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i. INTRODUECTION

I'm May, 1988, the World Mealth Assembly committed WHO to the glabal eradica-
tiom of poliomyelitis by the yvear 2000 (resplution WHA4!.ZBY. The Health Assem-
Bly emonacized that eradication efforte chould be pursued 1n wavs which
strengthen the dovelppment of the Expanded Programme on !mmunization (EFPTD,

fostering its contribution, in turn. to the development of primary heslth care.

The Assembly had as background the "Declaration of Talloires". which also
cited thie polio eradication goal. The Declaration was issued by the Vask Force
for Child Sgrvival (comprized of WHO, UNICEF, the World Bank, UNDF and the
Rockefeller Foundation) following a meeting in March, 1588 in Talloives, France
atterded by world leaders in the aresa of health and development.

This Flan of Action draws an the experience which has been gained i1n the
Fegion of the Americas, which began its drive toward hemispheric polio eradica-
tiogn in 1985. This experience provides cptimi=m that the speciralized efforts
requirec for eradication can indeed be used as leading edges for strengthening

broader aspects of immunization and other health services.

The progress of the EPI has provided optimism that poliomyelitis can be
eradicated during the next decade. In 1988, coverage rates for a thirg dose of
pelin or DPT vaecinss in develeping countries were surpassing 604.  In response
to the EPI goal of providing immumization for all childrern of the warld by 1990
talsy termed untversal child immunization oy 1990 or "UCI-1790"), mnatiomal and
international efforts are being intensified to bring these levels to BO% or mare
for all antigens included in the programme by this date. Achieving and sustain-
irg these leveis is a prereqguisite for the global eradication of poliemyelitis.

There is an urgent need to improve the surveillance of poliomyelitis so that
epidemiclogically useful information about cases and outbreaks can be weed to
guide and refine eradication strategies. For example, experience to date sug-
gests that the circulation of wild polioviruses in communities is heavily depen—
dent on 1ntimate perscn to person contact. Large urban areas seem to be foci
for particularly intensive transmission of pelioviruses, and may play an impor -
tant role in exporting virus to less densely settled populations.

Omee freed of endemic transmission, areas within individual countries, and
groups of countries themselves., mavy not have as qreat s risk of agaln becoming
emdemic as nad been thowght previocusly. This raises the possibility of
apprzacning global eradication by wurking on the elimination of endemic trans-
mission from defired groups of countries, This z2lso highlights fhe mportance
of aghigving high immunization coverage in urban areass, particularcly among

socially disadvantaged groups.

In 1787, only =ome 10% of thke fmuarter of a militon cases of coliomvelitis

which were estimated to occcur 1n that year were officially reported. Trends in




reported gases may be ditficult to interpret in coming vears since the real
deciine in 1ncidence which 1s expected may be hidden because of improvements in
disease surveilllance. These i1mprovements may actually make it appear that the
incidence of poliomyelitis is increasing, & phenomenon experienced in the course
af the smallpox eradication programme.

The strategies outlined in this plan need to remain flexible. evsiving on
the basls of experience galned in natiomal programmes. This has particular
implications for the budget estimates which have been provided which at this
stage (particularly for the later vears of the initliative) are mainly intended
as indications of orders of magnitude of needed rescurces. Both the Flan af
Action and the budget sstimates will need continuing review and updating in

CRMING yEars.

I1. OBIECTIVES

By the year 2000:

- no case of clinical poliamyelitis associated with wild poliovirus:

- no wild poliovirus identified worldwide through sampling of communi-
ties angd environments;

- the process of independent certification of global poliomyelitis
eradication begun sp that consideration can be given to stopping polin
immunization (a three year period during which active surveillance
reveals nelther cases nor the girculation of wild polioviruses is

currently envisigned).

By the year 1995:

- achievement pf poliomyelitis eradication, defimed as the cessaiion of
indigenous transmission of wild poliovirus, in the European and Western
Pacific Regions with formal certification in the American Regiong

- cessation of indigenous itransmission of wild poeliovirus within five or
more countries each in the African, Eaztern Mediterranean and South-East
Asian Regions, preferably in epidemiologically defined zones, and docu-
mentation of ’polic-free zones™ within the majority of the remaining

countries;

- sxpansion and strengthening of the network of labsratories which:
# reliably measure serum antibodies to poliovirus by tvpe.

tsolate, identify and, if necessary carrv nut intratypic
differentiation of polioviruses from clinical and sewage samples.

refer campiee azg needed for further charactercization;
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- establishment of systems which permit all couniries o refer
cpecimens for laboratory diagnosis as reguired;

- intratypic characterization of poliovirus 1solates from atl
poliomyelitic~like cases/ouwthreaks through appropriate methods in areas
creviousiy considered to be polio-free so that a probable source or
courges can be identified:

- annual review/revision of matiomal poliomyelitis eradication plans in
countries not yet free from wild poliovirus and development of spetial
action programmes in countries whose infrastructure appears insufficient
to permit achievement of the goal by the year 2000; in countries where
outside resources are reguired to supplement national respurces,
ratiomal plans are to be developed in collaboration with donors who will
be co-signatories to the plan.

By the year 1990:

- manitoering of paliomyelitis incidence and immunization coverage in &ll
countries by "district” (a geo—-political sub-division with a pepulation
that could range from a few hundred thousand to a few million):

- reparting poiicmyelitis incidence by district at least monthly to
regional and global levels;

- review of poliomyelitis status of all countries arnd development of
poliomyelitis eradication plans in endemic countriesy

« gonfirmation that all countries use vacrpines which meet WHO

requirements;

-~ adoption of a standard case definition for cases of poliomyelitis and
of standard laboratory diagnostic methedas

- introduction of poliomyelitis eradication training materials for field
staff {(relating particularly to surveillance and cutbreak controll), and
laboratary personmel (relatirg particularly to poligvirus isolatior and
identification, to vaccine potency testing and to serploopical tests for
polin immunityi, and initiation of inter-regicnal. inter-country znd
national training programmes;

~ gstablishment of & network of poliomyeiitis reference laboratories
which are able to isolate and type poliovirus ang differentiate vaceine
like from wild polioviruc and whigh arg willing to test specimens from

one or more countriss for diagnostic purposes:




- valigdation of simple, rapid tests tp confirm the presence of
poliovirus in samples taken from imdividuals and from *he environment:

- nursult of epidemiclogical reewarch to better characterize the pat-
terns of spread of wild viruses ang to define rapid. effsetive outbreak

controi proacedures;

- review of current oral polip waccine formulations to decide whether
changes in WHD regquirements are warranted, review of combined use of
inactivated and oral vaccines and promotion of the Turther development
ang testing of new oral pclio vaccines with a view towards being able to
introduce them by 129235;

- eatablishment in each Regien of advisory bodies whiech will:

1} review at least annually the progress being achieved to eragicate
polto in the context of the EPI,

&) affer apvice concerning the improvement of programmes in the

Region, and

3) promote coordination and collaboration among the supporters of
national programmes, including United Nations Agencies, multi- and
bilateral development agencies and private/non—governmental organi-
zations.




111. STRATEGRIES

Seven ma;or areas in which action is reguired have been identified:
i Immunization {overage
2. Swrveirllance

Latioratory Services/Vaccine Quality Control

Training

3

4

5. Social Mobilization

&, Rehabilitation Services
7

Research and Development

17891930

1. Immunization Coverage

A1l countries should attain coverage of at least 80U with & protective
course of polio vaccine among infants by their first birthday and among children
im each one-year cohort between the ages of 1 and 4 years. This coverage level
should be regarcded as a management goal for all gistricts. Interrupticn of
tramsmission of wild poliovirus may require coverage levels in excess of BO%,
however, especially in areas of high population density, such as periuyrban
slums., By the year 2000, immunization coverage levels should exceed 90% in all
countries. To aghieve these coverage levels, emphasis will be placed on general
strengthening of the EFI infrastructure through:

- trainming,

- improved Supervision,

= reguction of missed immunization opportunities,

-~ adoption of appropriate immunization schedules and strategies, and

- improved social communication activities.

2. Surveillance

National managers should obtain reports of cases, including reports of zero
cazes, from each district (or other major geopolitical subdivision) on at least
a monthly basis. Monthly reporting, by district, wiil be 1ntroguced progres-
s1vely, s0 that by 1995 it will involve all countries. Weekly reporting will be
needed az endemic transmissiaon is E%Dpped. It 15 expected that in most coun-
Lries tnis information will contribute te the naticnal management information

gystem Tor primary healih care.

“ourntries should report cases. by district, to the regromal and alobal level
or a mosthly basis. This should be achieved as rapiz@ly as posaitle, (ountries
and Regions close to achieving polio eradication will need to establish weekly
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reporting. Feedbaek should be provided from the global and regional leveis
pegimning at sis-monthly 1ntervals, but moving to monthly or weeklv intervals as
soon as this becomes Teasible,

R eclear case definition of poliomyelitis is essential for surveillance. All

ceuntries should be encouraged to adopt a standard cace definitien by 1990, For
reporiing purposes the following is proposed:

A case of poliomyelitis is defined as any patient with acute flaeccid
paralysig (including any child less than 1S vears of age diagnosed to
have Buillain-Barre syndrome! for whom no other cause can be
identified.

Countries with fewer than 20 cases per year should establish an expert
review committee responsible for the firal diagnosis of cases reported as polio-
myelitis and for their classification as:

- vaccine—asseciated,
- wild virus/imported,
- wild virus/indigenous, or
= unknown/other. '

3. tLabgratory Services/Vaccine Guality Contrpl

Laboratory capabilities for isclating and characterizing polinviruses will
be strengthened. A network of international poliomyelitis reference
laboratories already exists, and a regional network is being estahlished in the
Americas. This reference network will be extended by 1990. Systems for the
exchange of semples among reference laboratories and between these laboratories
and national programmes will be developed. Protoiype kits for the collection
and transport of laboratery specimens will be introduced.

WHO will work with countries and producers to assure that all imnunization
programmes use vaccines which meet WHO requirements. Continued emphasis on cold
chain management is a complementary strategy for assuring that vaccine potency
is maintained up to the time aof administration.

4. Training

EPI is presently revising its training materials to reflect the maturation
of most national programmes in developing countries and their increasing simi-
iarity to programmes in indusirialized countries. Qne or more EP! wmodules witl
be devoted exclusively to poliomyelitis eradication activities for health
workers at different levels. Trainming materials will alsoc be developeo for
laboratory personnel!, relating particularly to poliovirus isclation,
igentification and strain differentiation, vaeccine potency testing, and




serological tests for polioc immunitv). Inter-regiorai, inter-cduntry, and
national training programmes will be 1nitiated. The EPI will also comfinue itfs
efforts, in conjunction with other WHO programmes, to integrate its trainming
materials into the curricula of institutions training health staff.

5. Pogial Mpbilizatipn

Ereating and maintaining public awareness of the polip eradicetion initia~
tive will be important for sustainimg political azng financial commitment to the
geal of polio eracication. WHO should cellaborate with other agencies and
voluntary organizations to develop appropriate media messages and lay egducation
materials., Development of national communication plans includinmg regular media
coverage of national, regional, angd global progress in immunization coverage and
disease control should be encouraged. Progress reports should also be regularly
tssued to agencies providing support fto the EPI.

In recent years political, religious, and community leaders have success-—
fully and enthusiastically participated in social mobilizatiorn for rmmunization
acceleration activities. Their continued support will be neceszsary to increase
and sustain immunization ctoverage levels and may be wsefil :1n the development of

community surveillance activities.

&. Rehabilitation serviges

The polio eradication initiative is expected to provide an excellent oppor=
tunity for strengthening rehabilitation services in developing rountries.
Eradication efforts will focus public attention on the tragic consequences of
poliomyelitis, and will create an environment 1n which rehabilitation efforts
canr be expected to receive additional support, particularly from lecal
resources, As the number of cases diminishes, these efforts can become more
comprehensive, covering an ever jarger proportien of all cases which cccur and

providing a more extensive array of services to zach case.

Rehapilitation efforts undertaken in conjunction with poliomyelitis eradica-
tion will support the eradication effort itself, among other things helping to
assure that all cases of polio come to the attemtion of health authorities.
These efforts should also contribute to the develepment oF mores comprehensive
natiomal rehabilitation services by strengthening the health infrastructure and
by building a public constituency which can focus on other causes of dissbility
as pelio disappears from the scene,

Some popiio rehabilitatien initiatives are alreedy peing ungertaken interna-
ticnallv, most notablv by 'MPACT, an organization devoted to the preventiorn of
avhildable disabilitv co-sponsored by WHD, UNICEF amd UMDR. :ngd by Fotary [nter-
matiernal, which iz praviging =some U5% 10 million to support polio rehabilitation

wor k. However, the major contributions to these efforts are expected to come
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rrom wilithin endemic countries and national rehabilitarion serviges shouwld become

increasingly visible during the 1990°s.

/. Hesearch and Development

The cevelopment o7 simple. rapid diagnostic tests Tor pelipmyelitis is an
immedrate prigrity,. Special studies will be initiated to improve =urveillanes

for poliomyelitis, including:

- the vse of simplified tests for confirming infection,
- technigues Tor detecting wild peliovirus in the environment. and

- methodz for stimulating active case reporting.

{Jperational research will be conducted to define cost-effective methops of
interrupting transmission of wild poliovirus, These include strategies tor
reaching populations in peri-urban slums, populations whigh are rnow posing major

challernges to immuni:zaticn and other primary healih care programmes.

Current studies on the optimal formuliation of oral polio vaccine for devel-
oping countries will be pursued with the objective of makirg definitive recom-
mendations by 1990 concerning any changes which might be warranted. The com-
bined use of oral and inactivated peolio vaccines will be examined. Basic

research toc develop improved oral polio vaccines will he promoted.

1991 through 1995

Thi=s period will see increasing application of the strategies developed
during the previous periog. By 1993 health workers in all countries not consid-
ered polio-free will have received specific training in polioc eradicztion tech-
nigues. By 1795 reliable surveillance information will be available from every
country, oy district, on at least a monthiy basis. In countriss reporting fewer
than !0 cases per year. 2ll cases of flaccid paralvsis with no other immediately
novious rause will be investigated (imcluding the appropriate
spplication of laboratory confirmation and charagterization of the virusies)
concerned), and reported as vaccine—asspciated, wild virus/imported, wild
virus/ingigenous,y or unknown/other.

1996 to the year 2000

This will be the pericd during which the global drive to eradicate paliomv-
elitis witl Ge intencified. By 1994, endemic transmission of wild poliovirus
shouwld e contined to well-defined areas in 10 to 20 countries. While contirua-—
tion o7 rautine operations may suffice for some of the gountrigs wnich are not
vet polio-free. 1t 15 tikely that execeptional sradication measures. zuch as

immunlzation campalgns conducted on a national or sub-nationzl bkasis. will be




requires in other countries. Some countries will reguire asggitionmal support
from nutside coilaborators for supplies, eguipment. and operating cests. In
sofme Circumstances, the services of internatiomal consultarts may be called upon
to support national managers in the planning, implementation, and analyzis of
the seffertiveness of eradication sirategies.

Application of sirategies at National level

In the development of national plans for the eradication of poliomyelitis,
consideration should be given to immunization coverage rates and the number of
cases reported. In the absence of an alternative regional or sub-regional

strategy., Ccountries tor areas within cowntries) can be categaorized atcording to

those variables into four groups: ‘

Group & - {ountries considered to be pelic—free:

ihese are countries with reliable reporting systems, which have
reported no indigenous case of poliomvelitis for at least the previous
three years and have achieved a goverage of BO% or higher among infants
by their first birthday and among children in each one-year cohort
between the ages of 1 and & years. These countries should maintain
their immunization programme, Zero case reporting from all districts
should be continued. Any reported case should be investigated promptily
with full laboratory support to confirm the diagnosis. An expert review
committee should be established which would bg responsible for final
diagnosis of cases and their classification as wild virus/indigenous,
wild virus/imported, vacgine-associated, or unknown/other. Outbreak
control measures should be rapidly instituted if tramsmission of wild
poliovirus appears likelvy,

Group B - Cpuntries with legs than 10 cases per year and COveragg rates of

over 50W%:

Many of these countries may already be free of indigenous tranamis-
sion of wild poliovirus, with cases being imported or vaccing-associs
ated. These countries should review their surveillance systems to
assure that all cases are being reported and investigated. Clinical
diagnoses should be confirmed through full laberatory testing. Consid-
oration should b2 given to establishing anm expert review committeg which
would be responsible for final diagnosis of cases and their classifica-
tion as wild virus/ingigenous. wild virus/importad, vaccine-sssoCiated,
or unknown/other. Countries with indigenrous cases should identify
common risk factors and undertaks special immunization i1nitiatives to
interrupf transmission. These countries should continue thelr efforis

to achieve nign iwmunitation coverage levels.




Growyp € - Countrigs with 10 or more cases of poliomyelifis and coverage
rates of over S0%:

in these countries primary emphasis should be piaced cn improv-
irg immunization coverage ang strengthening surveillance systems.
National or local immunization days or other special strategies may he
considersd as & means for increasing coverage., Surveillance systems
should define arszas of contirued transmission. Quthbreak centrol and
tase investigation should be increasingly emphasized in countries or
areas within countries inm which endemic transmission is close to elimi-
nation. Lountries which report fewer than 50 cases per year should
provide specimens from each case for laboratory confirmation, They
should consider establishing an expert review committee responsible for
the final diagnosis of cases reported as poliomyelitis and for their
classification as wild virus/indigenpus, wild virus/imported, vaccine
associated or unknown/other.

Group [} - Countries with 10 or more casses of poliomyelitis or unknown ingi-

dence and/or coverage rates of 50% or beleow or UnknNown &

In these countries primary emphasis shouid be placed on increasing
routine immunization coverage. National immunizatian days or other
special strategiscs may be considered as a means for INCrERasing coverage,
These strategies represent a complement to routine services and should
include all EPI antigens. Group D countries should also develop suyr-
vetllance systems, initially focusing on sentinel surveillanmce. Qut-
break control and investigation of tases or sutbreaks will be particu-
larly encouraged in areas of the country where coverage exceeds S0Y%.
l.aboratory confirmation of clinical diagnoses is not & priarity, except
in countries or areas within countries where sndemic transmission has
stopped.

Variations in these strategies may be appropriate. for example, efforts
wiil be made to establish epidemiclogicaliy~defined zones consisting of groups
of contiguous countries that would bemefit from inter-country caordination of
eradication strategies. In such circumstances, it may be advisable to emphasize
surveiliance and cutbreak control measures in 2 Group D country if it is thought
T2 be a major focus for export of wild poliovirus to neighbpuring countries.

A provisional classification of countries, based on data available *o
WHO/EPI/Geneva as of | August 1988, is provided in Figure 1. 0Of the total
Jiobal population, 74 lives in Group A countries. 7Y% in Group B countries, s0%
in Group £ countries. and 18% in Group D countries (Table i},




Figure 1. Countries/areas according to category of polio incidence/coverage,
1 August 1988
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Table i. Population (in millions) by cateqgory of polio incidemce/ coverage,
by Region, 1 August 1988

Population
Region
4 8 C D

AFR i 1 132 207
AMR 350 i3 291 35
EMR 3 10 g se
EURs 287 2982 254 0
SEAR 0 2 319 367
WPR 186 25 | 1205 16
Total BZ27 344 2983 B0O1
in % 17 7 &0 16

L — Sputh Africa excluded
2 - The !5 Republics of the Seviet Union have each
been tounted as a separate country/area

Group A: - Zero 1ndigenpus cases due to wild virus for the last 3 years and
immunization coverage »>80%

Group B: -~ Less than 10 cases per year for the last 3 years and
immuntzation coverage »50%

Group £: - More than 10 cases per year and
immunization coverage »350%

Group D: - More than 10 cases per year or
unknown incidence and/or

immunization coverage <20% ar unknown




IV, WHD RESPONSIBILITIES AT NATIONAL, REGIONAL AND GLOBAL LEVELS

WHC will provide technical leadership in the management and cocrdination of
the global poliomyelitis eradication effort until its completion. Buccess will
depend on this being perce:ved as a3 universal challenge. and WHO will actively
siplicit the collaboraticn of as wide a spectrum of institutions and individuals
as possible. Commitment from governments and individual pelitical/community
leaders will be essential. Financial and technical suppoert will be reguired
from muiti- and bilateral development agencies, ather international agencies.
non-governmental organizations, technical institutions, vuniversities, private

and voluntary groups and concerrmed individuals.

While additional coordinating groups may need to be established at global
igvel, emphasis 10 the beginnming stages of the programme will be placed on
coordination through the existing activities of the EPI Glokal Advisory Group
and on coordinating groups established within countries and within Reglions.

WHO activities acsociated wiih the polioc eradication imatiative will be
conducted as part of the Expanded Programme on Immunizatiorn (EPI) in collabora-
tiom with other appropriate WHD programmes. Responsibilities for this initia-
tive will be distributed at mational, regicnal and glebal levels in the same
manner as responsibilities for the ERPI are distributed.

The most important activities will be those of natigral health authorities

in strengthening their immunization programmes and 1n stopping the transmizsion
nf wild poliovirus within national boundaries. The prime responstibilities for
planning, resource mobilization, donor coordination, training,. implementation,
menitoring, evaluation and research arg national. WHD will collaborate in these
activities through the office of the WHD Reprecentative. where such am office
has been wstablished, anc through support from WHO/EPI stafi and conzultants
asgigned at country, inter-country, regional and inter-regional levels.

Reqicral Offices will:

- provide technical support andg coordination within the Hegion;

- prepare reglonal action plans based on the results of assessments of
natignal programmes;

- suppert national managers in the areas of planning, donor conrdination,
training, monitoring, evaluation and research;

- place specral emphas:s on polis =zurveillance, making avallable as reguired
reference laboratory services Tor the diagnosis of polioc and/or the charac-

terizatiocn of the policvirus 1soliates:




- provide technical support to national programmes o adapt and develaop
computer software for management information systems vincluding disease
surveillance);

- provide training to national taboratory staff.

The regional action plans will address research needs of regional scope, and
Regional Offices will support national programmes in addressing these. Aegions
will ergage in regional resource mobilization to the sxtenmt possiblie. Frogress
within Regions will be reviewed and discussed annually by regional EFI advisory
bodies and by annual regional or sub-regional meetings of nmational programme
managers. It will be revigwed periodically by the Regional Committees.

The global level will provide everall technical direction for this initia-
tive. It will:

- provide leadership in resource mobilization and donor coordination:

- gevelop prototype training materials and technical support documents as
requireds

- promote the development and application of improved disease surveillance
and programme monitoring and evaluation technigues;

- support Regional Offices and naticnal programmes by providing expertise by
assigning short armd tong-term staff and by providing funds, particularly to
strengthen doner coardination, planning, training, supervision, monitering
and evaluation (including surveillance) and research;

- ypdate and share with Regional Offices and countries at least twice a year
glabal information on immunizetion coverage, disease ingidence and other
seiected parameters, obtained from national managers through the Regional
Offices;

- promote vaccine guality control activities so as to assure that all coun-
tries have the benefit of using poliio vaccines which meet WHO requirements:
- promote the development and introduction of improved polio vaccines;

- develop a system of polip reference laboratories to which specimens can be
sent from national level for poliovirus isolatian, serological testing
and/or poliovirus characterization;

~ strengthen the capacities of national laboratories through training,
provision of standard reagents and proficiency testing;

- prompte operatinmal research at national level, in collaberation with the
Regional Offires, addressing programme priorities;

- ensure annua! review of the global polio eradicatisn initiative by the EFI
Giobal Advisory Group, and periodic review by the WHO Executive Board and
World Health Assembly;

- cartify the global eradication of poliomyelitis.




V. RESOURCE RERUIREMENTS

The resource requirements projected oelow are over and above those which
currentlv support the EPI. During the 19%07s, as over 100 million children in
developing countries are being rmmunized each year, the total cost aof the pro-
nramme estimated as US$ 12.00 per fully immunized crild (in 1988 dollars: will
come te mors than U5% | billion per year. This figure can be as much a5 doubled
1T one cansiders the new vaccimes which can be esxpected to oe agded to the

programme and the growth in world population. For the mast part, ootside con-

tributions will cever the costs of vaccines, colg chain sqQuipment. 4yringes and

negdies and sterilizafion equipment. In the least developed countries, 1t 1s

probable that a portion of aperational costs will also need to be covered fraom
putside resources.

Most of these costs are being met by developing countries themseslves. but
external support will comtinue to be needed. probably i1n the range of 20-30% of
the total costs. The roughly US% 190 milliorn per year being invested from
ewternal sources in the £FI 1n 1988 will need to grow to some US% 300 million ain
the early 19907s. The partners airesady engaged in the EPI. particularly UNICEF,
multi- and bilateral development agencies and private amd voluntary groups will
need to increase and sustain their current contributions to meet this reed.

The projections below are alsc for funds aver and above those whigh are
currently being provided ta WHO/ERT for g}obél programme operations. The
EF1/Geneva now receives some US% 2.7 milliocn in extrabudgetsary support per year.
The polio initiative requires an additional US$ 10-15 million per vear., Except
for a small contribution from headquarters, AMRO’s polioc eradication activities
are being supported by funds raised within the Region. AMRQ’s reguirements,
which have already been met through the early 1990's, are not irciuded in the
estimates provided belaow.

Estimated resgurce requirements are cummarized in Taole 2. Mo line items

have been provided for social mobilizatien or rehabilitation given the expecta-

tion that they will for the mest part be supperted from commumnity resCuUrces.,

1789-1990

Staff requirements:

The primary need during this period is for additional international staff
who ran nelp asses5s the =tatus of national pregrammes and contribute to pro-
gramme planning {including deonor coordimation), momitoring and evaluatlon.
Aided by the findinos,., they will help in further developing eradication sirate-
glEs, 10 developing orofotvpe fraining materials ang in the further geveippment
ard appi:cation of simplifiec romputer-raced management nformatinn systems at
global, regional and national levels (see below}.




Initial help will be socuaht largely througn the use of short-term consul-—
tants, recrurting full time staff, nowever, as soon as suitable perssons can be
identifiec. The full=-time sta¥f who are recruited will be e«pected to consti-
tuta 2 majority of the core staff who will be reguired at least up to 1555,

& rotal additienal core staff of some 20 professionals will bte reeded., in

sdgi1tion To seeretarial staff. Efforts will gererally be made to seisct jndi-
“i1duals Tor inter-regional posts, providing the flexibility of transferring them
between Regions as the needs of the Programme dictate. Five professiorals will

be based 1n Headguarters, Tive at Regiomal Offices and ten ir tountries within

Regions: having inter-country resppnsibilities.

Matiomal professignal staff will be recruited to supplement the work of the

internationai staff, Efforts will be made to recruit young national staff who
can profit from this experience for career development.

Shorr~term consultant services will also be reguired and are initiallv

projected to total 10 person/years per year. Funds for administrative SUpRort
and travel have also been budgeted.

Total core amd consultant staff costs: USS 9 000 O00.
[n addition to the core staff and consultants. resources will he needed to

support activities in the following areas:

Coordination meetings of regiopal and global advisory bodies and maticnal

Erogramme Man&agers:

Advisery bodies have already been established in the American ard Eurppean
Regions. They will be estanlished in the remaining Regions during 198%. &t
present, an annual meeting of each regional advisory bady is foreseen. sAnnual
regional meetings of national programme managers will be convened, where possi-
ble in conjunction with the meeting of the regional advisory body. [wo meetings
will be reqguired in the Africam Region, oare in French and in English. The
combined ceosts of the regional advisory body meeting with that of the national
programme managers meeting is estimated at US$ 75 000 per meeting. Excluding
the American Region, this entails six anmual meetings, for a total cost of
US® 430 000 cer vear. Deginning in 1989. There will alsg be the nesd fnr mest-
1ngs 07 experts at gleobal level to advise on specific aspects of the polio
sradication i1mitiative. Their recommendations will be considersd by the EP}
blobal Advisory Sroup, which will remain the central advisorv tody for tre
gilobal EPI. A total of USB% SO 000 per year ic budgeted for global meEet 1 ngs
conducted in addition to the annual meeting of the EPI Global Advisery Groug.

Total coprdination meetings cost: US$ 1 000 000,




Monitoring and surveillance:

Twl major changes need to oe introduced:

- First, matiormal managers need to begin analyzing their data on a
district by district basis. Pooled data for the country as a wholes whether
1t rzlates to immunizaticn coverage or to disease incidence, will no longer
suffice. In a numper of countries, puilding an effective surveillance
zsystem will reguire regular visitis to district level fagilities. This
proposal thersfore includes the provision of US% I million to assure the

availability of vehigcles and fuel for this purpose.

- Segond, in orcder to analyze and respond io district-level data in a
timely fashion, simplified computerized management information systems are
required at national level, and need to be linked as rapidly as possibie to
systems at more peripheral level as these are progressively inirocuced.
Systems at regional and gliokal level need to be compatible with the data
being cbtained and amalyzed at national level. ‘

4 considerable amount of software development for the EF] is already being
uncdertaken. Developmental work will need to be continuous, however, as these
cystems will evolve as improved software and hardware become avatlable, and as
the needs of national managers evolve. The major need during this period,
however, will be for installation of software for national systems and training
of national staff in its use. It is hoped that this can be accomplished in
approximately 13 countries per yvear, a2t a cost of US% 10 000 per country. AN
additional U5% S0 000 per year will be needed to continue the software develop~
ment work, particularly linking national with district and peripheral systems,
with the EP! being a comporent of the natiomal management information system for

primary health care.

Total mpnitoring and surveillance cost: UGS 1 400 000,

bevelopment of fraining materials and support for fraining courses:

The development and field testing of training materizls is expected to
proceed rapidly, given the developmental work which has already taken place 1in
PAHD.

After the course material=z fer immunization programme =tatf have been devel-
oped sng Tield tested, they will be introduced within the routing EPT training
actfivities already onoolng within national programmes. A5 was done to introduce
the orivinal EPI materials. inter=country cour=ses of national programme managers
wil! pe neld 1n each fegian ~with the ewceptions of the american and European

Fegions), with courses :n both English and French ceirng melc within the African
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Region. The cost per course is estimated to be US$ BO 000. Special practicai
courses to permit surveillance supervisars to recognize clinical cases of polio-
myelitis and g teach these skills to health workers in communitises will also be
needed, Five such courses are planned for 1989-90, at US% &0 000 per course,

the training for persons providing labbratory suppeort, will focus on
poliovirus isplatien and strainm differentiation, vaccine potency testing and
seroiogical tests for polic antibodies. Only a iimited rumber of laboratories
will be actively engaged in polio diagnostic work during this period, and only
two courses,; both inter-regional, are envisaged {(at US$ &0 000 per course).

Total training cost: US5% 1 300 000.

Establishment of polipmyelitis referepce laboratpries:

Meetings will have to be corverned to obta:m cansensus on various standarg—
tzed test procedures which will form the basis for training staff (1 meeting per
year, US$ 30 000 per meeting). In addition, extra staff. supplies and equipment
will be rmeeded to permit the reference laboratories to perform the diagnostic
tests required. US% 500 000 has been budgeted for these purposes.

Toatal prlie reference laboratory cost: USS 600 O000.

Hesearch and dEVElmgmeﬁt:

US$ 500 000 will be used to support the development of improved laboratory
diagnestic tests for poliomyelitis which can be reliably ueed in laboratories
with relatively limited capabilities. fhese funds provide for the purchase af
specialized equipment and for the hiring of extra laboratory =staff. US$% 400 000
iz provided to pursue operational resesarch cancerning cast-effective methods of
interrupting the transmission of wild poliavirus,

The major questions being asked concerning the optimal formulation of oral
polin vaccine reguire expensive and time-comsuming field =tudies and will only
be possible in a limited number of sites. Support for two studies, at a cost of
approximately USs 800 000 gach, i= requested in additian to US$ 200 000 to
suppart the Turther development of improved vaccines. Suppert is alse required
to accelerate the testing and introduction of new oral polic vaccires, but

probably will not be needed for field trials until after 1970,

Total research and development rcast;: US$ 1 700 000.

Total resource requirements 19B9-1990: US% 17 000 000,
“including programme support cost)




1991-1293

While the natures of the activitigs will be modified to meet the changing
needs of the programme, the total resources required, per year, will remain
spproximately the same in terms of international staff and 1n the argas of
training, monitoring and surveillance. Increased resgurces wiil be neecea for
country assessment activities. FRecruitment of mational professional staff will
imerease and cost of staff participation in coordination meetings will
\nerease.  [ravel costs are projecied to increase, from US% 500 000 per year
guring 1989-1990 to US% &00 000 per vyear. Laboratory costs wil! 2isp increase
ac more national laboratoeries are developed, Whils fellowships for labaoratary
staff have not beern projected for the period 1589-1770, they will be used as a
training method in 1991-1995. In addition, proficiency testing programmes will

become 1nereasingly developed during this pericd. Laberatory support costs will

nearly oouble from US$ 300 000 per year to US$% 600 000 per year during 1991-
1995, Suppart for research amd developmernt will increase, from WE% B30 200 per
vear to US5% 1 000 000 per year during the period i991-19935,

Increased resources will be needed to support specific polio eradication
strategies of natignal programmes during this period. TVhese will mainly be
cavered by bilateral or multilateral support from organizations aother than WHG,
ang arg not included ip these estimates.

Total cosis, 1991-1995: US$ 40 000 000.
(ingiuding programme support cost)

1995-2000

This is the period during which an increased need for WHO managed rescurces
can be envisaged, as specific intens:ve eradication strategies are 1mplementad
1n countries which might otherwise not achieve the goal, relying 1n part on the
heip of short and long—term international consultants., Realistic estimates of
these needs will be developed during the period 1991-1995. It can be antici-
pated, however, that personnel costs will be at least fwo-thirds more than wnat
has been projected for the period L991-1995.

Total costs, 1996-2000: US% 78 000 000,
(includivg pruogramme supphrt Cost)

)
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Table 2. Estimate of additional# EPI resource requirements for eradication
of poliomyelitis, in 1988 US%, 1989-2000.

! Component 1989-1990 1991~1995 | 19946=-2000
! 12 years) (8 years) (9 years:
| PERGONNEL
’ | StaifsConsultants & 000 000 )15 Q00 200 120 000 000
- Natiomal Prof. Staff LS00 w00 || 7 00 OO {20 00 00 |
) { fdministrative support S00 000 2 300 0060 3 000 O00 |
! Travel 1 000 000 3 000 000 | & 000 000 |
; Subtotal 7 000 000 |28 000 000 {47 000 000
H
| COORDINATION
Meetirgs 1 000 000 3 000 000 | 3 000G 000
Subtotal 1 000 000 3 000 000 | 3 000 000
i '
* | MONITORING AND
| SURVEILLANCE
i Transporit PO 000 1O QR0 000 L0 00D Q00
| Software installation 300 000 750 000 750 000
| Software development 100 000 250 000 250 000
' Subtotal 1 400 000 11 000 000 {11 000 000
1
| TRAINING
Development of
educational materiais 430 OO0 GO0 000 LO0 000
Courses far
- programme staff 700 000 o 000 000 | 2 000 000
- laboratory staff 200 000 AQ0 000 H00 GO0
Subtotal 1 300 000 3 000 Q00 3 000 000
LABORATORY SUPPDRT
i Meetings OO G00 S00 OO0 SO0 000
} Supplies 500 000 2 000 OO0 1 GO0 000
K ) | Fellowships - 500 000 500 000
‘ j Subtotal &00 000 3 000 Q00 2 000 000
l RESEARCH & DEVEL.OPMENT
i Devel. of laboratory
! diagnostic methods 500 000 500 000 -
Operational studies &00 000 2 500 000 c 000 Q000
Vaccine development ab0 Q00 2 000 Qo0 i 000 000
Subtotal 1 700 000 5 000 000 | 3 000 000
! TOTAL w/o PSC#*» 3 000 000 153 000 000 ;&9 000 000
i TOTAL with PBC 17 000 000 60 000 Q00 |78 000 000
: i ]

¥ Respurce requirements Tor routing £P! operations from external sources
ire @stimated o range from US$ 300 million to USE &00 mullion per year
Juring the 19%0°s., The figures in this Table are over and abpve what is
r2guired for routine operations.

#% BSC: Programme support tosts,

fikk




