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The Latest Progress and Highlights 

Q1.  How many countries were polio endemic at the end of 2000? 

There were 20 polio-endemic countries by the end of 2000, versus 125 endemic countries at the outset of the Initiative in 1988. This is in keeping with the target set by the 2001-2005 Global Polio Eradication Strategic Plan. The countries are: 

Afghanistan, Angola, Bangladesh, Benin, Central African Republic, Chad, Congo, Côte D’Ivoire, the Democratic Republic of the Congo, Egypt, Ethiopia, Ghana, India, Nepal, Niger, Nigeria, Pakistan, Somalia, Sudan and Sierra Leone.

In addition, there were 3 countries with importations. They are Cape Verde, Iran and Myanmar. 

Transmission was at a low-level in most of these countries. 

There are 10 global priorities: 

The 5 poliovirus “reservoirs”: India, Nigeria, Pakistan, Bangladesh, Ethiopia 

The 5 countries in conflict: Democratic Republic of the Congo, Angola, Afghanistan, Somalia and Sudan.  

Q2 How many polio cases were reported in 2000? 

There were no more than 3500 cases reported in 2000. This represents a 99% decline in the number of cases globally since the Global Polio Eradication Initiative began in 1988. Recorded polio cases are at the lowest in history. 

Q3  How much progress was made between 1999 and 2000? 

Key to progress in 1999 and 2000 were the accelerated immunization activities, as called for by the World Health Assembly. 

Reported polio cases were halved between 1999 and 2000, from 7141 to fewer than 3500 in 2000. 

The number of polio endemic countries was reduced from 30 to 20, with all regions achieving an AFP surveillance rate of better than 1.  

Q4   What were the highlights of 2000?  

Major highlights include: 
· Polio cases are at the lowest in history with a 50% decline between 1999 and 2000 even with an increase in surveillance sensitivity. There were no more than 3500 reported cases in 2000, compared with 350,000 estimated in 1988. This is a 99% reduction in cases since the programme began.   India saw a record 75% drop in cases in a single year from 1999 to 2000.   
· A record 550 million children – almost one-tenth of the world’s population – received oral polio vaccine (OPV) in 2000 thanks to accelerated vaccination activities in 82 countries. Every polio-endemic country increased the number of NID rounds   and began house-to-house vaccine delivery to reach every child.

· The 37 countries of the Western Pacific Region (WPR) were certified polio-free in October 2000. No new cases of indigenous polio were detected in the WHO WPR countries in the last 3 years even with certification-standard surveillance. WPR’s last indigenous case was Mum Chanty, a 15 month-old Cambodian girl paralysed in March 1997. WPR is the second WHO region to be certified polio-free, after the Region of the Americas in 1994. 

· Over 240 000 childhood deaths were prevented by the administration of vitamin A during polio national immunization days in over 50 countries.

· 17 west and central African countries synchronized NIDS and vaccinated 76 million children, including more than two million children never previously immunized. These two rounds of coordinated NIDs were the largest  public health initiative in the region’s history. 

· A global public health laboratory network which enables genetic sequencing of all wild  polioviruses, facilitating prompt and focused immunization response. The 148 accredited laboratories will also be used to detect and respond to other diseases of public health importance.
· Staffing in the Initiative quadrupled to accelerate activities. The number of polio-funded immunization staff rose from  200 to more than 2000.  
· The UN Secretary General addressed the Global Polio Partners’ Summit in New York, an unprecedented gathering of over 350 individuals who pledged their commitment to securing a polio-free world in 2005. The Global Polio Eradication Strategic Plan 2001-2005 - the roadmap to certifying the eradication of polio by 2005 - was unveiled.

· In late 2000, the UK and Netherlands donated an additional US$ 90 million. The UK’s DFID provided US$ 50 million for operational costs, surveillance, OPV and personnel. The Netherlands gave US$ 40 million for surveillance. 

Q5. What were the challenges in 2000? 

Global level 

Overall, there are three global-level challenges to polio eradication. They are:

1) Accessing all children, especially those in conflict-countries 

2) Closing the U.S.$ 400 million funding gap 

3) Maintaining political commitment in the face of a disappearing disease 

Country level challenges
While enormous progress was made in 2000, polio outbreaks on two small islands  reinforced the need to carefully follow the recommended polio eradication strategies. 

An importation caused a major outbreak in Cape Verde (which had been polio-free for years), paralysing 44 people and killing 17.   Genomic sequencing traced the virus to Angola. Ongoing importations demonstrate the fragility of any area’s ‘polio-free’ status and thus the importance of high polio vaccine coverage and sensitive polio surveillance. A second outbreak occurred on the island of Hispaniola, and due to circulation of a vaccine-derived poliovirus. This resulted in 13 cases of paralysis – all of whom were unvaccinated or under-vaccinated. The outbreak was followed-up with 3 OPV rounds. 

Both outbreaks highlight the need for high routine immunization coverage and certification standard surveillance. As long as polio remains anywhere, all children remain at risk.

In addition to these outbreaks, limited OPV supply caused the cancellation of Nigeria’s spring NIDs.  

Q6  What was the significance of the wild virus importations in 2000? 
In 2000, circulation of imported poliovirus was detected in three countries: Cape Verde, Iran and Myanmar.  The cases demonstrated the importance of good surveillance.  However, each of these importations also demonstrates that all countries are at risk until polio is eradicated everywhere.

PEI Targets and Definitions

Q7  What is the difference between polio eradication and certification?

Polio eradication is defined as ending the transmission of wild poliovirus. Certification is the process which verifies that a region and eventually the entire world is polio-free.  Only after a period of at least three years’ of no polio cases in the presence of certification-standard surveillance can a region – and eventually the world – be certified polio-free.   For example, the last case in the Americas was found in 1991; the region was certified polio-free in 1994.

During the three-year monitoring period, countries must continue with polio immunization.

Q8  Will the world be ready for polio-free certification in 2005?  

The Global Polio Eradication Initiative is on track for certification in 2005. The Initiative has met the year 2001 targets as laid out in the Strategic Plan 2001-2005 – including  no more than 20 polio-endemic countries at the beginning of 2001. Intensified  immunization activities and certification-standard AFP surveillance, with efforts to overcome remaining challenges to the programme (access to all children, maintaining political commitment and closing the funding gap) can result in polio-free certification in 2005. 
Q9  Why wasn’t the 2000 eradication target achieved?

Five principal factors contributed to the delay in meeting the target of interrupting wild poliovirus transmission worldwide in 2000:

i)   low routine coverage in large, densely-populated countries (e.g. PAK, IND), 

ii)  a failure to reach all children during all NIDs rounds,

iii) late start of activities in some countries (e.g. DR Congo, Sierra Leone),

iv) a lack of surveillance leading to late detection of infected areas (e.g. Ethiopia),

iv) insufficient or late receipt of funds.

The ability of the eradication programme to compensate for these problems during the acceleration phase was substantially compromised by the limited OPV supply.  The Polio Eradication Strategic Plan 2001-2005 addresses all of these problems.

Q10  When will transmission of wild poliovirus be interrupted?  

It is expected a handful of countries (Afghanistan, Angola, DR Congo, Pakistan, Nigeria) may require up to 24 months to stop transmission of wild polio virus, recognizing that some may have continued transmission in early 2003. 

Q11  Why are some countries lagging behind?

The reasons are: sub-optimal quality of National Immunization Days; restricted access to children, particularly in countries where there is war; below certification-standard surveillance resulting in late detection of infected areas; inadequate supplies of OPV (largely because of the acceleration of the initiative and increase in the number of nationwide immunization campaigns – e.g. one billion doses of vaccine delivered in six months in India); funding and low routine immunization coverage.

Q12 Are there any new target dates? 

Partner agencies believe that the year 2005 target for certification – the most important determinant of our achievement – can be met. There is no new target date.

Q13  How do importations affect the certification process? 

The Global Polio Technical Consultative Group has determined that when an importation is identified, immediate targeted immunization is essential, followed by careful surveillance. Provided this takes place and no other cases are detected, the certification process can proceed.   
Q14  What is the strategy for the 2001-2005 phase?

The major elements for 2001-2005 are:  

1) Intensification of National Immunization Days and mop-up campaigns  

2) Surveillance and certification
3) Containment of laboratory stocks;
4) Strengthening of routine EPI
5) Building a  consensus strategy for stopping polio immunization. 

Paradoxically, despite the low number of cases, this is the most intensified, and therefore, most expensive phase of the initiative: the highest spending on polio activities in the areas where transmission has been interrupted was often in the 12-24 months after the last case, because of the addition of mop-ups to the National Immunization Days and intensified surveillance activities.

 Challenges

Q15  What are the major challenges to polio eradication? 

There are three major challenges to polio eradication. They are: 

1) Securing access to all children, especially in areas of conflict 

2) Closing the funding gap of US$ 400 million

3) Maintaining political commitment in the face of a disappearing disease 

In addition, challenges include: ensuring immunization and activities are of extremely high quality; achieving certification standard surveillance and ensuring adequate OPV supply.
Q16 What has the partnership done to overcome these challenges?  

i)   enhanced the support of the UN Secretary General Mr Kofi Annan and partners, such as the ICRC and IFRC, with expertise in conflict-affected areas,

ii)  enhanced its public sector fundraising capacity, opened new discussions with the European Commission and the World Bank, and facilitated the private sector polio fundraising campaign led by Rotary International and the UN Foundation,

iii)  enhanced the political advocacy efforts of all partner agencies.

Q17 How much money is now needed to eradicate polio?

The total external financial support needed through to 2005 -- the target date for certification -- is US $1 billion. The financial shortfall for the initiative through to 2005 according to WHO projections is US $400 million. For every year polio eradication is late, the overall costs will increase by at least US$ 100 million. Costs will continue to be monitored in the coming months to ensure we have the necessary resources to sustain the same level of activities – and momentum – through 2005.  

Q18  Why has the funding gap changed from US$ 450 million to US$ 400 million?  

Bi-yearly updates of the funding gap are required in order to reflect new contributions balanced against changing requirements and unexpected increase in costs.  The funding needs reflect contributions and pledges to the programme, significant changes to global requirements (ie additional needs to respond to an outbreak), OPV costs and currency rate fluctuations. )  

Several specific factors influenced the funding gap projections for the first half of 2001. These include 90 million dollars in new contributions from the public sector – balanced against a rise in OPV prices (from 7.5 to 10 cents a dose between 2001 and 2005) and additional resource requirements for the DR Congo and Nigeria resulting in US$ 40 million in increased costs. The previous funding gap of US$450 million, less the US$ 90 million in new contributions, plus the US$ 40 million in increased costs = US$ 400 million. 

Q19  What is being done to close the funding gap?  

With expanded capacity for resource mobilization, WHO, Rotary International and UNICEF are working to raise the additional resources needed to eradicate polio.

· In addition to previous donations from polio partners, several new donations have been pledged for 2001-2005 . 

· The polio partners will continue to aggressively approach the public sector for funding.

· The UN Foundation and Rotary International have launched an appeal to individual philanthropists and the private sector. The appeal will include fundraising meetings in major cities around the world throughout the first half of 2001. 

Q20  What is being done to overcome obstacles in countries affected by conflict?

Countries where there is war pose a particular challenge to the polio eradication initiative. But the success of the UN Secretary-General and other partners in establishing “Days of Tranquillity” for National Immunization Days during 1999 in DR Congo, when close to 9 million children were vaccinated, has further demonstrated that we can work successfully in these areas.  

· Negotiated ceasefires successfully held during 2000-2001  NIDs rounds  in Afghanistan.

· In early 2001 WHO and UNICEF also helped negotiate access to children for special immunization activities in rebel-controlled areas in Sierra Leone. 

· Ceasefires will be critically important in July, August and September of 2001, when Angola, Congo and the Democratic Republic of the Congo plan to “synchronise” their National Immunization Days.   

· In addition, Somalia and Sudan are scheduled to conduct 4 NIDs rounds each  in 2001. Afghanistan is scheduled to conduct 5 rounds. 

Q21  What is being done to overcome obstacles in priority reservoir countries?  

In a major policy shift to accelerate polio eradication activities, the number of rounds of National Immunization Days has been increased in reservoir and other priority countries. WHO is also recommending a house-to-house strategy (as opposed to a fixed-post immunization site) in order to improve the quality of NIDs and reach every child. 

Central to the success of polio eradication is ensuring that extra rounds of high-quality National Immunization Days are conducted in 2001 and 2002. Further, there is increased emphasis on a multisectoral approach, social mobilisation, and improved microplanning. 

In 2001: Nigeria and Pakistan are scheduled to conduct 5 rounds of NIDs. India will hold two rounds of NIDs and 8 rounds of Mop-ups.
Immunization and Endgame Strategies 

Q22  When will intensified immunization activities stop?  

National Immunization Days, Sub-National Immunization Days and house to house Mop-Up campaigns need to continue at a heightened level in 2001-3 as part of the established eradication strategy, so that every child is reached. In areas with low routine immunization coverage, supplementary immunization activities must continue through 2005.   

In addition, disease surveillance to find and investigate every newly paralyzed child, laboratory containment of the virus, and certification activities need to continue everywhere until well after anticipated global certification in 2005. A concensus strategy for stopping immunization is being developed.  
Q23  What should be done with laboratory stocks of the poliovirus?  

Once polio is eradicated, the laboratories of the world will be the only remaining source of the virus. As an increasing number of countries become polio-free, the virus needs to be safely and securely stored in a limited number of laboratories to ensure no inadvertent release occurs after eradication. A unanimous resolution at the World Health Assembly in May 1999 called for all laboratories to either transfer virus to designated WHO repositories, implement high containment procedures or destroy stocks of the virus if they are not useful to research. As part of the regional and global certification process, countries are identifying and developing an inventory of laboratories that possess any potentially infectious materials. 

Q24  Will it be possible to stop giving polio vaccine once polio is eradicated?

Polio immunization can eventually stop, at which time an estimated US$ 1.5 B can be redirected to other health priorities.  A number of strategies have been proposed for this including a mixed strategy of vaccines (OPV/IPV) and delivery systems.  

WHO is coordinating a research agenda to establish consensus on when and how to stop polio immunization.  The recent discovery of vaccine-derived poliovirus on the island of Hispaniola reaffirm the need for this strategy to include: 

a) High polio immunization coverage in all countries until global cessation

b) Certification-standard AFP surveillance with genetic sequencing of all polioviruses, including VDPVs.
c) Global coordination of the cessation of polio immunization 
d) Eventual containment of Sabin strains of the virus.
Q25  What is WHO doing to ensure that we will be able to stop vaccinating?
The issues

WHO and its technical partners are addressing two major issues:  

· Protecting populations while stopping OPV immunization, with emphasis on the use of a mixed strategy of vaccines and delivery systems 

· Controlling a poliovirus reintroduction in the  post-immunization era
The process of addressing these issues includes several key meetings: 

Between 1998 and 2000 WHO convened three consultations of leading virologists, vaccinologists and vaccine manufacturers to determine the remaining research needed to define the safest and most efficient of strategy for stopping polio immunization.  WHO has hired two full-time scientists to coordinate this research agenda in close collaboration with the Centers for Disease Control and Prevention.  In March 2001, WHO held the first meeting of a Steering Committee to oversee this research, the preliminary results of which will be presented to the World Health Assembly in 2003. 
OPV and IPV – Supply and Issues 

OPV Supply 
Q26  Is there enough vaccine to eradicate polio?

The supply of vaccine is limited. In 1999 up to the early part of 2000 there was a deficit of OPV due to acceleration of activities and a sharp increase in the number of rounds of nationwide campaigns.  Demand exceeded supply capacity. This led to uncertainty around shipment of vaccine and cancellation of some activities.   

Rectification of the deficit through increased supply were limited by the 18-24 month period required for OPV production.  Immunization plans are currently regularly adjusted to ensure supply meets demand. As long as campaigns are carefully planned and the quality of supplementary immunization activities is high, there is enough vaccine to eradicate polio. 

Q27  What are the partner agencies doing to ensure adequate OPV supply? 

UNICEF and WHO are working daily to ensure country plans follow the supply capacity  of the manufacturers. UNICEF, WHO and manufacturers have further streamlined information exchange, and strengthened vaccine forecasting, planning and coordination.

OPV and IPV
Q28  What is the difference between oral polio vaccine and inactivated polio vaccine?

Oral polio vaccine (OPV) contains live polio virus and is given by mouth to stimulate the immune system. It produces high levels of immunity both in the intestines - the place where the virus multiplies in the body - and in the blood.  OPV is relatively cheap (current price is around 7 US cents per dose when purchased by national governments through UNICEF) and can be administered by non-medical volunteers with minimal training.  

 Inactivated poliovaccine (IPV) is a killed poliovirus that is given by injection.  It must be injected with sterile equipment by a trained health worker. IPV does not effectively block multiplication of poliovirus in the intestines. Consequently children immunized with IPV can spread wild poliovirus to other children, making IPV ineffective for eradicating polio.  IPV is also more than four times as expensive as OPV.  
Q29  Which vaccine is recommended for polio eradication?

Oral Polio Vaccine (OPV) is safe and effective and the recommended vaccine for the global effort to eradicate polio.  Because of its high levels of immunity, especially in the intestines, it is the only vaccine proven to stop transmission of the virus in developing countries.  OPV is easy to deliver – drops from a vial into the mouth of the child – so it can be administered by volunteers as well as trained health workers. It is also low cost. 

Q30  Which countries use OPV and which IPV and why?

Most countries use OPV because:  1) it is safe and effective; 2) they are polio endemic; or 3) because they have only recently become free of polio, or are at risk of importation 

Countries such as the USA, Canada, France, Germany, Sweden, Finland and the Netherlands use IPV, due to the progress in global polio eradication. Because these countries have been polio-free for many years and most have excellent routine coverage and sanitation, they perceive the risk of children spreading wild poliovirus to other children to be extremely low. These countries perceive the risk of vaccine-associated paralysis greater than the risk of wild poliovirus. 

A few countries (e.g. Denmark) use a mixed OPV/IPV schedule. 
Q31  Wouldn’t IPV help stop transmission in the remaining endemic countries?

Case investigation data show that polio transmission is continuing because of a failure to vaccinate children with OPV, not a failure of the OPV vaccine.  The vast majority of polio cases are still unimmunized or partially immunized children.  The use of IPV in endemic countries would only increase costs without addressing this root cause of ongoing transmission.  IPV would not help identify or immunize the children who are currently unreached with OPV.
Q32. Should all polio-free countries now switch from OPV to IPV?

Each polio-free country should individually weigh the costs and benefits of changing from OPV to IPV.  While a number of industrialized countries have changed from OPV to IPV, some have continued an OPV-only policy because of the ongoing risk of wild polio importation and spread, and the improved intestinal immunity conferred by OPV.

Countries should monitor global polio eradication progress over the next 24 months prior to making long-term polio vaccine policy decisions.

VAPP

Q33  Can OPV cause paralysis?

In extremely rare cases (one in 2.5 million doses of oral polio vaccine) vaccination with OPV can result in polio paralysis (‘vaccine-associated paralysis’ or VAPP) because OPV consists of live viruses. This risk is well known in all countries using OPV, and is far outweighed by the benefits of preventing thousands of polio cases every year. Although this risk does not exist for IPV, global eradication cannot be achieved with IPV.   

Q34  Does that mean when 152 million children were vaccinated in one day in India, then 70 children are paralyzed?
No. Most cases of VAPP (Vaccine-Associated polio paralysis) occur with the first dose of polio vaccine. Most children will have already received doses of OPV (through routine immunization or during National Immunization Days) or have natural immunity from prior exposure to wild poliovirus.  In a country like India, where wild poliovirus still circulates, VAPP cases probably occur at a reduced rate compared with the rate (1 in 2.5 million doses) in  industrialised countries. 

Vaccine Derived Poliovirus  

Q35 : What is the risk of vaccine virus transmission?

It has long been recognized that vaccine-derived polioviruses (VDPVs) could circulate. The outbreak of VDPV on Hispaniola in 2000 confirms these concerns.  This reinforces the need for high routine coverage, and highlight the importance of certification standard surveillance in every country. 

In 2000, thirteen cases of paralysis due to a type-1 vaccine-derived poliovirus (VDPV) were detected in Haiti and the Dominican Republic. A similar but not identical situation occurred in Egypt . The type 2 poliovirus circulated during a ten-year period and caused 32 cases of paralytic polio, ending in 1993. Common to both outbreaks were a high number of previously unvaccinated people.  

WHO is coordinating a research agenda to establish consensus on when and how to stop polio immunization.  These cases reaffirm the need for this strategy to include: 

e) High polio immunization coverage in all countries until global cessation

f) Certification-standard AFP surveillance with genetic sequencing of all polioviruses, including VDPVs.
g) Global coordination of the cessation of polio immunization  

h) Eventual containment of Sabin strains of the virus.  

Q36  How frequently does vaccine derived poliovirus circulate?  

Over the past decade, billions of OPV doses have been given worldwide. Surveillance systems for AFP have been established in all six WHO Regions, and very high quality surveillance has covered more than half of the global population for more than five years – yet to date, cases due to circulating vaccine-derived strains have been detected only twice (in Hispaniola and Egypt) 
Studies in Cuba and Hungary, when OPV was given only through annual immunization campaigns, showed no evidence of prolonged vaccine virus circulation after the campaigns. This reinforces that low OPV coverage, and thus low immunity in the population, is critical for any circulation of neurovirulent vaccine-derived polioviruses. Such transmission is halted when OPV coverage is increased. Studies in north-east Brazil of Sabin-derived polioviruses isolated from AFP cases showed no evidence of circulation, even in the setting of low population immunization.
As eradication draws near, WHO and CDC are working with leading virologists, researchers, vaccine manufacturers and epidemiologists to define the best and safest strategy for ultimately stopping polio immunization. 
Q37 How can we determine whether future cases of polio are due to wild poliovirus or vaccine-derived poliovirus (VDPV) 

Through the AFP surveillance system and the global laboratory network, all polioviruses isolated from cases with AFP are tested to determine if they are wild poliovirus or vaccine strain. From January 2001, all polioviruses including VDPVs will also be genetically sequenced, to identify any indications of prolonged circulation. Additionally, the Centers for Disease Control and Prevention (CDC) is retrospectively analysing every poliovirus isolated from AFP cases in the Americas over the past year to ensure no VDPV cases have been missed. Retrospective studies will also be conducted in other regions.
Q38 Can the vaccine virus be excreted for prolonged periods of time by immuno-compromised persons?

There are very rare instances in which persons with congenital immune deficiency disorders become chronically infected with the virus in oral polio vaccine.  Additional research is being conducted to determine how frequently this occurs and how it will impact on the strategy for stopping immunization.  

OPV and other diseases

Q39  Was an experimental polio vaccine the origin of HIV?  Does polio vaccine contain HIV?

No.  The theory that HIV was spread to the general population by an experimental polio vaccine in Central Africa in the 1950s was detailed by Mr. Edward Hooper in his 1999 book The River.  The theory was previously rejected by a panel of experts.  Scientific findings presented to the Royal Society in London in September 2000 further rejected this hypothesis:

· genetic sequencing data suggests HIV entered the human population around 1930, before the vaccine trials.

· the vaccine samples kept in safe storage since the 1950s tested negative for HIV, SIV and chimpanzee DNA.

· the vaccine manufacturing process included enzyme treatment, freezing, thawing and filtration, each of which destroys or removes HIV and SIV.
In addition, Sabin OPV strains are not related to the experimental vaccine questioned by Mr Hooper (CHAT vaccine).  

Modern vaccines are always tested before use and DO NOT contain HIV or SIV.

Q40  Can polio vaccine cause ‘mad cow’ disease?

There is no evidence of a link between polio vaccine and bovine spongiform encephalopathy (BSE) or vCJD. However, some recent news reports have drawn attention to this issue. 
In 1999 OPV produced by one United Kingdom manufacturer was recalled when it was found to have been produced in contravention of U.K. and European Union regulations prohibiting use of UK-sourced materials in the production of vaccines. 

In a separate incident, OPV given to children in Ireland in 1998 contained human serum albumin from a donor who has since been diagnosed with the new variant form Creutzfeldt-Jakob disease (vCJD). Human serum has never been shown to transmit vCJD. Given additional purification and dilution factors, the risk to children and adults who received the vaccine is near zero.
Q41  Can polio vaccine cause cancer?

No.  Simian Virus 40 (SV40) is a virus carried by some monkeys. Soon after its discovery in 1960, SV40 was identified as a contaminant of some lots of Inactivated Polio Vaccines (IPV) and OPV, due to the fact that these vaccines were produced using cultures of SV40 infected monkey kidney cells. In 1961, the SV40 was found to cause tumours in some rodents. All OPV and IPV produced since then has been free of SV40.  As part of the quality assurance process required by WHO and national regulatory agencies, both IPV and OPV (as well as other vaccines) are tested for the presence of SV40 since 1960.  None of the vaccine released after institution of testing contained SV40. 

POLIO, EPI and GAVI  

Q42 How have polio eradication activities contributed to strengthening health services?

There are a number of concrete, quantifiable examples of the positive contribution that the polio eradication initiative has made on health services.  For example, the polio initiative has (i) established a global laboratory and surveillance network which is being used to detect and respond to other diseases of public health importance, (ii) fielded over 300 international staff who also support routine immunization services and surveillance worldwide (estimated at 25-50% of their time), (iii) averted over 250,000 childhood deaths in 1999 alone through the provision of vitamin A during NIDs, (iv) systematically replaced or refurbished the vaccine cold chain, transport and communications equipment in sub-Saharan Africa and other areas, (v) markedly enhanced immunization management and planning skills in areas with low routine coverage (vi) resulted in a net increase in the financial resources available to routine immunization services (e.g. combined polio/EPI funding of World Bank, European Commission).

Q43  What is the relationship between the Polio Eradication Initiative and GAVI ?

The Global Alliance for Vaccines and Immunization (GAVI) builds on the gains and lessons learnt in polio eradication to strengthen routine immunization services and introduce new vaccines.  The polio partnership is working on a framework to transition its physical infrastructure, human resources, institutional arrangements and processes to the broader GAVI agenda.  The framework will be presented to the GAVI Board in July 2001.

GAVI also facilitates polio eradication, particularly through advocacy at the global and national levels (e.g. including polio in Ministerial discussions and the GAVI application process).  As the polio eradication initiative progresses GAVI will play a major role in facilitating the endgame activities, especially in certification, containment and the cessation of polio immunization.
Global Polio Eradication Initiative

Q44  When was the Global Polio Eradication Initiative launched?

In 1988, the 41st World Health Assembly launched a global initiative to eradicate polio by the end of the year 2000. This followed the successful eradication of smallpox in 1979 and progress during the 1980s towards elimination of the polio virus in the Americas, as well as Rotary International’s commitment to raise funds for polio eradication.  This commitment was reaffirmed at the World Summit for Children in 1990.
Q45  Who is involved?

The Global Polio Eradication Initiative is spearheaded by WHO, Rotary International, the U.S. Centers for Disease Control and Prevention (CDC) and the United Nations Children’s Fund (UNICEF).  

This coalition also includes national governments; private foundations such as the United Nations Foundation, Bill & Melinda Gates Foundation; donor governments (e.g. Austria, Australia, Belgium, Canada, Denmark, Finland, Germany, Ireland, Italy, Japan, the Netherlands, Portugal, United Kingdom and United States of America), humanitarian organizations (e.g. the International Red Cross and Red Crescent movement) and corporate partners, (e.g. Aventis Pasteur and De Beers) and the World Bank

Volunteers in developing countries play a key role; ten million participated in mass polio immunization campaigns last year.

Q46  What has the campaign achieved?

Polio eradication is progressing successfully.  The Americas, Western Pacific, and European regions of WHO are free of indigenous wild polio virus. In the 13 years since the Global Polio Eradication Initiative was launched, the number of cases has fallen by 99 percent. The number of polio infected countries has fallen from 125 to 20. In just one year from 1999 to 2000, the number of polio-endemic countries decreased from 30 to 20, with a marked reduction in the intensity and biodiversity of virus transmission in the remaining endemic countries.

Since the Global Polio Eradication Initiative was launched in 1988, three million children in the developing world, who would have been paralyzed, are walking today because they have been immunized against polio. Nearly two billion children worldwide have been immunized during National Immunization Days in the last five years, including 152 million children in a single day in India.

Q47 How is transmission of the wild poliovirus being interrupted?

There are four strategies: 

· Routine immunization of infants starting with four doses of oral polio vaccine in the first year of life

· Mass campaigns, known as National Immunization Days (NIDs), during which all children under five years of age are vaccinated, regardless of whether they have been vaccinated before. Multiple rounds of vaccination per year for at least three consecutive years are usually required in polio-endemic countries

· House-to-house “mop-up” campaigns,  to ensure that every child is vaccinated and to break the final chains of transmission

· Effective disease surveillance (known as Acute Flaccid Paralysis or AFP surveillance) to find and investigate every newly paralyzed child to determine if polio virus is the cause of the paralysis. 
Q48  Why eradicate polio?

Polio is one of the few diseases that can be eradicated, because it cannot survive outside the human body, and an inexpensive and effective tool, oral polio vaccine, is available. Disease eradication programmes bring great cost savings in the long run, which can then be used to control other diseases.  For example, polio eradication will bring estimated annual savings of US$ 1.5 billion per year – which can be used for other immunization programmes, such as measles control.  
Q49  Have any other diseases been eradicated?

Yes,  Smallpox. The World Health Organization launched the smallpox eradication programme in 1967.  At that time, some 10-15 million cases of smallpox were reported each year.  In 1980, the disease was certified eradicated.   Polio will be the first  disease to be eradicated in this millennium.  There is an ongoing initiative to eradicate guinea worm as well. 

General Background to the Disease

Q50  What is polio? 

Polio is a highly infectious disease caused by a virus. Initial symptoms are fever, fatigue, headache, vomiting, stiffness in the neck and pain in the limbs. One in 200 infections leads to irreversible paralysis (usually in the legs). Between five and ten percent of people infected with polio die when their breathing muscles are paralyzed. Polio mainly affects children under three years of age.
Q51  How is it transmitted? 

The virus enters the body through the mouth and multiplies in the intestine.

It invades the nervous system and can cause total paralysis in a matter of hours. 
Q52  How can polio be treated?

Polio cannot be cured but it can be prevented. A few drops of a powerful vaccine will protect a child for life.
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