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MESSAGE FROM DR HIROSHI NAKAJIMA
' DIRECTOR-GENERAL OF WHO
ON THE OCCASION OF WORLD ‘HEALTH DAY 1995

The world now stands on the brink of global eradication of poliomyeliis. -

It is difficult for the parents of uoday’s children to understand the fear that epidemics of pohomyohus
used to engender only 40 years ago. Any event likely to atract large groups of people was shunned and
often cancelled. Schools closed, swimming pools were shut arid pooplc lived in fear. .

Then, first Jonas Salk in 1953, followed by Albert Sabin i m 1961, produced and domonstrated the
effectiveness of their vaccines against polio.

~ Almost umnedlatoly, throughout the industrialized world._, the threat of PD].IO mduccd lifelong dmabmty ‘

almost disappeared. Since that time, and, especially since WHO and UNICEF”S Expanded Programme on

Immunizaton brought potent, well stored, safely administered polio vaccines to over 80% of the world’s
children, polio has been in retreat. In 1988, the World Health Assembly targeted global polio eradication
for the year 2000, a fitting gift from hoalth workers of this century to the children of the next.

On 29 September 1994, an International Commission headed by Dr Frederick Robbins was able o
declare that the disease had been eradicared throughout the Western hemisphere, just ten years after the

Directing Council of the Pan American Health Organization committed its Member States to the orad.lcauon

target. All regions of the world are now making steady progress towards that goal.
Almost unimaginable advances have already been made. In China, over 80 million children were

immunized in two days. The whole area of the Western Pacific is about to become the second polio-free |

region in the world. On World Health. Day - 7 April 1995 - it is anticipated that 15 neighbouring
countries in Europe and the Eastern Mediterranean will provide poho vaccine to their children simultaneously.

The key to success is the applicadon of- cortmn suuplc and highly effective strategies. For example,
national immunization days, during which vaccine is given within a day or two to all children under five,
supplement routine iramunizations; systems of surveillance, which include testing faecal samples for the
poliovirus, identify and investigate all cases of acute flaccid paralysis in children: As fewer and fewer cases
occur, immunization of all those with whom the patient might have been. in contact - nmghbours colleagues,
schooimatcs finally reduces transmission to zero, thus leading to eradication.

Less dramatic but highly unportam is the close parmorsl'up ostabhshod between: tho many partners

working towards this common goal. While almost 80% of resources needed for success will come from

the enderic countries themselves, many agencies and institutions besides WHO, notably Rotary International, -
UNICEF, and the Iutcmauoual Development Banks, as well as the Governments of Canada, Japan and
the United States of America, are cooperating to ensure that critical needs for advocacy, support and -
vaccine are being met. :

Before we can sit back and e:u]oy the benefits of polio eradication, however, the job has to bo complctod |
There is 2 need for natonal immunizaton days to be orgamized, sustainable supplies of good quality vaccine: .
to be stocked and delivered, for personnel to be trained, and for epidemiological surveillance to be established.

But the rask is not confined exclusively to pubhc health services. Only by joining forces with governmental

and nongovernmental orgamzauons United Natons agencies, and the public at large can the target be

met on time. Bveryone involved in the polio eradication initiative should be proud of the fact that his or

“her local efforts are making possible the realization of the global goal. TARGET 2000 can only be

achieved by ensuring that village after village,. dlstnct after district, country after country is polio-free.
The eradication of polio is within our grasp We owe it to ﬁm:re generations not to let it slip away




MESSAGE FROM DRr- UTON MUCHTAR RAFEl
| ~ REGIONAL DIRECTOR -
~ WHO SOUTH-EAST ASIA REGION - |
~ ON THE OCCASION. OF WORLD HEALTH DAY 1995

| Th1$ year’s World Health Day ma::ks the begmmng of l:he cuuntdown to the global e:rad.lcauon of
poliomyelitis. By the year 2000, iris expected that this dreaded dxse:ase:, which has disabled tens of thousands
~ of children, arid has been the cause of so much unnecessary pain, suffering and anguish, will cease to exist.
It is hoped that not too long from now, there will be no necd for cahpcrs and cmtchcs, 50 commly
uscd by polio-afflicted children in South-East Asia.

The fight against polio has long been waged by WHO i in col.laborauan thh other Umted Nations
agencies, government and non-govermental organizations as well as social service agencies. These joint
endeavours have ensured not only sustainability but also the availability and distribution of potent vaccines,
Through multisectoral efforts various advocacy measures have; bc:m successfully used rmulung in over 80%

~of children bemg immunized agamst polio.

In 1993, WHO estimated that 105,000 children were afﬂlcmd with pc:ho across thc world, and 490
000 cases of paralytic poho were prcvcntcd the same year through immunization. This is a vast improvement
mdc:cd considering that in 1974, less than 5% of the world’s children were immunized.

' Polio eradication for the South-East Asia Region is parncu]arly significant, since it accounts for over
half of the world’s total mimber of reported cases. However, it is also worthy to note that commendable
achievements towards polio eradication have been recorded. While i in 1981 there were over 35 000 rc_ported
© cases of paralytic pohomychns in the Region, this figure droppcd to less than 5 000 in 1994, What is
now needed is 2 firm commitment at the highest levcl to ensure. that the warget of pohc: eradication by
the year 2000 is successfully met. | : ‘ !

Stratcgles that have proven worldwide require that polio endemic countries conduct national immunization
days 1o ‘eradicate the virus that causes paralysis in children. I am confident that this year’s World Health
Day will provide the necessary momentum to achmw: our goal and tht:rcby banish from the world this
-malady that has affhc:ted our ch,tldrcn for so long L
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Towards TARGET 2000 - A Polio Eradication Progress Report

In 1988 the World Health Assembly established the year 2000 as the rarger for the global eradication of poli.
As the inatiative passes the half-way stage, Dv Nicholns Ward, Acting Director of WHO' Fixpanded Programme
on Immuwization (EPI) and Dr Havey Hull, a Medical Officer vesponsible for polio evadication in the EPI, look
back at the progress thar has been achieved so far and ar what remains to be accomplished over the next five years.
While success may seem inevitable, it is far from assured,

The WHO-recommended strategies for polio eradication are simple in concept. First, support routine
ITIMUNIZATON SYStems to immunize as many infants as possible with 3-4 doses of oral polio vaccine (OPV).
High routine coverage reduces the incidence of polio t low levels and forms the base for the polio
cradicarion inttiative. As shown in Fig. 1, coverage with three doses of OPV (OPV3) rose rapidly during
the 1980s. WHO estimates that 80% of infants born in 1993 had been immunized with 3 doses of OPV
ut their first year of life,

The sceond polio eradication strategy is to conduct National Immunization Days (NIDs). These narional
campaigns administer 2 doses of OPV to all children under five, including those who have previously
received the basic course of immunization. The objective of the campaigns 15 to stop the spread of wild
poliovirus by both boosting the immunity of children who have alrcady been vaccinated and immunizing
children not reached by routine services. As the virus cannot live for long periods outside the hurman body,
NIDs cifectively remove the wild polio virus from countries where polio s endemic. Figure 2 is a map
showing the countries which had conducted NIDs by the end of 1994.

The third polio cradication strategy is o establish extremely sensitive surveillance systems, capable of
detecting the last case of poliomyclitis in a country, Because other paralytic conditions can mimic polio,
stool specimens are collected from all children with Acute-Onset Flaccid Paralysis (AFP). These stool
specimens are then tested in certified laboratories to determine if the paralysis is caused by wild poliovirus.
Figure 3 is a map showing countries which have initiated AFP surveillance systems up to the end of 1994

The final strawegy for polio eradication is to use surveillance data collected to plan and conduct localized
Immunization campaigns, targeting high-risk districts wherce the last few cases of polio occur. In these
«mopping-up» campaigns, OPV is taken from door-to-door, administering 2 doses to all children under
five. These campaigns will climinate the few, final reservoirs of infection which have not been reached
cither by rounne immunization services or national immunization days.

INCIDENCE OF POLIOMYELITIS

As these strategies have been successfully implemented by an increasing number of countries, the number
of polo cases is declining rapidly and the wild polio virus is being confined to a geographically restricted
arca of the world. As shown in Fig, 4, the number of reported polio cases for 1994 is not yer available,
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but the number of polio cases reported in 1993 by the 213 countries and areas was only 9164, This is a
74% decline from the 35,225 cases reported to WHO in 1988. Becausc surveillance systems arc not yef
able to detect every case of polio in every country, WHO estimates that about 115,000 children contracted
paralytic poliomyelitis in 1993, The decline in reported polio cascs is accompanied by a sharp increasc in
the number of countrics reporting 0 cases of polio and a decreasc in the number of countrics reporting
significant amounts of polio, as shown in Fig. 5. In 1993, 145 of 213 countries and areas rcported O
cases of polio, compared to 101 of 196 1n 1988.

‘The geographic restricrion of wild polio viruses that has occurred as a result of the initative is evident
when the maps in Figures 6 and 7 are compared. Six «cmerging polio-free zones» have been identifred
where wild polio virus has cither disappeared or is at such a low level that eradication could be rapidly
achieved. These 6 zones are: The Americas, Western and Central Europe, North Africa, the Middle East,
Southern and East Africa, and the Western Pacific. West and Ceneral Africa and South Asia are the principle
reservoirs of wild polio virus, Nearly two-thirds of polio cases in the world in 1993 were reported from
Rangladesh, India and Pakistan and 10% are reported from West and Central Africa.

REGIONAL PROGRESS

In the African Region, with assistance from Rotary International and the US Centers for Discase
Control, EPI surveillance systems are being improved with an emphasis on AFP surveillance in the emerging
polio-free zones. An NID is being planned in Nigeria.

In the American Region, it is more than 3 years since the last casc of polio oceurred in the Western
Hemisphere. The last poliomyelitis case in the Region was a 3-year-old boy from Peru who was paralysed
in August 1991, The Region has been cernfied free of wild virus, but children arc stll being immunized
against polio and, to reduce the risk of virus spread from possible importations, this will continue unti)
the entire world is certified polio-frece.

In the Eastern Mediterrancan Region, Iran and Pakistan conducted their first NIDs in 1994, Simultancous
NIDs arc also scheduled in 1995 by 7 nations on the Arabian Peninsula and by the member states of the
Mahgrebian Union. In Egypt, as a result of NIDs and mopping-up campaigns, polio has changed from a
highly endemic discase to one with focal transmission.

In the Buropean Region, 9 of the 15 Newly Independent States which emerged from the former USSR
remain endemic for polio. A coordinated plan 1s being developed to ensure adequate supplies of OPV for
both routine immunization and NIDs. Organizing NIDs and improving AFP surveillance in Turkey is a
regional priority.

In the South-East Asia Region, NIDs have been conducted in Thailand and are being planned in
Fangiadesh and Indonesia, Limited NIDs have been conducted in India to supplement the high achicvements
reported for routine immunization.

In the Western Pacific Region, significant progress has been made rowards achieving the regional target
for polio eradication by the end of 1995, National Immunization Days are being conducted in all 5 polio-
endemic countrics. Following epidemics of approximately 5000 cases in 1989 and 1990, wild polio virus
is now circulating at extremely low levels in China, with laboratory confirmed cascs being recorded in only
7 of 30 provinces in 1993, Intensive surveillance 1s continuing in the Philippines, although no laboratory
confirmed cases have been recorded for more than a year.

CONSTRAINTS TO PROGRESS

Although much has been accomplished and there are many reasons to be confident that TARGET
2000 — A World Without Polio will be achicved, global success is far from assured. What are the major
obstacles to be overcome if we are to reach the goal? First among these is insufficient political commitment.
The World Health Assembly established the polio eradication target in 1988 and reaffirmed that commitment
in 1993, UNTCEE and morc than 130 world Jeaders adopted the polio cradication goal ar the World
Summit for Children in 1990. Yet support sufficient to achieve the goal is only beginning to matcrializce.
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Rotary International, in particular, is to be commended for its advocacy efforts on behalf of polio eradication.
However, it global eradication is to be achieved, all polio-endemic countries will need to make the
comrmtment to polio cradication at the highest levels. As the benefits of polio eradication will accrue to
all countries, additional financing for the initiative should be provided by both indwstrialized countries
and the international donor agencies. Additional political commitment and expanded external funding will
be particularly important as cach year passes, for as the rarget approaches, wild polio virus will persist only
i the most difficulr countries and the most difficult regions within those countries.

Financing the initiative remains problematic. The most recent estimate of the total external cost of
polio eradication is more than US$800 million. Two-thirds of the esdmated cost is for the purchase of
oral polio vaccine. If funds are available, current production capacity is sufficient to manufacture all the
vaccines needed. A nurnber of approaches have been taken to make the most effective wse of available
funds, including lowering the age cut-off for NIDs, thermosensitive vaccine vial indicators to reduce Wastage,
and aleernarive methods for vaccine procurement.  Déspite these savings, addinonal funds for vaccine
purchase are still needed.  The balance for funding requirements are for operating costs, technical expertise
in cpidemiology and laboratory procedures, cssential equipment and training.

Global immunizaton coverage peaked in 1990 when 85% of infants born that year have received 3 or
more doses of OPV.  Since that time there has been a gradual decline in immunization coverage for all
vaccines.  However, the fall in coverage is greatest in those countries which are most dependent on external
donor support. The combination of falling coverage and low disease incidence results in a rapidly increasing
populadon of children who have not been vaccinated but are also not immune through natural infection.
This increases the potential for large outbreaks of polio to occur with the risk of spread to arcas which
are currendy polio-free.

Polidical upheavals, cconomic change, social unrest and war are a constant threat to the Polio Eradication
Ininanve.  Vaccine shortages have developed in a number of countries as a result of economic change.
War has almost totally destroyed some national health systems, including those in Afghanistan, Angola,
and Somalia. Polio will not be eradicated from the world untl all countrics are free of polio. Vaccination
against polio must continue until essential immunization activitics have been conducted in ail polio-endemic
countrics and until surveillance is sufficient to document that wild virus transmission has stopped.  Only
then can the full benefits of polio eradication be achieved,

CONCLUSION

At the half-way point along the path to global polio eradication, the strategies have been clearly defined
and proved to be cffective.  Global immunization coverage remains high, and an increasing number of
countries are conducting nadonal immunization days and improving their ability to find and confirm polio
Cascs.

Although success may seem inevitable, it is far from assured. Polio is widespread on the Indian
subcontinent, which accounts for 2 out of every 3 reported cascs of polio in the world. Declining routine
Immunization coverage increases the potential for cpidemics, even in low-incidence countries. The threat
of imported cases looms over countries which arce currently polio-free.

If the world unites to provide the additional financial resources, personnel and vaccine needed for the
even more difficlt second half of the Initiative, these obstacles can and will be overcome. We can then
look forward 10 the day when parents need no longer fear that their child will be cnppled by poliomyelits.
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ESTIMATED ANNUAL GOST
OF POLIO ERADIGATION
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ERADICATION IN THE AMERICAS: A TEMPLATE FOR THE
WORLD

Many people were sceptical when in 1985 the Pan American Health Organization (PAHO) first commirted
itself vo evadicating polio from the Western Hemisphere by the year 1990. Yet only a year after that deadline had
passed, the last case of polio was veported in Peru. On 29 September 1994 it was announced that the countries of
the Western Hemisphere had been cevtified polio-free. Dy Ciro A. de Quadvos, Senior WHO Regional Adviser
for the Amevicas, who speavheaded the initintive, describes how the gonl was reacked.

The challenge

In May 1985 the Director of the Pan American Health Organizaton (PAHO), Dr Carlyle Guerra dec
Macedo, proposed that poliomyelitis be eradicated from the Western Hemisphere by 1990 (1). At the
fime the Expanded Programime on Immunization (EPI) in the Americas had already achieved a certain
level of success, with coverage increases to the order of 60% for some of the vaccines included in the
programme, such as DPT (Diphtheria/Perrussis/Tetanus), BCG (Tuberculosis) and Measles, and over 75%
for poliomyelins vaccine (1),

The PAHO Director's proposal met with a sceptical response from many people but was duly endorsed
by the PAHO Dirccting Council in Scptember 1985 (2) and launched with objectives which included the
cradication of polio, the development of surveillance systems and the improvement of the overall immunization
programimc.

The strategy

The strategy was based on maintaining high immunization levels with Oral Poliomyelitis Vaccine (OPV)
in the targer population of children under five and establishing a surveillance system for detecnion of cascs
of Acute Flaccid Paralysis (AFP) for subsequent investigation to determine whether they were duc to wild
poliovirus (3). : -

Maintenance of high immunization levels was achieved by organizing natonal immunization days
(NIDs), usually held rwice a year, one to two months apart, in which all children under five received a
dose of OPV, regardless of previous immunization status. This serategy bad alrcady proved successful in
scveral countrics, starting with Cuba in 1962. Subscquently, house to bouse OPV campaigns, dubbed
«mop-up» operations, were implemented in districts which were still at high risk of wild poliovirus circulation

(4).

Over 20,000 health units were mobilized to form a surveillance network for the weekly reporting of
cases of AFP and a cadre of health workers was trained on the epidemiological investigation of these cases.

{{. -.‘..‘\ This information material produced by the EPl Global Programme for Vaccines e Immunizafion, WHO Headquarters, Genea, is intendad
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®AZ  Healh Organization, Regienal Office for South-East Asin, Indroprastha Estate, Mew Delhi 110 002, India




Two stool samples had to be collected and correcdy transported to onc of a network of laboratories
cquipped with trained personnel and modern technologics for testing those samples to determine whether
they harboured wild poliovirus (5).

The results

In 1985, nearly 1000 cases of poliomyelitis were reported in the Americas, compared with over 10,000
cases cstimated to be oceurring annually in the seventes. By the end of 1990, only 18 cases were reported,
with transmission on the verge of being interrupted. Interruption was finally achieved in 1991, when only
9 cases were identificd: 8 in Colombia, with last onset in April; and in Peru, the one believed tw be the
last casc in the Americas, a two-year-old boy named Jose Fermin, with datc of onset 23 August ().

The obstacles

Among the major obstacles at the outset of the programme was the lack of political will and resources
available. There was a need to challenge the social norm that accepted as inevitable children being maimed
every year by a virus that could be eradicated. The mtensive social mobilizadon which the initative entailed
made communitics and political leaders aware of the need to reach the goal (7).

In some countries vaccination campaigns werc threatened by ongoing civil wars. However, Days of
Tranquillicy for immunization were observed every year, once again highlighting the social commitment
senerated by the goal. In Peru, for example, during the control of the last focus of infecton, around 2
million households were visited and nearly 2 million children were vaccinated during the course of one
week, without any disruption.

The less than optimal efficacy and heat stability of OPV was overcome, both by strict cold chain control
and by the rapid distribution and use of the vacaine during NIDs and mop-up operations (8).

Recent field rescarch indicates thar efforts to eradicate poliomyelitis from the Americas have had a
major impact on the srengthening of health services overall (7).

Finally, the initiative has demonstrated the impact of properly utilized vaceines and the benefits that
can accrue from the advent of improved and new vaccines which, thanks to recent technological advances,
will be placed at the disposal of health policy-makers i years to come.
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CHINA ESTABLISHES WORLD RECORD FOR
IMMUNIZATION

The worlds laygest ever mass immunization event took place in China in January 1994 — when a vecord 83
million childven under four weve vaccinated against polio over two days. The event followed an initial vound of
vaccinarions a month earlier in which 82 million childven weve impmmized. The PSS IHIRMRIZAtions, known as
Natumal Immunization Days’ weve the first in a series of four vounds scheduled over o 14-month peried. The aim
was io hasten the final stages of the war agamst polio in China. Dy Yang Baoping, Hend of the EPI Division
i the Ministry of Public Health in China and Dy Mac W.Otten (Jr), WHO Medical Officer in China describe
the dramatic progress made so far,

Since polio vaccination was first initiated in China two decades ago, the number of polio victims has
plummeted from abour 20,000 a year to a total of 653 in 1993, In 1990 China accounted tor almost 25
per cent of the reported polio cases worldwide. Two years later that figure had been slashed to less than
8 per cent.

In August 1988, a few months after the World Health Asscmbly established the year 2000 as the
deadline for the global eradication of polio, the member states of WHO’s Western Pacific Region announced
their resolve to free the region of the discase by 1995. In response, China developed its own national plan
of action and launched a range of activitics.

The sheer size and populaton density of China posed major logistical challenges. The country has a
population of 1.17 billion people — over a quarter of them under 15, It has a total landmass of 9.6
million square kilometres, of which two-thirds are mountainous areas, highlands or platecaus,

The country is administratively divided into 23 provinces, 5 autonomous regions and 3 municipalitics,
These are further subdivided into a total of 334 prefectures, 2800 rural counties and urban districts, 58,000
townships and finally — the smallest units — 776,000 villages. At the provincial Jevel the population can
range from 2 million in the most sparscly populated province to over 100 million in the most densely
populated.

Limited vaccination for peliomyelitis in China began in 1964. Since then, the number of poliomyeliris
cases has declined from approximately 20,000 a year in the 1960, to 12,000 in the 1970s, and to between
5,000 and 10,000 in the early 1980s, The Expanded Programmme on Immunization (EPI) began in 1982
A cold chain system was established and vaccination sessions werc scheduled every onc or two months in
most counties, townships and villages. As a result of efforts to reach a universal childhood immunization
goal of 85 per cent coverage in all provinces, reported cases of poliomyelitis dropped to 969 in 1987 and
667 in 1988

Flowever, despite an acceleration of the immunization effort in order to reach the target of 85 per cent
coverage in all counties by 1990, a countrywide outbreak of poliomyelitis occurred during 1989 and 1990
m which 10,000 children were paralysed. An analysis of these cases suggested that the starting dare for
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the first dose of oral polio vaccine (OPV) had been delayed; 29 per cent of the cases involved children
of one year of age and 92 per cent had not been fully vaccinared.

Supplemental immunizations wete started in the winter of 1990-1991. During the first three years of
supplemental immunizatons (1990-1992), provincial health departments made their own decisions about
the target age group, the number of counties involved, the number of rounds and the timing. For the first
two years there were insufficient supplies of OPV to complete two rounds of supplemental Immuruzations
in every county for all children under the age of four. The total number of supplemental doses administered
was equivalent to approximately one-third of a round nationwide in 1990-1991, one round in 1991-1992,
and approximately one-and-three-gquarters of a round in 1992-1993.

After a demonstration of high-level commitment at a national meeting of senior officials from provincral
govermments and from international organizations in September 1993, the State Council determined that
alt children under the age of four should be given one more additional dose of OPV on December 5 and
January 5 respectively, cach year over the period December 1993 to January 1995, and that NIDs should
be a key strategy for polio cradication.

Because of China’s large population (approximately 21 per cent of the world rotal), and the global
proportion of polio cases occurring there, the conducting of NIDs is crucial for the success of polio
cradication both in China and the rest of the world. In 1990, out of the 21,627 polio cases rcported
throughout the world, 5065 cascs (23.4 per cent) occurred in China. By 1992, the number of cases
reported in China had dropped to 1191 (7.7 per cent) out of 15,445 cases worldwide.

Roth absolute and relative decrcases in polio cases in China have been credited to the initiation of
immunization days by an increasing number of provinces. According to stagistics, the number of provinces
conducting two rounds of immunization days bad increased from six during the winter of 1990 t 25
during the winter of 1992, As a result, the number of doses of OPV administered increased from 71
mitlion during the winter of 1990 to 186 million during the winter of 1992, In 1993, 653 polio cases
were confirmed through the reporting system for acute flaccid paralysis — a 53 per cent reduction on the
previous year. Meanwhile the characteristic seasonal increase in polio cases failed to materialize during
1993,

The first round of NIDs was completed on schedule by 5 December 1993, President Jiang Zemin
joined in the NID activitics in Beijing, administering OPV to children. Many of the children vaccinated
in this first round had never been vaccinated against polio before. They included 31 per cent of the children
under one year, 6 per cent of the one-year-olds, 4 per cent of the two-year-olds, and 3 per cent of the
three-year-olds.

The massive immunization cffort involved social mobilization through a mass media campaign and
education activitics which made use of radio, TV, newspapers and other media to get the message across.
The effectiveness of this campaign can be measured by the number of children immunized: 82 million in
the first round and a breathtaking 83 million in the second.

In the Western Pacific Region as a whole, the number of reported polio cascs fell dramatically from
11,145 in 1981 to 1,919 by 1992 and to a record low of 1,214 in 1993 — despite a substandal increase
in surveillance activity. Highly successful National Immunization Days have been carried out in four of
the five countries in the region which are still reporting polio cases. The fifth country, Cambodia is due
to conduct an NID in early 1995.

WHO’s Regional Director for the Western Pacific Region, Dr Sang Tae Han, remains opurmistc that
polio can be cradicated from the region on target by the end of 1995, «Each year the Jevel of commitment
from national governments has been increasing, as shown by the increased input from national heaith
budgets and by the successful implementation of national immunization days,» he said. «The internanonal
community as a whole, including nongovernmental and bilateral organizations, 1s convinced of the success
of the poliomyelitis eradication initiative and is providing increasing levels of support, both techrical and
financial, to atrain the goal of eradication.»
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DAYS OF TRANQUILLITY

One of the most enduving visions of the First World War is the moment when soldiers Sfrom the opposing front
lines temporavily laid down their weapons and celebrated Christmas by playing foorball togsther. It vepresented
then, as it has in the minds of men ever since, a vriumph of bumanity and hope over suffeving and brutality. Dr
Nicholas Wavd, Acting Divector of WHO? Expanded Programme on Immunization, expluins how the wartime
cvent has provided a model for combatants thvoughout the world to call a temporary truce so that childven caught
on both sides of a conflict can be immunized. Without these so-called Days of Tranguillity WHO?'s polio evadication
mtiative could founder,

When a global disease cradication target, such as for polio, is declared by the nations of the world,
there can be no exceptions. Every country, every province, every village, every person must be made free
of the virus causing the discase.

A major stumbling block to this is widespread civil war, internal conflict and violenr dissent, which in
many countrics have led ro breakdown in the provision of social and medical services.

The trouble is that patterns of conflict have changed. In the past, wars were almost exclusively foughe
between armics, and most of the casualtics were soldiers.  Toda conflicts increasingly tareer civilian
3 Y.
populations, and the highring often rakes place right on their doorsrcps.

As a result, people’s prioritics inevitably focus on short-term needs such as food, water, security and
the treaement of injuries. Unless major cpidemics break out, the provision of preventive health services has
far less priority. Routine immunization and regular health checks for children are no longer considered
important. All too often the provision of immunization stops altogether and, inevitably, there is a rise in
the number of children  unprotected against the vacane-preventable diseases such as polio, measles and
hepatitis. When these discases are reintroduced, cpidemics will oceur.

The organisms that cause epidemics have no respect for borders and pass freely from one country to
the nexe. A country where those organisms still circulate poses a continuing threat to its neighbours and,
thanks to high-speed international travel, a threat to the rest of the world as well,

WHO's cradication strategy for polio is based on the establishment and extension of low incidence or
polio-free zones, extending from individual provinces or countries to wider continental areas - a strategy
thar has already proved successful in the Americas, Western Europe, the Arabian Peninsula, the Mahgreb
Union and in Southern and Eastern Africa. Civil war and other disturbances threaten to impede that
]:H'()gf'CSS.

Recognition of the effect of conflict on health
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It is increasingly recogmized that children caught up in wars have spectal needs, and that meening these
needs is a priority.  Heads of State of many of the world’s natons, meenng at the 1990 World Summut
for Children, published a declaradon which stated «We will work carefully to protect children from the
scourge of war. The essennial needs of children and families must be protected even in times of war and
in violence-ridden arcas.» The leaders proposed «periods of tranquillity...... for the benefit of childrens.
Their declaration also specibied that «Resolution of a conflict need not be a prerequisite for measures
explicitly to protect children and their families, o ensure their continuing access to food, medical care and
basic services, w deal with the trauma resulting from violence »

Dr Nakajima, Director-General of the World Health Organization, has repeatedly pointed out that the
myjor advances achieved in Primary Health Care, such as in immunization, can be rapidly lost in situatons
of conflict, where staft are scatrered, facilities looted or destroyed, essential supply systems interrupted and
the provision of care services disrupted. He also observed that the control of the major communicable
discases, such as polo, depends on effective control measures in all areas as well as across borders.
Achievemnent of the global targets for the eradication, elimination and reduction of disease, such as those
for polio, measles and neonatal tetanus, are dependant on the commitment of all countries, and on their
capacity to provide vaccines to all children.

James Grant, Execunve Director of UNICEFE, has called for a new ethic, which accords «first call» to
children — placing them ar the top of any agenda, in good times and bad. He urged a heightened concern
for children in economic crises, narural disasters or under austerity programmes, leading, in a continuum,
towards greater protection and care for children caught up in armed conflicts.

Immunization through «Days of Tranquillity»

By the vear 2000, the world 1s targeted to be free of polio. However, it is already apparent that some
contlicts will not be resolved widhin that period. In many counties, civil wars, community disturbances
and broken or meffecuve supply systems have already lasted up to a decade or longer. In these countries
a more active approach is clearly required to overcome these constraints.

Several countries have succeeded in bringing conflicts to a temporary halt while humanitarian acdvities,
normally only possible in umes of peace, were re-cstablished for a brief period. On these days, described
as «Days of Tranquullity», «Days of Peace» or a «Ceasefire for Children», fighting was stopped while
children were immunized.

In 1984, Colombia’s President Betancourt negotiated a ceasefire in seven rebel-held arcas of the country
to allow a National Immunization Day to be conducted. The point of dispute then shifted to which side
could achieve the higher immunizaton coverage.

In 1985, in El Salvador, a ceasefire was negotiated on three separate days so that immunizations could
be carried out. These «Days of Peace» continued for seven vears, in the course of which polio was cradicated
from the country. The success iInvolved not only the government, the armed forces and the Frente Farabundo
Mard, but also, among others, the churches, the Pan American Health Organization, UNICEF, Rotary
International and USAID. In the 1990 campaign, 245,000 children and women were immumized.

In 1990, all conflicting factions in the Lebanon observed a ceasefire on 5th April, to allow staff in 600
heaith points and 95 mobile teams to carry out a threc-day immunization campaign. A UNICEF poster
at the time declared that on that day «the only shots in Lebanon were those giving vaccinadon to childrens.

In the Philippines, in 1992, President Ramos announced a «ceasefire for childrens. Preparation for
these days involved muassive prior publicity as well as detailed planning to ensure the availability of vaccines
to ecvery arca and ro all communives. The immunization days were strongly supported by many
nongovernmental organizations, such as Rotary Internatonal, as well as schools, churches and private
businesses. Rebel groups laid down their arms and brought their children for immunization. Over 9 million
doscs of polio vaccine and over 6 million doses of vitamin A were distributed. As a result, within a short
period of ome the Fhilippines reported 2ero cases of polio.
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In Sudan, in 1990 and again in the face of major polio and measles cpidemics in 1993, immurmzanon
and other health care for children was provided to both sides in the civil war. In this case UNICEF
created «corridors of tranquillity» in areas in the south of the country where conflict had persisted for
ITHULY years.

Key factors for successful «Days of Tranquillity»

One of the key factors for success in organizing «Days of Tranquillity» is strong commitment from
those responsible for health within a country — on both sides of the polideal divide = to allow the needs
of ¢hildren o override political differences. Means of communication between opposing factions need fo
be cstablished, with access to all combatants,  Religious groups, women’s federadons and trade unions
often have the potendal to develop the level of trust needed to build confidence.  Once contact is made
and goodwill cstablished, the free and effective provision of services, including vaccine supplics, can be
cuaranteed.  Experience in a range of countries involved in widely differing dispures has shown thar the
welfare of children and the conquest of disease can transcend apparently intractable conflict,

Implementing mass campaigns through «Days of Tranquillicy» demands detailed and competent planning,
possibly even more than under normal circumstances.  Effective use of the media is needed to inform the
public on both sides of the conflict thar immunization s not only essential but that the processes involved
are safe and rcliable.  Any breach of trust could be catastrophic.  So far this has not been a problem.

Global cradication of polio requires a capacity to immunize all children, safely and with potent vaccine.,
While ideally this should involve both routine immunizaoons and mass campaigns, in some countries 1t
will be necessary 1o seize whatever opportunity exists o provide vaccines rapidly and completely.

Several erucial questions remain as the target for global eradication of polio draws nearer. Is there
cnough tme to reach all children in arcas of conflice?  Is there sufficient goodwill in all arcas of conflict
to call a temporary truce?  Are combatants prepared to put children first? Do organizatons have the skills
and the commitment needed to reach across boundarics and overcome the ideological differences behind
the conflicrs?

There are two reasons for hope. Firstly, the strategies to eradicate polio have been shown to be lughly
citective, when implemented thoroughly,  Results can be achieved within a short period and do not
necessarily depend on a long period of routine immunization.

Secondly, experience has shown that conflices can be halted long cnough for immunizations to be
carried out and for polio to be consequently eradicared.

As a part of their policy to create and extend polio-free zones around the world, WHO and UNICEF
are developing the skills required to tackle the problems of arcas of conflict, ensuring that individual dispures
are not allowed o prevent the eradicadon of polio by the end of this century.

WHD%5.4




TARGET |
2000
7 April 1995

THE ROTARY FACTOR

Through its PolioPlus Programme, Rotary International has shown how volunteers can play a key vole in public
health campaigns. Mim Neal, Rotary International’s Medin Relations Managey, explains how Rotarians from all
ovey the world are helping ro eradicate pol.

In May 1985 the Pan American Health Organization (PAHO) announced its resolve to eradicate polio
from the Americas. Six years later the last case of polio was confirmed in Peru. Nine years later, on 29
September 1994, an international commission led by Nobel Laureate Dr Frederick Robbins officially
announced thar the Western Hemisphere had been certified polio-free.

Tens of thousands of people have invested, and are continuing to invest, enormous amounts of creativity,
courage, and energy to ensurc that polio is eradicated throughout the world, An impressive number of
organizations and governments have provided the funds to make it happen. There are three groups of
key players in this story: international public health experts, many of whom are veterans of the smalipox
cradication campaign; public health workers, mosty working at the national level, all too often under-
appreciated and on low salarics; and volunteers, who by definition are not paid at all

PAHO’s Dr Ciro de Quadros, who provided the technical leadership to the army of public health
experts, intcrnational and pational, developed the new strategics which worked so dramatically in Laun
America and are now being used In the global polio cradication campaign.

They include:

- A Technical Advisory Group (TAG) of experts which sets technical policies for the guidance of
govcrnmcnts.

- Inter-Agency Coordinating Committees (ICCs) — for the region and in each country — which
coordinate the resources available.

- A laboratory system to provide the information needed to track the poliovirus and thereby ensure
cfficient programme operation.

~ Strategies such as mass immunization campaigns (including National Immunizatdon Days) and
«mop-up» inmunizaton (intensive efforts in arcas of suspected cases), complementing existing routine
IFMUNiZaton systems.

These innovations represent the medical/technical side of the story. Bue the key aspect of this story is
human/sociological. It is the volunteer — in the form of the world’s first service club association, Rotary
International.

Well before the May 1985 PAHO meeting, Rotary began to support polio immunization. Its first
project began in the Philippines in 1980. Latin American efforts were launched in 1981, with projects in
Haiti and Bolivia. By 1985, Rotary had committed itself to «help eliminate polio» globally. It had launched
or approved projects in 19 countries, nine of which were in the Americas. Oral vaccine developer Dr
Albert Sabin helped announce what was to become Rotary’s PolioPlus Programme in February that year,
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By then, Rotary had approved more than US$1.9 million for immunization cfforts in Belize, Bolivia, Costa
Rica, Bl Salvador, Guatermala, Haiti, Honduras, Panama and St Lucia.

Thar’s why the 1984-1985 President of Rotary International, Dr Carlos Canscco, of Mexico, was among
the participants at the May 1985 PAHO ceremony and why Rotary representatives became members of
every wnternational and local Inter-Agency Coordinating Committee.

Bur no onc participating in the PAHO ccremonies had any idea what a group of non-technical,
non-medical volunteers might contribute to eradication efforts. Epecially Rotary. There had been Rotary
clubs in Latn America since 1918. Their members were business and professional leaders and they
conducted short-term projects which benefitted local communities as well as initiating activitics, such as
service to the disabled, which were maintained by other organizations. They were not involved in any
long-term projects,  What did they know about public health? Public health campaigns were traditionally
conducted by 2 closed fraternity of specially trained personncl. What could Rotary add?

Dr Canscco remembers the tentative welcome Rotary reccived when it announced its PolioPius
Programme after being granted consulrative status with the World Health Organization (WHO).

«They granted us a two-year period as a4 member of the WHO, with full rights, of course, bur we
were, 1 would say, on probation. To prove that we could really help, we needed some examples. So we
decided to go to Paraguay, a small country - not more than 600,000 children - and cstablished national
immunization days. The result was tremendous. In onc year, polio dropped from as many as 100 cases
to pracucatty nil. - And we continued in that country for five years and now it’s free of polio.

Bur they were not convinced, so 1 proposed to go to Mexico, with more than 15 million children
under five years. As President of Rotary International, T went to sce the President and he supported the
idea of immunization days. It took us about a year to prepare the national days of immunization in
Mexico, but at the end of January 1986, the last Saturday, 13 million children were immunized in one
day. Morc than half a million volunteers participated in this endeavour and it was the beginning of a long
story that ended with Mexico’s last case of polio in Qctober 1990.

Really, the PolioPlus Programme was concetved as an education programme. Immunization was one
way to get o the homes of the poor people who did not accept the invitation of the government to bring,
their children to the vaccination post, That was the main element of this programme — to contribute to
the education of the people through posters, radio announcements, little toys, gimmicks, whatever. And
they accepted, reluctantly ac first, to bring the children to the vaccination post.  But after they realized
that they could sleep without the fear that next day they would have a paralysed child in the house, they
started cotming, and they have kept coming for eight years.»

Rotary’s great strengths arc that it is community-based, its membership comprises private scctor leaders,
and it has the potential to be internationally coordinared. Once the service club association committed
iself to child immunization, coordination became possible.

Berween July 1986 and June 1987, Rotary began to transform its dream into an operational programme.
As ats two-year fund-raising campaign surged towards a goal of US$$120 million for PoloPlus, Rotary
created and trained a Task Force. The five members, from Brazil, the Dominican Republic, the Philippines,
Turkey, and the U.S., worked with professional staff to create club and national immunization manuals
which they used on visits with Rotarians around the world. Rotary began acting on the hypothesis that
community volunteers, properly trained, supported, and utilized could measurably increase immunization
coverage and strengthen national Expanded Programmes on Immunization (EPI). |

Perws Rotarians essentially proved that hypothesis. During three national immunization days in 1986,
more than 2 000 of the country’s 2 300 Rotarians served as home visitors, vaccinators, drivers, mcal
preparers, data analysts, or publicists. And they generated an estimated U5$440,000 in funds or in kind
donations,

The significance of the first globally coordinated private sector support for an international hcalth
programme was not ost on the experts. Aware of the progress in Latin America and Rotary’s commitment,
the World Health Assembly, on 12 May 1988, adopted a resolution to cradicate polio throughout the
world by the year 2000, And the World Health Organization’s then Director-General D Halfdan Mahler
sent a special video message to the Rotary International convention in Philadelphia where the organization
celebrated raising some U$$240 million for PolioPlus. «As business and professional leaders you have
helped to change attitudes towards immunization. And you have given Ministrics of Health needed advice
or stumulation in making their programmes more cffective »
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Between 1988 and 1990, Rotary committed PohioPlus funds to the national immunization programmes
in 27 countries in South and Central America and the Caribbean. Grants required the participation of
Rotarians. In each country Rotarians brought different approaches and levels of support.

Over the last 10 years, Latin American Rotarians have printed at least a million posters, pamphlets,
strect banners, calendars, stickers, caps, and cven tote bags promoting immunization. They have also
provided basic supplics, like ice, thermos flasks, cold boxes, and lunches for health workers. And they
have brought substantial management and negotiating skills to national programmes.

~ In 1987, La Paz Rotarians persuaded private clinics to conduct immunization in coordination with
Bolivia’s Ministry of Health.

- Following a disappointing rurnout for Guatemala’s 1988 NIDs, Rotarians withheld their request for
an additional PolioPlus grant until the Ministry of Health completed the immunization plans and
budgets for each deparument. Subscquently, each club «adopted» departments, praviding both
support and monitoring, '

-~ Honduran Rotartans adopted a similar strategy to convince their ministry to make back payments to
PAHO.

- In Colombia, Rotarians worked with UNICEF and PAHO in a 1989 «Awareness Campaign for
Mayors and Municipal Officials in Support of Vaccination Strategies». After assembling 10 000
information kits, Rotary clubs presented and explained them to urban leaders.

- During a February 1990 containment immunization in Ecuador, a Rotary club persuaded local health
workers to forego a threatened strike. A Rotarian appointed by Ecuador’s Ministry of Health to head
1s Promonon Committee secured the collaboration of broadcast associations and implemented nine
days of intensive promotion for April NIDs.

Rotarians also created and shared innovative strategies involving volunteers from one country in order
to help their peers in other natons to design immunization support. As early as 1985, Paraguayan
Rotarians helped organize intensive housc-to-house immunization cfforts, which they then taught to
Rotarians in Brazil. In September-October 1989, 20 Buenos Aires Rotary clubs assisted health workers
in raptdly immunizing children in 200 low-income, high-risk barrios. The Rotarian who coordinated this
«urban containment» strategy shared the idea at regional meedngs in Honduras and Uruguay.

Because of its nongovernmental status, Rotary proved useful in cross-border immunization efforts in
Colombia - Venezuela and Ecuador ~ Peru, and in delivering vaccine during conflicts in El Salvador,
Nicaragua and Peru.

The carly fear ~ that Rotary wouldn’t have staying power — has long since dissipated. Rotarians remain
active supporters of immunization in 29 countrics, for which some US$40 million in PolioPlus grants
have been approved. Seven Rotarians - in Brazil, Colombta, Guatemala, Haiti, Mexico, Peru, and Venezucla
- have led their nation’s programmes for more than eight years.

As immunization levels rise and polio cascs disappear, Rotarians arc shifting their activiries to surveillance,
again uohzing private sector innovation. Ecuador clubs are offering US$1000 rewards, through a
manufacturers national advertizing campaign, for notifying authoritics of a confirmed case of polio.
Meanwhile in Brazil, Rotarians are using surveys to cnlist more than 12,000 pacdiatricians and neurologists
in reporting cases of acute flaccid paralysis. Elsewhere, Bolivian Rotarians, together with UNICEF, have
launched media campaigns o encourage the reporting of possible polio cases,

As the limited grant funds diminish, Rotarians continue to support immunization and public educauon
and are investigating other private sector resources to help sustain the achicvement until polio is cradicated
globally. «I think the greatest contribution of Rotary is our presence, the presence of Rotarians in these
countrics, their personal presence at the immunization days», said Dr Canseco. «Now 1 think is the most
important and cifficult part of this programme. To keep the levels of immunization higher than 80% and
to report every case of acute flaccid paralysis.»

According to PAHOs Dr de Quadros, «never before has there been such a strong partmership between
the public and private sectors, and between multilareral and nongovernmental organizations. »

For the first time in the history of public health, there js an educated, motivated privatc sector cadre
of collaborators working effectively with the international health community. This bodes well for all the
world’s children.
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THE ECONOMICS OF GLOBAL POLIO ERADICATION

The global evadication of polio is not only technically feasible by the year 2000, it also makes economic sense,
according to a study cavvied out for the World Health Orgunization by the Atlanta-based Centers for Disease
Contvol and Prevention. The global cost-benefiv analysis veveals that, by the year 2005, the cumulative benefits
of eradicaving polto will exceed the costs by approximately US$125 mullion. Dr Deborab A. MeFarland, Associate
Professor at Emovy University School of Public Health and Health Econowist at the Centers for Disease Contvol
in Atlanta, USA, explains how the cost-benefit analysis was carvied out.

The analysis compared the financial commitment needed from donors to support global polio eradication
by the year 2000 plus a period of monitoring to the year 2005, with the benefits derived from not having
ta treat the polio cases which would occur in the absence of the eradication cffort. The methodological
approach parallels one used by Dr Philip Musgrove in a study of the economic justification of polio
cradication in the Americas’.

With the WHO commitment to support global polto eradication firmly in place, a cost-benefit analysis
can serve as both an advocacy tool for donors and a motivational ool for EPI programmes in individual
countrics,  The decision to eradicate polio raises legitimare cconomic issues for both donors and ongoing
immunization programmes which can be addressed in a cost-benefit analysis. However, this kind of analysis
requircs making cxplicit assumptions about financial requirements from external sources, the timing and
extent of cradication strategics, and the contribution of the existing EP1 programme to the control of
polio.

The cstimated total financial commitment needed from donors for the next six years (1994-2000) in
order to eradicate polio is US$807.2 million. Approximately 70% (US$482.57 million) is for the purchase
of polio vaccine for use in national immunization days (NIDs), mop-up campaigns and routine immunization
programmes in thosc countrics unable to provide all the necessary vaccine. Since vaccine accounts for
such a high propordon of total costs, the analysis assessed vaccine costs for cach country based on
country-specific strategies summarized by region. These figures are currently under review by each WHO
Regional Office to ensure the validity of the assumptions made in the costing model. The overall cost of
vaceines for the polio cradication effort would obviously decrease it the price of polio vaccine was lowered.
The cost of a single dose of polio vaccine 15 carrentdy US$0.09, although in China, locally produced vaccine
is alrcady available at US$0.02 per dosc. Operating costs, the second largest component of the total cost,
1185263.5 million, include funds for salaries, daily allowances, transportation, traiming and other supplies.
These funds are in addition to those already being spent by countrics for routine EPI programmes.

Although the finances needed from donors to eradicate polio by the year 2000 may appear high in
light of the multiple claims on donor resources, it is worth noting that the annual cost of the polio

"Musgrove P, 13 pollo eradication In the Amerlcas economically justified? Health Ecenomics: Latin American Perspectives, PAHO Sceientific Publication No 517,
1989, 107-122,
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vaccination programme in the United Stares alone is approximately US$272 million. These costs are
essential because the US must protect its citizens from imported polioviruses from those countries where
polio has not yet been eliminated. Once polio is globally eradicared, this expenditure will no longer be
necessary, It is surcly in the best interests of donor countries to support the global eradication initiative
if only from a purely nationalistic point of view.

The benefits can be measured in scveral ways: a decrease in the worldwide burden of disease; a
reduction in pain and suffering on the part of those afflicted with polio; potential increases in productivity;
and savings in long-term health care for vicims of polio. In 1990, polio accounted for 4.81 million
so-called disability-adjusted life years (DALY'), a measure of the burden of disease, out of a toral of
1362.1 mulhon DALY’s. While polio constitutes a relatively small percentage of the global burden of
discase, 1t 15 one of only two diseases, the other being dracunculiasis, which can be eradicated before the
end of this century.  Other diseases, such as measles, could follow. As the World Development Report
1993, Investing in Flealth, states, «The gains in such cases (discases which can be eradicated permanently)
include not only the DALY’s saved at the margin from the last people immunized bur all the health years
that would otherwise be lost to the disease in the futures.? In a cost-benefie analysis the bencfits are
usually measured in monetary terms. Although the reduction in pain and suffering and increased productivity
may indeed be considerable if polio is eradicated, both are difficult to measure accuratcly.  However, the
cconomic case for global polio eradication can be made on the basis of savings in health care costs alone,

The WHO/CIDC analysis shows that the current net valuc of savings in health care costs attributable
to the global eradication of polio varics significantly across WHO Regions, mainly duc to the costs involved
in treating polio cases, Where polio is expensive to treat, the savings from even a relatively small number
of polio cases is considerable. Where polio is relatively inexpensive to treat, health care savings take longer
to accurnulate.  Thus the net benefits of global polio eradication are first seen in industrialized countries
with high cxpenditures for treatment and/or in those regions of the world where there are a large number
of polio cases. Applied on a regional basis, cost-benefit analysis gives a mixcd answer to the question of
whether the global eradication of polio is cconomically justified. However, on a worldwide basis, the
answer s a resounding yes. The cradication of polio is indeed economically justfied.

The World Health Organization and its Member States maintain that polio eradication s technically
possible. The cost-benefit analysis reveals that it makes economic sense. The rematiing question is how
can 1t be financed. The financial cost to donors of global eradication is US$807 million over a SLx-year
period.  This seems a small price to pay for the global eradication of a second discase. The cradication
of smallpox in 1977 cost approximately US$313 million over 10 years - an investment which has been
paid back many times over since then in savings on vaccines and medical care and the suspension of
international surveillance activities. When there is donor will to accomplish a goal, the smallpox story
shows that it can be done. When added to the continuing contributions which even countries of very
brmited econornic means are making to their immunization programmes, the donor contribution to global
polio eradication will pay for itself within 10 years. The effort is not only morally and ethically justified
by a reduction in human suffering, it is also a sound investrnent.

Waorlet Bank. World Development Report 1993, Mew York: Ohdord University Press, 1993,
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THE ROLE OF VIROLOGICAL SURVEILLANCE IN POLIO
ERADICATION

hanks to the development of highly sophisticated vival detective work scientists today can not only differentinte
between wild poliovirus and vaccine poliovivus but are also able to detevmine the genetic make-up of a poliovivus
and pinpoinr its exact geographic ovigin. Dy Olen Kew and Dv Mark Pallansch of the US Centers for [rsease
Control and Dy Walter Dowdle of the Task Force for Child Survival and Development explain these new laboratory
technigques and their crucial vole in the global evadication of polioneyelitis.

Major technological breakthroughs over the past few years have radically transformed efforts fo cradicate
polio. The explosion in knowledge about the genctic make-up of living things has enabled sciEntises o
analyse polioviruses in minute detail, draw up family trees of viruses and even pinpoint their precis
geographic ongin.

In the past, it was possible to distinguish between the three types of poliovirus, But not much more. And
it took time. Today scicntists can differentiate between wild (naturally occurring) viruses and vaccine-related
viruses. They can magnify a poliovirus to a million times its normal size to analysc minute differences (mutations)
in the genetic make-up of the vins, which vardes slightly from one outbreak to another

But this technical wizardry is far from being a laboratory toy. Its implications for the global eradication
of polio are far-reaching, Detailed information on the patterns of poliovirus circulation 1 of vital importance
in drawing up the most cfficient, cost-cffective strategies for the global eradication of poliovirus. Virological
surveillance can help define geographical zones of virus circulation, which often extend across the boundaries
of nations and WHO Regions, Identification of these zones provides a clear rationale for interregional
cooperation to synchronize national immunization days. In addition, studies of the genetic make-up of
polioviruses can help pinpoint regional and local reservoirs of endemic polioviruses where there 15 a need
for intensiticd door-to-door immunizadons (known as mop-up operations).

This crucial viral detective work is carried out by the staff of almost 60 national laboratorics, 15 regional
reference laboratories and five specialized reference laboratories of WHO?s Global Laboratory Network.
Their work is carried our in close collaboration with those involved in field-based surveillance for cases of
acuee flaccid paralysis,

Virological surveillance 15 aimed ar finding out:

the principal reservoirs (local, regional, global) sustaining wild poliovirus circulation;

the links between outbreaks of infection;

the major ransmission routes;

where and when the chains of transmission are weakened;
when cradication has been achieved;

Laboratory analysis begins when a virus grows in cell culture. Antibodics specific to individual viruses
are used to inhibit growth of viruses in cell culrure, allowing virologists to single out poliovirus from other
viruses, The next step is to distinguish between vaccine-related polioviruses and wild polioviruses. One
way of doing this is to usc antibody preparations specific to cither vaccine or wild strains of the virus to
dereer differences in their surface propertics.
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Another method involves the use of a special “probe” to identify a poliovirus. The probe identfies a
virus by binding to its genetic material whenever the sequence of genetic building blocks (RNA) is exactly
matched. The technique 1s sierular o closing a zip fastener, the teeth of which will only close if the sequence
is identical on cach side. This method can also be used to distinguish between different kinds of wild
polioviruses by determining the exact sequence of bases in the genetic make-up of the virus. Through this
kind of analysis, wild polioviruses can be grouped into genetic families (genotypes) which cluster geographucally.

The genetic make-up of a pohovirus can reveal its origin. In most cases the virus belongs to the same
genetic family (genotype) as other polioviruses specific to that locality or region.  However, studies have
also documented long-range importations of wild polioviruses. For cxample, when the last polio case in
the Americas occurred in Peru in 1991, the virus was found to belong to a genetic family thar originated
in the Middle East (Fig. 1). Closer analysis showed that the genetic make-up of polioviruses from the
Middle East in 1980 marched those of polioviruses obtained the same year in Venezuela. The newly
introduced poliovirus spread in successive outbreaks from Venezuela and Colombia to Ecuador and Peru
until it was finally eradicated from the Americas. Polioviruses from the samc genetic famly are snll
circulating in paris of the Middle East and Central Asia.

A 1978 outbreak of polio in The Netherlands among a religious community who refused immunization
was traced back to Turkey with the help of detatled genetic studies of the poliovirus. Pathways of transmission
from Turkey to the Netherlands and from there to Canada and the United States were worked out from
studics of minute changes in the genetic make-up of the polioviruses responsible for outbreaks m all four
countries. When an outbreak occurred among the same religious community in The Netherlands in 1992,
simifar generic studies revealed that this dme the virus had originated in India.

Other molecular methods used to detect wild polioviruses include one involving the million-fold
amplificadon of the genetic make-up of specific wild polioviruses. Through this technique wild polioviruses
can be sclecovely detected, even where they are only present in mimute proportions. This approach was
used by the Pan American Health Organization (PAHQO) in 1991 in a high-risk populaton in Cartagena,
Colombia. Few cases of polio were being reported and it was important to find out whether any wild
poliovirus was still in circulation. Tests involved faccal samples from healthy children as well as analysis
of sewage water and rcvealed that wild polioviruses were stll in circulation. The wild virus was identified
in samples from over 8% of the children and over 20% of the sewage water. As a result, children in high-
risk arcas tn Cartagena and along the entire Pacific coast of the Americas were immuntzed 1n intensive
mop-up campaigns, eradicaring the last vestiges of polio from Colombia.

Virological surveillance has also revealed zones in which continued endemic circulation of closcly related
polioviruses spans several adjacent countrics. For example, cases in the southern Mekong delta region of
Vietnam arc cpidemiologically and virologically linked to cases in Cambodia and Thailand. However,
poliovirus isolates from the Red River delta of northern Vietnam are only distantly related to the viruses
from the south. Such analyses have helped to better define the range of circulation of certain poliovirus
eenotypes and arce crucial in determining immunization strategies. For example, isolated attempts to eradicate
the poliovirus found to be occurring in southern Vietnam or Thailand are unlikely ro succeed unul
immunization is re-established in Cambodia, where health services have been devastated by decades of war.

The scientific techniques now available will become increasingly important as fewer and fewer polio
cases arc reported and the virus is on the verge of being eradicated. One of the major problems in detecting
outbreaks of polio 15 the fact that in the majority of cases, polio transmission is silent. Only about one in
every 200 infections results in polio paralysis and by tth transmission of the virus may alrmdy be
widesprcad. Environmental sampling like that carried out in Cartagena may show that the virus is sull
circulating silendy, even though no cases are being detected. In the final stages, intensive virological
survellance will provide the evidence thar the goal of global polio eradication has been achieved.

Figure 1. Examples of lonyg-vange importations of wild polioviruses detected through genetic studies of the virus,
Many other transwission pavhwvays, both within countries and acvors WHOQ Regions, bave been found throwgh
swrveillance.  The years of importation are estimated from the dates of appeavance of cases associnted with the
wmported polioviruses, The dates of introduction of south Astan genovypes into East Afiica ave uncertuin; the
swrveillance data suggest that multiple impovtations have cccerved. The importation pathways shown here were
discovered throngh the colleboration of epidemiologists studying cases of acute flaccid paralysis (AFP) throughout
the world and virologists wovking in the WHQ Global Laboratory Network.
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CHALLENGES TO THE ELIMINATION OF POL10: THE THREAT OF
IMPORTATION

Although the countries of the Western Hemspheve have been cevtified polio-free, they will need Yo be on continued
nlevt against the importation of poliovivus from countries where polio is still endemic. Without continued vigilance,
the disease couwld become vesurgent, maintnins Dy Adwon Bentsi-Enchill, Field Epidemiologist at the Laboratory
Centre for Disease Control in Ontarie, Canada.

In spitc of heightened surveillance for cases of acute flaccid paralysis, no case of poliomychitis has been
detected in the Arnericas since August 1991, when the last case occurred in Junin, Peru. Certificauion of
the eradication of polio in the Western Hemisphere was formally announced on 29 September 1994.

However, the countrics of the Americas, as well as other industrialized countries that have succeeded
in eliminating indigenous polio, must be alert to the contnuing threat of importation of wild poliovirus
from polio-endemic regions. If not recognized promptly and controlled, importation of wild poliovirus
could lead to widesprcad transmission and the subscquent re~cstablishment of indigenous discase.

The threat of importation is very real. In Canada where the last case of paralytic poliomyelitis due to
indigenous wild virus was in 1977, subsequent outbreaks of the discase have highlighted the need for
constant vigilance to prevent the importation of wild virus from polio-endemic countnes.

Poliomyelitis has been under control in Canada since the early 1970s through extensive immunizadon,
as well as improvements in sanication and surveillance efforts. Of 15,499 cases of paralytic polio reported
in Canada from 1949 through 1993, approximately 70% occurred in the pre-vaccine period of 1949 to
1954, Since 1965, 54 cases of paralytic polio have been reported in Canada, Thirty-five of these (65%)
were atributed to wild poliovirus infections, all but one prior to 1980. Of the wild virus cascs, 14 were
caused by imported virus while 21 were assumed to be endemic (prior to 1975, cases due to the wild
virus were not differentiated as indigenous or imported).

The last confirmed case of paralytic poliomyclitis in Canada due t indigenous wild virus was in 1977
However, the last case of wild paralytic poliomyclitis in Canada occurred in 1988 as a result of virus
importation.  This isolated casc of imported polio occurred in a fully immunized nine-month old male
child, born in Cal?ada but with close household contact with visitors from polio-endemic countries (Iran,
India and Egypt)." A diagnosis of wild poliovirus type 1 infection was confirmed by positive stool culture
and the virus characterized as resembling poliovirus strains from the Indian sttbcontinent.

‘Two other instances of wild poliovirus importation serve as more powerful illustrations of the continuing
risk to polio-free countries because of the number of persons infected. Both of thesc instances involved
well-defined communities which, for religious reasons, do not accept immunization and followed outbreaks
of poliomycligs in The Netherlands among similarly non-immunized religious communiaes.

The first instance of poliovirus importation followed an outbreak of poliovirus type 1 infection in The
Netherfands in 1978 and resulted in 11 paralﬁic cases in three provinces of Canada (Alberta, British
Columbia and Onrario) during 1978 and 1979.%" All the paralyuc cases involved people who had refused
immunization for religious rcasons. As is typical of polio, the full extent of infection is not known. In
Alberta, only one paralytic case occurred, but an additional 36 confirmed and 10 presumptive infections were
reported.  Epidermiological investigations proved close contact between members of the religious communiaes
in both countrics. Further, the type 1 virus isolated from both clinical and non-clinical cases in the two
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countrics were shown to be similar in genetic composition. Fortunately, the potential for spread of the
imported virus to the general population in the affected Canadian provinces was averted by the high levels of
immunity induced by routine immunization, and the prompt outbreak control measures taken.

From Scptember 1992 to February 1993, another polio outbreak occurred in The Netherlands among
the same non-immunized rcligions communities affected by the outbreak 14 years carlier. During ths
outbreak, federal and provincial discase control specialists in Canada took swift action to initiate active
surveillance for paoliovirus in the religious communitics affected by the 1978 outbreak. Surveillance included
both community (blood and stool) sampling and environmental (sewage) sampling. The alertess of public
health officials to the potential risk and the promptress of invesugations paid off as wild virus importation
was detected in southern Alberta™ In that province, 22 of 65 stool samples obtained resulted in isolation
of wild poliovirus type 3. Using generic and specific primer sets for genomic analysis, the type 3 virus
wolated was shown to be closcly related to the virus strain identified in The Netherlands outbreak. In
addition, contact between members of the two communities was documented,

No clinical cases were detected in Canada despite heightened surveillance.  Moreover, subsequent
resampling in Alberta did not reveal the virus, thereby suggesting limited circulation of the virus in that
community.  Investigations in the other provinces with similarly non-immunized religious communities
resulted in zero detection of wild poliovirus, The tmely detection of the imported wild virus despite the
absence of clinical cases attests to the quality of polio surveillance in Canada.

As other regions of the world forge ahead towards elimination of indigenous poliomyelitis, it is well
worth remembering that a polio-free status does not mean a risk-free status, The risk of poliovirus
importation is underscored by a nurnber of factors.

Firstly, there is a tendency among health care workers to overlook a disease which is rare or one which
may be regarded as clinically insignificant when compared with other more prevalent health problems.
Thus often results in decreased vigilance which may lead to an inability to recognize the occasional rare
oceurrencge of the discasc.

A sccond problem is the possible existence of pockets of low immunization coverage in industrialized
countrics, despite the notably high levels of overall immunization coverage that have been documented.
Such communities with low coverage (for religious or other reasons) should be sought out for acrive
surveillance when necessary as they constitute a particularly high-risk group for infection.

Thirdly, changes in the cpidemiological pattern of poliomyelitis as a country progresses from endemicity
to climination have to be taken into account. This may mean identification of different groups at risk for
infection and may have an impact on surveillance programmes. Unlike most endermic countries, the majority
(65%) of polio cases in Canada in the last three decades involved people above the age of 15 years. In
the recent importation of poliovirus, the ages of infected persons ranged from 8 months to 40 years (mean
of 15 years, median of 10 years).

Finally, the achievement of the ultimate goal of global cradication is dependent on the cfforts of all
Member States of the World Health Organization, The long-term benefits of the polio eradication campaign
cannot be fully realized until the time when polio vaccine is no Jonger necessary.  Good cominunication
berween countries and prompt exchange of information about the occurrence of polio are crucial for the
maintenance of polio-free zones.

Until poliomyelitis is wiped off the face of the carth, polio-free countries will have to maintain strict
surveillanee for possible wild virus importation. Detection of such imporration followed by prompt outbreak
control measures should avert cxtensive outbreaks of infection. To further control the transmission of
imported virus in the general population, it is also essential thar high levels of immunization are maintained
to minimize the number of susceptible persons. Strengthened efforts are needed to keep health care workers
informed about the continuing risk of importation, as well as the proper casc investigation and outbreak
control measures including the appropriate notification of public health authorities.
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REHABILITATION OF CHILDREN WITH POLIO

In the past, children crippled by polio were often confined to theiy homes. Unless they could manage to walk to
the neavest school, they missed out on education altogether. Even today they are often made fun of by thew peers
and excluded from novmal play activities. Dr Jacol John, Professor of Microbiology at Vellore Christian Medical
College in India, expluins how they can be helped through both physical and psycho-social rebabilitation in childbood
and through vocational guidance once they become adults.

Mahatma Gandhi once spent three days blindfolded trying to prepare himself for a visit to a home tor
the blind. Few of us arc endawed with such seriousness of purpose or sincerity. Most of us - cven those
actively involved in the prevention of poliomyelitis or in the rehabilitation of children affected - cannot
fully understand how a child feels when he/she realizes that paralysis 1s going to be life-long.

Fortunately polio prevention through immunization has been a rrernendous success. The incidence of
polio has fallen by over 90 per cent globally over the past 20 years, as a result of the Expanded Programume
on Immunization. Yet in Asia, Africa, and to a lesser extent, in Europe, children continue to contract polio
and develop paralysis.

The magnitude of the problem

During the 1970s and 19805 in several polio-endemic regions, between 6 and 8 out of every chousand
schoo! children were affected by polio. Most of them had paralysis of a leg and would come to school
limping. Some would use a stick to help them walk; others would use crutches. In some villages children
never went to school because they could not manage to walk that far. Others, paralysed in both lower
limbs, were mainly confined to the house and never went to school erther.

In a few towns, so-called Polio Homes can still be found, where children with severe disabilines are
housed and go to school. A visit to one of these homes can be cmotionally disturbing. The smiling faces
of children who can only crawl is a graphic reminder of what polio is: a discase that can rob children of
a normal childhood.

Although 6-8 children per thousand were affected in primary schools, the ratc in high schools was only
1 or 2 per thousand, while in colleges it was no more than 1 or 2 per 6000 overall. There are several
reasons for these disparities in distribution. In the first place, mortality rates among polio-atfected children
are several times higher than in non-affected children. As children grow older, the proporuon of polio-atfected
among them incvitably declines. Sometimes they die as 2 result of accidents, sometimes through neglect.
When a polio-atfected child falls sick, the parents tend to pay less attendon than to a normal sibling.

Secandly, for reasons not fully understood, polio has always tended to affect a a disproportuonately higher
number of children from poorer families. One reason is that once immunizaton became available, the children
of well-to-do famities were vaccinated more regularly than those of poorer families. As a result, over the past
two decades the disparity in the occurrence of polio has widened between richer and poorer farnilies.

Meanwhile the children from poorer farmilies — the group most affected by polio — arc less Iikely to artend
high schoot or college. Polio-affected children tend t Jeave school and break off their educagon at an carher
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age then physically normal children. Many break off their schooling ar the primary stage, while others
leave in the middle school. Polio-affected children are also less likely to go on to high school or college.

What is rehabilitation?

A child paralysed by polio is in need of some kind of rchabilitation. This may involve psychosocial
rehabilitation as well as different torms of physical rchabilitation.

Physical rchabilitation is intended to improve the functional ability of the affected limb. A child who
walks with the support of a stick or crutch should be helped to walk without support, wherever possible.
A child who cannot walk due to weakness in both legs should be cnabled, if possible, to walk with support.
Those who can only crawl should at least be given wheelchairs so they can become mobile.

There are three elements involved in physical rchabifitation. The first involves cxercises to prevent
contraceures and deformitics and to improve the residual muscle power of affected muscles. These exerciscs
should begin once the progress and pain of paralysis are over, and following a period of 2 wecks rest,
that 15, one month after the onset of paralysis. If the mother or another responsible member of the family
is raught to help the child with exercises, both passive and active, these could be continued at home.

The sccond element involves mechanical instruments or appliances to stabilize weak joints (ankles,
knees, hips), Calipers are commonly prescribed and then made and fitted in the clinic sctting. Back homne
in the village children often discard them because they are cumbersome to use and sometimes too heavy
tor the child to wear. User-friendly calipers have been designed made from lighter materials but most
centres continue to turn out old-fashioned, heavy calipers.

As children grow, calipers have to be altered and refitted from time to time. Crutches also have to b
periodically checked tor correct length and changed where necessary. Calipers and wheelchairs are often
our of plce in a village sctring unless some commonsense modifications are made to the house. Ramps
are needed and roiler facilities should also be modified for use by a handicapped child. Rehabilitation
centres often fail to pay cnough attention to these kind of details.

The final clement is surgery. Carcfully selected children can benefit remarkably from surgery, which
can mvolve tendon lengthening to overcome contractures or tendon transfers to mmprove the functional
ability or srability of a joint, More recenely, surgical procedures to lengthen limb bones are being tried,
using the bone fixator and slow traction method of Ilizarov. Although surgical procedures are expensive
and beyond the reach of many families of children with polio, sometimes governmental or voluntary
agencies organize free surgical corrections.

In addinon o physical rehabilitation, there s often a need for psychosocial rehabilitation - equally important
buz all 1o often neglected, Children physically disabled through polio have normal intellecrual finctions. They
wso have emotional needs: in particutar, they may need help in coming to terms with their condition and in
adopting a positive outlook. All too often other children make fun of their physical handicap, ignore them or
exchide them from play groups. As a result, children with polio may become withdrawn and emottonally
isofated. They may need rehabilitadon through play therapy in addition to regular schooling.

As children grow older, they should be guided towards suitable occupations or vocatons. Although
governmental sehemes somenmes exist which can help them, often there 15 no onc o liaise berween the
young person with polio and the appropriate agency. This is one arca where voluntary agencics have a
key role to play. Fortunately most polio victims have their upper limbs spared and they can be taught a
range of skills such as operadng telephone systems, feeding dara into computers, computer programming,
assembling instruments and arework. Without some kind of employment-based intervention, the rehabilitarion
of a polio-effected person is incomplete.

What we can do to help

S0 what can organizations and individuals do to help in the rchabilitation of people with polio? A first
step s to identify every person with polio in our own geographic locality. The nearest hospital can then
be approached to help assess their individual needs, in particular the nced for physical rehabilitation.
Together with the hospital staff, we can also assess the psychosocial needs of cach person. In many cascs,
hospirals may have trained social workers. Otherwise, governmental social welfare offices can be approached.
T some cases we may have to travel to the nearest city to obtain professional advice on psychosocial
rehabnlitation. Matching up available resources with those in need is the greatest service we can render to
people living with polio,
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IN POINT OF FACT

THE DISEASE

What is polio?

Polio (short for Poliomyelitis) is an infecnous disease caused by any one of three related viruses. The virus
multiplies in the intestine and can then spread elsewhere in the body, causing an illness with mild flu-like
symptoms. In abour 1 out of every 200 cases, poliovirus passes to the spinal cord where it can  destroy

the nerve cells which activate the muscles. This damage is irreversible. The nerve cells cannot be replaced,
the muscles affected no longer function and the outcome is lifelong paralysis.

Is polio ever fatal?

Yes. Sometimes the nerve cells in the brain are affected by the pohovirus. This can lead to respiratory
failure and death.

Who are the main vichms?

The discase mainly affects children under three bur older children can catch it too. Adult cases are rare
but do occur.

How is the virus transmitted?
The virus is transmmitted primarily through faecal contarmination, especially in areas where sanitation is poor.

The spread is from child to child and there are no long-term carriers of poliovirus. Animals arc not
carriers either bur the virus can survive in sewage for up to three months.

Is there a cure?

Sadly no. Although most children infected with poliovirus experience no more than mild flu-like symptoms
and make a full recovery, polio paralysis is irreversible.

Can you get polio more than once?

Yes. Infecnon with poliovirus only guarantees immunity against the specific poliovirus responsible. There is no
cross immunity between the three viruses. Only vaccination can provide imumunity against all three types of virus.

THE VACCINE

Why are there two different kinds of vaccine?

The first vaccine was developed by Dr Jonas Salk in 1955. It consists of an inactvated polio vaccine (IPV)
which s administered through injection. It is produced from inactivated (killed) poliovirus.
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The sccond is a live oral polio vaccine (OPV) developed by Dr Albert Sabin and introduced in 1961.
The virus in OPV has been modified so that it no longer causes paralysis but it does stimulate immunity.
‘This vaccine 15 administered directly into the mouth.

Both vaccines provide cffective imoaunity against all three types of poliovirus.

Which polio vaccine is recommended by WHO?

WHO recommends the use of oral polio vaccine (OPV) for its global inidative to eradicate polio. There
arc three reasons for this;

m OPV is more effective in stopping the spread of wild polioviruses (unlike IPV, it stimulates immunity
in the intestines — one of the key sites where the virus multiplies — and reduces the risk of spread to
other children)

® i is casier to administer (IPV requires sterile injection equipment and skilled medical personnel)
® the vaccine costs less (a fifth of the cost of an cquivalent dose of TPV)

How safe is OPV ? Are there any side-effects?

OI'V is highly safe and effecave. However, in very rare instances (about two cases out of ¢very 5 million dosces
of the vaceine) it can cause vaccine-related cases of polio - either in the vaccinated child or in a close contact,

Who needs to be vaccinated against polio?
All children should be routinely immunized against polio during their first year of life,

How many doses of OPV are needed to produce lifelong immunity?

The number of doses required to produce lasung immunity varies by geographical area. In the temperate
countrics, three doses will produce almost complete protection, while in the tropics — particularly in thosc
countries with poor sanitadon - four or more doses are needed.

WHO recommends forr basic doses to be administered:

at birth

10 weeks

|
A & weeks
[
w14 weeks

What is a National Immunization Day (NID)?

NIDs are mass immunization days intended to supplement routne immunization by providing blanket
coverage for young children - irrespective of whether or not they have been vaccinated before. The aim
is to interrupt the circulation of wild polioviruses. In countries where polio is endernic, NIDs arc a key
weapon 1n cradicating polio,

m The world’s largest cver NID was in China in January 1994 when a record 83 million children were
vaccinated against polio over two days,

How much vaccine is needed to eradicate polio?

It is estimated that as many as 10,000 million doses of OPV will be needed to ensure the global eradication
of polio.

Is it true that a lot of vaccine is wasted?

Unul recently, yes. Because OPV was one of the most heat-sensitive vaccines, vaccine vials thar had been
opened had to be discarded at the end of the immunization session = whether they had been used or not.
Vaceines produced now are more stable and can be used on successive days.

What is WHO doing to prevent vaccine wastage?

First, WHO and UNICEF cstablished 2 «old chain» ~ an uninterrupted sequence of cooling systems involy-
ing chfferent kinds of refrigerators and ending with an ice box carried by the community health worker,
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In addition, temperature-sensitive vial indicators are being introduced. These indicate which doses of
unopened vaccine have a continued shelf-life and allow vaccine to be kept for longer periods of tme.

In the meantme, rescarch is being carried out into ways of developing less heat-sensitive OPV, Use
of an even more thermostable vaccine would reduce vaccine wastage caused by mishandling and also reduce
the need for icc and vaccine carriers. The problem is that this may push up the cost of the vaccine at a
ume when donor funding is already insufficient to cover the overall cost of vaccine needed — even at
current prices.

ERADICATING POLIO

What does global eradication of polio mean?
Total cradicanon of wild (i.e. naturally occurring) polioviruses from every country throughout the world.

How is that different from eliminating the disease?
Eliminating the disease mecans geting rid of the clinical disease. The cradication of polio means going a
step further and getting rid of the virus thar causes it

Over recent years a growing number of countries have succeeded in controlling the disease through
intensive immunizanon and surveillance measures. However, until the poliovirus has been finally eradicated
in every country, polio-frec countries remain at risk from importation of the virus from countries where
the discase is still endemic. For this reason they still need to ensure that all children are vaccinated.

Outbreaks of polio will continue to occur until transmission of the virus has been completely interrupred.
Only then can vaccination be stopped.

How do we know that a country is free of polio?

Standard surveillance procedures have been established by WHO to ensure the reporting and follow-up of
all suspected polio cases. Any case of acutc flaccid paralysis should be reported and followed up to determine
whether polio is the cause. Clinical diagnosis should be backed up by laboratory tests to analyse facces for
the prescnce of excreted poliovirus. For this reason WHO is helping to develop a global network of
laboratories to cnsure that cach country has ready access to laboratory facilities.

B On 29 Scptember 1994 it was announced that the countries of the Western Hemisphere had been
cerafied polio-free. The last reported case in the region occurred in Peru in August 1991,

Has poliovirus ever been imported into a polio-free country?

Yes. One well-documenred instance was in 1992 when poliovirus was imported into Canada from the
Netherlands, where an outbreak had occurred among a small religious group which refuses vaccination.
In the Netherlands, there were 71 cases of polio - all but onc from the religious community. The virus
later spread to a related religious eroup in Canada but no cases of paralysis occurred.

What lessons were learnt from the eradication of smallpox?

The strategy tor the eradication of polio is founded on the pioneering methods used to eradicate smatlpox
and some of the key public health professionals involved have spearheaded both initiadves.

Eradication measures include:

B routne immunization of all young children
W stepping up surveillance so that outbreaks of the discase can be rapidly detected

® supplemental immunization targeted to polio-endemic countries in order to interrupt transtmission of
the virus.

Where are the worst polio blackspots?

Polio 15 snll a major problem on the Indian Subcontinent which accounts for 3 out of every 4 polio cases
reported throughout the world. The disease is also endemic in most of West and Central Africa.
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Can polio be eradicated on target by the year 2000?

Yes, it can,

What are the main hurdles still to be overcome?

m Lirst, cnsuring top-level political commitment in those countries where polio is sall endemic.
Commitment from a Head of Statc can often mobilize cxtra funds for cash strapped Ministries of
Health.

m Secondly, mobilizing urgently needed additional resources from industrialized polio-free countrics 1n
the form of key health professionals and resources for vaceine purchasc.

B Thirdly, cnsuring that the appropriate WHO recommended strategies arc being followed. If few cases
of polio are being detected, it makes it harder to accept that nationwide mass campaigns will still be
nceded. But they will.

m Finally, ensuring that the polio eradication initiative is not abandoned in those countries at war of
undergoing major political, economic or social upheavals, In some countrics civil war has paralysed
governments, forced the withdrawal of international agency workers and blocked the delivery of
vaccines. In countries such as ¥l Salvador and Sudan, so-called Days of Tranquillity have been
organized to allow children on both sides to be vaccinared.

THE COST OF ERADICATING POLIO

How much money is being spent on efforts to eradicate polio?

WHO cstimates that the global initiative may cost as much as US$1000 million over a period of 10 years,
To put that figure in perspective, the United States of America currently spends more than 10% of that
(over US$105 million) on polio vaccine in a single year.

More than 70% of the estimated cost of eradication is earmarked for the purchase of vaccinc. The rest
of the money is for personnel, training, extending the cold chain, communications, research, and development
of the laboratory network.

How is the polio eradication initiative funded?

Polio cradication is being achieved through a partnership which includes the countrics themselves, Rotary
International, WHO, UNICEF and bilateral donors including Japan, the United Statcs of America, Canada
and Australia. In addition, a number of other countrics - notably Denmark, Swedcen, the Netherlands and
the United Kingdom - strongly support all immunization activitics.

m Polio-endemic courtries themsclves meet 80% of the cost of polio eradication activities such as staff,
allowances and transport.

Is it cost effective for polio-free countries to continue to immunize every child?
Without a doubt. ‘
m A global cost-benefit study carried out for WHO by the Centers for Disease Control (CDC) in

Atlanta, USA, cstimates that if polio is eradicated on target by the year 2000, the cumulatve benefits
will exceed the costs by approximately US$125 million by the year 2005,

m The 1991-92 outbreak of polio in the Netherlands, involving only 71 cases, cost more than JS$10
million — without taking into account the longer-term costs of hospital care and rchabilitation for the
SULVIVOTS,

B Since the world’s last case of smallpox in 1977, the United States of America - the largest contriburor
to the global campaign to eradicatc smallpox — has saved its total contribution once every 26 days.

is funding a problem?
Yes. There is an urgent need for increased donor funding.

® The CDC study estimated that US$$807 million will be needed in donor funding over the final six
years of the eradication initiative in the run-up to the year 2000

In Paint of fact Page 4




