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REDUCING COMMUNICABLE DISEASE

By the yvear 2000, there should be no indigenous cases of poliomyelitis, diphtheria, neonatal tetanus,
measles, mumps and congenital rubelia in the Region and there should be a sustained and continuing
reduction in the incidence and adverse consequences of other communicable diseases, notably HIV
infaction.

ABSTRACT

Operation MECACAR is an intercountry coordination effort of the European and Eastern
Mediterranean regions of WHO, organized to achieve and maintain interruption of wild
poliovirus transmission in the currently and formerly endemic countries of the ragions.
The meeting was aftended by representatives from the 18 countries participating in
Operation MECACAR and other countries recently threatened with poliomyelitis, together
with representatives of partner organizations. The meeting reviewed progress and
planned the implemeantation of the poliomyelitis eradication strategies in 1998. The
countries reported successful implementation of national immunization days (NIDs)
during 1995-1997, and significant progress towards enhancing surveillance. The major
recommendations of the meeting included continuation of collaboration under the
designation “Operation MECACAR PLUS", determination of criteria for continuing NIDs
and mopping-up activities, acceleration of the implementation of effective acute flaccid
paralysis (AFP) surveillance, and planning for certification of poliomyelitis eradication.
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INTRODUCTION

The fourth meeting on the coordination of Operation MECACAR took place in Rome, Italy from
20 to 22 October 1997. All 18 countries from the European and Eastern Mediterranean Regions
of the World Health Organization (WHO) participating in Operation MECACAR were
represented, as well as WHO and the United Nations Children’s Fund (UNICEF), and the
following organizations: Basic Support for Institutionalizing Child Survival (BASICS), Centers
for Disease Control and Prevention (CDC), International Medical Corps (IMC), Rotary
International, and United States Agency for Intemnational Development (USAID).

The meeting was opened by the Director, Programme Management, WHO Regional Office for
Europe, Dr Sergei K. Litvinov, and Dr Rafi Aslanian brought greetings and a message from

Dr Hussein A. Gezairy, Regional Director, WHO Regional Office for the Eastern Mediterranean.
The meeting was chaired by Dr Donato Greco, Director, Laboratory of Epidemiclogy and
Biostatistics, Istituto Superiore di Sanita. Drs. Hamid Jafan and Roland Sutter served as co-
rapporteurs and Dr George Oblapenko and Dr Rafi Aslanian served as secretaries of the meeting.
The programme of the meeting and the list of participants are attached as Annex ! and Annex 2,
respectively.

SCOPE AND PURPOSE

The main objectives of the meeting were:

= to evaluate and discuss the final results of Operation MECACAR 1997;
= to finalize the strategic plan for Operation MECACAR PLUS in 1998-2000;
« 1o assess the improvements in AFP surveillance and discuss future actions;

» to brnef the main partners on the efficiency of collaboration and further strengthening and
developments in Operation MECACAR,;

= to coordinate the plan of action for polio eradication in EMRO and EURO member states in
1998, including dates for national immunization days (NIDs), sub-national immunization
days NIDs (SNIDs) and mopping-up campaigns.

SITUATION ANALYSIS AND PROGRESS TOWARD POLIOMYELITIS ERADICATION

Global overview

The eradication of poliomyelitis is contingent on the implementation of the four WHO
recommended strategies in all polio-endemic countries:

1) achieving and maintaining high routine coverage of all children by one year of age with at
least three doses of oral poliovirus vaccine (OPV) through routine vaccination services;

2) providing supplemental OPV doses through NIDs' to interrupt widespread circulation of
poliovirus;

' Mass campaigns over a short period (days to weeks) in which two doses of OPV are administered to all
children in the target age group (usually those <5 years of age), regardless of previous vaccination history, with
an interval of 46 weeks between doses.
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3) establishing sensitive epidemiological and virological surveillance systems for acute flaccid
paralysis (AFP) and poliovirus; and

~ 4) conducting mopping-up operations” to eliminate the remaining foci of poliovirus
transmission.

Routine coverage with three doses of OPV among I-year-old children was 81% in 1996 (and has
been relatively constant at 80--84% since 1990). An increasing number of polio-endemic
countries are conducting NIDs, from 16 counntries in 1988 to 82 countries in 1996. During 1996,
approximately two thirds of the world’s children <5 years of age have received supplemental
doses of OPV administered during NIDs. A total of 27 sub-Saharan countries in WHO's African
Region conducted NIDs for the first time ever; in addition, 4 countries conducted SNIDs. Use of
both routine and supplemental vaccination efforts have led to substantial decreases in the number
of reported cases of poliomyelitis globally from 35 251 in 1988 to 3997 in 1996, a decline of
nearly 90%. Because reporting completeness is ~ 10%, the true burden of poliomyelitis could be
10-fold higher.

An increasing number of countries are also implementing AFP surveillance. In 1996, 148 countries
conducted AFP surveillance, including 137 polio-endemic or recently polio-endemic countries
and 11 non-polio-endemic countries. A series of performance indicators are used to monitor the
quality of AFP surveillance, of which the most important are:

= the rate of non-polio AFP;

= the proportion of health facilities reporting regularly (i.e. weekly or monthly) the presence or
absence of AFP cases; and

= the proportion of AFP cases with adequate stool specimens.

A rate of 21 non-polio AFP case per 100 000 population <15 years was achieved by two WHO
regions (the Region of the Americas, and the Western Pacific Region). Globally, the rate of AFP
increased from 0.4 in 1995 to 0.6 in 1996.

The global laboratory network for poliomyelitis eradication is gradually expanding and in 1997
consisted of 67 national laboratories, 14 regional reference laboratories and 6 specialized
taboratories. Laboratory support for processing of stool specimens from AFP cases is available
now to all polio-endemic countries. To ensure uniformljy high quality as well as standardized
procedures, all laboratories must undergo accreditation” by WHO.

To facilitate the eventual certification of polio eradication, a Global Commission for the
Certification of Polio Eradication was convened in 1995, Regional commissions have been
formed in most WHO regtons, and plans of action have been developed on a global and regional
basis.

* Focal mags campaigns in high-risk areas over a short period (days to weeks) in which two doses of OPV are
administered during house-to-house visits to all children in the target age group (usually those <5 years of age),
regardless of previous vaccination history, with an interval of 46 weeks between doses.

' Accreditation will be reviewed annvally and will include the following elements: (1) score from on-site
review using a standard WHO checklist; (2) passing scores of proficiency testing; (3) non-polio enterovirus
isolation rate; (4) processing a minimum number of stool specimens per year; (5) proficiency of isolation and
serotyping assessed by testing tissue cultures or stool samples submitted to regional laboratory for intratypic
differentiation; and (6) percentage of test results reportad on time.
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Although much progress has been achieved in implementing the WHO recommended strategies,
constraints on funding, lack of political commitment in some countries, internal strife or civil
war, the need for further development of the laboratory network, and incomplete promotion and
implementation of the proven strategies for eradicating poliomyelitis and poliovirus, continue to
delay progress. Some countries must continue to conduct NIDs because the quality of AFP
surveillance is inadequate. Improving the quality of AFP surveillance remains the most urgent
priority of the polio eradication initiative.

European Region

The European Region reported marked improvements in routine coverage, continuation of NIDs,
mopping-up operations, significant progress toward the establishment of effective AFP
surveillance, progress toward accreditation of the laboratory network, and progress toward
implementation of the certification of eradication.

Routine coverage with three doses of poliovirus vaccines among the 41 reporting countries has
markedly improved to 92% (range: 77-100%) in 1996 (from 89% in 1995). Supplemental
immunization activities in the form of synchronized NIDs were conducted by the 10 countries of
the Region which participate in Operation MECACAR. (Armenia, Azerbaijan, Georgia,
Kazakhstan, Kyrgyzstan, Russian Federation, Tajikistan, Turkey, Turkmenistan and Uzbekistan).
Several countries also conducted NIDS or SNIDs in 1996, including Albania, the Republic of
Moldova, Romania (SNIDS), Ukraine, and the Federal Republic of Yugoslavia (SNIDS).
Reported coverage with OPV administered during the NIDs and SNIDs remained high (>90%
for each round), with a regional coverage of 95% reported in 1996 by the countries participating
in Operation MECACAR.

AFP surveillance has been established in 33 countries, including all polio-endemic or recently
endemic conntries (n=17), as well as in 16 non-polio-endemic countries in western Europe. The
annualized non-polioc AFP rate increased from 0.7 in 1996 to 1.1 in 1997 (through September). The
regional AFP rate masks substantial differences by individual country. For example, 4 countries
reported an AFP rate of <0.5 in 1997 (Bosnia and Herzegovina, Croatia, Portugal, Slovakia,
Slovenia, Tajikistan and Uzbekistan), and several countries are just beginning to establish AFP
surveillance, including Malta and Spain (after October 1997). A total of 938 AFP cases were
reported in the first 9 months of 1997 (compared with 827 in 1996) in the Region; 1 polio case
was reported from Tajikistan in 1997 (compared with 193 in 1996; including 138 from Albania,
24 from the Federal Republic of Yugoslavia and 5 from Greece),*

The accreditation of the network laboratories is continuing and by the end of 1998 all
participating laboratories should have been evaluated.

Several countries, including the Russian Federation and Uzbekistan, plan to carry out mopping-
up operations in October or November 1998.

The certification process guided by the Regional Commission for the Certification of Polio
Eradication is continuing and a plan of action has been developed, guidelines for data
compilation have been designed, and training sessions with chairpersons of national commuittees

* Subsequent to this meeting, a cluster of 6 virologically confirmed polio cases were reported from Turkey with
onset hetween July and October 1997, Thus, the final number of confirmed polio ¢ases in the European Region was
7in 1997, representing a 96% decline compared with the 193 cazes reported in 1996.
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have been scheduled. 1998 marks the year when countries that have been free of polio for many
years and decades will present the certification documentation to the Regional Commission.

The challenges for the European Region in 1998 and beyond include (1) to implement adequate
surveillance for AFP; (2) to ensure that all stool samples from AFP cases are processed in WHO-
accredited laboratories; and (3) to eliminate the last remaining chains of wild poliovirus
transmission and (4) to ensure immunity to poliovirus is high in the Region to prevent re-
establishment of indigenous transmission.

Eastern Mediterranean Region

The countries of the Eastern Mediterranean Region (EMR) reported significant progress in 1996
toward implementing NIDs, establishing AFP surveillance, and carrying out polio eradication
activities in difficult countries and areas.

Routine coverage with at least 3 doses of OPV increased from 80% in 1995 to 85% in 1996, Of
the 21 member countries reporting, 17 (73%) reported an OPV3 coverage of =90%.

The establishment of AFP surveillance is making rapid progress. During 1996, EMR countries
reported 1776 cases of AFP, including 532 confirmed cases of poliomyelitis. The incidence of
poliomyelitis in 1996 was 33% lower compared to the 789 cases reported in 1995, The rate of
non-polio AFP increased from 0.7 in 1996 10 0.9 (first 6 months) in 1997. The proportion of AFP
cases with 2 stool specimens (collected at an interval of 24 hours within 14 days after paralysis
onset) remained relatively stable at 63%.

All member countries (apart from Afghanistan, Djibouti and Somalia) conducted NIDs in 1996;
Afghanistan conducted NIDs for the first time in 1997. Most of the member countries achieved
high NID vaccination (above 95%) in the target age group (children <5 years of age),

The Jaboratory network is maturing rapidly. In 1996, stool samples from 16 member countries
were investigated in network laboratories.

Certification of polio eradication is progressing following the recommendations of the Regional
Commission for the Certification of Polio Eradication. Many countries have convened national
committees to compile the information and documentation needed for eradication.

Remaining problems include:
= low routine vaccination coverage in some countries, and within sub-populations;

» inadequate national commitment to polio eradication in some countries as evidenced by
inadequate attention to surveillance, implementation of supplementzal immunization, and
inadequate funds for the purchase of OPV,

= war and civil unrest in several countries;

+ inadequate coordination and exchange of information among countries to prevent and
respond efficiently to cross border importation of wild polioviruses.
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Reports from individual countries in the European Region

Armenia

Routine coverage with 3 doses of OPV among infants by 1 year of age was reported to be 97% in
1996 compared with 92% in 1993, 92% in 1994 and 93% in 1995. No cases of poliomyelitis
were reported in 1996, The 1997 NIDs targeted children from 3 months to 3 years, and high
coverage was reported for each round (99% and 96%, respectively). Twelve territories were also
targeted for mopping-up operations in 1996; these were selected based on poliovirus isolation
within the last 5 years and/or because of migration or returnees. Children 0-4 years of age were
targeted and the reported coverage was 93%. AFP surveillance continues to improve, 8 AFP
cases were reported in 1996, for a non-polio AFP rate of 0.75/100 000. Thirteen AFP cases were
reported up to October 1997, for a non-polio AFP rate of 1.09/100 000. Challenges for 1998
include: (1) continuing with NIDs, (2) conducting mopping-up operations, and (3) maintaining
high-quality AFP surveillance.

Azerbaijan

Routine coverage with 3 doses of OPV among infants by | year of age was reported to be 97% in
1996 compared with 94% in 1993, 95% in 1994 and 98% mn 1995. No cases of poliomyelitis
were reported in 1996. The 1997 NIDs targeted children <4 years of age and high coverage was
reported for each round (99% and 99%, respectively). Four territories were also targeted for
mopping-up operations in 1996; children 03 years of age were targeted and the reported
coverage was 98%. AFP survelllance is being established, 12 AFP cases were reported in 1996,
for a non-polio AFP rate of 0.15/100 000. Twelve AFP cases were reported up to October 1997
for a non-polio AFP rate of 0.15/100 000. Challenges for 1998 include: (1) improving AFP
surveillance, (2) conducting mopping-up operations, and (3) continuing with NIDs.

Georgia

Routine coverage with 3 doses of OPV among infants by | year of age was reported to be 97% in
1996. No cases of poliomyehtis were reported in 1996. The 1997 NIDs targeted children <4
years of age, and high coverage was reported for each round (93% and 95%, respectively). AFP
surveillance is slowly improving. Georgia reported a non-polio AFP rate of 0.69 for 1996 and
0.56 for 1997. Challenges for 1998 include: (1) improving AFP surveillance, (2) conducting
mopping-up operations, and (3) continuation of NIDs.

Kazakhstan

Routine coverage with 3 doses of OPV among infants by 1 year of age was reported to be 98% 1n
1996 compared with 69% in 1993, 75% in 1994 and 94% in 1995. No cases of poliomyelitis
were reported in 1996. The 1997 NIDs targeted children 04 years and high coverage was
reported for each round (98% and 99%, respectively). AFP surveillance continues and 1s
improving rapidly: 111 AFP cases were reported in 1996 for a non-polio AFP rate of

2.1/100 000. Eighty-nine AFP cases were reported up to October 1997. In some terntortes, facial
paralysis cases are included in the AYP rate calculations. Challenges for 1998 include: (1) fine-
tuning AFP surveillance, and (2) conducting mopping-up operations in high-risk areas.

Kyrgyzstan

Routine coverage with 3 doses of OPV among infants by 1 year of age was reported to be 94% n
1996 compared with 69% in 1993, 84% in 1994 and 96% in 1995. No cases of poliomyelitis
were reported 1n 1996. The 1997 NIDs targeted children 0—4 years and high coverage was
reported for each round (98% and 99%, respectively). AFP surveillance started in 1997 and is
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improving rapidly: 30 AFP cases were reported in 1997 (up to October) for a non-polio AFP rate
of 2.1/100 000. Challenges for 1998 include: (1) further improving AFP surveillance, and
(2) conducting mopping-up operations in high-risk areas.

Russian Federation

Routine coverage with 3 doses of OPV among infants by 1 year of age was reported to be 97% in
1996 compared with 82% in 1993, 88% in 1994 and 92% in 1995. Three cases of poliomyelitis
were reported in 1996. The 1997 NIDs targeted children 04 years and high coverage was
reported for each round (99% and 99%, respectively). Mopping-up operations were conducted in
high-risk areas (e.g. Chechnya) in 1996. AFP surveillance continues to improve; the rate of non-
polio AFP was 1.04/100 000 children <15 years of age in 1996. A total of 467 AFP cases have
been reported from January to September 1997, for a non-polio AFP rate of 2.87/100 000, Of
these, 87% had two adequate stool samples collected. Challenges for 1998 include:

(1) maintaining and further improving AFP surveillance, (2) establishing a national laboratory
network for polio eradication, and (3) conducting mopping-up operations in high-risk areas.

Tajikistan

Routine coverage with 3 doses of OPV among infants by 1 year of age was reported to be 89% in
1996 compared with 77% in 1993, 92% in 1994 and 81% in 1995. No cases of poliomyelitis
were reported in 1996. The 1997 NIDs targeted children from 3 months to 3 years, and high
coverage was reported for each round (98% and 99%, respectively). Twenty-eight territories
were also targeted for mopping-up operations in 1997; these were selected based on the
following criteria: (a) refugee populations, (b) low coverage, (c) civil war or areas of unrest,
(d) border areas with Afghanistan. No coverage data were available. AFP surveillance is being
established: 5 AFP cases were reported for the first 8 months in 1997, for a non-polio AFP rate
of 0.3/100 000. Challenges for 1998 include: (1) improving AFP surveillance, (2) continuing
with NIDs, and (3} conducting mopping-up operations in high-risk areas.

Turkey

Routine coverage with 3 doses of OPV among infants by 1 year of age was reported to be 83% in
1996 compared with 76% in 1993, 8§1% in 1994 and 67% in 1995, A total of 19 cases of
poliomyelitis were reported in 1996. The 1997 NIDs targeted children aged 0—59 months, and
high coverage was reported for each round (95% and 97%, respectively). Twenty-nine provinces
(target population: 2 million children) were also targeted for mopping-up operations in 1997,
these provinces were selected based on (a) routine vaccination coverage <80%, (b) AFP rate of
0/100 000, and (¢) wild poliovirus isolation. Children aged 0-4 years were targeted and reported
coverage was 93%. AFP surveillance continues to improve; 87 AFP cases were reported in 1996
for a non-polio AFP rate of 0.25/100 000. A total of 111 AFP cases were reported up to October
1997, for a non-polio AFP rate of 0.45/100 000. Challenges for 1998 include: (1) continuing
with NIDs, (2) conducting mopping-up operations in high-risk areas, and (3) further improving
AFP surveillance.’

Turkmenistan

Routine coverage with 4 doses of OPV among infants by 1 year of age was reported to be 96% in
1996 compared with 92% in 1993, 94% in 1994 and 97% in 1995. Two cases of poliomyelitis

* Subsequent to this meeting in Rome, Turkey reported a cluster of 6 virologically confirmed cases of poliomyelitis
from Mardin Provinee in the south-eastern part of the country; these cases had onset of paralysis batween July 23
and October 10, 1997. Mardin Province conducted two rounds of mopping-up operations as part of a previously
planned actrvity in Qctober and November 1998,
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were reported in 1996, The 1997 NIDs targeted children aged 0-3 years, and high coverage was
reported for each round (99% and 99%, respectively). Turkmenistan reported a non-polio AFP
rate of 0.37/100 000 children <15 years in 1996; 6 AFP were reported for the first 9 months of
1997, for a non-polio AFP rate of 0.5/100 000. Challenges for 1998 include: (1) continuing with
NIDs, (2) conducting mopping-up operations, and (3) improving AFP surveillance.

Uzbekistan

Routine coverage with 3 doses of OPV among infants by 1 year of age was reported to be 97% in
1996 compared with 45% in 1993, 79% in 1994 and 99% in 1995. No cases of pohiomyelitis
were reported in 1996. The 1997 NIDs targeted children aged 0—4 years, and high coverage was
reported for each round (99% and 99%, respectively). Five territories were also targeted for
mopping-up operations in 1996; 1.1 million children aged 0-4 years were targeted and the
reported coverage was 99%. AFP surveillance is slowly improving; 7 AFP cases were reported
in 1996, for a non-polio AFP rate of 0.08/100 000. In the first 8 months of 1997, 9 AFP cases
were reported, for a non-polio AFP rate of 0.15/100 000. Challenges for 1998 include:

(1) improving AFP surveillance, (2) continuing with NIDs, and (3) conducting mopping-up
operations.

Reports from countries in the Eastern Mediterranean Region

Afghanistan

The estimated routine coverage of infants with 3 doses of OPV has remained at or below 30%
for a number of years. No reports were received from 1992 up to the first half of 1997. NIDs
were imitiated as part of multi-antigen mass immunization campaigns that targeted approximately
70% of the total population during 1995 and 1996. In each of these rounds, 2.5~2.7 miilion
children (55-60%) of the total 4.5 million children were immunized. In 1997, the first full scale
OPV-only NIDs were conducted and achieved a coverage of more than 80% in each round. AFP
surveillance was initiated during September m sentinel sites in capital cities of each of the eight
regions and already several AFP cases have been reported and investigated. The challenges for
1998 include raising routine OPV3 coverage through improving vaccine delivery services and
multi-antigen campaigns, continuing NIDs in difficult circumstances, additional immunization
campaigns in border areas and strengthening AFP surveillance.

Iran

Routine coverage of infants with 3 OPV doses was consistently above 90% (94-99%) from 1992
to 1997. A total of 12 polio cases were virologically confirmed during 1996, and, as of October
1997, 17 polio cases have been reported, NIDs have been conducted annually since 1994 and in
each of the 8 rounds reported coverage of the target population (all children under 5 years of age)
was 99% or more. In addition to NIDs, which in 1994 and 1995 were conducted house-to-house,
mopping-up campaigns were conducted in high-risk populations during 1996 and 1997. In each
mopping-up round the target population exceeded 3 million children under 5 years of age. The
AFP surveillance system 15 functioning at a very high level of performance. The reported non-
polio AFP rate among children under 5 years has been above 1/100 000 since 1995. Two
adequate stool specimens were collected from 72% of AFP cases up to October 1997, compared
with 66% tn 1996. Challenges for 1998 include continuation of NIDs and mepping-up in high
risk and border areas to mterrupt any indigenous virus transmission and to minimize impact of
virus importation from neighbouring endemic countries.
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Routine immunization coverage of infants with 3 OPV doses had declined to 63% in 1991, but
improved to 87% in 1994 and has been above 90% since 1995, During 1991, 186 confirmed
polio cases were reported. This number declined to 32 in 1995 and 20 in 1996 (including both
virologically and clinically confirmed polio). NIDs have been conducted annually in spring since
1995, The target population under 5 years of age is more than 3.3 million. The coverage in the
two rounds of NIDs in 1997 was 94% and 96%, respectively, and in each of the four NID rounds
in previous years the reported coverage was above 95%. Two rounds of mopping-up campaigns
were conducted during May and June in six districts that had achieved less than 90% coverage
during the second NID round i 1997. The quality of AFP surveillance improved rapidly during
1997. The annualized non-polio AFP rate was 1.66/100 000 children under 15 years. Two
adequate stool specimens were collected from more than 70% of AFP cases. Problems with
logistics and trained staff in the national poliovirus laboratory are the major impediment to
efficient AFP surveillance. Challenges for 1998 include provision of logistic and training support
to ensure accreditation of the national laboratory, high quality NIDs and mopping-up to interrupt
the final chains of transmission, especially in the northern governorates.

Jordan

Routine immunization coverage of infants with 3 OPV doses has remained above 95% since
1994. Four polio cases were reported during 1994, and since then no confirmed polio cases have
been reported. Annual NIDs were initiated in 1995 and in that year the coverage was 102% and
93% in the first and second round, respectively. In each NID round in 1996 and 1997 coverage
was more than 100%. AFP surveillance is functioning at a high level and the non-polio AFP rate
has remained at or above 1/100 000 among children under 15 years since 1994. Two adequate
stool specimens have been collected from more than 80% of AFP cases during 1996 and 1997.
Challenges for 1998 include continuation of high quality NIDs and maintaining the quality of
AFP surveillance.

Lebanon
The representative from Lebanon was not able to participate in the meeting.

Pakistan

The reported routine immunization coverage of infants with 3 OPV doses declined to 55%
during 1995, but has subsequently improved to 77% in 1996 and 74% in part of 1997. More than
500 polio cases were reported during 1994 and 1995; 375 polio cases were reported during 1996
and a similar number of cases were reported up to the end of August 1997. NIDs were initiated
in 1994 and except for the two NID rounds in 1995, during which reported coverage was 97%
and 99%, reported coverage has been above 100% in each round. Although mopping-up
campaigns were not conducted, two rounds of a house-to-house immunization campaign that
covered a target population of 413 000 were conducted following outbreaks in three districts.
The quality of AFP surveillance improved rapidly during late 1996 and the first half of 1997.
Compared with 561 AFP cases reported during the whole of 1996, a total of 874 AFP cases had
been reported up to the end of August 1997. Despite the increase in the number of reported
cases, two adequate stool specimens were collected from nearly half of all the cases. The
challenges for 1998 include increasing routine immunization coverage and improving the quality
of NIDs to localize the widespread transmisston of wild poliovirus, and further improving the
performance AFP surveillance.
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Syrian Arab Republic

Routine immunization coverage among infants with 3 OPV doses has been above 90% since
1995. No cases of polio were reported during 1996 and 1997, 4 virologically confirmed cases
were reported in 1995. Annual NIDs were initiated in 1993. Since 1993, the reported coverage in
each NID round has been above 100%. During 1996 and 1997, mopping-up campaigns were
conducted in four govemnorates selected based on low immunization coverage, incidence of polio
within 3 preceding years, border areas, and transient population. The target population in each
round was more than 110 000 children aged under 5 years. The quality of AFP surveillance has
improved considerably since 1994. A non-polio AFP rate of 1 or more case per 100 000 children
aged under 15 years has been achieved and maintained since 1995. Two adequate stool samples
have been collected from more than 70% of cases each year since 1994. Challenges for 1998
include continuing NIDs and high-quality AFP surveillance and preventing mmportation and
transmission of wild poliovirus from neighbouring countries.

Palestinian N.A.

Routine coverage of infants with 3 OPV doses has remained 90% or above since 1992, No cases
of polio have been reported since 1988 to date. Annual NIDs were initiated in 1995 and coverage
in each of the six rounds has ranged from 99% to more than 100%. Sub-national campaigns have
been conducted each year since 1995 in several districts based on isolation of wild virus from
sewage sampling. The quality of AFP surveillance improved rapidly during 1996; the non-polio
AFP rate improved from 0.18 in 1995 to 0.73 and 0.82 per 100 000 children under 15 years
during 1996 and 1997, respectively. Two adequate stool specimens were collected from 75% of
cases in 1996 and more than 80% of cases in 1997. Challenges for 1998 include continuation of
high-quality NIDs and maintaining the quality of AFP surveillance.

OPERATION MECACAR PLUS PLANNING FOR 1998

An mnformal consultation between the Regional Directors of the Eastern Mediterranean Region,
the European Region and WHO headquarters was held on 16 January 1997 in Geneva on future
cooperation between EMR and EUR in the field of polio eradication. It was recognized that
effective coordination had been developed during the preparation and implementation of
Operation MECACAR. It was underlined that the risk of ongoing, unrecognized cross-border
transmission 1s a potential problem among certain population groups in two geographic areas:
Iraq, Turkey, Syria and in Afghanistan, Tajikistan, Turkmenistan, Uzbekistan.

It was proposed to continue Operation MECACAR for another three vears (1998-2000). A few
other countries which had recently reported polio cases would also be part of the operation. The
new operation will be named Operation MECACAR Plus, and means:

+ to continue coordination efforts among recently endemic countries in order to approach
certification by the year 2000;

= to continue coordination of mass vaccination campaigns where appropriate; and

+  to take coordinated actions to improve AFP surveillance with particular focus on high risk
areas.

All countries participating in Operation MECACAR will continue to coordinate supplemental
immunization activities in 1998, as part of Operation MECACAR PLUS. Six of the 10 countries
from the European Region (Armenia, Azerbaijan, Georgia, Tajikistan, Turkmenistan and
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Uzbekistan) and 8 participating countries of the Eastern Mediterranean Region will conduct full

NIDs (Table 1).

Table 1. National mmunization Days (NIDs)
conducted in the framework of Operation MECACAR Plus 1958

European Region (EURO) Eastermn Mediterranean Region (EMRO)

Country Date 1% round | Date 2™ round Country Date 1" round | Date 2™ round
Armenia 6-11/4 11--16/5 Afghanistan 5=-9/5 6-9/6
Azerbaijan 5-13/3 6-10/5 Iran 53 13/4
Georgia April May Irag 14-16/3 14-16/4
Kazrakhstan® 16-21/3 20-25/4 Jordan 14-18/3 18-22/4
Kyrgyzstan® April May Lebanon 14-19/3 18-23/4
Russian Federation 2-6/3 6-10/4 Pakistan Dac 1597 January
Tajikistan 101413 13-17/4 Palestine March Agpril
Turkey 21=27/4 21=2714 Syrian Arab Republic 14--18/3 18-23/4
Turkmenistan &-11/4 4815
Uzbekistan 14-16/4 18-21/5
Albania 6—10/4 4-8/5
Ukraine" 16-20/3 20-25/4
Federal Republic of 10-12/4 B-10/5
Yugoslavia

* Subnational immunization days.

CONCLUSIONS AND RECOMMENDATIONS

Conclusions

1.

Operation MECACAR, the unigue collaboration of 18 contiguous countries in Europe, the
Russian Federation, central and south Asia and the Middle East, in conducting coordinated
NIDs to eradicate polio carried out over the last three years has been very successful and has
served as a model for coordinated efforts in other WHO regions.

The principal aim of Operation MECACAR - the interruption of widespread circulation of
wild poliovirus — appears to have been accomplished in the European Region (only 1 reported
case for the first 9 months of 1997) and in many participating countries of the Eastern
Mediterranean Region as a result of high-quality NIDs and improving routine vaceination
coverage.

Although acute flaccid paralysis (AFP) surveillance has been established and has been
improved significantly in many participating countries over the last three years, in several
countries it has not reached the levels adequate for certification of polio eradication or for
stopping NIDs. In addition, even in countries with adequate surveillance performance
indicators, national aggregate data may hide differences between geopolitical subdivisions,
and continved focal transmission of wild poliovirus in these high-risk areas cannot be ruled
out. Mopping-up activities targeted at these high-risk areas can eliminate these last
rernaining potential reservoirs of wild poliovirus,
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4, A laboratory network in support of polio eradication has been established in both Regions
but few participating laboratories have obtained accreditation.

5. The progress toward polio eradication in Operation MECACAR has been largely possible
because of collaboration among the participating countries, coordination by the regional
offices, and support provided by an effective coalition of partners, including WHO,
UNICEF, Rotary International, CDC and USAID.

Recommendations

6. Since coordinated polio eradication activities remain a high priority and because Operation
MECACAR has been highly effective in achieving coordination between countries and
regions, Operation MECACAR (designated Operation MECACAR. Plus) should be
continued to ensure polio eradication in the two regions.

7. Countries participating in Operation MECACAR Plus should continue to conduct NIDs or
SNIDs in 1998 unless (1) the risk of wild poliovirus introduction and circulation is low
(1.e. there 15 no common border or large population movements with polio-endemic or
recently endemic countries [1solation of wild poliovirus during the previous 3 vears]);
(2) routine vaccination coverage is high (i.e. =90% with three doses of OPV by 11 months
of age in each geopolitical division); and (3) surveillance is sufficiently sensitive to detect
wild poliovirus importation and circulation (i.e. AFP rate is 21/100 000 children <15 years
of age and the proportion of AFF cases with 2 adequate stool samples is 280%). In addition,
countries should continue NIDs for at least 3 years after isolation of the last wild poliovirus
within a country.

8. Mopping-up® activities in 1998 should be conducted in high-risk areas, selected on the basis
of the following criteria: (1) wild poliovirus isolation during the previous 3—5 years; (2) low
routine vaccination (<90%) or NIDs coverage (<90%); (3) bordering polio- or recently
pohio-endemic areas; (4) high-risk populations (refugees, internally displaced persons,
border areas). The geographic unit of mopping-up activities should be no smaller than
district/rayon.

9. The quality of AFP surveillance must be rapidly improved m many countries for the reliable
detection of wild poliovirus transmission. The Regional Certification Commission requires
as one of its criteria for certification that no wild poliovirus be isolated in all countnes in the
Region for at least 3 years with adequate surveillance. To assist countries, WHO should
facilitate surveillance assessments to be carried out in participating countries during 1998.

10. Because of an increasing need for timely and more sophisticated AFP surveillance data by
the regional offices, weekly aggregate data and monthly line listings (case-based data) for all
AFP cases should be introduced in the next few months in both regions. The exact format
for data will be determined by each regional office. In addition, urgent efforts must be made
to improve communication between epidemiologists, virologists and WHO by installing
means of electronic communication (e-mail) in the respective ministries of health,
laboratories, and regional offices.

* Mopping-up activities are the house-to-house administration of two doses of oral poliovirus vaccine (OPV)
separated by at least four weeks to all children <5 years of age regardless of prior immunization history.
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12.

13.

14,

15.

16.

7.

18.

19.

An expert review committee needs to be constituted in all countries to review and classify
AFP cases. Countries that have already formed such a committee should ensure that the
committee is fully active and responsible for final AFP case classification. Particular
atfention must be given to monitoring polio-compatible cases in countries that are using a
virological case classification scheme. Mapping of compatible cases (by place of residence
at the time of paralysis onset) should be-used to determine clustering of these cases in time
and geographical area. Polio-compatible cases require full clinical and epidemiological
investigation to rule out wild poliovirus circulation and need complete documentation. Such
cases will be the main focus of scrutiny during the certification process.

Isolated facial palsy should not be considered as AFP for the purpose of AFP surveillance
and should not, therefore, be included in the calculations for the non-polio AFP rates and
other performance indicators for AFP surveillance.

Countries that have not met the target of adequate surveillance must establish or strengthen
active surveillance for AFP. Active surveillance is defined as the regular weekly visit to
selected health facilities to identify and investigate AFP cases that have been admitted.

Substantial efforts need to be undertaken to strengthen the network laboratories in both
regions to meet the accreditation criteria. All national laboratories should have completed
the accreditation review process by 1 April 1998, Subsequently, countries should ensure that
stool specimens from AFP cases are processed in accredited network laboratories. In
addition, 2 upique identification number to link epidemiological and laboratory information
on AFP cases should be used in all countries.

Cross-border polio eradication activities should be coordinated in countries with known or
suspected cross-border transmission. Particular attention should be given to the remaining
wild poliovirus reservoirs of Afghanistan/Pakistan and northern Irag/south-eastern Turkey.
Both regional offices should facilitate this coordination, including carrying out meetings
with concerned parties. In addition, urgent action should be taken to improve surveillance in
politically and geographically isolated areas

Special efforts and activities should be undertaken to immunize, identify cases of AFP, and
prevent outbreaks of polic among highly mobile, culturally and/or politically isolated
populations with limited access to health services.

In preparation for the eventual certification of polio eradication, all countries should
establish national certification committees to assist in the preparation of the certification
Process.

Coordination of polio eradication activities between and within WHO regions, UN agencies
and partner organizations should be further enhanced. Subregional meetings should be
conducted where appropriate.

Partners should be made aware of the unique historical significance of wild poliovirus
eradication and the immense benefit this achievernent will entail. Appeals for substantial
increases in contributions to Operation MECACAR Plus should be launched. To coordinate
donor support within a country, countries should establish national immunization
coordination committees,
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20. To ensure continued progress, high-level political commitment for polio eradication must be
maintained and strengthened within countries participating in Operation MECACAR PLUS,
particularly in countries that remain endemic or at risk for the circulation of wild poliovirus.
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Annex 1

PROGRAMME

Monday, 20 October 1997

§.30-9.00

9.00-10.00

10.00-10.30

10.30-10.45

10.45-11.00

11.00-11.30

11.30-12.30

12.30-14.00

Registration

Opening:

Minister of Health Italy — Ms Rosy Bindi

Istituto Superiore di Sanita, Director — Dr Giuseppe Benagiano
WHO/EURQ — Dr Sergej Litvinov

WHQ/EMR.Q — Dr Rafi Aslanjan

WHO/HQ — Dr Harry Hull

UNICEF/EUROQ — Dr Jane Zucker

CDC/USA — Dr Roland Sutter

Rotary International -~ Dr Mario Grassi

USAID — Dr Murray Trostle

Coffee break

Introduction:

» FElection of chairperson
« Adoption of agenda

«  Administrative matters

Session I;
GLOBAL POLIO ERADICATION: THE GOAL IS VISIBLE

Poliomyelitis eradication: global vision (20 min), Dr H. Hull (WHO/HQ)

Dizcussion

Session 2;

OPERATION MECACAR 1995-1997: EVALUATION, RESULTS ACHIEVED

Vision from EMRO (10 min), Dr R. Aslanjan
Vision from EURQ (10 min}, Dr G. Oblapenko

Country experiences:

1. The areas of good progress
Russian Federation (10 min)
Discussion

Karakhstan, Kyrgyzstan, (20 min)
Discussion

Jordan, Lebanon (20 min)
Discussion

Lunch break
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14,00-15.30  Palestine, Syria (20 min)
Discussion

2. The Caucasian area
Armenia, Azerbaijan, Georgia (30 min)
Discussion

3. The area of last year’s battle:
Albania, Yugoslavia, Greece (30 min)
Discussion

15.30-16.00  Coffee break

16.00-17.30 4. The area of potential problems
Tajikistan, Turkmenistan, Uzbekistan (30 min)
Discussion

5. The areas of the last endemic transmission:
Irag, Turkey, (20 min)
Discussion

 Afghanistan, Pakistan, Iran (30 min)
Discugsion

Tuesday, 21 October 1997

9.00-1030 Session 3:
IMPROVEMENT OF SURVEILIANCE — THE HIGHEST PRIORITY

Global overview (15 min), Dr B. Aylward

Situation and priorities in EMR (15 min), Dr H. Jafari
Situation and pricrities in EUR (15 min), Dr 8. Wassilak
Progress in Central Asia (10 min), Dr 5. Deshevoi
Discussion

10.30-11.00  Coffee break
11.00-12.30  The role of genetic mapping in the last stage of poliomyelitis eradication (15 min), Dr O. Kew

Environmental surveillance (15 min), Dr T. Hovi
Disengsion

Performance of the Regional LABNET in EMR,
Quality Indicators and priorities (15 min), HO/EMRO
Discussion

Performance of the Regional LABNET in EUR
Quality Indicators and priorities (15 min), r G. Lipskaya
Discussion

12.30-14.00 Lunch
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14.00-15.30

15.30-16.00

16.00-17.30

Session 4:
OPERATION MECACAR PLUS: 1998-2000

The objectives and plan of action in EMR (15 min), Mr R. Aslanjan
The objectives and plan of action in EUR (10 min), Dr G. Oblapenko

Surveijllance in geographic areas with high risk population and limited access (15 min),
Dr B. Aylward
Discussion

Intterruption of cross-border transmission through coordinated intercountry actions in 1998
(NIDs, sub-NIDs, mopping-up, active surveillance):

Tajikistan, Turkmenistan, Uzbekistan (20 min)
Discussion

Coffee break

Iraq, Iran, Turkey, Syria (30 min)
Discussion

Actions in countries yet having endemic polio:
Afghanistan, Iran, Pakistan (20 min)
Discussion

Actions in recently endemic countries:
Albania, Russian Federation, Ukraine, Yugoslavia (30 min)
Discussion

General Discussion

Wednesday, 22 October 1997

9.00-10.30

10.30-11.00

Session 5:
WELL-ESTABLISHED PARTNERSHIP IS THE BEASIS FOR VICTORY
Introduction (10 min}, Dr S, Litvinov

Rotary International - one of the key partners in the polio eradication initiative (10 min),
Dr M. Grassi

The role of UNICEF in Operation MECACAR and polic eradication efforts (10 min),
Dr 1. Zucker
Experience from the Federal Republic of Yugoslavia, Dr B. Tolstopiatov

CDC support to Operation MECACAR PLUS and to polio eradication efforts in general
(10 min), Dr R. Sutter

Polio eradication as a priority for international cooperation (10 min), Dr M. Trostle

(General Discussion

Coffee break
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Session 6:

TOWARDS A POLIO-FREE WORLD

Recommendations of the Technical Consultation on Global Eradication of Poliomyelitis
(10 min), WHO/HQ

Surveillance: new requirements in EMR (10 min), Dr H. Jafari
Surveillance: new requirements in EUR (10 min), Dr §. Wassilak
Discussion

Certification process, already initiated (10 min), Dr G. Oblapenko
Discussion

Preparatory work for the certification (10 min), Dr D, Salisbury
Discussion

General Discussion
Lunch

Session 7:
A POLIO-FREE WORLD! WE CANDO IT!! LETUS DO IT!!!

Regional polio eradication plan of action for 1998-1999:
Priorities and budget in EMR (10 min), Dr R. Aslanjan

Priorities and budget in EUR (10 min), Dr G. Oblapenko
Discussion

Recommendations of the meeting

Closure
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Annex 2

PARTICIPANTS

European Region

Albania

Dr Aleksander Sallabanda

Director

National Institute of Public Health

Ministry of Health and Environmental Protection
Tirana

Armenia

Dr Margaret Balasanian

Medical Epidemiologist

Head, National EPI Program

Mimstry of Health

Armenian National Institute of Health
49/4, Fomitas Ave.

Yerevan 375051

Dr Karine Saribekian
Chief, MCH Department
The Minister of Health
Ministry of Health

& Toumania 5t.

001 Yerevan 375001

Azerbaijan

Dr Zafira Guliyeva

Chief

Health Department of Baku Diistrict
Baku 370014

Dr Abbas Soltan QOgly Velibekov
Director-General

Republican Centre of Hygiene and Epidemiology
34, 1, Jabbarly Str;

370065 Baku

EBosnia and Herzegoving
Professor Zlatko Puvacic
Institute for Epidemiology
Republic of Bosnia-Herzegovina
Klinicki Centar (ORTOPEDIIA)
Bolnicka 26

Sarajevo

Telephone:

Telefax:

Telephone:

Telefax:

Telephone:

Telefax:

Telephone:

Telefax:

Telephone:

Telefax:

Telephone:

Telefax:

35542 6273]
35542 62470/
63553

3742 527834
3742151048

3742 521559
3742 151097

994 12 2121161 or
932977
994 12 988 559

99412947012
094 12 94 78 46

38771 201815
38771 201815




Dr Jovo Sehovac

Public Health Institute

Zavod za zastitu zdravlja Republika Sprska
Jojana Ducica 1

Banja Luka, Republika Sprska

Bulgaria

Dr Stanislava Popova

Epidemiological Department

National Centre of Infectious and Paragitic Diseases
26, Yanko Sakarov Blvd.

Sofia

Georgia

D¢ Levan Baidoshvili

Coordinator of Immunization Programme
National Centre for Disease Control
Republican San.Epid. Station

Al Kazbegi Str. 23

380077 Thilisi

Dr Paata Imnadze

Director, Georgian National Centre for Disease Control
Coordinator of Immunization Prégram

Republican San. Epid. Station

Al Kazbegi Str. 23

380077 Thilisi

Greece

Dr G. Papoutsakis

Director General of Health
Ministry of Health and Welfare
Athens 11521

Tialy

Dr Stefania Salmaso

Director,Communicable Diseases Department
Laboratorio Epidemiologia e Biostatistica
Istitute Superiore ¢ Sanita

Viale Regina Elena 299

00161 Rome

Dr Loredana Vellucei

Medical Officer, Communicable Diseases Department
Ministry of Health

Via Sierra Nevada, 60

00144 Rome

Kazakhstan
Dr Ivan lvasiv

Head, Maternal and Child Health Department
Ministry of Health

Ablaihan str, 03

Almaty 480003
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Telephone:

Telefax:

Telephone:

Telefax:

Telephone:

Telefax:
e-mail:

Telephone:

Telefax:
e-mail:

Telephone:

Telefax:

Telephone:

Telefax:
e-mail:

Telephone:

Telefax:

Telephone:

Telefax:

381 78 43315
381 78 43390

35993 10713
3592442260

995 32 395904
095 32 940485
cde@iberiapac ge

995 32 398946
995 32 940485
cde@iberiapac.ge

301523 4430
3015234073

396 49387215
396 49387292
salmaso@net.iss.it

396 59944280
396 59944243

73272331362
73272 331362
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Kyrgyesian

Dr §.N. Firsova

Head, Centre for Immunoprophylaxis
Ministry of Health

Moskovskaya 148

720405 Bishkek

Republic of Moldova

Dr Valeriu Chicu

Deputy Director

Republican Centre of Hygiene and Epidemiology
67 Gheorghe Asachi Str.

Chisinau 277029

Russian Federation

Dr 8. L Tvanov

Deputy, Department of Sewage and Epidemiological Surveillance
Ministry of Health and Medical Industry

3, Rahmanovskij pereulok

101431 G5SP4 Moscow K-51

Dr V.N. Sadovnikova

Chief, Unit of Diphtheria Control

Poliomyelitis Eradication, Immunization Programmes
Ministry of Health and Medica} Industry

3, Rahmanovskij pereulok

101431 GEP4 Moscow K.-51

Tajikistan

Dr 5h. D. Djobirov
Ministry of Health
Szevezenko 69
Dushanbe 25

Dr L.U. Usmanov
First Deputy Minister

Coordinator of the ATDS Prevention Programme and of the Expanded

Programme of Immunization and Control of Infectious Diseases
Ministry of Health

Szevczenko 69

Dushanbe 25

Turkey

Dr Qya Afsar

Director, Division of Immunization
General Directorate of Primary Health Care
Ministry of Health

Sihhive, Ankara

Dr Sehnaz Fatma Tumay
Director of Infectious Diseases Unit

General Directorate of Primary Health Care
Ministry of Health

Sihhiye, Ankara

Telephone: 7 3312 26 43 37
Telefax: 73312 228424/
262314

Telephone: 373 272 9647
Telefax: 3732729725
e-mail: cnspie{@miearn.cri.md

Telephone: 7 095 9731971
Telefax: 7095 2000212

Telephone: 7 0959731626

Telefax: 7 095 2000212
Telephone:
Telefax: 73772211330

e-mail: root@who.td.silk.org

Telephone: 73772211248

Telefax: 7837 151 3344 or
73772 217525/
211330

Telephone: 90312 4356 937;
Telefax: 90312 434 4449

Telephone: 90312 4352971
Telefax: 90312 4344449




Turkmenistan

Dr Kaka A. Amangeldiyev

Head, Department of Epidemiological Control and Quarantine
Infections

Ministry of Health

Machtumkuli avenue 95

744000 Ashgabat

Dr Tatiana N. Mamedova

Deputy Head, Department of Treatment, Prevention and Care for
Meother and Child

Ministry of Health

Machtumkuli avenue 95

744000 Ashgabat

Ulraine

Dr Ljubov §. Nekrasova

First Deputy Minister

Senior State Sanitary Physician
Ministry for Public Health

7 Hrushevsky Str.

252021 Kiev

Uzbekistan

Dr Bakhtiar I. Niyazmatov
Deputy Minister

Ministry of Health

Novot Str. 12

700011 Tashkent

Yugoslavia

Dr Milos Banicevie

Professor in Pediatrics, Medical Faculty Belgrade

Director, Institute of Mother and Child Health Care of Serbia
Radoja Dakica 6

11000 Belgrade

Dr Novica Vujosevic

Direetor, Ingtitute of Public Health of the Republic of Montenegro
Ul. Bracana Bracanovica 74a

81000 Podgorica Ljubljanska bb

Eastern Mediterranean Region

Afghanistan
Dr Mohamed Abdi Jama
Medical Officer

Islamic Republic of Iran
Dr Azmoudeh
Ministry of Health
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Telephone: 73632 251394
Telefax: 73632 350248
¢-mail: batyr{@who.ashgabad.su

Telephone: 7 3632 255904
Telefax: 73632 350248
g-mail: batyr(@who.ashbabad.su

380 44 226 2351
38044 203 5271

Telephone:
Telefax:

73712411624
73712411641

Telephone:
Telefax:

381 11 601058
381 11 609869

Telephone:
Telefax:

Telephone: 381 81 33 792
Telefax: 381 8143 728

Telefax EMRO:
20 3 483 8916

Telefax EMRO:
203 483 8916
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Iraq

Dr Salahildin A. Rahim
National EPI Manager

. Ministry of Health

Dr Abdul Jabbar A.A. Abdul Ridha
Director General of Preventive Medicine Directorate
Ministry of Health

Jordan

Dr Haider Al-Atoum
EPI Manager
Ministry of Health

Palesting

Dr Asa’ad Ramlawi

EPl Manager

Director of Preventive Medicine, West Bank

Dr Abdul Jabar Al Taybi
Director General
Primary Health Care, Gaza

Syrian Arab Republic

Dr Mohamad Osama Meri
EPl Manager

Ministry of Health

Observers

Dr Luigi Biasio
Pasteur Mérieux MSD
Rome, Italy

Pr Dina De Stefano Caraffa

Director, Communicable Diseages Unit
Department of Prevention

Ministry of Health

Via della Sierra Nevada 60

00144 Rome, Italy

Dr Marta Ciofi Degli Atti
Istituto Superiore die Sanita
Laboratory of Epidemiology
Viale Regina Elena 299
I-00161 Rome, Italy

Dr Federica Damele
Biocine SpA

Via Fiorentina 1
1-53100 Siena, Italy

Telefax EMRO:
203 483 8916

Telefax EMRO:
20 3 483 8916

Telefax EMRO:
203 483 8916

Telefax EMRO:
20 3 483 89184

Telefax EMRO:
203 483 8916

Telefax EMRO:
203 483 8916

Telephone: 39 6 664 092 11
Telefax: 396664 189 82

Telephone:

Telefax: 306599442 42

Telephone: 39 6 499 02273
Telefax: 39649387292

Telephone: 39577243214




Dt Jean Bernard Simeon

Manager Commercial Affair
SmithKline & Beecham Biologicals
Rue de L’Institut 89

B-1330 Rixensart, Belgium

Dr Alberto Tozzi

Istituto Supetiore di Sanita
Viale Regina Elena 299
I-00161 Rome, Italy

Temporary Advisers

Dr Harrie van der Avoort

Senior Scientist Polio, Research Laboratory of Infectious Diseases
National Institute of Public Health and Environmental Protection

(RIVM)
P.C. Box 1, Antonie van Leeuwenhoeklaan 9
3700 BA Bilthoven, Netherlands

Dr R. Cramnic

Chief of Laboratory, Medical Virology Unit
Institut Pasteur

28, rue du Dr Roux

F-75724 Parig, France

Dr L. Démék

Scientific Adviser, National Institute of Public Health
2-6 Gyali Street

P.O. Box 64

1966 Budapest, Hungary

Dr G.F. Drejer

Pediatrician, Juliana Children Hospital
P.O. Box 60604

2506 LP The Hague, Netherlands

Professor 5.G. Drozdov
Director, Institute of Poliomyelitis and Viral Encephalitis
142702 Moscow, Russian Federation

Dr L. Fiore

Laboratory of Virology
National Institute of Health
Enterovirus Unit

Viale Regina Elena 299
00161 Rome, Italy

Dr Donato Greco

Director, Laboratory of Epidemiology and Biostatistics
istituto Superiore di Sanita

Viale Regina Elena 299

00161 Rome, Italy
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Telephone: 39 6 499 022 73
Telefax: 396493 87292

Telephone: 31 30 274 2059
Telefax: 3] 30274 4449

Telephone: 33 14568 8763
Telefax: 33 14568 8780
e-mail: craira@pastenr fr

Telephone: 36 1215 7652
Telefax: 3612151792

Telephone: 31 70 312 7200

Telefax: 3170312 6161

Telephone: 7 095 439 9007
Telefax: 7 095 435 9321

Telephone: 39 6 4950 2664
Telefax: 39 6 49902082
e-mail: fiore@virus].net. iss.it

Telephone: 39 6 4990 03390
Telefax: 39 6 49387069
e-mail: greco(@iss.it
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Dr Tapani Hovi

Head, Enterovirus Laboratory
National Public Health Institute
Mannerheimintie 166

00300 Helsinki, Finland

Dr Qlga Eugenyevna Ivangva

Chief, Laboratory of Environmental Virology
Institute of Poliomyelitis and Viral Encephalitides
of the Academy of Medical Sciences

Kievakoe Shosse 27

Moscow 142782, Russian Federation

Dr Anton van Loon

Head, Department of Virology
Eijkman Winkler Institute
University Hospital Utrecht
3584 CX Utrecht, Netherlands

Professor Wieslaw Magdzik

Chief, Epidemiological Department
National Institute of Hygiene

24, Chocimska Street

00791 Warsaw, Poland

Dr Isabel Pachon

Chief, Section of Vaccine-preventable Diseases
National Centre of Epidemiology

Sinesio Delgado, 6

28029 Madrid, Spain

Dr David Salisbury

Principal Medical Officer, Department of Health
Wellington House

135--155 Waterloo Road

London SE1 8UG, United Kingdom

Dr JK. Wijngaarden

Inspector for Infectious Diseases
Inspectorate for Health Care
P.O. Box 5850

2280 HW Rijswijk, Netherlands

Dr David Wood

Principal Scientist, Virology

National Institute for Biological Standards and Control
Blanche Lane

South Mimms, Potters Bar

Hertfordshire EN6 8 QG, United Kingdom

Telephone:
Telefax:
e.mail:

Telephone:
Telefax:

Telephone:

Telefax:

3589474 4321
3589 474 4355
tapani.hovi@ktl.fi

7 095 439 9054
7095 439 932}

3130250 6526/
7629
31302505426

e-mazil: a.m.vanloon@lab-azu-nl

Telephone:
Telefax:
e-mail:

Telephone:
Telefax:
e-mail:

Telephone:
Telefax:

Telephone:

Telephone:
Telefax:
Telex:

48 22 493104
48 22 497484
pzh@medstat.nah.pl

341 387 7802
341387 7815
ipachon@isciti.es

44 171 972 4488
44 171 972 4468

31 70 340 5979

44 1 707 654 753
44 1707 646 730
21911 Nibsac G
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Other Organizations

BASICS

Dr Lora Shimp

Associate Operations Officer
NIS Immunization

BASICS

1600 Wilson Blvd Suite 300
Arlington VA 22209, USA

CDC Atlanta
Dr Stephen C. Hadler
Islamabad, Pakistan

Dr Olen Kew

Chief, Molecular Virology
1600 Clifton Rd., NE
Atlanta, GA 30333, USA

Dr Roland W. Sutter

Deputy Chief for Technical Affairs
Polio Eradication Activity
Corporate Square, Bldg. 12
Mailstop E05

1600 Clifton Rd., NE

Atlanta, GA 30333, USA

USAID

Dr Murray Trostle

Public Health Adviser
G/PHN/HN

Washington, DC 20523, USA

Nongovernmental Organizations

International Medical Corps

Dr Ondrej Mach

EP! Coordinator

Bosnia & Herzegovina

Zivojina Preradovica 11a

Banja Luka, Bosnia and Herzegovina

Rotary International

Mr Asbjsm Austvik
Bispegaten 4

7001 Trondheim, Norway

Dr Mario P. Grassi
Via Comorgio 2
CH-6900 Massagno, Switzerland
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Telefax:

Telephone:

Telefax:

Telephone:

Telefax:

Telephone:

Telefax:
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1 703 312 6800
1703 312 6900

92 51240 304
92 51 240 492

1404 639 8252/
8762
1404 639 2648

1404 639 8252/
3762
1404 639 8573

e-mail: rwsa@nipl.em.cde.gov

Telephone:

Telefax:

Telephone:

Telefax:

Telephone:

Telefax:

Telephone:

Telefax:

1202712 1276
12022163702
1 202 783-2767

3817847525
3817847525

47 73 529470
4773 516030

41 91 966 95 68
41 91 966 05 02
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UNICEF

Dr Gianfranco Rotigliano

Special Representative

Desh Moret 4 Shkrutit Street, Villa 35
Tirana, Albania

Dr Akif Saatcioglu
Programme Officer
UNICEF Ankara

No. 35 Gariosmaspasa
Ankara, Turkey

Dr Saher Shugaidef
Project Officer
UNICEF/MENA

P.O. Box 840028
Amman 11184, Jordan

Dr Boris Tolstopiatov
Resident Programme Officer
UNICEF Belgrade

8. Markovica 58

P.O. Box 644

Belgrade 11001, Yugoslavia

Dr Stemberg Vasconcelos
Project Officer Health
Sarajevo, Bosnia and Herzegovina

Dr Jane Zucker
3 United Nations Plaza, TA-24A
New York, N.Y. 10017, USA

Mr Mahkkoob Shareef
Afghanistan

World Health Organization

Headquarters
Dr Bruce Aylward

Medical Officer
Expanded Programme on Immunization

Dr Harry F. Hull
Medical Officer
Expanded Programme on Immunijzation

Other UN Agencies

Regional Office for the Eastern Mediterranean

Dr Rafi Aslanjan
Medical Officer
Poliomyelitis Eradication

Telephong: 353542 27500
Telefax: 3554230028

Telephone: 90312 427 8563/
8603

Telefax: 00312 427 5740

e-mail: asaatcio@unicef.org.tr

Telephone: 962 6 629 571
Telefax: 962 6 640 049 or
262 6610 570

e-mail: sshugaidef@meimail.com

Telephone: 38111685018/
644441

Telefax: 33111682800

Telephone: 387 71 230108/9
Telefax: 387 71 642970

Telephone: 1212 92 46 312
Telefax: 1212 82 46 460
e-mail: jzucker@unicef.org

Telephone: 43 669

Telephone: 4122791 4419/4363

Telefax: 4122791 4193
Telephone: 41 22 791 44 07/06
Telefax: 41227914193

Telephone: 20 3 483 9240
Telefax: 203 483 8916




Dr Esther de Gourville
Laboratory Coordinator
Disvision of Integrated Centrol of Diseases

Dr H. Jafar
Medical Officer
Poliomyelitis Eradication

Regional Qffice for Europe
Dr Sergej E. Deshevoi
Consultant, Immunization and Vaceines Programme, Almaty

Dr Galina Lipskaya
Short Term Professional for Coordination of the Regional Polio
Laboratory Network

Dr . Litvinov
Director, Programme Management

Dr George P. Oblapenko
Medical Officer, Poliomyelitis Eradication

Dr Steve Wassilak
Medical Officer, Poliomyelitis Eradication and Diphtheria Control

Regional Office for South-East Asia

Dr Imam Mochny

Acting Chief of Expanded Programme on Immunization
New Delhi 110 002, India

Support Staff

Ms Johanna Kehler
Programme Assistant, Poliomyelitis Eradication

Ms Tanya Michaelsen
Secretary, Expanded Programme of Immunization

Ms Doris Serensen
Secretary, Poliomyelitis Eradication

Interpreters
Mr Maurice Howard

CCF/HQ
Geneva

Ms Catherine Ganson

30, Barons Keep

Gliddon Road

London W149AT, United Kingdom
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Telephone:

Telefax:

Telephone:

Telefax:

Telephone:

Telefax;:

Telephone:

Telefax:

Telephone:

Telefax:

Telephone:

Telefax:

Telephone:

Telefax:

Telephone:

Telefax:

Telephone:

Telefax:

Telephone:

Telefax:

Telephone:

Telefax:

Telephone:

home:
Telefax:

Telephone

Telefax:

20 3 483 9240
203 483 8916

20 3 483 9240
203 483 8916

327230 14 51
32723014 5]

45 3917 1469
453917 185]

433917 1371
453917 1818

453917 1294
45 3917 1851

453917 1258
453917 1851

9111 331780423
91113352106

453917 1244
453917 1851

45 3917 1497
453917 1851

453917 1216
453917 1851

4122 791 4007
4122 734 9315
WHO/HQ

44 171 602 1784
or 7095 917 4849
44 171 602 1784
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Mr Youri M. Souverof
51A, avenue de Ségur
75007 Paris, France

Mir Alexandre Tadevossian
Case postale 57
CH-1211 Geneva, Switzerland

Telephone:
Telefax:

Telephone:
Telefax:

33145671455
33145671465

4122 733 9644
41 22 740 0024
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