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A child in West Bengal, India, 
wears a mask given to him 
after he was vaccinated against 
polio. The masks are donated 
by Rotary International.
Rod Curtis, UNICEF India.
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This report summarizes polio eradication activities in 
2010, the first year of implementation of the Strategic 

Plan 2010-2012, and measures progress against milestones 
established in that document. Mandated by the World 
Health Assembly (WHA), the GPEI developed the plan to 
stop polio in all of the areas where the virus still circulated 
by the end of 2012. 

At the beginning of 2010, key parts of the four endemic 
countries were still detecting both of the surviving types 
of wild poliovirus, polioviruses were re-established in four 
previously polio-free countries in central and southern Af-
rica, and outbreaks were stalking west Africa and the Horn 
of Africa. 

In 2010, progress hinged on committed governments. In-
dia and Nigeria, for example, mobilized all levels of gov-
ernment and traditional and religious leaders to oversee 
and support eradication activities, while devoting signifi-
cant domestic resources to the effort. The very low levels 
of poliovirus transmission in these countries, and of WPV3 
globally, was also a testament to the impact of the new bi-
valent oral polio vaccine (bOPV) and to new approaches in 
vaccine delivery. The steep decline in the number of WPV3 
cases worldwide in 2010 was perhaps the most significant 
impact of bOPV. There were 87 polio cases due to type 3 vi-
rus in 2010, compared with 1122 cases in 2009 – the low-
est recorded number of WPV3 cases in the history of the 
GPEI. Although bOPV was expected to reduce WPV3 cases 
while maintaining pressure on WPV1 transmission, its im-
pact exceeded expectations. The introduction of bOPV and 
new delivery tactics played a leading role in halving the 
total number of districts infected with any wild poliovirus 
worldwide: from 481 districts in 2009, to 241 during the 
same period in 2010. 

In the Strategic Plan, milestones were set out to measure 
progress against: 1) stopping outbreaks in newly-infected 
countries; 2) interrupting re-established poliovirus trans-
mission; and, 3) reducing cases in endemic countries. To 
assess progress towards these milestones and guide correc-
tive actions, the WHA mandated the establishment of an 
Independent Monitoring Board (IMB), which first met in 
December 2010. 

Concrete progress towards two of three milestones
Important and concrete advances have been made towards 
the first and third milestones of the Strategic Plan.

To reach the first milestone, countries faced with importa-
tions drew on a combination of approaches: coordinated 
and large-scale polio vaccination campaigns, independent 
monitoring of campaign coverage, rigorous surveillance 
and political weight. Importations from 2009 were stopped 
in all 15 countries by mid-2010; in 2010, new importa-
tions with onset in 2010 were stopped within six months 
in 11 countries. 

No account of 2010 is complete, however, without the 
sobering reminder of the devastation that polio can cause 
even in places where it has been long forgotten: hundreds 
of people were paralyzed after wild poliovirus was import-
ed into Tajikistan in February 2010, and an importation 
into the Republic of the Congo in September turned even 
more deadly. The response to these outbreaks reaffirmed 
two key lessons for polio eradication: speed is of the es-
sence and, when necessary, older children and adults must 
be vaccinated.

1 | executive summary

global polio eradication efforts in 2010 were rewarded with four substantive results: a 95%  
reduction in the number of children paralysed by polio in nigeria, a 94% reduction in polio-
paralysed children in india, a 92% decline in polio cases due to type 3 wild polio-virus (Wpv3)  
globally, and the interruption of imported wild polioviruses in all countries re-infected in 
2009. taken together, these results suggest that full application of the tools and tactics in  
the global polio eradication initiative (gpei) Strategic plan 2010-2012 can lead to a world 
where ‘every last child’ is protected from polio. 



3global polio eradication initiative

gpei | annual report 2010

Jalalabad, Afghanistan, 2010 : During a round of national immunization days, a girl waits with her mother and younger 
sister at a health centre until it is her turn to be immunized.

With respect to the third milestone, for endemic countries, 
the front-runners in 2010 were India and Nigeria with 
94% and 95% reductions in cases respectively. These de-
clines have particularly far-reaching implications for global 
efforts against polio, as all importations of wild poliovirus 
into polio-free areas in recent years have been related to 
viruses of Nigerian or Indian origin. On the fringes of this 
striking progress, risks still remain. In India, wild poliovi-
rus was detected in early 2011 in West Bengal state, and 
the country remains in emergency mop-up mode. Polio 
also persists in the north-eastern and north-western cor-
ners of Nigeria, and there are warning signs that surveil-
lance still suffers substantial gaps. The situation in Nige-
ria is further complicated by ongoing transmission of the 
vaccine-derived poliovirus that has lingered in the north of 
the country for over four years. 

Despite the prevailing insecurity, Afghanistan also saw a 
34% decrease in overall case numbers in 2010 compared 
to 2009, and as of April 2011 had detected no WPV3 for 
a full 12 months. As importantly, Afghanistan successful-
ly prevented new outbreaks following importations from 
neighbouring Pakistan. 

As polio eradication efforts gained ground in these three 
endemic countries, the virus tightened its grip over Paki-
stan. The rise of polio cases in Pakistan (of 62% over 2009) 
tempered the optimism elsewhere. In 2010, Pakistan had 
more cases of polio than the other three endemic coun-
tries combined. Arguably, it had far worse luck as well. 
Devastating floods washed through the country, damaging 
600,000 homes, spoiling thousands of hectares of arable 
land and changing the lives of 18 million people. Hand-
in-hand with this disaster, key polio-affected parts of Paki-
stan – notably the Federally Administered Tribal Agencies 
– continued to be plagued by conflict and insecurity, and 
as many as a quarter of a million children in those areas 
remained unvaccinated. Even in parts of Pakistan which 
were fully accessible, children continued to be missed dur-
ing vaccination – and consequently paralysed by polio. 
Alarmed by the state of affairs, in October 2010 the Presi-
dent directed the rapid establishment of a National Emer-
gency Action Plan to get polio eradication efforts back on 
track and launched it himself in January 2011. 
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global WpV cases 2010

Second milestone goes off track
Under the second milestone, for re-established transmis-
sion countries, the situation is more alarming, with three of 
the four countries having missed this end-2010 milestone. 
Most signs pointed to the interruption of the re-established 
poliovirus in southern Sudan. In contrast, in Angola, Chad 
and the Democratic Republic of the Congo, re-established 
poliovirus transmission continued throughout 2010. The 
latter was plagued by new importations in its southern 
provinces and the capital city, while re-established poliovi-
rus transmission continued in the east.

In the first half of 2010, substantial gaps in campaign quality 
in Angola allowed polio to spread both within the country 
and beyond, to the Democratic Republic of the Congo and 
the Republic of the Congo. In response, Angola launched 
a national Emergency Plan in June 2010, a key element 
of which was the full engagement of provincial Governors 

and municipal administrators. As a result of increased  
international technical support, key areas of the country 
saw an improvement in surveillance. High level advocacy 
in early 2011 paved the way for the President to consider 
polio a national priority; a sign of this focus was the com-
mitment of significant domestic funding for the operation-
al costs of polio campaigns. 

At the invitation of the governments of Angola and of the 
Democratic Republic of the Congo, the chief executives of 
the polio eradication partners travelled to those countries 
to discuss with the respective Heads of State support in 
implementing corrective action plans.

In March 2010, the president of Chad announced he was 
declaring “war on polio.” However, vaccination coverage of 
children improved only gradually, and transmission of the 
re-established WPV3 continued in the east of the country. 
New fronts opened up in this battle when WPV1 – im-
ported from Nigeria in September – exploited the previous 
reliance on type 3 monovalent oral polio vaccine and rap-
idly sparked a new outbreak. 
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Data in WHO as of 11 May 2011.

* Includes one type1/type3 mixture each in Afghanistan, India and Pakistan. 

** 317 cases with inadequate specimens associated with the WPV1 outbreak  

 have been exceptionally classified as confirmed polio based on their 

 temporal and geographical association with virologically confirmed 

 WPV1 cases and their classification by the National Polio Expert 

 Committee as polio-compatible.

COuNTry 
CLASSiFiCATiON

WpV1 WpV3
2009* 2010 2009 2010

endemic
Afghanistan 16 17 22 8
India 80 18 661 24
Nigeria 75 8 313 13
Pakistan 61 120 28 24
Total 232 163 1,024 69
re-established transmission
Angola 29 33
Chad 11 64 15
DRCongo 100 3
Sudan 45
Total 74 144 67 15
Outbreak
Benin 20
Burkina Faso 15
Burundi 2
Cameroon 3
Congo** 382
Côte d’Ivoire 26
Guniea 42
Kazakhstan 1
Kenya 19
Liberia 11 2
Mali 2 3 1
Mauritania 13 5
Nepal 6
Niger 1 14 2
Russian Federation 14
Senegal 18
Sierra Leone 11 1
Tajikistan 458
Togo 6
Turkmenistan 3
Uganda 8 4
Total 176 896 31 3
global total 482 1,203 1,122 87

Wild poliovirus type 3 cases WpV3-2009 WpV3-2010
Pakistan 28 24
Afghanistan 22 8
India 661 24
Nigeria 313 13
Re-established countries 67 15
Re-infected countries 31 3

Wild poliovirus type 1 cases* WpV1-2009 WpV1-2010
Pakistan 61 120
Afghanistan 16 17
India 80 18
Nigeria 75 8
Re-established countries 74 144
Re-infected countries*** 176 896

WpV cases 2009 vs 2010

innovations
The significant advances against polio in 2010 in most 
endemic and outbreak-affected countries were facilitated 
by a series of innovations in programme planning and 
monitoring. District-specific planning made for better vac-
cination campaigns. Systematic tracking of the actions of 
sub-national leaders provided better accountability at the 
operational level. Other innovations applied more widely 
in 2010 were the Short-Interval Additional Dose (SIAD) 
strategy and targeted plans to reach mobile and tran-
sit populations. To provide a clearer picture of campaign 
quality, standard independent monitoring indicators were 
introduced in every country; where necessary, the picture 
was sharpened by the use of Lot Quality Assurance Sam-
pling (LQAS) and serologic surveys. The sensitivity of dis-
ease surveillance was strengthened in 2010 by expanding 
environmental surveillance and introducing rapid field re-
views. 

Looking ahead
Meeting all of the Strategic Plan milestones will require 
the systematic and effective employment of these innova-
tions in all infected districts and rapid adjustments in pro-
gramme implementation when the IMB flags areas which 
have missed – or are at risk of missing – a milestone. In 
2011, the priorities are threefold. In the countries that are 
on track to meet their milestones, the strategies must be 
sustained, to stop all transmission. Those countries which 
are at risk will aim to institutionalize best practices as they 
implement new emergency plans. Finally, continued inno-
vation and research will guide next steps and prepare the 
ground for the post-eradication era.
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In 2010, the financial benefits of eradication were calculat-
ed to be at least US$ 40-50 billion over the next 25 years, 
mostly in low-income countries; this figure does not in-
clude the considerable benefits that have already accrued 
in high-income countries, the additional benefits of having 
distributed Vitamin A and other interventions during polio 
campaigns and broader health system benefits of strength-
ened capacity. 

The GPEI’s estimated budget for 2011-2012 is US$ 1.87 
billion; at the end of March 2011, US$ 665 million was still 
needed. The inspiring decline of polio in India and Nigeria 
catalysed emergency outreach by both Rotary International 
and the Bill & Melinda Gates Foundation to call on other 
donors and motivated the United Kingdom to double its 
funding to the GPEI for 2011-2012, contingent on other 
donors matching it five to one. 

The lessons from Afghanistan, India, Nigeria and the coun-
tries which stopped new outbreaks in 2010 will be applied 
in 2011 to the remaining challenges in these areas as well 
as in Angola, Chad, the Democratic Republic of the Congo 
and Pakistan. At the end of the first year of implementation 
of the Strategic Plan 2010-2012, the world has in hand the 
tools and tactics needed to finish the job of polio eradica-
tion; it is now an issue of simply ensuring that these tools 
and tactics are systematically applied everywhere.
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11-14 Visiting Bihar, India, Bill Gates is struck by the qual-
ity and reach of India’s polio programme; he crosses the 
Kosi River to see this for himself. Mr Gates also visits Kano, 
Nigeria in June, as part of his ongoing support to polio-
affected countries: “All Nigerians should be proud of Nige-
ria’s recent progress against polio,” he says. 

June
18 The Strategic Plan 2010-2012 is officially launched in 
Geneva, Switzerland, a month after its endorsement by the 
World Health Assembly. The Ministers of Health of Nigeria, 
Angola and Senegal, among a number of other senior health 
ministry officials, existing and potential funders, vaccine 
manufacturers and key partner organizations speak at the 
event co-hosted by WHO Director-General Margaret Chan 
and UNICEF Executive Director Anthony Lake.
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2 | Key events 2010

January
10 India uses bivalent oral polio vaccine (bOPV) for the 
first time. Nigeria becomes the first African country to use 
the new vaccine during the 30 January Immunization Plus 
Days.

February
23 Iconic landmarks around the world are lit up with the 
slogan ‘End Polio Now’ in honour of Rotary International’s 
105th anniversary, as is Eilean Donan castle in Scotland.
 

March
06 Across west and central Africa, leaders launch synchro-
nized, multi-country polio vaccination campaigns.

April
23 Response activities begin for the Central Asian outbreak, 
the first in the World Health Organization’s European Re-
gion since it was declared polio-free in 2002, with emer-
gency grants from Rotary International, the United Nation’s 
Central Emergency Response Fund and Japan. Imported 
from India, the virus demonstrates once again the vulner-
ability of polio-free areas until eradication is complete.

May
01 Players of the Afghan and Indian cricket teams exchange 
‘Bowl Out Polio’ bats. Their high-profile game is viewed by 
thousands of cricket fans, helping to raise awareness of the 
polio eradication cause.
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21 The ‘Kick Polio out of Africa’ football arrives in Montre-
al, Canada, at Rotary International’s Convention. The ball 
has traversed 22 polio-affected African countries, where it 
was signed by 22 dignitaries in an example of African unity 
in the fight against polio – among them, religious and tra-
ditional leaders of northern Nigeria.

August
04 Polio eradication staff and resources are mobilized to 
help in the response to the devastating floods in Pakistan.

22 Osman Hussein Ibrahim, District Polio Officer, is killed 
by a stray bullet while on duty in Mogadishu, Somalia. The 
tragedy serves as a stark reminder of the dangers faced by 
front-line health workers.

24 Russian President Dmitry Medvedev and Bono, the lead 
singer of rock band U2, discuss polio eradication. Bono 
says that polio is a “low hanging fruit”, as it is “nearly eradi-
cated”.

October
12 The Angolan Minister of Health, Dr José Van-Dúnem, 
along with the Governor and Vice-Governor of Luanda 
province, join vaccinators during a nationwide polio cam-
paign.
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24 In celebration of ‘World Polio Day’ Rotarians around 
the world work in creative ways to raise funds for polio 
eradication. Among other events, 4.6 million purple crocus 
bulbs – the colour that is used to mark the fingers of vac-
cinated children – are sold and planted in Great Britain and 
Ireland, to bloom the following spring.

28 WHO Director-General and Regional Director of the 
Eastern Mediterranean Region launch National Immuniza-
tion Days in tribal areas of Pakistan, together with the Chief 
Minister of Khyber Pakhtunkhwa Province of Pakistan.

November
11 An outbreak of imported poliovirus in the Republic of 
the Congo claims the lives of older children and adults and 
sends a chilling reminder of the deadly power of polio. 

December

16 In a rigorous evaluation of the benefits and costs of erad-
icating polio, a study published in Vaccine finds that the 
programme could provide net benefits of at least US$40-50 
billion by 2035, mostly in low-income countries, if trans-
mission of wild polioviruses is interrupted within the next 
five years.

21-22 The Polio Independent Monitoring Board meets for 
the first time.
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The world made rapid progress towards polio eradi-
cation soon after the Global Polio Eradication Initia-

tive (GPEI) was launched in 1988. Case numbers began 
to plummet, three Regions of the World Health Organiza-
tion were certified polio-free, transmission of one of the 
three serotypes of wild poliovirus was successfully inter-
rupted worldwide – and by early in the new millennium, 
incidence of the disease had declined by a staggering 99%. 
The world expected that polio would soon be a disease of 
the past.  

3 | Strategic plan 2010-2012

“This new plan will strike at the 
final reservoirs of polio and consign 
this terrible virus to history.”
Bill Gates, co-chair of the Bill and Melinda Gates 
Foundation, addressing the United States Congress 
in March 2010.

The launch of the GPEI Strategic Plan 2010-2012  
at WHO in Geneva, Switzerland in June 2010.

By 2005, the fight against polio had reached a stalemate. 
Endemic polio clung on stubbornly in limited areas of four 
countries: India (Uttar Pradesh and Bihar), Nigeria (north-
ern states), Pakistan (parts of Sindh, Balochistan and North 
West Frontier Province and Federally Administered Tribal 
Areas), and Afghanistan (Southern Region). With most 
of the world polio-free, international spread of the virus 
from endemic areas led to recurrent outbreaks in polio-free 
countries. Despite the development of new tools in 2005 
intended to dry up these remaining reservoirs – notably 
monovalent oral polio vaccines (mOPVs) – it became clear 
that the tactics which had eradicated polio from 99% of 
the world would not work in the remaining one per cent. 
That is why in 2008, the World Health Assembly (WHA) 
called for the development of new strategic approaches to 
finish the job once and for all. In 2008 and 2009, a number 
of key activities were tested and evaluated. The outcomes 
would ultimately help inform the new GPEI Strategic Plan 
2010-2012.

A major independent evaluation examined the precise rea-
sons why polio persisted in these key areas, and what ad-
ditional tools or approaches might be necessary to secure 
success. What clearly transpired is that a ‘one size fits all’ 
approach could not work, as the barriers to success in each 
of these areas were unique.  New approaches and products 
– ranging from a new bivalent OPV (bOPV – containing 
type 1 and 3 serotypes) to district-specific planning – were 
introduced and evaluated. 

All of these new approaches and tools were institution-
alized in the Strategic Plan 2010-2012, endorsed by the 
World Health Assembly in May 2010. The plan was then 
officially launched at a major GPEI stakeholder conference 
on 18 June 2010, co-hosted by World Health Organization 
(WHO) Director-General Margaret Chan and then-new 
United Nations Children’s Fund (UNICEF) Executive Di-
rector Anthony Lake. 

Less than 12 months into the new Strategic Plan, the world 
began to see unprecedented results in areas that were long 
resistant to eradication strategies: most notably in the key 
reservoir areas of India and Nigeria and in outbreak set-
tings in polio-free countries. The results demonstrated that 
the new approaches work, but only if they are fully imple-
mented. 
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New strategies in 2010

innovations in action

A range of tactical and product innovations underpin the 
GPEI Strategic Plan 2010-2012, to tackle the remaining bar-
riers to polio eradication in the remaining endemic areas, 
facilitate swifter and more thorough outbreak response, 
and limit renewed international spread of polio. These ap-
proaches are regularly assessed and refined.

Bivalent OpV is the ‘game-changer’ 
Evaluated and developed in record time, the new bivalent 
OPV simultaneously targets both remaining wild poliovi-
rus serotypes (WPV1 and WPV3) in a single dose. Clinical 
and field trials in 2010 confirmed this vaccine’s superior 
efficacy over the traditionally-used trivalent OPV, while of-
fering similar protection to its respective monovalent OPV 
counterparts.

The availability of this new vaccine has changed the game, 
simplifying the logistics of running supplementary immu-
nization activities (SIAs). Since its first use in December 
2009 (in Afghanistan), use of bOPV was ramped up in 
2010, reaching 179 million children in 17 countries. Any 
vaccine only works if it reaches children: the widespread 
use of bOPV was coupled with improved SIA operations 

in 2010, reducing global levels of WPV3 transmission to 
their lowest ever and significantly reducing WPV1 in key 
endemic areas at the same time. 

Targeted operational microplans reach more  
children, no matter where they are
Poliovirus transmission now persists in only a handful of 
areas, surviving among the most vulnerable and often dis-
placed populations. To reach the most marginalized groups 
of children, polio eradication efforts must zero in on the 
last virus strains in the most targeted manner possible. 

This means identifying where the virus persists, both geo-
graphically, and socio-demographically, and then figuring 
out the best way to reach these groups given the unique 
factors at play in each place and each population. In some 
instances, this will mean focusing on identified highest-
risk districts and using local, existing health and civil 
infrastructures to reach out to children (for example, in 
southern Afghanistan). In others, it means putting in place 
special strategies to vaccinate children among mobile and 
migrant population groups (such as in northern India). 
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SiADs rapidly build immunity in conflict  
and outbreak settings
Children living in conflict-affected areas, or in areas which 
have been polio-free for a long time, are often particularly 
vulnerable to polio infection. In the former, vaccination 
may be difficult due to access; in the latter, vaccination may 
not perceived as a priority because no polio cases have oc-
curred in some time. A consequent build-up of susceptible 
groups – those who are un- or under-immunized – cre-
ates a fertile environment for poliovirus if it is present or 
introduced. 

The Short Interval Additional Dose (SIAD) strategy was de-
veloped to more rapidly build population immunity levels 
in such settings. The SIAD strategy exploits the availability 
of monovalent OPVs to shorten the interval traditionally 
needed before administering subsequent doses. Trivalent 
OPV doses have to be administered at intervals of four to 
six weeks, due to interference between different poliovirus 
types contained in trivalent OPV, especially type 2. With 
monovalent OPVs, the issue of interference in subsequent 
dose administration has been removed (as only one polio-
virus strain is contained in such vaccines), and subsequent 
doses can be administered at a shortened interval of one 
week. 

This approach, first evaluated in Somalia in 2007, was an 
integral part of the response to the explosive outbreaks in 
2010 in Tajikistan and the Republic of the Congo. It con-
tinues to be used to raise immunity levels in the persistent-
transmission security-compromised districts of southern 
Afghanistan, and is planned for use in several difficult set-
tings, including the Federally Administered Tribal Areas in 
Pakistan. 

LQAS and enhanced independent monitoring  
evaluate impact 
How many children are reached, and in which areas? 
Large-scale SIAs are a proven approach to stopping polio, 
but only if they are implemented at the highest level of 
quality. Any missed children allow the poliovirus a breath-
ing space to survive and circulate. 

In 2010, enhanced independent monitoring, coupled with 
Lot Quality Assurance Sampling (LQAS), aimed to pro-
vide a clearer picture of the impact of SIAs. New protocols 
and criteria were created to guide a real-time independent 
monitoring network, validated as necessary by LQAS (a 
standard quality assurance system whereby classified areas 
of interest, corresponding to ‘lots’, are sampled to deter-
mine ‘acceptable’ or ‘unacceptable’ levels of vaccine cov-
erage). By rapidly identifying any areas with sub-optimal 
performance, mid-course corrections can be implemented 
and areas with deficits re-covered by secondary immuniza-
tion teams, even during the same SIA. 

The effect of bivalent oral polio vaccine on WpV3
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environmental surveillance, serosurveys  
and mathematical modelling shadow and predict 
poliovirus’ movements 
With polio transmission increasingly beaten back to iso-
lated areas or among marginalized communities, the search 
for the virus takes on new urgency, to find out where it may 
be hiding, where it might go next, and which populations 
are most at risk. The active disease surveillance for acute 
flaccid paralysis (AFP) cases is the main search engine for 
polio cases. To complement this surveillance, the use of 
supplementary tools was stepped up in 2010, particularly 
in areas where programmatic and epidemiological data did 
not align. 

Environmental surveillance, expanded in 2010 to high-
transit urban areas in key zones in India and Pakistan, pro-
vided additional data on the extent of virus transmission. 
At the same time, serologic surveys more accurately deter-
mined population immunity, identifying gaps which must 
be filled. Finally, mathematical modelling of high-risk areas 
helped to predict which polio-free areas, or marginalized 
groups, are most at risk for re-infection and outbreaks. 

These innovations enable a more thorough risk assessment 
and therefore the targeted allocation of resources to areas 
which most urgently need them. 

everyday technology used in new ways to reach 
more children with polio vaccine 
The ubiquity of mobile technology was harnessed in 2010 
to monitor the quality of SIAs. Real-time data collection 
and analysis were conducted by independent monitors 
through mobile phones and EpiSurveyor software to help 
monitor the quality of SIAs. Data is sent in real-time to 
a remote server, where it can be viewed and downloaded 
from any computer with internet access. Evaluated dur-
ing SIAs in Kenya, this technology could further enhance 
the scaled-up independent monitoring and LQAS efforts. A 
second trial is ongoing in Pakistan; pending the outcomes, 
this approach could be institutionalized in 2011. 

In Nigeria, in November 2010, a pilot study was carried 
out to determine the feasibility of using Geographic In-
formation Systems (GIS) to support both implementation 
and monitoring of SIAs. GIS is a tool that captures, stores, 
analyses and presents data linked to location. In Nigeria, 
it helped track and map the movements of vaccination 
teams in relation to prepared microplans. Analysis of the 
real-time data allowed for the immediate identification of 
missed areas, which were subsequently re-visited by the 
teams. Following further assessment, the use of this meth-
odology may be expanded in 2011. 

polio survivors not left stranded by eradication 
efforts
The year 2010 marked the year that the arguments for ‘con-
trol’ of polio versus ‘eradication’ were put to rest, as explo-
sive outbreaks in Tajikistan and the Republic of the Congo  
drove home the urgent need to completely eradicate this 
virus or risk massive outbreaks with regular occurrence in 
even the most unexpected places in the future.

The outbreaks in Tajikistan and the Republic of the Congo 
were particularly deadly, with a case fatality rate of more 
than 30% in the latter. While eradication is the ultimate 
protection from polio, manifestly much more needs to be 
done to support surviving polio victims. 

Due to the sudden increase in number and severity of para-
lytic cases overwhelming national capacities in the central 
Asian and Congo outbreaks, WHO professionals in dis-
ability and rehabilitation and NGOs worked as part of the 
response to the polio outbreak to assess national capacity 
for acute respiratory support and rehabilitation and estab-
lish rehabilitation programmes for the large number of vic-
tims. In the Republic of the Congo, a special team of the 
Global Initiative of Emergency and Essential Surgical Care 
of WHO was dispatched in November to help support a 
humanitarian response to the outbreak, with a clear man-
date to reduce the associated mortality. Special units were 
set up to provide ventilation care to critically ill patients 
with respiratory failure. Such collaboration will facilitate 
standard operating procedures for a response to acute polio 
outbreaks and guidelines on improving access to rehabili-
tation services for polio survivors.


