemiologists. The same exercise is recommended at the state level to 
identify districts for targeted catch-up immunization for eligible children two months to seven 
years old towards at least three doses of OPV and DTP. 

 
Papua New Guinea: In view of the planned second round of TT SIA in September 2012 by 

the National Department of Health, the NCC recommended that a supplementary OPV dose be 
provided to all under five years children in the provinces identified at high risk in the subnational 
assessment, covering approximately 600 000 children. Polio risk assessment was also 
incorporated in the 2011 vaccine-preventable  disease (VPD) surveillance review. 
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Viet Nam: The exercise identified 35 districts with OPV3 coverage at less than 90% 
(2005–2009) in 14 high-risk provinces and 42 districts with international border crossing points 
to be targeted with two rounds of OPV SIAs for children under the age of five years. The SIAs 
were conducted in the third and fourth quarter in 2011. 

 
Routine immunization against poliomyelitis 

 
Importations of wild poliovirus cannot be prevented, and the spread of the virus can 

threaten countries with high population immunity. The minimum requirement for vaccination 
coverage in a country is at least 80% as agreed at the World Health Assembly in 2006. The 
Global Immunization Vision and Strategy (GIVS) calls for at least 90% routine immunization 
coverage for all EPI antigens. 

 
In 2011, three countries reported coverage at or below 80% (Lao People’s Democratic 

Republic, Papua New Guinea, Philippines). Further data analysis suggests a wide range of 
subnational performance levels: e.g. in Cambodia 18% of districts, in Lao People's Democratic 
Republic 50%, in Papua New Guinea 31% and in the Philippines 42% had less than 80% DPT3 
coverage (considered surrogate to OPV3). Likewise, immunization status analysis of AFP cases 
(representing a decent sample of the general population) suggests coverage problems in some 
countries as well as incomplete case investigation, as no immunization status information may be 
available. 

 
AFP/poliomyelitis surveillance 

 
Complete and timely investigation of AFP cases remains essential to reliably detect 

polioviruses. In terms of key aspects of AFP surveillance quality, four countries (with nationwide 
AFP surveillance) did not reach the minimum non-polio AFP rate of one per 100 000 children 
under 15 in 2011 (New Zealand, Papua New Guinea, Philippines, Singapore) while adequate 
stool specimen collection rates of at least 80% were not reached by several countries including 
Australia, Lao People’s Democratic Republic, Malaysia, New Zealand, Pacific island countries 
and areas, Papua New Guinea and the Philippines. Reporting of AFP cases in 2012 (as of 18 
November 2012) is below the minimum rate in Australia, New Zealand, Pacific island countries 
and areas and Papua New Guinea. 

 
Poliomyelitis laboratory network 

 
The poliomyelitis network laboratories in the Western Pacific Region except China 

introduced the new algorithm for virus isolation and intratypic differentiation (ITD) and vaccine 
derived poliovirus (VDPV) screening to reduce the time for the detection and identification of 
polioviruses during 2009–2010 following the recommendations of the WHO global poliomyelitis 
laboratory network. 

 
After experiencing the WPV type 1 outbreak in the Xinjiang Uyghur Autonomous Region 

in 2011, the China Center for Disease Control and Prevention (China CDC) decided to introduce 
the new virus isolation algorithm in all 31 subnational provincial laboratories and the real-time 
PCR for ITD of polioviruses and VDPV in selected provincial laboratories. China CDC 
organized a national poliomyelitis laboratory workshop in February 2012 and a hands-on training 
workshop in March 2012 for 24 provincial laboratories to introduce the real-time PCR for ITD 
and VDPV screening. 

 
The WHO Regional Office for the Western Pacofic also decided to conduct another hands- 

on training workshop in December 2012 to introduce the real-time PCR techniques in the two 
remaining ITD countries which still use the conventional PCR method for ITD and to upgrade 
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the national poliomyelitis laboratories in Viet Nam and the Philippines to poliomyelitis ITD 
laboratories. 

 
The effort to introduce the real-time PCR into all ITD laboratories and to expand to two 

WHO poliomyelitis national laboratories will allow rapid detection of wild poliovirus and 
VDPVs in the Region. 

 
Vaccine-derived poliovirus emergence 

 
In 2011, in China six VDPVs (1 type 1, 4 type 2 and 1 type 3) were identified in six non 

related AFP cases, two of which are considered iVDV. Additionally, three type 2 VDPV were 
isolated in 3 non related non-AFP cases; one is considered iVDPV. 

 
In China in 2012, in China five VDPVs (four type 2 and one mixed type 2 and 3) were 

identified; of which is considered iVDPV. 
 

All VDPV occurrences have been fully investigated and required response measures have 
been taken. Final confirmation is still pending if the type 2 VDPV isolated from AFP cases (one 
in 2011 and two in 2012) in Sichuan is to be considered as cVDPV. 

 
In Viet Nam, two VDPV type 2 in two non-related AFP cases were detected. A 

comprehensive investigation of the first VDPV to emerge has been conducted while the 
investigation for the second VDPV is still in progress. Response immunization activities will 
commence shortly. 

 
Wild poliovirus importation preparedness 

 
Following the RCC requirement, all countries submitted importation preparedness plans 

(at least in draft) in November 2011. While the RCC appreciated that most countries had updated 
their plans, it noted the great diversity in country situations and expressed that regional 
guidelines are general in nature. The RCC requested the WHO Secretariat to conduct systematic 
review of all plans using a template and provide detailed feedback to all countries. This is work 
in progress. 

 
Summary on the epidemiology of the poliomyelitis outbreak in the Xinjiang Uyghur Autonomous 
Region in China 

 
On 25 August 2011, a case of wild poliovirus type 1 (WPV1) was confirmed in a resident 

of Lop County, Hotan Prefecture, in Xinjiang Uyghur Autonomous Region, the first WPV case 
in China in 12 years (last case due to imported WPV was in Qinghai in 1999).  Genetic 
sequencing of this virus suggests that its closest relative (99% homology) is a virus circulating in 
southern Pakistan in late 2010. 

 
The case is a 16 month old girl who experienced an onset of paralysis on 3 July 2011.  She 

was hospitalized on 5 July at the Hotan Prefecture Hospital. Stools specimens were collected on 
7 and 8 July.  Specimens were received by the provincial laboratory on 13 July and virus 
isolation was completed on 2 August (type 1). The isolate was sent to the national laboratory 
later on 19 August, with three other isolates from three other AFP cases from Hotan Prefecture 
received on 25 July and 4 August. 

 
On 25 August 2011, the national laboratory at the Chinese Center for Disease Control and 

Prevention confirmed the presence of WPV1 in all four AFP cases from Hotan Prefecture, 
Xinjiang Uyghur Autonomous Region. 
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Figure 1:   Weekly distribution of AFP cases, Xinjiang Uyghur Autonomous Region, 2011–2012 
 
 
 

 
 
 

Geographic spread 
 

During the period July–October 2011, a total of 21 cases of WPV1 were detected in four 
southern prefectures of Xinjiang Uyghur Autonomous Region. 

 
Between July and the end of August, all reported cases (n=12) were from the prefecture of 

Hotan.  Five counties were affected:  Lop County (onset of first case on 3 July), Moyu County 
(onset of first case on 7 July), Hotan City (onset of first case on 9 July), Yutian County (onset of 
first case on 26 July), and Hotan County (onset of first case on 2 August). 

 
In September, five more prefectures were affected: Bazhou Preferture (n=1, Quiemo 

County, onset on 5 September) followed by the prefecture of Kashgar (n= 6; Bachu County, 
onset of first case on 10 September; Shache County, onset of first case on 16 September; 
Yingjisha County, onset of first case on 17 September; and Shule County, onset of first case on 
18 September). 

 
In October, one more prefecture was affected: Aksu with one case in Aksu City, with 

onset on 9 October. 
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Figure 2:   Distribution of poliomyelitis cases by week of onset, by county, 2011 
 

 
 
 

Characteristics of poliomyelitis cases 
 

In terms of the demographic characteristics of the confirmed poliomyelitis cases, half of 
the cases were in the age group zero to two years old (43%) and the other half  (52%) in the age 
group 15 to 65 years old; 62% of the cases were male (See Figure 3). 

 
The clinically compatible poliomyelitis cases were slightly older than the laboratory- 

confirmed cases with 68% of the cases among those 16 to 65 years old. 
 

In terms of OPV immunization status of the cases, 24% (n=5) received no doses, 19% 
(n=4) had received one to three doses, and 19% (n=4) received four to six doses.  For 38% (n=8) 
of the cases, the OPV status is unknown (those eight cases are all in the older age group i.e. >15 
years old). 

 
Figure 3: Characteristics of reported poliomyelitis cases, Xinjiang Uyghur Autonomous 

Region, China, 2011 (Data as of 3 May 2012; source: WHO Regional Office for the Western 
Pacific) 

 
 
 

Demographic 
characteristics 

Reported cases of polio 

Laboratory 
confirmed cases 

Clinically compatible 
cases 

# % # % 
Age 0‐ <2  years old 9 43% 3 14% 
 2‐ <5  years old 1 5% 3 14% 
 5‐ 15  years old 0 0% 1 5% 
 16‐65 years old 11 52% 15 68% 
 < 65  years old 0 0% 0 0% 
Sex Male 13 62% 20 91% 
 Female 8 38% 2 9% 

Total 21 100% 22 100% 
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Response 
 

Following the detection of the poliomyelitis outbreak, the Government of China carried 
out a large and aggressive response with intensification of surveillance: retrospective case search, 
serosurvey, contact samplings and training on AFP surveillance (the AFP case definition was 
modified to include all age groups for the southern prefectures of Xinjiang Uyghur Autonomous 
Region). 

 
In addition, a series of immunization response took place in Xinjiang Uyghur Autonomous 

Region (see Figure 4) as well as in the rest of the country. 
 

In Xinjiang Uyghur Autonomous Region, between September 2011 and April 2012, five 
immunization rounds were carried out with monovalent and trivalent OPV.  Based on the profile 
of the poliomyelitis cases, three age groups were targeted by the campaigns: under five years old, 
under 15 years old and under 40 years old. 

 
Figure 4: Immunization outbreak response activities, 2011–2012 (source: WHO Regional 

Office for the Western Pacific) 
 

 
 
Dates of SIA 

Southern Prefectures 
(Aksu, Hotan, Bazhou, 

Kezhou, Kashgar) 

 
Urumqui 

 
Others 

Age group Vaccine Age group Vaccine Age group Vaccine 
Sept 2011 0–39 years tOPV 0–15 years tOPV 0-5 years tOPV 
Oct 2011 0–15 years tOPV 0–15 years tOPV 0-5 years tOPV 
Nov 2011 0–39 years mOPV1 0–15 years mOPV1 0-5 years mOPV1 
Mar 2012 0–39 years mOPV1 0–15 years mOPV1 0-15 years mOPV1 
Apr 2012 0–39 years tOPV 0–15 years tOPV 0-15 years tOPV 

 
 

Quality of the SIA rounds: 
 

The strategy used was a mixed of fixed posts and house visits. Arm and ear markings and 
vaccination cards were used as proof of vaccination. Particular focus was placed on the migrant 
populations. In terms of reported coverage available for the three rounds of OPV SIAs in 2011, 
all prefectures reported more than 95% coverage in all age groups targeted. 

 
Independent monitoring was carried out in markets, bus and train stations and 

communities with migrant populations in the early or interim stage during three rounds of OPV 
SIAs in 2011 and the OPV SIA in March 2012.  The result of the independent monitoring varied 
from 0% to 20% in the children under five years of age, 0% to 9% in the children aged five to 
14 years old, and 0% to 30% in the adults older than 15 years. The Xinjiang Uyghur 
Autonomous Region Health Department conducted rapid coverage assessment after the 
completion of each round of OPV SIAs.  The available results in the three rounds of OPV SIAs 
in 2011 indicated 97% to 100% coverage achieved in all target age-groups in all prefectures. 
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Figure 5:    Population Vaccinated in SIA, Xinjiang Uyghur Autonomous Region, 
September 2011–April 2012 

 
 

Dates of SIA 
 

Target age-group 

 
Immunized 

(million) 

Rapid coverage assessment 
Number of people 

surveyed 
% of people 
vaccinated 

 
September 2011 

0–14 years 4.17 4506 99.20% 
15–39 years 5.31 6649 99.50% 

October 2011 0–14 years 4.16 3601 99.60% 
 

November 2011 
0–14 years 4.18 4739 98.50% 

15–39 years 5.2 4332 97.60% 
 

March 2012 
0–14 years 5.28 7229 98.80% 

15–39 years 4.97 7610 98.30% 
 

April 2012 
0–14 years 5.34 8108 98.80% 

15–39 years 4.97 8546 98.20% 
 

A total of 43.6 million children were vaccinated. 
 

A joint international/national  AFP surveillance review conducted in Xinjiang Uyghur 
Autonomous Region from 4 to 12 June 2012 concluded that “the system is sensitive to rapidly 
detect AFP cases and considered it highly unlikely that undetected WPV circulation continues in 
Xinjiang Uygur Autonomous Region”. 

 
Factors contributing to the outbreak 

 
While the time, source and route of the WPV1 importation could not be identified, several 

factors may have facilitated the poliomyelitis outbreak: 
 

•  insufficient immunity in adult population due to limited exposure to WPV when still 
endemic, as well as limited infant and supplementary immunization; 

 
•  actual routine immunization coverage lower than reported due to factors such as 

incomplete target denominator, population movements, unregistered children, limited 
resources and systems capacities; 

 
•  declining quality of preventive SIAs for example due to extended period without polio 

(more than15 years) and shifting priorities, lack of understanding of its importance by 
health workers, political decision-makers and caretakers, and reduced resources; 

 
•  routine AFP surveillance with insufficient alert mechanisms mainly due to extended 

period without poliomyelitis and many health workers never having seen polio cases; 
 

•  increasing population movements into and out of the province and to and from 
poliomyelitis affected areas; and 

 
•  very wide spread WPV circulation in Pakistan in 2011. 
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3.  CONCLUSIONS AND RECOMMENDATIONS 
 
 
 

3.1  China poliomyelitis outbreak and general 
 

The RCC welcomed the clear and comprehensive report from the China NCC which 
described known vulnerabilities of the Xinjiang Uyghur Autonomous Region prior to outbreak 
and limitations in AFP surveillance in some areas before and following the outbreak, and efforts 
to address the vulnerabilities. 

 
The RCC commended plans for further strengthening of routine immunization services 

and AFP surveillance in critical areas, while systematically undertaking risk assessments. 
 

The outbreak detection was considered prompt through a sensitive AFP surveillance 
system and a precise, proficient and innovative laboratory system working in clear collaboration 
within the Global Polio Laboratory Network to confirm outbreak on 25 August 2011 and 
determine the origin of the WPV as importation from Pakistan. 

 
The RCC considered the outbreak investigation exemplary with prompt and massive 

efforts in retrospective and active, prospective case finding, serologic testing to determine 
susceptibility, extensive virologic testing of healthy individuals and environmental sampling in 
the Xinjiang Uyghur Autonomous Region. 

 
The RCC commended the model decision-making with rapid, effective mobilization of 

substantial human and financial resources after outbreak confirmation, and rapid development 
and use of monovalent OPV1, implementation of response activities occurred with the shortest 
possible interval between immunization rounds, targeting an expanded age group in the SIA 
response based on epidemiological findings in the prefectures of the Xinjiang Uyghur 
Autonomous Region. SIAs were also conducted in other provinces, following comprehensive 
risk assessment. 

 
The RCC concluded that China met all criteria of the 2006 World Health Assembly 

resolution on wild poliovirus outbreaks; that is: 
 

o  investigation and local response within 72 hours of outbreak confirmation; 
 

o  more than three rounds of SIA conducted, with the first one in less than four 
weeks after confirmation (first SIA began on 8 September, while a total of five 
SIAs were completed); 

 
o  more than two million children targeted (over four million children and almost 

five million people aged 16–39 years were immunized); 
 

o  SIA monitoring to document coverage more than 95%; 
 

o  at least two SIAs conducted following the latest case (Xinjiang Uyghur 
Autonomous Region completed three SIAs after the last (two rounds used 
mOPV1); 

 
o  surveillance enhanced to detect more than two non-polio AFP per 100 000 

children for more than 12 months following latest case (achieved by all 
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prefectures of the Xinjiang Uyghur Autonomous Region, as well as nearly all 
western provinces); and 

 
o  sustained routine immunization coverage at more than 80% and sensitive 

surveillance. 
 

The RCC commended the exemplary response. The response in the southern Xinjiang 
Uyghur Autonomous Region following wild poliovirus importation limited the outbreak to 
1.5 months from laboratory confirmation (25 August 2011) to the onset of latest poliomyelitis 
case (9 October 2011). The outbreak control also fully met the less than six months outbreak 
milestone of the Global Polio Eradication Initiative Strategic Plan 2010–2012. 

 
The RCC commended the extensive collaboration of authorities within health and other 

sectors of government, as well as the intercountry and interregional coordination and 
collaboration with Global Polio Eradication Initiative partners, also acknowledging that China 
fully met all requirements of timely reporting by the International Health Regulations (IHR) 
2005. 

 
In terms of augmented surveillance, the RCC noted the enhancement of more than 12 

months in the Xinjiang Uyghur Autonomous Region and other provinces at higher risk following 
the latest poliomyelitis case. The national AFP reporting mechanism was extensively upgraded 
with added functionality, including real-time, online data entry. These upgrades the international 
surveillance review carried out in June 2012 allowed the RCC to reach its final conclusions on 
the outbreak based on: 

 
The contents of the comprehensive report allowed the RCC to declare China as 

retaining its poliomyelitis-free status. 
 

Outbreak investigation and response actions undertaken in China in 2011 are models 
for any other outbreak following importation globally. 

 
In general terms, the RCC reminded that certification in 2000 referred to indigenous wild 

poliovirus and adequate preparedness to effectively respond to imported wild poliovirus. Shortly 
after certification, the cVDPV risk emerged and countries in the Region have continuously 
stayed alert and taken adequate control measures for poliovirus emergence. 

 
Subsequently, the RCC reviews the situation on the following: 

 
o  continued absence of indigenous / re-established wild poliovirus; 

 
o  response to imported wild poliovirus; and 

 
o  detection of and response to VDPVs. 

 
The RCC welcomed the 2012 World Health Assembly resolution to declare completion of 

poliomyelitis eradication an international public health emergency. The RCC considers 
poliomyelitis eradication a global activity and an ongoing process that involves everyone, 
including poliomyelitis-free countries and regions. 

 
The RCC reminded that certification of poliomyelitis-free status is not a guarantee. The 

2012 World Health Assembly resolution reiterates what the RCC has continuously urged 
countries in the Western Pacific to consider to maintaining their poliomyelitis-free status. 
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The RCC encouraged all countries and poliomyelitis partners again to take additional 
measures—as appropriate—to reduce the risk of new outbreaks caused by the international 
spread of wild polioviruses or the emergence of cVDPV. These measures include: 

 
o  strengthening supplementary and routine immunization activities to close gaps in 

population immunity; 
 

o  attaining very high-quality surveillance; 
 

o  considering vaccination of travellers to and from polio-affected areas; 
 

o  conducting regular risk assessment, including at subnational levels as appropriate, 
and 

 
o  ensuring that updated importation preparedness plans are in place. 

 
The RCC sincerely thanked all NCCs and the Subregional Certification Committee 

(SRCC) for the Pacific island countries and areas for their continued oversight and active 
involvement of keeping their respective countries poliomyelitis-free. The RCC considered NCC 
and SRCC efforts as crucial and significant to the overall goal of finally ridding the world of 
poliomyelitis. 

 
After having accepted all country progress reports, the RCC concluded at the following: 

 
Given China’s poliomyelitis-free status and the review of progress reports from all 

other countries, the RCC announced the Western Pacific Region has been free of 
circulating poliovirus for the past 12 months and is retaining its poliomyelitis-free 
certification status. 

 
3.2  Country-specific conclusions and recommendations 

 
Australia 

 
The RCC particularly commended Australia for the various efforts to boost AFP 

surveillance through expansion of the network, a comprehensive system review and the efforts in 
enterovirus and environmental surveillance. 

 
The RCC noted that high performance of the regional poliomyelitis reference laboratory at 

Victorian Infectious Diseases Reference Laboratory (VIDRL) remains the backbone of high 
quality poliomyelitis surveillance; not only for Australia but the entire Region. 

 
The RCC welcomes specific efforts to review population immunity including coverage 

assessments for risk populations and the serosurvey in the fourth quarter 2012. 
 

The RCC considers the comprehensive risk assessment conducted as very valid and a 
model for other developed countries. 

 
Brunei Darussalam 

 
The RCC noted that all key quality indicators in surveillance and immunization were met 

and that the current outbreak preparedness plan in place reflects the 2011 shift to IPV. The RCC 
also noted examples of innovative awareness building, such as the "Polio Point Programme" 
launched by the International School Brunei Darussalam. 
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The RCC commended Brunei Darussalam for its continued financial contribution to the 
Global Polio Eradication Initiative. 

Cambodia 

The RCC noted that key surveillance indicators have been improving but areas of 
weakness remain and need to be addressed. These include silent areas, late follow-up of AFP 
cases with inadequate samples, late shipment of specimens and decline in zero reporting. 

 
While routine immunization coverage remains relatively high it is not uniform enough. 

The RCC strongly encouraged that opportunities for OPV SIAs be used. 
 

The RCC acknowledged that the subnational risk assessment has been updated and some 
improvements were noted; the exercise should continue on a regular basis and be used for 
targeted action. 

 
China 

 
Rapid and effective mobilization of substantial human and financial resources after 

outbreak confirmation and the extensive collaboration of health authorities and authorities within 
other sectors of government were exemplary. Also commendable were the intercountry and 
interregional coordination and collaboration with Global Polio Eradication Initiative partners that 
was enhanced during the outbreak and remains ongoing. 

 
The NCC report documents the intensity and large scale of the outbreak investigation. This 

investigation included prompt and massive efforts in case-finding (both retrospective and active 
prospective), serologic testing to determine the extent of susceptibility to wild poliovirus, and 
virologic testing of ill and healthy individuals and environmental specimens to determine the 
extent of wild poliovirus circulation in the Xinjiang Uyghur Autonomous Region. This outbreak 
was widespread within several southern prefectures within a short time following onset of the 
first confirmed case. The setting was not typically associated with extensive wild poliovirus 
transmission given population density and relatively high vaccination coverage. Surveillance 
enhancement and virologic testing of ill and healthy individuals in other areas of the country 
were fruitful in explicitly showing that WPV circulation was apparently limited to the southern 
Xinjiang Uyghur Autonomous Region. 

 
The exceptionally prompt and extensive immunization response appropriately addressed 

the age groups and areas at highest risk while also judiciously mitigating the potential for further 
geographic spread by addressing other risk areas in the country. Decisions to rapidly develop and 
use mOPV1, implement response activities with the shortest possible interval between rounds, 
and target an expanded group that reached a very high coverage led to rapid control and 
interruption of the outbreak. 

 
The AFP surveillance system was sensitive to promptly detect the outbreak; a precise, 

proficient and innovative laboratory system worked in clear collaboration within the Global Polio 
Laboratory Network to confirm the outbreak and the origin of the wild poliovirus. Surveillance 
was enhanced in the Xinjiang Uyghur Autonomous Region. 

 
The Xinjiang Uyghur Autonomous Region and nearly all other provinces considered at 

higher risk for more than 12 months following the latest case in the outbreak and the national 
AFP reporting mechanism was extensively upgraded with added functionality, including real- 
time, online data entry. 
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The excellent investigations that documented the involvement of older individuals in the 
outbreak provide lessons that are relevant to other poliomyelitis-free countries of the Western 
Pacific Region and elsewhere. The known vulnerabilities of the Xinjiang Uyghur Autonomous 
Region prior to the outbreak and the limitations in AFP surveillance in some areas before and 
following the outbreak are well described in the report, as well as the efforts to address these. 

 
The RCC commended the plans for further strengthening of routine immunization services 

and AFP surveillance in critical areas, systematically undertaking risk assessments and sustaining 
all other activities to retain poliomyelitis-free status. 

 
Hong Kong (China) 

 
The RCC noted that all key quality indicators in surveillance and immunization were met, 

that the current outbreak preparedness plan in place is reflecting IPV use in routine immunization 
and that the high quality laboratory remains fully accredited, also for ITD functions. 

 
The RCC commended the various measures taken to assess coverage, also in the context 

of extensive population movements in and out of Hong Kong (China). 
 

Japan 
 

The RCC acknowledged the continued extensive enterovirus surveillance and healthy 
children stool surveys which led to poliovirus isolation from five AFP cases and three non-AFP 
cases, including identification of a type 2 VDPV in a young child. This is supported by the high 
performance of the Global Specialized Laboratory at National Institute of Infectious Diseases 
(NIID) which continues to also play a critical role in the regional and global polio laboratory 
networks. 

 
The RCC noted the shift to IPV in September 2012 but remains concerned about immunity 

gaps in certain age groups and strongly recommends catch-up immunization. 
 

The RCC commended the development of a draft importation preparedness plan and 
encouraged its finalization as soon as possible. 

 
Lao People’s Democratic Republic 

 
The RCC noted that while overall AFP reporting remains high, there are gaps in 

performance including low stool specimen collection rate, subnational performance variation, 
missed cases in retrospective reviews and declining zero reporting. These aspects to be addressed 
as a matter of priority. 

 
The RCC also noted that while overall routine immunization coverage is increasing, there 

are remaining gaps; 56% of districts have below 80% OPV3 coverage. Of further concern to the 
RCC is that the Lao Socio Economic Indicator Survey 2012 indicated a substantially lower 
coverage as well as the immunization status of AFP cases. The RCC therefore encouraged that 
opportunities for OPV SIAs will be used and welcomed the planned polio SIA in 2014. 

 
The RCC acknowledged that the subnational risk assessment has been updated. The 

exercise should continue on a regular basis and be used for targeted action. 
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Malaysia 
 

The RCC commended Malaysia for surveillance performance improvements and, 
following its recommendation, the introduction of environmental surveillance which already 
identified 11 polioviruses (Sabin strains). 

 
The RCC noted the generally high routine immunization coverage. One state had below 

90% coverage, but there were catch-up supplementary immunization activities for all antigens at 
districts below 95% coverage, ensuring greater universal population immunity in children. 

 
The RCC commended how the subnational risk assessment in 2011 was used for concrete 

mitigation actions. 
 

Macao (China) 
 

The RCC noted that all key quality indicators in surveillance and immunization were met 
and that the current outbreak preparedness plan in place is reflecting IPV use in routine 
immunization. 

 
Mongolia 

 
The RCC noted that all key AFP performance indicators have were and that the system is 

supported by supplemental surveillance activities, enterovirus and environmental surveillance, 
healthy children stool surveys, and various awareness-building measures. 

 
The RCC noted the high routine immunization coverage and that the annual 

supplementary immunization activities (SIAs 2012) for all antigens were placed under a specific 
polio slogan. 

 
New Zealand 

 
The RCC commended New Zealand on the various efforts made to address low 

surveillance indicators and welcomed the extension of the Ministry of Health contract with the 
New Zealand Pediatric Surveillance Unit. 

 
The RCC noted the good immunization coverage, also within ethnic groups. 

 
The RCC noted that the outbreak preparedness plan from May 2009 will soon be reviewed 

and wishes to receive the updated version at its next meeting. 
 

Pacific island countries and areas 
 

The RCC welcomed the targeted SRCC recommendations but noted that no meeting was 
conducted in 2012. The RCC encouraged annual meetings of national and subregional 
certification bodies. 

 
The RCC was concerned that AFP surveillance is again declining but also understood that 

large resource input are required for substantial improvements. The RCC recommended a 
balanced approach. 

 
The RCC noted that routine immunization coverage remains generally high in all countries 

and considers this as the key barrier against poliovirus reintroduction. The RCC was still 
concerned about the SIA opportunity missed in Samoa and Solomon Islands 
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The RCC still recommended the adoption of the updated generic importation preparedness 
plan (2010) for the three largest countries (Fiji, Solomon Islands, Vanuatu). 

 
Papua New Guinea 

 
The RCC shared the NCC concerns that the AFP surveillance performance remains 

chronically low and that most likely no improvements can be achieved in near future. 
 

The RCC was alarmed that the OPV3 coverage in 2011 decreased to 57%, with large 
variance among districts and systemic problems such as vaccine shortages. 

 
The RCC noted that OPV was given during the measles SIAs April-May 2012 and the 

relatively good reported coverage. However, the RCC was concerned that coverage remained 
below 80% in the Highlands where large populations reside. 

 
The RCC wishes to receive coverage figures of the tetanus toxoid SIAs conducted October 

to November 2012 (as integrated MCH outreach) and recommends future targeted SIAs required 
in highly populated areas (like the capital and the highland provinces) 

 
The RCC noted that the subnational risk assessment was updated in early 2012 and used 

for SIA planning. 
 

Philippines 
 

The RCC welcomed the thorough, frank, and well-written report from the Philippines 
NCC. The RCC concurred with the conclusion reached by the NCC that the Philippines remains 
polio-free. The RCC also fully shared the serious concerns expressed in the report, and supported 
the conclusions and recommendations from the NCC, to improve performance. 

 
The RCC recognized the improvements in performance of AFP surveillance, including 

increased reporting of non-polio AFP (annualized rate at 1.12 per 100 000 population under 15 
years of age), increased rates of collection of adequate stool specimens (but still below the 
required 80%), improved timeliness in follow-up (at 81%), and the continued excellent technical 
performance of the National Polio Laboratory. However, as clearly shown in the risk assessment, 
very serious threats to the polio-free status of the Philippines remain. As emphasized by the 
NCC, 50% of all cities and provinces are considered at high risk of outbreaks from importation 
of wild poliovirus, and another 39% are considered to be at medium risk. 

 
Moreover, the RCC noted that most of these provinces/cities were the same ones 

categorized as higher-risk in 2011. These findings point to increasing numbers of unprotected 
children in many parts of the country, establishing a very real and rapidly growing risk of 
explosive and widespread outbreaks either from imported wild polioviruses or indigenously 
emerging VDPVs. A poliomyelitis outbreak in the Philippines would have severe repercussions 
for the country, the Western Pacific Region, and the Global Polio Eradication Initiative. 

In view of the NCC report, the RCC made the following urgent recommendations: 

Concrete, detailed plans should be made to close the widening immunity gaps with 
quality, well-conducted and ideally nationwide campaigns of at least two rounds with trivalent 
OPV. The OPV campaigns should be combined with measles campaigns, as appropriate, and 
both activities should be given equal priority. 
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Areas for particularly intensified efforts should be based on risk assessment for of polio 
and measles. 

 
The management structure for vaccine delivery and surveillance should be critically 

reviewed to assess whether it is optimal to support maintenance of polio-free status, to support 
timely measles elimination and rubella control, and to assure effective control of other vaccine- 
preventable diseases. 

 
The RCC fully supported the NCC recommendations on strengthening vaccine preventable 

disease surveillance, immunization activities and performance monitoring. 
 

Singapore 
 

The RCC noted that key quality indicators in surveillance were met and innovations were 
introduced, such as the migration from ICD9 to ICD10 coding for at-risk diagnosis system. 

 
The RCC commended the continued high immunization coverage and the current outbreak 

preparedness plan put in place. 
 

Viet Nam 
 

The RCC concurred with the conclusions and recommendations of the NCC. While 
general AFP surveillance indicators were met the RCC was concerned that retrospective reviews 
found an increasing number of unreported AFP cases supporting the observations of the NCC 
that awareness levels on the requirements of AFP surveillance are declining. Regular health staff 
orientations and training are required. 

 
While reported routine immunization coverage generally remains high, the recent 

identification of independent VDPV emergences confirms immunity gaps at local levels which 
need to be closed as a matter of priority. Regular subnational risk assessments, including 
community risk profiling, are recommended. 
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