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Paying the price for one's 
beliefs 
Paul Oostvogel 

0 ne day in September 
1992, a 14-year-old 
boy cycles to his 

secondary school in 
Rotterdam, some 25 km from 
his home village of 
Streefkerk. The next day, 
whi le cycling, his back starts 
aching and a throbbing 
headache begins. Despite 
increasing pain he cycles back 
to Streefkerk. On the third day, 
his legs and back hurt so badly 
that he cannot attend school. After 
the pains have disappeared he tries to 
get out of bed at the request of the 
family doctor, but he cannot stand : 
his legs are too weak. 

The boy is immediately referred 
to the neurology department of the 
nearest regional hospital. As he 
belongs to a community which 
refuses vaccination on religious 
grounds, the suspected diagnosis is 
clear: poliomyelitis. The neurologist 
notifies his clinical diagnosis imme
diately to the regional and national 
health authorities. The media hear of 
it and present it on radio and televi
sion as a major item. Headlines 
appear in the national press even be
fore the laboratory has confirmed the 
suspected case, but specimens from 
both the patient and his 12 fami ly 
members show the presence of wild 
poliovirus type 3. The single dose of 
vaccine virus type! which the boy 
had at the age of two months, during 
a previous outbreak in 1978, only 
protected him against type1 and not 
against type 3. 

Municipal public health services 
offered mass vaccination to try to 
stop the outbreak, and the enormous 
demand for vaccines from the 
general public caused chaotic situa
tions in Rotterdam. Within two 
weeks a second case, in a 23-year-old 

The polio virus is still o reality in some countries. 
Nobody con afford to relax their vigilance. 

Several communities in the 
Netherlands have long refused 
vaccinations of all kinds on the 
grounds that they are "against 
the will of God". As this 
article and the following one 
show, young people paid 
heavily for not receiving their 
full protection against 
poliomyelitis. 

man from the same region, confirms 
that the outbreak is a serious threat to 
this community, after 14 years with
out any case. At its peak in the 
middle of November, clinicians 
reported ten cases in one week. The 
fina l count was 71 victims within 
five months, two of whom died. 

Vaccine-refusing groups 
Since the introduction of in
activated polio vaccine (Salk) 
in the National Programme in 
1957, the first seven localized 
and the last two nationwide 
outbreaks occurred within 

vaccine-refusing communities. 
They have their own churches 

and schools and live in clusters 
from the northeast to the 

southwest of the Netherlands. The 
number of susceptible people at risk 
of infection with poliovirus is contin
uously increasing. Because of the 
long periods between epidemics, the 
classical pattern of infantile paralysis 
no longer applies, and the mean age 
of victims shows a striking increase, 
changing from 1-4 years in 1961 to 
15-19 years in 1992. This fact 
reflects the virtual absence of virus 
circulating in the Netherlands. This 
change in average age is not contra
dicted by the fact that the youngest 
victim of the 1992 outbreak was only 
I 0 days old and four cases were aged 
under one month. In earlier days 
these infants would have been 
protected by antibodies from the 
mother. 

The outbreak caused confusion 
for several weeks throughout the 
population. Fear of infection and 
paralysis, even among the older 
people who had been immunized, 
was widespread. People stopped 
sharing public transport, and soccer 
matches and other social events 
scheduled to take place near places 
like Streefkerk were cancelled. 

Once it was seen that cases only 
occurred among simi lar unvacci
nated communities, confidence in the 
vaccine was reassured. Discussions 
then focused on ethical aspects. Why 
were the excellent vaccines available 
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More widespread travel throughout 
the world makes importation of wild 
virus to the Netherlands increasingly 
probable, with an ever greater danger 
of triggering a new outbreak. The 
wild poliovirus which circulated 
within the risk community during the 
last outbreak will protect less than 
one generation and then only against 
one type. 

A complete course of vaccinations con protect against all types of the virus. 

Only the eradication of all 
polioviruses will finally protect all 
non-immunized people in the world 
from this fearsome paralytic disease. 
The Netherlands has faithfully 
supported the Expanded Programme 
on Immunization, and fully shares 
WHO 's confidence in attaining the 
final goal: eradication of all polio
virus. Meanwhile the daily 
wheelchair taxi from Streefkerk to 
Rotterdam, which is provided for the 
boy who was the first victim of the 
1992 outbreak, is a good example of 
help for the disabled in an industrial
ized, welfare society. At the same 
time it shows what simple immuniza
tion could have prevented. • 

being withheld from young children? 
Why does the government allow 
parents to do this? How can future 
outbreaks be prevented? Members 
of parliament raised these and other 
questions. Nevertheless, the option 
of making immunization obi igatory 
was again rejected. Some of the 
Dutch reformed churches consider 
immunization as an act against the 
will of God. To counter this view, the 
strategy of the government and the 
medical council was based on educa
tion and information. But even 
today, immunization coverage in 
municipalities such as Streefkerk is 
still as low as 60%, compared with 
over 97% for the country. 

A traditional pattern 
Soon after the outbreak began, the 
National Institute of Public Health 
and Environmental Protection 
(RIVM) started trying to trace the 
virus that was causing the trouble 
throughout the country. Techniques 
were developed and tested which 
may eventually be useful for the 
global eradication initiative. Proving 
the presence of the virus and 
predicting the final course of an 
outbreak could contribute to greater 
immunization acceptance. A large 
population survey finally confirmed 
that this had been an almost 
traditional outbreak pattern in the 
Netherlands. Not only cases but also 
the spread of the virus was to a large 

extent restricted to the risk group. 
One remarkable finding emerged 

from a virologica l analysis of river
water from near Streefkerk, taken 
some three weeks before notification 
of the first case. A poliovirus was 
isolated which appeared to be molec
ularly identical with the causative 
virus for the 1992 outbreak. This 
finding prompted virologists of the 
RIVM to propose an environmental 
surveillance plan which would serve 
as an early warning system for any 
further circulation of the virus. 

In the end, all these investigations 
probably did not result in the final 
destruction of poliovirus type 3 in 
1992-93. The simple lesson once 
more is that, in high coverage areas 
with excellent hygienic conditions, 
local 
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circumstances 
may cause 
pockets of low 
immunization 
coverage where 
polio may strike 
over and over 
again. Accept
ance of polio 
vaccine within 
the high-risk 
community dur
ing the last out
break was scat
tered, therefore 
the immunity 
prevailing after 
the outbreak re
mains uncertain. 

Protected by vaccine, this youngster can en;oy a healthy life without risk 
of contracting polio. 


