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This report is dedicated to the individuals killed in  conflict areas 
during polio immunization campaigns, to survivors of  polio, 
and to those working to eradicate polio. USAID salutes 
the polio heroesx 

'USAID invites readers to learn more about thepolio heroes and contribute to the US. Centers for Disease 
Control and Prevention Foundation (see www.cdcfoundation.org). 



May 11, 2001 

Dear Colleague: 

It is a pleasure to provide you with the U.S. Agency for 
International Development (USAID) report, m e  USAID Polio 
Eradication Initiative 2000 Report to Congress: Reaching Every 
Child. This report chronicles the substantial accomplishments 
in polio eradication in the fifth year of USAID's Initiative and 
details program achievements in 2000 with the Congressional 
appropriation for polio eradication. 

USAID launched the Polio Eradication Initiative (PEI) in 
April 1996, building on the lessons learned from the successful 
eradication of polio in the Americas. The Initiative is 
recognized globally as a vital part of the worldwide campaign to 
eradicate poliomyelitis. With the support of its Polio Partners 
- the World Health Organization, Rotary International, U.S. 
Centers for Disease Control and Prevention, UNICEF, and host 
country governments - tremendous progress has been made in the 
fifth year of this Initiative. 

Some of the numerous achievements in 2000 are worth noting 
here. These include: 

The Western Pacific Region was certified polio-free in 
October 2000 - the second WHO region to be certified as 
polio-free (after the Americas in 1994). 
There have been significant declines in the number of 
reported cases, from a high of 350,000 estimated cases in 
1988 to less than 3,500 confirmed cases in 2000. 
There have been no reports of one (P2) of three strains of 
wild poliovirus still in circulation (PI, P2, and P3) since 
1999. 
A wake-up call was sounded and responded to when an 
outbreak of polio vaccine-derived virus in the Dominican 
Republic and Haiti in late 2000 was found. Governments 
were alerted to the importance of maintaining routine 

~ r u s  immunization and accelerating research on controlling v' 
transmission. Such research efforts will guide future 
decisions on how and when to stop polio immunization. 

1300 PENNSYLVANIA AVENUE. NSV 
WASHINGTON, D.C. 20523 



USAID continues to play an extremely important leadership 
role in the Initiative with host governments and other donor 
agencies. The Agency's programs are strengthening the planning, 
management, and supervis'on of polio eradication and 
immunization services. Building surveillance capabilities to 
detect, respond to, and monitor cases of polio and other 
vaccine-preventable diseases is a USAID priority. USAID is at 
the forefront of providing the support necessary to improve 
communication and social mobilization to ensure that every child 
under age five is reached with oral polio vaccine. USAID also 
is funding important research on related fronts to improve 
program implementation. 

With support from Congress, USAID will continue to build on 
this progress. At this time it is important to maintain the 
momentum that will lead to polio eradication. This achievement 
will save the world over $1 billion per year in vaccination 
costs once immunization can stop. More importantly, it will 
eliminate the threat of this disease to the world's children. 

Sincerely, 

Andrew S. Natsios 
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Executive Summary 

The Polio Eradication Initiative (PEI) of the ease Control and Prevention (CDC), USAID, the 
United States Agency for International Development United Nations Children's Fund (UNICEF), the 
(USAID) saw tremendous progress in 2000, its fifth World Bank, other bilateral donoragencies, Aventis . - 

year of operation. Strong commitment, increased 
funding, accelerated eradication activities, and tar- 
geted supplemental immunization strategies made 
2000 a successful year for the Initiative. 

PEIis a vital part of the global campaign toeradi- 
cate poliomyelitis in a manner that also improves 
routine immunization and disease control systems. 
With the support of the US. Congress, US&D has 
provided more than $134 million in funding for the 
Initiative since its April 1996 launch. As one of the 
leading bilateral donors in the global camoaim. 
USAID plays a central role in rally- . ~ 

ing the support of host country gov- 
ernments and other contributors. 
USAID is at the forefront of efforts 
to promote a longer-term legacy 
from investments in polio eradication. 
At all levels, USAID is making a dif- 
ference. 

In September 2000, at a Global 
Polio Partners' Summit at the United 
Nations in New York, the World 
Health Organization (WHO) an- 
nounced it had revised its target date 
for interrupting virus transmission 
from 2000 to 2002. This change re- 
flects the massive challenge of tracking down the 
virus under extremely difficult conditions. Achiev- 
ing a polio-free world as quickly and effectively as 
possible is now the program focus, with the goal of 
attaining global certification in 2005. USAID con- 
tinues to support all efforts to realize this goal. 

The global campaign is considered the most suc- 
cessful public-private partnership and largest public 
health initiative in history. It has generated additional 
health partnerships that are targeting important 
children's immunization and health issues. Rotary 
International began the collaborative polio eradica- 
tion campaign and remains a leading partner. The 
program now includes an impressive list of "Polio 
Partners," including host country governments, Ro- 
tary International, WHO, the US. Centers for Dis- 

Pasteur, De Beers, private voluntary organizations 
(PVOs), nongovernmental organizations (NGOs), the 
United Nations Foundation, and the Bill and Melinda 
Gates Foundation. Since 19%, the Polio Partners have 
implemented aproven collaborative strategy to break 
the chains of wild poliovirus transmission and eradi- 
cate polio. The strategy builds on lessons learned 
from the success of polio eradication in the Ameri- 
cas, including the importance of working with com- 
munity organizations and of using indicators to evalu- 
ate program effectiveness. 

Interagency coordinating com- 
mittees (ICCs) have proved to be an 
effective means for coordination and 
technical review of polio activities at 
the international, regional, national, 
and subnational levels. ICCs develop 
work plans and budgets based on epi- 
demiologically sound strategies. The 
ICCs identify n m e s q  country poli- 
cies and resources and work to re- 
solve problems. 

The status of polio eradication is 
monitored through WHO'S six geo- 
,gaptic regions, each of which must 
individuallv certify its "wlio-he" . 

status. A country is poliwfree when the wild poliovi- 
NS ceases to circulate and no virologically confinned 
cases of polio are found. For a WHO region to be 
certified as polio-free, all countries in the region must 
meet strict criteria for three years, including: 

Absence of confinned polio cases and wild po- 
liovirus 

Presence of an adequate surveillance 
system 

On-site evaluation by a national certification com- 
mittee (NCC) 

Establishment of appropriate measures to handle 
importations 
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Global Polio Partners' 2000 Summit 

Each region must also achieve containment of 
all existing sources of poliovirus to protect against 
accidental reintroduction of the virus into the 
population. 

This report to Congress presents a look at 2000 
activities, regional progress toward the eradication 
goal, and remaining challenges. 

Intensifying Activities to 
Achieve Eradication 

"Every Child Counts," the slogan adopted by 
WHO in 1999 for the final push for polio eradica- 
tion, emphasizes that all children must be vacci- 
nated. Immunization campaigns mustbe of the high- 
est quality. Many must include a house-to-house 
or child-to-child component to immunize all chil- 
dren, including those living in slums, remote areas, 
and other high-risk environments. These activities 
involve more health workers and volunteers, 
greater costs, and larger amounts of oral polio vac- 
cine (OPV) than ever before. This is the most ex- 
pensive phase, but house-to-house or child-to-child 
immunizations are needed to reach all missed chil- 
dren. All chains of wild poliovirus transmission must 
be interrupted, and all children under five must he 
immunized against polio. Surveillance systems must 
be strengthened sufficiently to detect all remaining 
polio cases, especially in "silent areas" where re- 
porting systems are lacking or inadequate. A pe- 
riod of vigilant surveillance must be maintained to 
ensure that the last traces of the disease are eradi- 
cated. 

Eleven cases of vaccine-derived polio in the 
Dominican Republic and one in Haiti were awake- 
up call for governments about the importance of 
maintaining routine immunization and accelerating 

The USAID Polio Eradication Initiative 

research on shedding (the release of poliovirus from 
an infected person's intestine back into the environ- 
ment) and vaccine virus transmission. This research 
will guide future decisions on how and when to stop 
polio immunizations. Containment of laboratory 
specimens that may hold the poliovims is only be- 
ginning and will require more intensive efforts, es- 
pecially in developed countries, where there are more 
laboratories and research systems than in develop- 
ing countries. 

2000 Achievements 

Last year's achievements were nothing short 
of remarkable, particularly in countries with weak 
health systems. While polio eradication was not 
achieved, the worldwide commitment to eradica- 
tion continued. The chains of poliovims transmis- 
sion are being broken, and the number of cases of 
wild poliovirus in circulation is declining rapidly. 
When global certification is achieved and immuni- 
zaliou is no longer needed, WHO estimates that the 
United States government will save an estimated 
$230 million per year in vaccine costs alone; global 
savings could equal $1.5 billion per year. USAID 
funding and technical assistance have had a signifi- 
cant impact. Most USAID resources directly sup- 
port country-level programs, while the rest support 
regional or global activities.' 



Global Highlights of polio-endemic countries has fallen from 125 
to about 20 countries. 

Since the global eradication program began more 
than a decade ago, the number of polio cases 
has declined significantly, from an estimated 
350,000 cases in 1988, to 7,141 confirmed cases 
in 1999, to 2,849l confirmed cases in 2000. The 
wild poliovirus disappeared from many countries 
(see figure 1). 

Of the three strains of wild poliovims-PI, P2, 
and P3-there have been no reports of P2 cases 
anywhere in the world since 1999. 

WHO'S Western Pacific Region was certified 
polio-free in October 2000. This is the second 
WHO region to be certified polio-free, after the 
Americas in 1994. With no new polio cases in 
two years, the European Region is next in line 
for polio-free status. 

The World Health Assembly unanimously passed 
a resolution to accelerate activities. The "Stra- 
tegic Plan 2001-2005" was unveiled at the Polio 
Pamers' September 2000 Summit. 

Rernainirtg Polio-Endemic Countries 

Widely endemic on five continents in 1988, polio 
is now concentrated in parts of sub-Saharan 
Africa and the Indian subcontinent. The number 

Polio Eradication Progress: 1988-2000 

Figure 1 

'As of April 24.2WI 

Of the 20 countries with ongoing wild poliovirus 
transmission, 10 are global priority countries and 
the focus of the final phase of polio eradication. 
Immunization activities are accelerating in 
Bangladesh, India, Pakistan, Ethiopia and Ni- 
geria, and war-torn Afghanistan, Angola, the 
Democratic Republic of O R )  Congo, Somalia, 
and Sudan. 

In the past six years, almost 2 billion children 
under the age of five were immunized during 
National and Sub-National Immunization Days 
(NDsISNIDs). In 2000,550 million children in 
82 countries were immunized against polio in 
280 NIDsISNIDs and post-NIDdSNIDs "mop- 
up" activities that administer additional OPV 
doses and search for AFP cases in highly en- 
demic areas. Where feasible, USAID supported 
vitamin A supplementation and measles vacci- 
nations in NIDs and Expanded Pro-pm on Im- 
munization (EPD activities. In 2000, WHO data 
showed that vitamin A dismbution in conjunc- 
tion with NIDS took place in more than 50 coun- 
tries, reaching millions of children. 

A house-to-house and ch i ld - t~h i ld  immuniza- 
tion strategy was added during NIDs and 
SNIDs. "Grab," or convenience, surveys, in 
which health staff question children and care- 
takers at random during NIDs to see if children 
have been immunized, were also instituted. 
Many children were found to be "zerodose'-- 
i.e., children who had never been immunized. 

Two rounds of synchronized NIDs were held in 
17 countries in Africa--the l q e s t  public health 
event ever in the continent! The NIDs targeted 
70 million children but reached 76 million. In 
the DR Congo, the UN Secretary-General Kofi 
Annan called for "Days of Tranquility" to en- 
sure that children in rebel-held areas could be 
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immunized in SNIDs in October and November 
2000. USAID, the largest donor to polio eradi- 
cation in the DR Congo, was a major participant 
in the negotiations for the Days of Tranquility. 

Since 1988, tens of thousands of public health 
workers have been trained to investigate cases 
of paralysis and manage immunization programs. 
Millions of volunteers have been trained to de- 
liver OPV and vitamin A. 

Acute flaccid paralysis (AFP) surveillance is un- 
derway in all polio-endemic countries. This dis- 
ease tracking system detects, reports, and re- 
sponds to all potential AFP cases (a signal con- 
dition for polio) to trackdown and eliminate pock- 
ets of potential transmission. There have been 
major improvements in surveillance and case 
reporting, especially in South Asia, where 
USAID funding has made a critical difference. 

Of the 149 laboratories in the WHO Global Po- 
lio Laboratory Network (LABNET), 128 re- 
ceived full or provisional accreditation in 2000. 
Maintaining and extending the quality of labora- 
tory practice and performance emerged as pri- 
ority activities. USAID is the largest bilateral 
donor to the laboratory network. 

UNICEF provided more than 1.3 billion doses 
of OPV for use in more than 50 countries. 

Partnerships 

Under the U.S.-Japan Common Agenda for 
Cooperation in a Global Perspective, USAID and 
the Government of Japan are working together 
on behalf of the Initiative. Japan Overseas Co- 
operation Volunteers (JOCV) and the U.S. 
Peace Corps are now working on community- 
level AFP surveillance in many countries. 

NGOs that belong to CORE, a network of 36 
organizations working on USAID health and nu- 
trition projects, established programs in the most 
inaccessible areas of India, Bangladesh, Nepal, 

Angola, and Uganda. One NGO identified 2,000 
zero-dose children in the slums of Calcutta. Close 
ties with communities are starting to pay off in 
increased identification of AFP cases. 

USAID child survival projects are helping to im- 
prove the quality of polio eradication in countries 
such as the DR Congo, Angola, Nigeria, Ghana, 
Mali, Bangladesh, and Egypt. 

o The Voice of America/Intematioual Broadcast- 
ing Bureau (VOMBB) and WORLDNET Tele- 
vision expanded their coverage of polio activi- 
ties. Since 1998, VOMBB's 17 language ser- 
vices have produced more than 1,100 VOAIIBBI 
WORLDNET news reports, stories, promotions, 
and public service announcements. 

Challenges 

In May 1999, the World Health Assembly agreed 
to accelerate polio eradication activities that a e  cou- 
ducted in a way to strengthen routine immunization 
and disease control systems. By September 1999, all 
major endemic countries had adopted the acceler- 
ated strategy. Unfortunately, OPV shortages contiu- 
ued last year in some countries. The shortages 
stemmed from the rapid implementation of supple- 
mental immunization activities, interruption of pro- 
duction at one vaccine manufacturer, and reschedul- 
ing of large orders. Increased financial resources and 
a more coordinated approach among WHO, UNICEF, 
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and vaccine manufacturers are expected to improve 
the availability of sufficient vaccine. 

Last year, poliovirus related to viral isolates from 
Angola was found in two couutries--Cape Verde 
and Congo Brazzaville-highlighting the need to es- 
tablish and maintain high routine immunization rates 
and coverage everywhere, even island nations. 

Keeping countries focused on certification-not 
just completing three years of NIDs-is proving to 
be a great challenge in countries with competing health 
priorities and limited resources. Improving the qual- 
ity and coverage of every planned immunization ac- 
tivity is essential to reaching children who are not 
yet immunized. WHO and UNICEF have intensified 
their collaboration in programmatic and fund-raising 
activities in pursuit of these goals. 

Through its new Boost Immunization Initiative, 
USAID increased funding for immunization programs 
to address declining or static routine immunization 
rates in many countries, particularly in Africa. Al- 
though declines in routine immunization rates have 
slowed, much more needs to he done to achieve and 
sustain high coverage. Through the Global Alliance 
for Vaccines and Immunization (GAVI), USAID and 
other donors are building bridges from polio eradica- 
tion to other health programs and encouraging all 
partners to do more in this arena. All partners need 
to build on the capacity developed through polio eradi- 
cation to support other immunization and disease con- 
trol efforts. USAID is working closely with WHO to 
develop a "transition" plan to establish specifi.~ goals 
in this area. 

AFP surveillance is hard to implement where 
there are difficulties in terrain, communication, and 
transporting stool samples. An important lesson 
leamed from South Asia is the need to limit the geo- 
graphical coverage of each surveillance officer to a 
maximum of two districts to implement effective 
AFT surveillance. The surveillance officer's bowl-  
edge of the community is invaluable in planning NIDs. 

The next years are critical. Greatercommitrnent, 
resources, and funding from the international com- 
munity are needed to eradicate polio. To reach all 
children under the age of five, many vaccination 
teams will be needed. In countries in conflic~ reach- 
ing every child during NIDs is a major challenge. 
Surveillance is improving in Asia, but in Africa it still 
lags far behind global standards, and more surveil- 
lance officers and better surveillance systems will 
be needed. USAID is committed to accelerating ac- 
tivities and advocating with other organizations to 
continue the progress achieved to date. 

USAID's Role 

USAID is working with its Polio Partners to ad- 
dress these challenges. The Agency is promoting 
"Days of Tranquility" and "Corridors of Peace'. to 
allow immunization activities to proceed in war-torn 
countries. With some countries reluctant to support 
more than three years of supplemental immuniza- 
tion activities, USAID is advocating for increased 
local government and private-sector resources and 
commitment. USAID funds are critical to support 
the planning, training, and research that precede mop  
up activities and in maintaining highcaliber surveil- 
lance and laboratory networks. The Agency has an 
unwavering commitment to targeted and effective 
social mobilization and communication. 

The campaign is approaching a major bench- 
mark4ertification in three of six regions. Funding 
gaps remain. WHO conservativkly estimates that $1 
billion are needed for country-level global eradica- 
tion activities through 2005 and that for country pro- 
grams alone, a shortfall of $400 million exists. How- 
ever, many believe that the amount of funding re- 
quired will be much higher. USAID will continue to 
work with its partners to advocate for funding with 
other donors and private-sector sources. 
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I. The USA1 dieation I 

The USAID Polio Eradication Initiative (PEI) 
is a vital part of the global effort to eradicate po- 
lio. In 1988, the U.S. government joined with other 
member nations of the World Health Assembly to 
adopt a global resolution to eradicate polio by the 
year 2000 in the context of improving routine im- 
munization and disease control programs. In Sep- 
tember 2000, the World Health Organization 
(WHO) announced that it had revised the target 
date for interrupting virus transmission from 2000 
to 2002. USAID is committed to reaching this goal 
and striving to ensure that poliovirus transmission 
is interrupted and global certification achieved as 
quickly as possible. 

When the World Health Assemby resolved in 
1988 to eradicate polio, 1,000 people a day con- 
tracted polio; today, the number is less than 30. 
An estimated three million people in developing 
countries are not paralyzed and can walk today 
because they were immunized against polio. 
USAID is committed to remaining vigilant in the 
polio eradication campaign. 

Polio Partners 

USAID and its Polio Partners-WHO, Rotary 
International, the United Nations Children's Fund 
(UNICEF), and the US .  Centers for Disease Con- 

trol and Prevention (CDC)-are working with host 
country govemments in Africa, South Asia, the Near 
East, Europe, and Eurasia to promote and strengthen 
eradication efforts and improve links with other im- 
munization services. In 2000, the public-private part- 
nership included the United Nations Foundation, the 
Bill and Melinda Gates Foundation, the World Bank, 
Aventis Pasteur, De Beers, private voluntary organi- 
zations (PVOs), and nongovernmental organizations 
(NGOs). Other important polio partners are com- 
munity groups, Voice of Americahtemational Broad- 
casting Bureau (VOAIIBB), and bilateral donors in- 
cluding the governments of Australia, Canada, Den- 
mark, Japan, Netherlands, Sweden, and the United 
Kingdom. Last year, the World Bank approved a $142 
million credit to India for its Immunization Strength- 
ening Project, which is attempting to eradicate polio 
and supporting activities against other vaccine-pre- 
ventable diseases. The Netherlands gave $10 million 
to the Global Polio Eradication Initiative in May 2000. 

Working together, the Polio Partners monitor rou- 
tine immunization coverage, provide technical advice, 
and report on polio coverage and the Expanded Pro- 
gram on Immunization (EPI) at country, regional, and 
international meetings. USAID is also supporting re- 
search on the impact of polio eradication efforts on 
health systems and cost-effective ways to provide 
supplemental immunization. 

Progress and PUan to Eradicate Polio 
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The PEI Strategy 

May 2000 

USAID provides technical assistance and finan- 
cial support to a variety of polio eradication efforts. 
The Agency administers most of its support through 
grants to WHO and UNICEF. USAID also draws 
on the skills and experience of its technical staff and 
cooperating agencies. USAID is working with the 
U.S. Peace Corps, Japan International Cooperation 
Agency (JICA), Japan Overseas Cooperation Vol- 
unteers (JOCV), and others to leverage funding. 

The Polio Partners' 2000 funding focused on de- 
veloping and strengthening National Immunization 
Days (NIDs), mop-up campaigns, and surveillance 
systems, and on improving the laboratory network, 
social m o b i t i o n ,  and routine immunization systems 
from the national to local level. This year saw more 
emphasis on challenges in conflict countries. The 
Partners sponsored and participated in regional and 
national advocacy and planning meetings that were 
designed to strengthen national systems, share infor- 
mation, and motivate participants. 

in 200 cases, the virus kills the nerve 
cells that activate the muscles. The dead 
nerve cells cannot be replaced; the re- 
sult is usually lifelong paralysis or, in 
some cases, death. 

The Agency's PEI strategy is designed to eradi- 
cate polio within the context of a strong and sustain- 
able routine immunization and disease control sys- 
tem-an essential foundation for childhood immuni- 
zation and basic primary health care services in the 
developing world. 

Initially, USAID assistancefor polio eradication 
focused on the Latin AmericaICaribbean CAC) re- 
gion, where the Agency was the major external do- 
nor. After the Americas were certified polio-free in 
1994, the Agency shifted its geographic focus. In 
1996, with the encouragement and support of Con- 
gress, USAID launched the PEI. USAID's PEI strat- 
egy incorporated many lessons learned from 10 years 
of support to the LAC region. These include the im- 
portance of collaborating closely with donor partners, 
establishing functioning interagency coordinating 
committees (ICCs) at the country and regional lev- 
els, using specific indicators to measure pro,- 
success, and building partnerships to harness the en- 
thusiasm and confidence of those involved in eradi- 
cation efforts at all levels. Compared to the LAC 
eradication program, USAID recognized that there 
are more complex challenges for eradication in Af- 
rica and South Asia. In these regions, access to ser- 
vices is woefullv inadeauate and there are more - 
marginalized populations, including lq-e urban slums 
with millions of children. USAID is prepared to help 
meet these challenges. 



The USAID PEI reflects a continuing political 
commitment to polio eradication. As the Initiative 
moves ahead, USAID and its Polio Partners are ac- 
celerating eradication activities. USAID funds are 
being used to improve acute flaccid paralysis (AFP) 
surveillance, accredit laboratories, and conduct re- 
search on the best ways to reach children with im- 
munization campaigns, particularly those in hard-to- 
reach or hard-to-convince groups. USAID funds sup- 
port NIDs through microplanning sessions and im- 
provements in communication, advocacy, social mo- 
bilization, and the "cold chain" (temperature-con- 
trolled vaccine storage and delivery). In major global 
poliovirus reservoir areas, additional supplemental im- 
munization activities are being conducted. True 
progress can be seen in the declining number of coun- 
tries where the wild poliovirus continues to circulate. 

The PEI Results Framework 

The five strategic elements (figure 3) of the PEI 
Results Framework are: 

Build Effective Partnerships 

USAID supports partnerships at both the regional 
and national levels, particularly through ICCs to pro- 
mote increased cooperation between donors and gov- 
ernments. 

Strengthen Selected Systems 

USAID supports activities to enhance national 
capacity to provide high-quality oral polio vaccine 
through routine and supplemental immunization sys- 
tems. This includes improved training, supervision, 
logistics, planning, cold chain assessment and man- 
agement, and program management for polio and 
other childhood illnesses. USAID has been instru- 
mental in getting manufacturers to use the most ef- 
fective dropper on all vaccine vials. This change 
reduces vaccine wastage for potential savings of mil- 
lions of dollars. 

USAID seeks to use the skills, infrastructure, 
staff, and laboratory capacity developed under polio 
eradication to strengthen routine immunization and 
health care systems. Where feasible, USAID sup- 
ports vitamin A supplementation and measles vacci- 
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nations in NIDs and EPI activities. According to 
WHO, millions of children in more than 50 countries 
received vitamin A during NIDS activities in 2000. 

Sup,port Supplemental Immunization 

USAID resources are used to plan and imple- 
ment supplemental polio immunization campaigns, 
including targeted mop-up activities in high-risk ar- 
eas. A series of checklists (see annex) was devel- 
oped in 2000 to help local p m e r s  participate more 
effectively in NIDs, surveillance, and mopping-up 
activities. The USAID-funded Partnerships for 
Health Reform (PHR) Project conducted studies to 
determine cost-effective strategies for supplemental 
immunization. 

Improve AFP Surreillance and Investigation 

AFP surveillance pinpoints where and how the 
wild poliovirus is circulating. Stool samples are col- 
lected from each child who shows signs of AFP and 
are analyzed in the laboratory. If poliovirus is found, 
further laboratory tests are conducted to determine 
the exact strain and genetic sequencing of the virus 
so epidemiologists know where the virus originated. 
USAID funds are used to strengthen and expand 
existing surveillance systems to detect, report, and 
respond to outbreaks of polio and other infectious 
diseases at the community, facility, and laboratory 
levels. USAID also provides substantial support to 
LABNET, the WHO laboratory network for process- 
ing AFP stool samples for viral isolation. 

Results Framework for the 
USAID Polio Eradication Initiative 

Stabtlbze world populatm 
Agency Goal I and protect human heaith I 



Improve Inforrtzation Collection and Use 

USAID supports data and information collection 
to monitor, evaluate, and continually improve the quid- 
ity of PEI activities. 

PEI Funding 

In FY 1996, with the support of the U.S. Con- 
gress, USAID allocated $20 million for the PEL In 
each fiscal year since then, an additional $25 million 
has been allocated for the Initiative, for a total of 
$120 million to date. USAID missions have provided 
an additional $14 million from bilateral child survival 
funds to support PEI and fill country-level gaps. With 
this funding, the Agency has been able to take a more 
active role in the worldwide polio eradication effort. 
USAID resources have focused on Africa, South 
Asia, the Near East, Europe, and Eurasia, where polio 
remains or was recently endemic. 

USAID Polio Eradication Initiative 
Funds for FY 1996-2000 

Total: $134.1 million 

'Includes earmark and bihieral /UP& 

Source: USAID, Center far Population. Heanh and Nutrtion. 2001 

Figure 4 

Distribution of USAID PEI Funding by 
Implementing Organization, FY 2000 

Total: $25 million 

In N 2000, USAID's $25 million PEI contribu- 
tion was allocated as follows: 

$15.9 million to support NIDs and sunceillance 
in the Africa region. Funds were used to help 
ministries of health plan and strategize for polio 
eradication activities. This included improving 
strategies for social mobilization, cold chain and 
logistics management, pro,- planning, and 
evaluation. USAID funds were essential for es- 
tablishing AFP surveillance in West and Central 
Africa. 

w $5.1 million to supportglobal, regional, and coun- 
try eradication activities. 

w $4 million to support NIDs and surveillance in 
the Asia and Near East @on. The International 
Clinical Epidemiology Network WCLEN) re- 
ceived limited support to continue post-NIDs 
assessments for pro-pm improvement in India. 
RotagdIndia continued to receive funds for so- 
cial mobilization and advocacy through a 
UNICEF subpnt .  

Figure 5 



Outsfandin Progress in 21% 

In 2000, there was tremendous progress 
at all levels of the polio eradication campaign. 
Through UNICEF and WHO, USAlD con- 
tinued to focus on strengthening the Initiative's 
key components in a strong push toward eradi- 
cation (see figures 6al6b). High on the agenda 
were conducting well-organized and planned 
NIDs, Sub-National Immunization Days 
(SNIDs), and targeted mop-up campaigns, and 
improving surveillance and the laboratory net- 
work. USAID also emphasized improving 
communication, social mobilization, the cold 
chain, and logistics, particularly in Africa and 
South East Asia. As SNIDs and mopping-up 
activities go door-to-door and child-to-child in 
war-tom areas, urban high-rise buildings and 
slums, and refugee camps, vaccinators are 
finding up to 40 percent more children who 

19\99 Confirmed Number of New Polio Cases* 
Global Total. 7,142 cases 

*Rexiom caiegoi-iiedoccor-o'irtg m M'MO de/rviiio,is 
Figure 6a 

Source: WHO Global Polio Eradication Initiative. Apfl24,2001 

were missed in earlier rounds. This is increasing the number of children to immunize and the resources needed. 

A total of 161 NIDs were held worldwide in 2000, according to WHO. A record 550 million children received 
OPV through intensified immunization activities-NIDs, SNIDs, and mop-up campaigns-in 82 countries. In 
two rounds of synchronized NIDs in September and October in 17 West and Central African countries, 76 million 
children under the age of five--6 million more than originally estimated-were immunized, including two nullion 
"zero-dose" children. This was the largest public health event ever in Africa's history. Heads of state in seven 
African countries launched the NIDs in a strong showing of political commitment. In Benin, Central African 
Republic, C8te d'Ivoire, Ghana, Guinea, and Liberia, f i s t  ladies, ministers of health, and prime ministers helped 

launch the NIDs. Polio teams mapped 
2000 Confirmed [\lumber of New polio Cases* cross-border regions to cover each village 

.. - and set up immunization posts at border 
Global Total: 2,849 cases 1 
i ~ _ 1 crossings. They also traveled to refugee 

camps to immunize children. Tens of thou- 
sands of volunteers and health workers par- 
ticipated in this monumental child health 

In South Asia, India showed remark- 
able progress toward polio eradication. The 

. number of laboratory-conbed polio cases 
' +'. , declined from 1,934 cases in 1998, to 1,126 

' 2  cases in 1999, to only about 265 cases in 
' 2000.1 Each of the three wild poliovims 

serotypes showed a dramatic decline in In- 
dia between 1998 and 2000 (see figure 7). 

'Regions cufego,?iednccnrding to WHO drfiiiiiiuiir 
Figure 66 The Intensified Pulse Polio Immunization 

Source: WHO Gbbal Polio Eradication Initiative, Aptit 24, ml program held four national rounds of NIDs 
in January 2000 and two additional SNIDs in eight high-risk states in Febrnary and March. The house-to-house 

'Based on dam as of A ~ t i l % ,  2WI. 
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immunization strategy significantly increased the num- 
ber of children immunized, from 149 million in Janu- 
ary to 152 million in December. Several states in In- 
dia emerged as polio-free with no evidence of polio- 
virus transmission despite a highquality, sensitive AFP 
surveillance system. In all states except Uttar 
Pradesh, Bihar, West Bengal, and Delhi, mop-up cam- 
paigns were conducted in areas with evidence of 
poliovirus transmission. As intense polio transmission 
persisted in Uttar Pradesh and Bihar states, the In- 
dian government focused its efforts on implementing 
extensive intensified supplemental immunizations. The 
government also strengthened systems, used district- 

level task forces to improve planning and monitor- 
ing of program activities, and increased the num- 
ber of surveillance medical officers, while decreas- 
ing each officer's coverage to allow for more in- 
depth surveillance. Additional eradication strate- 
gies are focusing on urban areas, mi,mt and mi- 
nority populations, impmving social m o b i i o ~  and 
stren-ghening coordination across sectors. 

The INCLEN-India November 2000 review of 
barriers to the Pulse Polio Immunization pro,- 
found that almost 88 percent of all wild poliovirus 
cases in 2000 occurred in Unar Pradesh and Bihar 

Poliovirus Cases, 1998-2000, South East Asia Region 

Figure 7 



states and occurred with greater intensity in certain 
pockets within these states. The report suggested 
that these areas might hold sizable numbers of 
umeached children. Health providers identified so- 
ciocultural beliefs as the most common barriers to 
immunization. INCLEN-India plans to conduct a 
qualitative study of prevalent barriers and constraints 
in a high-risk area of Uttar Pradesh and develop strat- 
egies to overcome them. At its May 2000 national 
workshop on polio eradication and routine immuni- 
zation, the Indian Academy of Pediatrics promoted 
the involvement of its 12,000 members in mobilizing 
clients and keeping their clinics open during NIDs. 

Last year's achievements are the direct result of 
the enormous commitment of financial and human 
resources, time, and dedication from governments, 
organizations, and untold numbers of individuals and 
volunteers. Partner coordination, early and detailed 
microplanning, good training, supervision, and exten- 
sive social mobilization are essential for high-quality 
NIDs and surveillance. 

Much more remains to be done. Routine immu- 
nization levels need to be raised in Africa and in many 
countries of South Asia to ensure that all children 
are fully immunized by their first birthday and that 
populations are protected against reimportation of the 
poliovims. Additional time is needed to develop ro- 
bust AFP surveillance systems that can identify and 
track all remaining reservoirs of the wild poliovims. 
Each laboratory within the WHO Global Polio Labo- 
ratory Network (LABNET) must be fully functional 
and able to identify and analyze all polio and AFP 
cases. 

/;:~;h$lth worker marks a house airer J 

/ i  NIDscimpaign. 
. -. . . - - . 

eradication program. 

Polio programs must also guard against a 
desire by some governments to suppress 
cases. Rather than being perceived as a 
failure of a country's polio program, an 
AFP case should rally an intensive 
targeted response to avoid undermining 
previous efforts. All countries are en- 
couraged to maintain the integrity of 
their surveillance data and report any 
cases quickly. 
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II. Partnerships and Progress 

Overview 

The past year saw significant improvements in 
the quality of NIDslSNIDs and mop-up activities and 
in detecting and reporting on suspected AFP cases. 
The geographic distribution of poliovirus continues 
to shrink. Further reducing the number of cases will 
require increased attention to reaching unirnmunized 
children, accelerating and strengthening surveillance, 
and improving the laboratory network. To accom- 
plish this, all partners will need to collaborate to 
achieve maximum impact and closely coordinate 
activities and resources. 

The following section highlights 2000 accomplish- 
ments within the context of the PEI Results 
Framework's five objectives. 

Bzdd Effective Partnerships 

In 2000, greater consensus and teamwork were 
in evidence among the Polio Partners and other agen- 
cies and organizations involved in the eradication ef- 
fort. At the country level, more and more countries 
have functioning ICCs that bring together resources 
to implement polio eradication activities. The ICCs 
are also taking a more proactive approach by identi- 
fying areas to be strengthened and targeting re- 
sources to those areas. 

U.S. Secretary of Health and Human Services 
Donna Shahla. Dr. Bnurdrland unveiled the 
Global Polio Eradication Strategic Plan 
2001-2005, a detailed plan to certifu the 
eradication of polio by 2005. She stated, 
"This is our roadmap. It takes us throrrgh to 
eradication of the poliovirus, to certification 
of a polio-free world. The jinal journey." 

W~ihin this couaborative effort, USAID has gained 
recognition as a strong technical leader and has been 
increasingly called on to provide technical expertise 
and facilitate collaborative activities. USAID staff 
took active roles in key international and regional 
meetings, international surveillance reviews, and 
monitoring and observational visits. Examples of these 
and other collaborative activities follow. 

USAID Regional Bureau and Mission staff par- 
ticipated in country and regional ICCs. USAID 
staff traveled to many priority countries. They 
monitored NIDs planning and implementation. 
surveillance, and cross-border activities. and 
provided rapid feedback, strategic guidance. and 
recommendations to fine-tune activities. 



Operation MECACAR Plus coordinated NIDs 
in the spring and mopping-up activities in au- 
tumn in the Middle East, Caucasus, and Central 
Asia Republic (MECACAR) countries of 
WHO'S European and Eastern Mediterranean 
regions. 

0 To target cross-border virus transmission, India 
and Nepal, China and Myanmar, and Pakistan 
and Afghanistan are coordinating immunization 
activities at their shared borders. Interregional 
and intercountry coordination are critical to im- 
munize children of itinerant families who cross 
borders and often miss scheduled NIDs. 

The CORE Group, a network of 36 US-based 
PVOs that work in USAID health and nutrition 
projects, is improving partnerships and increas- 
ing the effectiveness and efficiency of national 
polio eradication efforts in India, Bangladesh, 
Nepal, Angola, and Uganda. Enhanced 
rnicroplanning, better coordination of polio eradi- 
cation activities at local levels, strengthening na- 
tional and regional immunization systems, and 
improving community mobilization beyond PVO 
project boundaries have been the immediate ben- 
efits of the CORE Group's participation. In 
Angola, for example, CORE trained interview- 
ers and supervisors from the Ministry of Health 
and PVOs to conduct the first-ever coverage 
surveys to evaluate the November NIDs cam- 
paign. CORE PVOs are represented on the na- 
tional ICCs in Angola, Bangladesh, and Uganda, 
and participate in state-level ICCs in Bihar and 
Uttar Pradesh in India. The focus is on increas- 
ing AFP case detection and reporting, and as- 
sisting in district-level planning and training, moni- 
toring and evaluation, social mobilization, and 
advocacy.   he CORE NGOS supplement USAID 
funding with a matching contribution of 25 per- 
cent, bringing additional resources to the program. 

The "Checklist and Indicators for Optimising the 
Impact of Polio Activities on EPI" is the first 
major tool to link EPI and polio. This joint effort 
by the Basic Support for Institutionalizing Child 
Survival (BASICS 11) Project and WHOIGeneva 
was developed in response to a recommenda- 
tion made at the December 1999 "Impact of 
Polio" meeting. 
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Strengthen Selected Systems 

Strengthening health systems and boosting rou- 
tine immunization through the Expanded Program on 
Immunization have been the central topics at recent 
regional ICC meetings. The Task Force on Immuni- 
zation in Africa is reviewing integrated national hud- 
gets for routine immunization under the EPI, NIDs, 
and surveillance activities. Many countries are now 
giving increased attention to linking polio eradication 
to stronger EPI systems. USAID and its Polio Part- 
ners support cold chain system refurbishment and 
vaccine logistics and management. Investments in 
the laboratory network, integrated surveillance, and 
community involvement are needed to build high-qual- 
ity systems to identify and respond to outbreaks of 
vaccine-preventable diseases and strengthen these 
key BPI activities. Through the Global Alliance for 
Vaccines and Immunization (GAVI) and the new 
USAID Boost Immunization Initiative, developing 
countries have additional resources for building EPI 
systems. 

Under the US-Japan Common Agenda, Japan 
has increased its support of cold chain equipment 
and vaccine procurement as part of its child health 
grants. USAID has assisted by sharing information 
on regional cold chain needs and discussing the need 
for ongoing cold chain maintenance and repairs. 

WHO European Regional Office (WHOIEURO) 
conducted missions to Bosnia-Herzegovina and Gwr- 
gia to assess cold chain and logistics support; these 
countries had applied for a GAVI grant. Nearly 1,000 
field staff and clinicians were trained at 39 national 
and subnational workshops on PEI activities and AFP 
surveillance held in 11 of the independent states of 
the former Soviet Union. 

Strengthening systems is also part of the PEI com- 
munication strategy, which seeks to promote health 
issues and mobilize communities to participate in im- 
munization and surveillance efforts. USAID and its 
p m e r s  are using state-of-the-art communication and 
behavior change techniques to improve the effec- 
tiveness of program activities. The Behavior Change 
Innovations (CHANGE) and BASICS I1 projects and 
VOAWB activities have greatly improved outreach, 
particularly to isolated communities. National-level 
data can mask local problems such as reaching the 
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VOAWB broadcasts have reached large seg- 
ments of developing-counhy populations with 
polio immunization information. Fifty-two IBB 
reporters have traveled to 37 countries where 
polio is endemic. VOAWB English to M c a  
Service staff compiled a two-CD set of polio 
eradication and immunization public service an- 

Task Force on Immunization in Ajiica 

"umeached at the community level in the "silent" 
areas where children are routinely missed in immu- 
nization campaigns and AFP cases are not reported. 
This issue is becoming increasingly important, for, as 
the number of polio cases drops, the quality of plan- 
ning for NIDs must improve or remain high. 
Microplanning (i.e., disbictmlock-level planning for 
NIDs) and social mobilization begin with dedicated 
multisectoral, multidisciplinary teams of local officials, 
including magistntes, block leaders, civil associations, 
NGOs, and religious leaders, who work together in a 
democratic fashion to plan, monitor, and implement 
NIDs and to report Am cases. Mobilization is tar- 
geted at those missed, and messages are tailored to 
the different audiences. 

nouncements with African sports stars in En- 
glish and French, which they distributed widely 
to radio programs. 

In the war-torn DR Congo, VOAWB cover- 
age drew international attention to disruptions to 
the immunization effort caused by rebel activi- 
ties. The rebels had cut electric power supplies, 
which threatened to spoil millions of doses of 
oral polio vaccine (OPV), and had _mounded 
planes, which jeopardized OPV distribution. The 
attention created by V O M B B  coverage was 
critical in getting power restored and the planes 
released in time for the scheduled NIDS. 

To increase knowledge of polio and the impor- 
tance of immunizing children, the VOAIIBB 
Pashto and Dari language sewices aired several 
radio soap opera series on polio and other health 
issues in Peshawar, Pakistan. VOA/IBB's Urdu 
service began its first series of soap operas on 
polio in September. 

Many of PEI's communication activities involve 
V O M B B  and the international Polio Partner orga- 
nizations: 

USAID supports the WHO polio eradication Web 
site (http://www.who.int/gp~~-polio/) and the 
WHO newsletter "Polio News," which has a glo- 
bal distribution of 2,000. In the WHO reeional 
offices, USAID supports the EbXO Polio Page 
and weekly surveillance reports, South East Asia 
Regional Office AFP weekly report, the Indian 
AFP Alert, and Africa Regional Office monthly 
surveillance report. 

:Polio survivor Pozo Hayes performs at 
NIDs event in Ghana. 

USAID supports UNICEF's semiannual Com- 
munications Partners meetings on PEI in New 
York to share lessons learned and information 
from polio eradication pro-pms worldwide. In 
countries such as the DR Congo. these meet- 
ings have led to a strong emphasis on reaching 
the unreached. Respondins to a recommenda- 
tion at the July 2000 Communications Partners 
meeting, the BASICS Il and CHAVGE projects 
developed checklists and reference guides on 
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communication for polio and EPI. The tools 
were widely disseminated by WHO and 
UNICEF for the synchronized NIDs in West 
and Central Africa and for planning country com- 
munication activities. USAID supports UNICEF 
communication products that promote a greater 
involvement of youth and the mediain polio eradi- 
cation activities. A UNICEF annotated list of 
PEI and EPI materials is being reorganized and 
restructured by category, as recommended by 
the Polio Partners at the November 2000 meet- 
ing in Harare. 

Support Supplemental Iminunization 

A record number of supplemental immunization 
activities was conducted in 2000, with 82 countries 
reporting NIDs, SNIDs, and mop-up campaigns. 
USAID participated on many international observa- 
tion teams to monitor the quality and effectiveness 
of these activities. Recommendations are being in- 
corporated into planning activities. Many countries 
have needed to move to a child-to-child approach to 
find missed children in silent areas such as slums, 
refugee camps, and high-rise apartment buildings; 
among nomadic groups; or otherwise outside the 
mainstream health arena. 

USAID supports UNICEF's procurement of cold 
chain equipment, logistics support, and the commu- 
nication activities of its global network of communi- 
cation officers, including their advocacy and social 
mobilization efforts. These activities help ensure suc- 
cessful supplementary immunization activities, in- 
crease demand for immunization, and promote AFP 

surveillance. UNICEF vaccine purchase and deliv- 
ery systems help distribute supplies and vaccines with 
staff in strategic areas to support health activities. 
UNICEF also provides country-level operational sup- 
port for microplanning in decentralized health sys- 
tems. UNICEF assessed national EPI services and 
polio eradication programs in many West and Cen- 
tral African countries to identify constraints and bar- 
riers and has developed plans to overcome these 
baniers in 2001. 

Improve AFP Surveillance and Investigation 

There has been great progress in improving AFP 
surveillance and laboratory investigation worldwide. 
11e increasing number of reported AFP cases clearly 
indicates how much these systems have progressed 
(see figure 8). While this trend is encouraging, it 
should be noted that many polio cases are not re- 
ported, in part because they are difficult to detect. 
National statistics often mask local problems or do 
not provide complete data. 

Surveillance improved significantly in Africa and 
South East Asia. The AFP surveillance model used 
in India, which assigns a surveillance officer for ev- 
ery two districts, is being promoted for use in Africa. 
Hundreds of surveillance officers-mostly African 
nationals-were hued last year and assisted by CDC- 
sponsored "Stop Transmission of Polio" (STOP) 
teams to improve surveillance. 

To ensure that specimens from AFP cases un- 
dergo appropriate processing for viral isolation, WHO 
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Paon-Polio AFP Rate by WHO Region, 
1996-2000* 

Figure 8 

established the global LABNET. USAID is support- 
ing LABNET's emphasis on quality principles, ac- 
creditation, and support of other global public health 
initiatives. At the end of 2000, this network was op- 
erational in all six WHO regions, with a total of 149 
laboratories, including 126 national (or subnational) 
laboratories, 16 regional reference laboratories, and 
seven global specialized laboratories. Of the 149 l a b  
ratories, 128 are fully or provisionally accredited, and 
five are pending accreditation. The national and re- 
gional virology laboratories confirm the presence or 
absence of polio in specimens collected and provide 
su~~or t i ng  dataneeded for certification. Several l a b  . . - 
ratories are now capable of genetic sequencing, The GAVl partners' Global Fund for 
which helps pinpoint the exact origin of the virus, Children 's Vaccines (www vaccinealliance. 
(i.c., indigenous or imported). To ensure that all speci- om1 is a new tinuncial mechmaism that 
mens from AFP cases are processed in accredited 
laboratories, including specimens from countries 
without an accredited laboratory, specimens are di- 
vided, with half going to the national laboratory and 
the other half shipped in parallel to an accredited 
laboratory for back-up verification. 

Maintaining and extending the quality of labora- 
tory practice and performance emerged as last year's 
priorities. USAID support of the laboratory accredi- 
tation review visits was essential to maintaining the 
process. 

LABNET addressed and resolved the long de- 
lays in laboratory results reporting, with the excep- 
tion of laboratories in Nigeria and several other pri- 
ority African countries. India showed exceptional 
progress in reporting. Through routine meetings of 

countries totaling US$300 million; 
21 countries, five will receive assis 
immunization services strengthening, seven 
in new vaccines, and nine under both. In 
the most recent round of applicorions, 13 
countries submitted new applications and 
three countries resubmitted applications 
that had received conditional approvals. 
The Fund will help these commies pay for 
new and under-used vaccines andor to 
improve their current i~~atu~i~ization ser- 
vices. 



laboratory directors at both regional and global lev- 
els, the network exchanged information, standard- 
ized techniques, and developed strategies to improve 
the information provided for eradication. Standard 
guidelines, procedures, cell lines, and reagents were 
established and implemented throughout the network. 
New staff training continued to counteract a high 
level of laboratory staff turnover. Twenty-three par- 
ticipants from national and subnational laboratories 

Documentation standards 

Responsible allocation of resources 

Sourc~ Qualily Assuiance Project 
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in Eastern Europe completed a training program in 
WHO standardized laboratory techniques and epi- 
demiological technological skills. 

The Quality Assurance Project's assessment of 
the WHO LABNET found that it used seven quality 
principles that contribute to its success. The assess- 
ment also identified the substantial financial costs 
involved in starting up and maintaining LABNET and 
presented lessons learned on logistics, operational 
budgets, communications, problem-solving, andlead- 
ership. 

Despite the progress achieved in the network to 
date, substantial efforts will be necessary to absorb 
the increasing workload anticipated once countries 
reach the minimum level of AFP performance. Ex- 
perience in Nigeria and India has demonstrated that 
laboratories need to be prepared to process huge 
numbers of additional specimens as activities im- 
prove. Laboratories in two polio-endemic countries 
(Bangladesh and Ethiopia) have not yet been accred- 
ited. It is important that they develop the virologic 
capacity to process specimens. 

'The CHANGE Project, in collaboration with the 
COKE Group, the U S .  Peace Corps, WHO'S Af- 
rica Regional Office (WHOIAFRO), JOCVIJICA, 
and ministries of health, distributed its "Community 
Surveillance Kit" for field-testing in several African 
and South East Asian countries. The kit supports com- 
munity involvement in surveillance and prevention of 
AFPIpolio and other important diseases, including 
measles and neonatal tetanus. After the field tests 
and subsequent revisions, CHANGE will make the 
kit available for use worldwide. Each country will 
need to tailor the generic kit to in-country conditions. 

Improve Information Collection and Use 

USAID grants for WHO and UNICEF support 
monitoring and evaluation. Post-NID assessments, 
grab samples or convenience surveys (rapid, on-the- 
spot monitoring and evaluation methods), exit inter- 
views, and other survey methods are being used to 
assess the effectiveness of NIDs. Surveillance re- 
ports provide timely data for program managers and 
donors. VOA/IBB funding is being used for investi- 
gative and social communication programming on 
polio issues. 



Working closely with UNICEF and WHO, sev- 
eral USAID-funded projects are developing and dis- 
seminating PEI tools and checklists, conducting op- - 
erations research. and evaluating communications ., 
approaches to better reach every eligible child. In- 
creasingly, social mobilization specialists and epide- 

~ ~ 

miologists are collaborating to improve the effective- 
ness of immunization efforts. 

USAID's Global Bureau supports a range of ac- 
tivities that have a major impact on the global and 
regional programs. These activities include research, 
communications, regular reports, provision of cell 
lines and reagents to laboratories, and support to com- 
munities, primarily through PVOs. For example: 

Three USAID-funded projects-BASICS 11, 
CHANGE, and Johns Hopkins University- 
Population Communications Services (JHU- 
PCS&collaborated with WHOIAFRO, WHO1 
Geneva, UNICEF, USAID, and ministries of 
health in the DR Congo, Mali, Mozambique, 
Nigeria, and Zambia on country assessments 
that identified PEI program "best practices" and 
constraints. Their findings, presented in the June 
2000 report "Communication for Routine Im- 
munization and Polio Eradication: A Synopsis of 
Five Sub-Saharan Country Case Shldies,"are 
being used to improve planning and guide re- 
gional and national initiatives for polio and rou- 
tine immunization information, education, and 
communication activities. 

The Population, Health and Nutrition Informa- 
tion (PHNI) Project serves as the PEI Secre- 
tariat. It documents and disseminates lessons 
learned, maintains the polio and photogaphy ar- 
chives, and collaborates with USAID to produce 
annual reports to Congress. 

The Applied Research for Child Health (ARCH) 
Project developed policy recommendations 
based on its study of missed opportunities for 
polio immunizations in urban, low-income com- 
munities in West Africa and identified how to 
make social mobilization more effective. 

To assist with social mobilization, the BASICS II 
and CHANGE projects developed and dissemi- 
nated 15 PEI checklists and reference guides. 
Each guide can be used independently or in com- 
bination with other guides. 

The Global Health Council produced the April 
12,2000, event at the Franklin Delano Roosevelt 
Memorial in Washington, D.C., to mark 
Roosevelt's birthday and the release of the 
USAID's Polio Eradication Initiative 1999 Re- 
port to Congress. 

JHU is conducting research in Brazil, Ethiopia. 
Guatemala, Mexico, and Pakistan on the estent 
and length of time of poliovirus shedding in chil- 
dren with immune-compromised disorders. Re- 
search continues to show that shedding appears 
to be a rare evenf even in children with recur- 
rent or multiple infections. Even as a rare event, 
however, this finding has si@icant implications 
for how, when, and if the world can stop immu- 
nizing. 

The MEASURE Project is analyzing the utility 
and reliabilitylvalidity of -mb samples. lessons 
from surveillance, and routine reporting versus 
other types of surveys for the PEI. 

The PHR Project completed a study on PEI's 
impact on financing of routine immunization ac- 
tivities in three countries and a cost-effective- 
ness analysis of themix of operational approaches 
to PEI in Cambodia and Turkey. PHR is work- 
ing on a study of PEI's impact on donor financ- 
ing and a cost analysis of phasing in injectable 
polio vaccine (IPV) as a post-eradication option. 

The MEDS Project is supporting an external re- 
view of PEL A final report is expected in mid- 
2001. 

US.  Phmacopeia  produced the monograph 
"Poliomyelitis, OPV, and Misconceptions on Vac- 
cinations." It is available in English, French, and 
Russian online at ww\v.usp.org and in print. It 
was distributed to the Polio Partners and the 
American Academy of Pediatrics. 



Katz is WiZburt C. Davison Professor and 
Chairman Emeritus of Pediatric Health 
Policy and Infectious Diseases at the Centel: 

Africa Shows trong Pragress 

Accelerated efforts to achieve polio eradication 
in Africa are showing clear progress. NIDs were 
successfully conducted in 32 coun- 
tries with a total target population 
of about 130 million children less 
than five years of age. Performance 
exceeded expectations in terms of the 
number of rounds, quality of NIDs, reduc- 
tions in reported AFP cases, and strengthening of 
the surveillance/laboratory network. 

AFT' surveillance increased dramatically and the 
non-polio AFP rate nearly doubled in the region. Im- 
proved AFP surveillance resulted from increased 
funding, initiation of provincial-level active surveil- 
lance, CDC-sponsored STOP team support in sev- 
eral countries, recruitment of additional epidemiolo- 
gists to help West and Central African countries im- 
prove AFP surveillance, and better transport for sur- 
veillance workers. All countries in the region now 
have access to an accredited laboratory. 

No wild poliovirus was detected last year in 
Southern or Eastern Africa. While improvements are 

bringing the disease to very low levels, all systems 
are not yet in place to interrupt virus transmission. 
Several countries have stopped NIDs, prematurely 
in USAID's estimation, leaving them at risk of re- 
importation of the poliovirus. Supplementary immu- 
nization activities were conducted in Southern Af- 
rica (Botswana, Lesotho, Namibia, and South Af- 
rica). None of the campaigns, however, achieved the 
recommended minimum coverage of 90 percent, in 
contrast to the campaigns of the 1990s. The number 
of reported AFP cases rose throughout the Southern 
region of Africa, but five countries-Botswana, 
Lesotho, Madagascar, Mozambique, and Namibia- 
had very low performance indicators. Raising the 
case detection rate will be the major AFP surveil- 
lance challenge for Madagascar next year. 
Mozambique had a less than adequate proportion of 
AF;P cases with timely stool collection. 

Strategic Actions 

The Polio Partners took many corrective actions 
to improve the quality of NIDs and accelerate imple- 
mentation in the region. As a result of the Global 
Technical Consultative Group's recommendations, 
WHO and UNICEF led an ambitious campaign to 
conduct synchronized NIDs in 17 countries in Octo- 
ber and November. The campaign attempted to reach 
every child through house-to-house immu~zation with 
significant attention paid to hard-to-reach populations 
and cross-border activities. More technical and fi- 
nancial aid was provided topolio-endemic countries 
at the subnational level. Political commitment was 
stronger than ever, with seven presidents participat- 
ing in launching ceremonies. 

The Partners also made provisions to ensure that 
there were adequate OPV supplies for all countries 
and that the vaccine arrived at least three to four 
weeks prior to NlDs. A deliberate decision was made 
to ensure that all OPV used had vaccine vial moni- 
tors (VVMs). There were some OPV shortfalls be- 
cause of poor distribution in some countries, which 
led to the extension of NIDs in some districts. Sev- 
eral countries used more realistic estimates of the 
target population based on prior NIDs data. The ICCs 
developed better cost estimates for NIDs. 

Quick disbursement of funds to countries facili- 
tated the early procurement of cold chain equipment, 
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communications and logistic materials, and additional 
administrative support. WHOIAFRO also provided 
funds for transport vehicles to aid in better and faster 
distribution of supplies, especially in areas with poor 
roads and in conflict areas. In addition, over 150 in- 
ternational and 320 national consultants-logisticians, 
epidemiologists, social mobilization agents, and ad- 
ministrative staf-were hired to provide increased 
technical assistance to countries conducting NIDs. 
The consultants anived in country two to three months 
before the fust round of NIDs and assisted with pre- 
paring detailed microplans, arranging logistics for the 
distribution of vaccines and other supplies, and evalu- 
ating the NIDs after each round. 

The house-to-house immunization strategy fo- 
cused on mapping in teams to ensure better cover- 
age; tallying to collect information on zero-dose chil- 
dren and ensure their houses were revisited and chil- 
dren immunized; marking children with a temporary 
gentian violet dye stain on their left thumbnail and 
their houses with chalk to show they have been im- 
munized, and improving supervision with checklists, 
grab surveys, and reliable transport. 

USAID Project lavolvernent 

The BASICS I1 Project, in conjunction with 
WHO and UNICEF, conducted case studies to docu- 
ment lessons learned and provide recommendations 
for communication, advocacy, and social mobiliza- 
tion efforts for polio eradication in the DR Congo 
and Nigeria. They also field-tested the "Communi- 
cation Handbook for Polio Eradication and Routine 
EPI" in immunization workshops and communica- 
tion stratem development meetings in the DR Congo 
and G ~ ~ ~ L U N I C E F  published tbe handbook in 6- 
cember. 

In Nigeria, theDR Congo, and Senegal, BASICS 
I1 staff provided advocacy, technical guidance, and 
planning support to national counterparts in planning 
NIDs, including incorporation of vitamin A supple- 
mentation. In the DR Congo, this included technical 
support to partners in rebel-held areas. In Nigeria, 
tools and indicators that BASICS I had developed 
for monitoring and evaluating the quality of NIDs 
were introduced to the national EPI and selected lo- 
cal health authorities. Using their PEI experience, 

BASICS II staff supported WHOIGeneva, WHO1 
AFRO, and the Communication Consultative Group 
in desi-ging and revising their communication, social 
mobilization, and advocacy components for routine 
immunization. The CHANGE Project is also work- 
ing with partners on strategies and planning activi- 
ties. 

USAID 2000 funding for WHOIAFRO, 
UNICEF, and the BASICS II and CHANGE projects 
was used to strengthen partnerships, immunization 
systems, the cold chain process, logistics, and sw- 
veillance systems; provide technical assistance in 
planning, training, and provision of supplemental im- 
munization; improve social mobilization and informa- 
tion collection; and provide progam support in 23 
countries. (See table 2 in the Annex for more infor- 
mation.) 

Focus or1 Reservoir and ilar-Torn Countries 

The number of countries where intense wild po- 
liovirus was found dropped to l l in 2000, from 17 in 
1999. Intense wild poliovirus was isolated in Angola 
and in Central and West Africa. There was also a 
significant decrease in the intensity of the wild polio- 
virus transmission in the African region, which has 
led to a strong reduction in the total population of 
children living in dismcts at risk for polio. However, 
remaining polio reservoirs are a threat to neighbor- 
ing polio-free countries. 

Wars, civil unrest and political instability contin- 
ued during the NIDs in some areas and prevented 
AFF' surveillance in some parts of Angola. the DR 

r NIDs data. 



Congo, and Sierra Leone. This year the unrest again 
took a deadly turn, when several vaccinators were 
shot and one was killed in the DR Congo. There 
were logistical problems in gaining access to immu- 
nize children in rebel-controlled areas of Angola, 
Congo Brazzaville, the DR Congo, Liberia, Nigeria, 
and Sierra Leone. There was reduced access due to 
extensive flooding in some areas, difficult terrains in 
Ethiopia and riverine areas, and poor road infrastruc- 
ture in several countries. Late arrival of funds and 
inadequate NIDs funding were problems in some 
countries. Rumors and misconceptions about OPV 
resulted in reduced NIDs turnout in some places. 

DR Congo Faces Formidable Challenges 

In partnership with the ICC, and with help from 
WHO and UNICEF, BASICS I1 staff helped the 
Ministry of Health revise NIDs and routine EPI 
microplanning documents. They provided staff training 
and assisted with developing and implementing so- 
cial mobilization materials and activities, reporting and 
data management, immunization, and field supervi- 
sion and monitoring during NIDs. 

NlDs Continue in DR Congo 

NIDS in the DR Congo in July and August 2000 
reached approximately 10.7 million children, despite 
limited access to several health zones. Along major 
rivers, immunizations were given from boats. NGO 
planes in the east and commercial planes elsewhere 
were used to transport funds, vaccines, and supplies 
between provincial headquarters. National and in- 
ternational radio stations, including VOAWB, broad- 
cast NIDS information in French and Swahili. 
Churches also helped in social mobilization. While 
the lack of effective communication capability hin- 
dered or delayed movements of personnel, equip- 
ment, and supplies (and is expected to delay AFP 
case reporting), social mobilization went very well. 
The program used radio, miking, and megaphones 
extensively; these are proving to be the most effec- 
tive means of informing people. Efforts to engage 
community and other local leaders also went well. 
WHO and UNICEF's rapid, aggressive denuncia- 
tion of negative vaccine rumors was very effective. 

With ooliovirus transmission in the DR Congo - 
continuing and a threat to progress in neighboring 
countries, a more aggressive strategy to accelerate 
and intensify the quality and coverage of NIDs is 
needed. Working with local staff in the DR Congo in 
September, USAID staff observed NIDs prepara- 
tion and implementation in high-risk areas; met with 
partner organizations to discuss progress and chal- 
lenges; monitored WHO and UNICEF grant imple- 
mentation; explored further coordination with NGOs; 
and made recommendations for program improve- 
ment. The U.S. government team in Kinshasa was 
very supportive. The team participated in the NIDs 
and kick-off ceremonies, accompanied the Minister 
of Health and others on site visits during NIDs, and 
are involved in the ICC. 

The USAID Polio Eradication lnitialive 
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portunities to reach inaccessible families. Year-round 
planning for polio is recommended. 

USAID staff found, however, that the Polio Part- 
ners had greatly underestimated and under-budgeted 
the operational challenges, especially given the DR 
Congo's size, poverty, and infrastructure problems; 
its continuing conflicts and inability to control rebel 
areas; and its populations of refugees and displaced 
people. Extra rounds of NIDs, many more staff and 
volunteers, better transport, and a more flexible op- 
erational strategy are needed. Barriers to access fall 
into three categories: areas of insecurity and con- 
flict; areas difficult to reach; and displaced people. 
Many people are accessible only by boats, small air- 
planes, or by several days' trek through the forest. 
Neutral parties are needed to locate displaced tran- 
sient ~eople .  Strategies are needed to react to op- 



Angola: Zero-Dose Children Must  Be Reuclierl 

With up to one-third of Angola under rebel con- 
trol, no immunizations havebeen given in many years, 
and millions of zero-dose children need to be immu- 
nized. UNITA, the leading rebel force, has not par- 
ticipated in Days of Tranquility and has not been open 
to negotiations. There have been no assurances of 
safety for vaccinators who want to enter rebel-con- 
trolled areas. This is of particular concern to USAID, 
as the country has been a focus of transmission and 
exported the wild poliovirus to other African coun- 
tries. While the government in Luanda is committed 
to the program, the quality of activities needs to be 
improved in accessible areas and be more innova- 
tive in reaching children in inaccessible areas. 

In a July 2000 review of the second round of 
NIDs in Angola, a team of USAID, UNICEF, and 
WHO staff and local medical directors found remark- 
able progress in the quality of polio eradication ac- 
tivities in Luanda, compared with 1999. Grab samples 
in slum areas showed 90 percent coverage. There 
was solid political commitment for the N D s  from 
provincial civil and health authorities. the First Lady 
of Angola, and local health officials. Due to improved 
microplanning, better estimates of the number of chil- 
dren to be immunized were available. which allowed 
the recruitment of sufficient personnel to saturate 
the city in a child-to-child approach. In Lobito. the 
review team found that better planning, training, lo- 
gistics, supervision, and social mobi i t ion are needed 
to interrupt poliovirus transmission. The team helped 
draft a Memorandum of Understanding on Polio 
Eradication between the Government of Angola and 
the Polio P m e r s  to solidify commitment. 

Both polio outbreaks reported in the Africa re- 
gion last year were traced to Angola. The first was 
reported from Sibiti in Congo Brazzavillewith 33 cases 
and no deaths. The second, in Cape Verde. was more 
serious with 33 cases and 7 deaths, and vividly 
showed that even in island nations geo-gaphy is not 
a banier to polio transmission. Both outbreaks were 
caused by type 1 wild poliovirus, which was circulat- 
ing because of an accumulation of susceptible chil- 
dren and a lack of supplemental immunization activ- 



ties in those areas. Results from the Johannesburg 
Regional Reference Laboratory confirmed the iso- 
lation of wild poliovims in both countries. WHO re- 
sponded by conducting two rounds of NIDs for chil- 
dren aged less than five years in both places; the age 
range will be increased to include all children aged 
less than 15 years in the second NIDs round in Cape 
Verde, since a large percentage of the cases were 
older children. 

USAZD/Ghana Identifies Areas for improvement 

USAID/Ghana has been an active player in polio 
eradication. The Mission recently suggested several 
ways to improve the program: 

Link strategic planning to available funding and 
hold financial management to higher standards 
of accountability 

Enforce stricter accountability of NIDs funding 
and improve management to raise standards 
throughout Ghana's health system 

Strengthen the technical planning and review 
process by using a technical advisory committee 

Recommend that WHO/AFRO provide the ICC 
with guidance on technical issues 

During NIDs, seize the opportunity to convey 
additional health messages such as the impor- 
tance of routine immunization 

U§AID/Kenya Promotes Effective Use o f  Funds 

USAID/Kenya plays an active role on the 
country's ICC. Through this venue, it has lent its voice 
to PEI implementation issues in partnership with other 
donors and provided financial resources to UNICEF 
to strengthen polio surveillance. USAIDIKenya has 
provided USAID/Washington with comments on pro- 
posals to fund WHOIAFRO regional polio activities. 
The Mission supported other donors to help Kenya 
apply for supplemental immunization funds through 
GAVI. An effective surveillance system is needed 
for the Kenya EPI to improve polio surveillance. 

The USAlD Polio Eradication Initiative 

A key issue that affected Kenya's polio cam- 
paign was the Catholic Church's 1999 claim that polio 
vaccine was laced with chemicals that might be 
harmful to children. By working with other donors 
and the Ministry of Health to counter this claim, a 
meeting was set up with the Catholic bishops that 
resolved the differences. 

USAID/Madagascar Continues Its Support 

Through a three-year grant to WHOIAFRO, 
USAIDlMadagascar has played a leading role by 
funding NIDs from 1997 to 1999. The executing 
agencies-BASICS, John Snow International (JSI), 
and NGOs-were key partners in assisting the Min- 
istry of Health in all aspects of the NIDs. USAID is 
a prominent member of the EPI ICC, which steered 
the NIDs effort, and participated in the NID Steer- 
ing Committee and subcommittees with the BASICS 
and JSI technical advisors. The ICC brought together 
all the major EPI partners in Madagascar. The NIDs 
rekindled enthusiasm within the ICC and made it a 
more effective operating body. 

Surveillance remains weak, however, and less 
than 25 percent of AFP cases are reported (although 
all are being investigated). USAID's bilateral JSl 
project is working on media outlets to support polio 
surveillance and supporting EPl in two of the 
country's six regions. If more funding becomes avail- 
able, USAID hopes to support improving EPI per- 
formance and surveillance in all six regions. The mis- 
sion recently assisted in injection security research 
through JSI to help with the introduction of auto-dis- 
able syringes under GAVI funding. 



Mali Shows Strong Political Cor~zmitnzerzf 

In Mali, the former president, General Amadou 
Toumani Touri, leads the polio eradication effort with 
a steering committee composed of leaders from the 
public and private sectors, NGOs, military, associa- 
tions, and donors. USAIDMali has an active role on 
the committee and is viewed by the government as 
its main partner. USAID provides technical assis- 
tance through BASICS 11, which is currently work- 
ing with the National Immunization Center on rou- 
tine immunization, and also channels funding through 
UNICEF and WHOIAFRO. Social mobilization, 
microplanning, training, and monitoring activities are 
funded through a UNICEF grant. The WHOIAFRO 
grant supports technical assistance. USAID bilat- 
eral funding enabled PVOs to support the 2000 Po- 
lio Eradication Program. USAID gave direct fund- 
ing to the Ministry of Health's regional sewices for 
social mobilization. The Mission suggested having 
more comprehensive funding information so it can 
accurately inform the Ministry of Health on USAID 
polio eradication funding, because USAID funds are 
channeled through UNICEF and WHO. 

USAIDNganda reported that while NIDs had 
very high coverage rates from 1996 to 1999, there 
has been a downward trend in routine immunization 
coverage since 1995. As of 1998199, OPV coverage 
was 54 percent. As a result, USAIDNganda identi- 
fied several challenges for the PEI to improve rou- 
tine immunization coverage: 

Use the NIDs' new and very effective innova- 
tions, experiences, and resources to strengthen 
routine immunization. 

RevitalizeEPI. TheBASICS Il project was con- 
tracted to help the EPI and Ministry of Health 
revitalize immunization services as part of the 
main EPI revitalization plan. Through this plan, 
USAID will be able to contribute significantly to 
reviving the routine immunization proam. 

Improve coordination among donors and local 
players. Improved interagency coordination is 
needed to maximize results and coordinate the 

immunization team players on USAID-funded 
child survival projects. 

Make PEI a national priority wiithin the Health 
Sector Strategic Plan and Sector W~de Approach. 

Revive and strengthen the routine immunization 
program without relying on supplemental immu- 
nizations. 

Nigeria participated in the sylchronized NIDs in 
September and October and recruited surveillance 
officers to improve AFP surveillance. President 
Olusegun Obasanjo made a strong political commit- 
ment to polio eradication and improving quality and 
outreach. BASICS 11, an ICC member, supported 
microplanning and NIDs implementation, helped re- 
vise the field guide for house-tehouse immunization, 
and provided training to facilitators. 

The Nigeria ICC Social Mobilization Comminee 
organized a rapid-response team to counter rumors 
about OPV in the North and Kano states. The ru- 
mors had led ulamas (local religious leaders) to or- 
ganize a press conference calling on people to boy- 
con NIDs and remove NGOs and other organiza- 
tions. After the team met with the National Council 
of Ulamas and the emir and executive governor of 
Kano State to address their concerns. the ulamas 
reversed their position and gave full support to the 
NIDs. The emir agreed to kick off the third round of 
NIDs at his palace and immunize his children in front 
of the international media. Thegovernor thanked the 
NGOs for helping the people of Kano State. 
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Regional Cominission Looks to Move Ahead 

At its September 2000 meeting, the African Re- 
gional Polio certification commission reviewed the 
status of PEI implementation in the region and made 
key recommendations. These included developing 
timelines to finalize certification documentation and 
guidelines; requesting that member countries set up 
national certification commissions (NCCs); and set- 
ting a timeline for progress reports. Advocacy issues 
were also discussed. Given the 2000 polio outbreak 
in Cape Verde, it was decided that each small island 
country should nominate two people to collect data 
nationally, one for the Atlantic Ocean islands and one 
for the Indian Ocean islands, with support from con- 
sultants. The information will be presented to the Com- 
mission as a separate "block." It was requested that 
WHOIAFRO ensure that coordination with WHO's 
Eastern Mediterranean Regional Office (WHO1 
EMRO) is reinforced in the notification of confirmed 
polio cases in border districts and importations, in- 
formation exchange, coordination of NIDs, cross- 
border outbreak investigation and response, and po- 
lio-free certification. 

The USAlD Polio Eradication Initiative 

While Afghanistan, India, and Pakistan continue 
to be major poliovirus reservoirs in Asia, the situation 
is improving. India saw a 75 per- 
cent drop in reported polio 
cases-the largest one-year 
decline in a country in the 
Initiative's history. India broke 
its global record for immunizations with a series of 
NIDs that reached 152 million children in Decem- 
ber. At the end of 2000, virus circulation was limited 
mostly to India's two northern states of Bibar and 
Uttar Pradesh. Rotary International's PolioPlus Pro- 
gram is a key player in India. 

Improvements in surveillance continued in 
WHO's South East Asia and Eastern Mediterranean 
regions. Negotiated ceasefires paved the way for 
two rounds of NIDs in Afghanistan, where 5.3 mil- 
lion children under five were targeted. The number 
of confirmed cases of wild poliovim in the South 
East Asia Region decreased from 1,161 in 1999 to 
272 in 2000, with 265 in India alone. There were 261 
confirmed cases of wild poliovirns in the Eastern 
Mediterranean Region, with 173 in Pakistan. There 
was only one confirmed wild poliovirus case in 
Bangladesh and none in Indonesia last year. Three 
polio cases in Nepal were viruses imported from In- 
dia. The number of confirmed wild poliovirus cases 
should decline further in the region in 2001, reflect- 
ing a decrease in the incidence of poliovirus as a 
result of NIDs and other supplementary immuniza- 
tion activities. Given the fact that the South East Asia 
Region represents over 25 percent of the world's 
population, and that India is the world's largest polio- 
endemic country, continued and enhanced progress 
toward polio eradication in the region is crucial. 

Intensified NIDs and improved surveillance and 
case reporting in India were the main reasons for 
advances in the region. USAID funds supported the 
hiring of more than 200 surveillance medical officers 
in Bangladesh, India, Indonesia, and Nepal, where 
they are having a significant impact. The quality of 
sample collection also improved dramatically. A re- 
gional network of 16 WHO-accredited laboratories 
is conducting poliovirus isolation and AFT' classifica- 
tion. 



In a major policy shift to accelerate polio eradi- 
cation activities, the number of NIDs rounds was 
increased in reservoir and other priority countries. 
Myanmar, Bangladesh, and India conducted several 
rounds of NIDs in 2000. India conducted two addi- 
tional subnational rounds in February and March in 
eight high-risk states in the north that include 70 per- 
cent of its population. More than 10 million zero-dose 
children were reached through house-to-house visits 
in India. Nepal conducted three rounds of SNIDs 
and two rounds of NIDs in December 2000 and Janu- 
ary 2001. To interrupt cross-border poliovirus trans- 
mission, coordinated NIDsISNIDs will continue be- 
tween countries, particularly along borders, with im- 
proved surveillance along border areas. Myanmar, 
where imported wild poliovirus caused an outbreak, 
conducted its sixth annual NlDS in late 2000 and 
early 2001, fouowed by mopupactivities. Afterfixed- 
site immunizations on day one, day two of the NIDS 
included house-to-house rounds. 

In the Eastern Mediterranean Region, there were 
454 laboratow-confirmed cases of polio in 2000, in- 
cluding the261 cases of wild poliovirus. Polio trans- 
mission-while declining--continues to be intense 
in Pakistan. The USATD Worldwide Polio Eradica- 
tion Coordinator traveled to Pakistan in February to 
advocate for stronger political commitment from the 
government. She emphasized the need for stronger 
surveillance, high-quality NIDs, improved mutine EPI 
rates, and the inclusion of women on vaccination 
teams. Because of the continuing exportation of po- 
lioviruses from Afghanistan into neighboring coun- 
tries, Afghanistan, Iran, and Pakistan conducted co- 
ordinated, cross-border immunization activities. Im- 

ported wild poliovirus from Pakistan caused an out- 
break in Iran. Although it has begun to receive pre- 
liminary reports from the more advanced counhies 
in the region, WHOIEMRO emphasized the need to 
achieve rapid progress in the remaining endemic 
countries. 

USAID 2000 grants to WHO, UNICEF. and 
INCLEN were used to stren-den partnerships, plan- 
ning, surveillance, laborato~y. and immunization sys- 
tems; conduct NIDs and mopup campaigns; pro- 
vide training; improve social mobilization and infor- 
mation collection; and provide counfryspecific pro- 
gram support in Bangladesh, India, and Nepal. 
USAID gave funds to WHOEMRO and for social 
mobilization. (See table 2 in the Annex for more in- 
formation.) 

and fhe number of 



India's Pulse Polio Program Moves Ahead 

India made great strides in its polio program- 
from earning accreditation for several of its labora- 
tories, to improving surveillance, coordination, and 
NIDs planning, to intensifying supplemental immu- 
nization activities and conducting responsive mop- 
up campaigns. As a result, a number of polio-free 
zones emerged, and the quality of surveillance and 
laboratory reporting improved. The number of re- 
ported polio cases dropped. 

With CORE as an active participant, many more 
PVOs and NGOs participated in the polio program, 
and record numbers of zero-dose children were im- 
munized. With CORE and its partners, the Pulse Polio 
search campaign inBihar State immunized more than 
360 zero-dose children and close to 2,000 children 
who had received only a partial dosage. Several NGO 
partners immunized close to 3,000 zero-dose chil- 
dren in late 2000. In Calcutta's unreached and un- 
deserved urban wards, the Women's Interlink Foun- 
dation (a local partner of CORE member Project 
Concern International) found close to 1,000 zero- 
dose children through a survey. Working in very 
resistant communities-where people had very little 
faith in immunization-and using house-to-house, in- 
tensive supplemental immunization, the person-to-per- 
son approach enabled vaccinators to convince par- 
ents to immunize their children. 

Indonesia Muinfains Excellence, 
Targets Conflict Areas 

After three years of successful NIDs, Indonesia 
continues to show high routine vaccination cover- 
age and topnotch AFP surveillance, case investiga- 
tions, and laboratory performance. The last wild po- 
liovirus was isolated in Indonesia in June 1995. These 
indicators and the nation's continued high OPV cov- 
erage provide strong evidence that Indonesia is po- 
lio-free. Nonetheless, USAID in 2000 supported 
SNIDs in four conflict areas, where the surveil- 
lance system had virtually broken down and routine 
immunization had been interrupted. The U.S. am- 
bassador has been a strong supporter of polio eradi- 
cation, and USAID received a plaque from the Min- 
ister of Health recognizing the Agency's contribu- 
tion. The government set up a task force in each of 

the four regions for SNIDs implementation. The coun- 
try must remain vigilant in a difficult political and 
economic environment. 

Bangladesh Makes Huge Strides 

Bangladesh has made tremendous strides toward 
the global goal of interrupting transmission of polio- 
virus. The estimated number of polio cases in 
Bangladesh decreased from 2,300 reported cases in 
1994 to only one clinically confirmed case of wild 
poliovirus in 2000. This dramatic decrease in the num- 
ber of cases is due largely to the annual NIDs held 
from 1995 through 2000. A local bilateral child sur- 
vival project supported by USAID hired 100 surveil- 
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lance medical officers to enhance the work of WHO 
surveillance officers. The officers focused on urban 
and high-risk areas and helped improve the depth 
and quality of coverage. In addition, extra rounds of 
NIDs, house-to-house and child-to-child immuniza- 
tions, and mop-up activities in high-risk areas were 
conducted. USAID funds were used to partially sup- 
port mopping-up activities and, with conmbutions from 
other partners, laboratory activities, and surveillance 
medical officers. A USAID-funded project is con- 
ducting a small study to develop a comprehensive 
profile of zero-dose children. 

h'IDs Target Zero-Dose Children in Pakistan 

More than 2.8 million children were administered 
polio drops during a campaign launched in Pakistan 
in April. Instead of inviting parents to bring their chil- 
dren to camps, 4,700 EPI teams were assigned to 
visit every home in the North West Frontier Prov- 
ince to administer the drops. A formal ceremony to 
launch the three-day campaign was organized at Gara 
Tajak village near Peshawar. Governor Mohammad 
Shafiq was the chief guest at the ceremony, which 
was attended by all the provincial cabinet members. 
At the launch, the governor pledged all possible fa- 
cilities and measures to protect children from polio 
and urged parents to participate. The provincial health 
minister also appealed to the people to cooperate with 
the EPI teams. USAID invoked "notwithstanding" 

language in order to provide assistance to the 
program's polio eradication activities. 

European Region 
on  Track for Certification 

The European Region, where the last polio w e  
occurred in Turkey in November 1998. is targeted 
for certification within the year. The WHO Euro- 
pean Regional Office drafted a regional plan for the 
certification process that included laboratory contain- 
ment issues. The European Regional Certification 
Commission began reviewing preliminary reports 
from its member states in anticipation of certifying 
that the region is free of polio. Routine immunization 
coverage is quite high in most of the USAID/Europe 
and Eurasia region (encompassing WHO'S European 
and Eastern Meditemean regions). No polio cases 
were reported last year. Improvements were noted 
in the non-polio AFF' surveillance indicators for most 
recently endemic countries. Surveillance is approach- 
ing the standards necessary for certification. In ad- 
dition, 30 of the 37 candidate laboratories in WHO'S 
European Region attained full accreditation in 2000. 

"Operation MECACAR Plus" conducted coor- 
dinated NIDs in selected high-risk countries in spring 
2000 and mopup campaigns in high-risk areas in au- 
tumn 2000. This campaign follows the successful 
"Operation MECACAR," an innovative public health 
campaign that linked as many as 18 bordering na- 
tions and areas from the Middle East, the Caucasus. 
and the Central Asia Republics in synchronized polio 
immunizations. The final repon on Operation 
MECACAR (1995-2000) highlighted the campaign's 
excellent results. These included immunizing millions 
of children, developing effective AFP surveillance 
and the free exchange of data, and establishing a 
network of accredited laboratories that pro~ides re- 
liable diagnostic suppon. USAID supports the Eum- 
pean laboratories of the MECACAR laboratory net- 
work and the MECACAR ICC. 



In October 2000, health officials declared the 37 
countries of the Western Pacific Region polio-free, 
making it only the second region, af- 
ter the Americas, to eradicate the 
disease. Because of its proximity to 
polio-endemic countries such as In- 
dia, the region must conduct vigilant 
monitoring and surveillance to maintain its polio-free 
status. Possible contaminated laboratory specimens 
are being inventoried, destroyed, and consolidated 
per the WHO Containment Plan. No PEI funds are 
provided to this region. 

Caribbean Raises Cona:era? 

Although the LAC region was certified in 1994 
as having eradicated polio, outbreaks in the Dornini- 
can Republic (11 vaccine-derived 
cases) and Haiti (one vaccine- 
derived case) raised serious con- 
cerns. With USAID support, the Pan 
American Health Organization (PAHO) 
immediately sent 16 epidemiologists to 
support the health ministries in initiating 
extensive AFP surveillance and mass vaccination 
campaigns in both countries. Laboratory testing 
showed that the poliovirus was vaccine-derived and 
had either been replicated for a prolonged period in 
an individual with a compromised immune system or 
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had circulated for as long as two years in an area of 
low immunization coverage. The outbreak occurred 
among individuals who were either unvaccinated or 
had not completed all doses of OPV. This is the sec- 
ond documented outbreak caused by a vaccine-de- 
rivedpoliovirus (the first being Egypt in the 1980s). 

The outbreak was a clear lesson in the impor- 
tance of keeping vaccination coverage high until glo- 
bal polio eradication goals are met. It reafflmed the 
need to maintain high population immunity to prevent 
such outbreaks and high-quality AFT surveillance to 
allow early detection and response. Governments 
must ensure that poliovirus vaccine strains are even- 
tually subject to biocontainment. The outbreak also 
raises questions about the strategies for stopping polio 
immunizations. Additional research is planned to de- 
termine the value of moving from oral vaccine to 
injectable vaccine and how to stop immunizing with- 
out the risk of reintroducing polio due to prolonged 
shedding or vaccine-derived mutations. 

USAID provided limited funding to PAHO in 
2000. These funds were used to monitor the status 
of AFP surveillance to help the region keep its polio- 
free status, support the polio laboratory network, and 
maintain or increase OPV coverage rates. USAID's 
funds are directed to regional priorities, laboratories, 
supplies, and surveillance. Decreases in AFP sur- 
veillance quality are being monitored closely. Main- 
taining high-quality surveillance is key to retaining 
certification status. Heightened AFT surveillance will 
be needed until the time of global certification and 
beyond. 



I l l .  Challenges in 2001 

USAID is working with its Polio Partners to ac- 
celerate the progress achieved to date. More work 
is needed to boost routine immunization rates, im- 
prove surveillance, and establish a fully accredited 
laboratory network. Immunizing children in war-tom 
and conflict areas is a serious challenge that requires 
a more flexible, decentralized approach, so that staff 
and community volunteers with transport and re- 
sources can monitor the security situation and take 
advantage of opportunities to administer OPV. Chil- 
dren in polio reservoir countries must be immunized 
to keep the v i m  from recirculating in silent areas 
and populations and from entering neighboring coun- 
tries. Communities must be mobilized and take ac- 
tion to support both routine and supplemental immu- 
nization efforts. The challenges continue. 

Reaching the "Unreached" 

In 2001, the worldwide fight to eradicate polio 
continues its focus on supplemental immunization. 
Greater innovation and ingenuity are needed, includ- 
ing specifics on how to "reach the unreached." The 
unreached include zero-dose children, very young 
infants, unregistered families, illegal immi,pnts, and 
elite populations. Equally important is the need to 
vaccinate children in polio-endemic countries by en- 
tering each house or home and going child-to-child 
to administer the vaccine. The use of local guides, 
extended vaccination hours, better social mobiliza- 
tion, and greatercollaboration with local, political, and 
religious leaders will help achieve higher coverage 
resuIts. Also, barriers to immunization must be iden- 
tified and overcome. Innovations and solutions should 
be incorporated into microplanning for NIDsISNIDsl 
mopping-up activities from the outset. The Agency 
will continue to work with its Polio Partners to en- 
sure that the organizations participating in the Initia- 
tive improve their planning techniques and build smn- 
ger public-private partnerships and bener commu- 
nity-level communication plans. 

In 2001, targeted efforts will seek to improve sub- 
national technical and administrative capacity. To 
reach deep into communities, teams of local officials 
(such as magistrates, imams and other religious lead- 

ers, civil organizations, and comrnunit).mlock lead- 
ers) are needed to plan, monitor. and implement 
supplemental immunization activities and rally their 
communities to support polio immunization. Social 
mobilization messages need to be targeted to those 
missed. Grab samples will continue as an easy 
method for estimating how successful h D s  are in 
reaching target populations. PEI checklists for vac- 
cinators and supervisors will be adapted to local situ- 
ations. 

To reach the uweached, OPV must be produced 
in sufficient quantity and quality so that there are no 
vaccine shortages. To ensure the 2000global supply. 
UNICEF made US $100 million available to guaran- 
tee purchase of the total OPV amount offered in a 
global tender. WHO, UNICEF. and manufacturers 
further streamlined information exchange and 
strengthened vaccine forecasting, planning, and co- 
ordination among UN agencies, vaccine manufac- 
turers, and donor governments. 

In 2001, OPV costs are expected to increase by 
25 percent, which will dramatically increase eradi- 
cation costs and pose a challenge to fund raising. 
Reducing vaccine wastage, managing vaccine sup- 
ply, ruptures in thecold chain, and ongoing problems 
with delivery dates and potentially insufficient total 
supply need to be addressed. WHO and UNICEF 
will need to work more closely with vaccine manu- 
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factures to monitor production. While OPV fore- 
casting has been good, this skill needs to be trans- 
ferred to other vaccine forecasting. 

Accelerating Surveillance 

USAID is focusing on community- and facility- 
based surveillance, difficulties in terrain and com- 
munication, the reverse cold chain (to transport stool 
samples), and funding. Many countries, especially in 
Africa, have recently hired and trained sn~eil lance 
officers who now need to establish effective sys- 
tems and timely stool collection. They need to target 
children who do not attend health clinics. Surveil- 
lance officers need to identify cases of paralysis 
within 14 days of onset and get data back on a timely 
basis to the field. This is a major challenge in coun- 
tries where many areas are inaccessible. 

Making communities aware of the need to report 
new cases of paralysis is a critical part of the pro- 
gram. CORE is providing some extra support to fami- 
lies with paralyzed children in order to encourage 
community reporting. This process is being monitored 
for its possible use on a broader scale. 

Improving Routine lmmunimation Rates 

The international community has noted the alarm- 
ing declines in routine immunization rates (particu- 
larly in Africa, even as successful rounds of NIDs 
are conducted) and rallied to address this issue. The 
USAID Boost Immunization Initiative is aimed at 
increasing Agency funding for immunization and plan- 
ning enhanced vaccination programs in as many coun- 
tries as possible. In FY 2000, USAID reversed flat 
or declining funding and increased its allocations for 
immunization programs by about $9 million. As a re- 
sult, USAID Missions in 14 countries (11 in Africa, 2 
in Latin America, and Cambodia in Asia) have re- 
ceived support for new or enhanced immunization 
programs, which are projected to reach close to 15 
million children. The Boost Initiative and GAVI are 
two new programs targeted at developing countries' 
health infrastructure and EPI programs. Through 
GAVI, USAID is working with its partners to find 
ways to further support and strengthen systems and 
boost routine immunization coverage. These efforts 
have been accelerating in the past year. 
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USAID is stressing to local partners the impor- 
tance of promoting health messages on routine im- 
munization and AFP case reporting during NIDs and 
through social mobilization. ICCs are expanding their 
scope to coordinate support to strengthen the routine 
immunization system. 

Working in War-Torn and Conflict Areas 

Wars and civil unrest destroy health systems and 
infrastructure, resulting in declines in routine irnmu- 
nization coverage and creating fertile ground for dis- 
ease transmission. The success of the UN Secre- 
tary-General and other partners in establishing Days 
of Tranquility for NIDs in 1999 and 2000 in the DR 
Congo demonstrated again the feasibility of working 
successfully in conflict-affected areas. These efforts 
must be expanded and draw on the strengths of the 
UN Secretary-General, UN agencies, and other part- 
ners to promote peace and support logistics opera- 
tions during cessations of hostilities, particularly in 
Afghanistan, Angola, the DR Congo, Sierra Leone, 
Somalia. and Sudan. 

The extreme challenges of accessibility in con- 
flict areas are only now being strategically addressed 
with attention to operational issues. WHO, UNICEF, 
and Rotary have brokered cease-fires and truces in 
several countries in conflict to allow polio immuniza- 
tions to be conducted. These efforts must continue. 



In Angola, for example, there is a high degree of 
certainty that the poliovirus remains in circulation, 
despite the recent NIDs. 

Immunization activities in the DRCongo need to 
be modified to fit the accessibility level of each area 
(accessible, intermittently accessible, or inacces- 
sible). In all areas, it is difficult to estimate the target 
population because of the number and movements 
of displaced peoples. In accessible areas, more can 
be done to improve quality and reach more children. 
Intermittently accessible and inaccessible areas re- 
quire better involvement of NGOs and local leaders 
to raise the quality of microplanning and logistics and 
to move vaccine, other supplies, and people through 
a weak cold chain and areas with no infrastructure. 

For the most part, donor organizations are de- 
signed to work from a centralized location. In the 
DR Congo, this structure does not work and a more 
decentralized, subregional approach is needed to take 
advantage of areas that become temporarily acces- 
sible. In addition, the lack of trained local staff is a 
serious impediment to a well-functioning program. 

Many of the most difficult countries to reach are 
countries where there are no USAID-supported po- 
lio eradication activities, such as Afghanistan, 
Myanmar, Somalia, and Sudan. USAID and its Polio 
Partners are exploring alternatives to support polio 
eradication in these and other critical areas where 
the virus continues to circulate. These include work- 
ing with local NGOs and other local partners. 

Sustainability 

To stren,&en routine immunization systems, sur- 
veillance, and the laboratory network, ICCs need to 
review more closely tools such as checklists and 
guides, build skills, and stren-den linkages developed 
by implementing partners. This strategic approach 
needs to be implemented to lead to more sustainable 
national health systems. USAID and WHO are work- 
ing to develop a "transition" plan that will provide 
guidance and objectives to accelerate this approach. 
Once polio is eradicated, this could ultimately be an 
important long-term legacy of the polio eradication 
effort. 

Containment and Ceasing 
Immunization 

The final step in the polio eradication process is 
containment of all hospital, laboratow and medical 
sources of poliovirus. This is a very complex and 
expensive task, especially in developed countries. The 
Western Pacific Region is taking preliminary steps 
toward containment as part of the certification pro- 
cess. 

After certification of eradication and a period of 
surveillance vigilance, child immunization is hoped to 
finally end. Global immunity against polio will gradu- 
ally decline and finally cease. At this stage. a chance 
reintroduction of wild poliovirus into the community 
from a laboratory could have devastating effects of 
global proportions. For this reason, containment ef- 
forts begin in the preeradication phase, with the iden- 
tification and inventory of all poliovirus sources and 
institution of biosafety level 2 procedures. During the 
post-eradication phase (one year after the last virus 
is reported), biosafety level 3 procedures would be 
instituted and viruses may be transferred to central 
locations or rendered "noninfectious." In the post- 
polio immunization period, biosafety level 4 proce- 
dures are put into place. 

Stopping immunization has become a more con- 
troversial issue. The polio outbreaks in 2000 in the 
Dominican Republic and Haiti served as a "wake-up 
call" that the vaccine virus could mutate back to viru- 
lence by circulating among populations with low im- 
munity. It is not yet clear how large a problem this is 
in developed countries, nor how rare it is or how 
likely it is to happen again. USAID-funded research 
into persistent shedders and people with Bcell defi- 
ciencies who shed may clarify the situation. The an- 
swers to these questions will guide the Polio 
Partners'decisions on how and when to stop immu- 
nizing. 

Injectable vaccine is being examined as an in- 
terim measure, but it has several drawbacks. As it is 
injectable, only trained people can use it and disposal 
is an issue. It is also more expensive than OPV. and 
manufacturing capacity is limited. 



Political and Financial Commitment 

Political and financial commitment remains weak 
or inconsistent in a number of recently endemic or 
polio-reservoir countries. Countries need to budget 
and be prepared for outbreaks, support the accel- 
eration of high-quality eradication activities, and es- 
tablish multisectoral support. Maintaining high levels 
and increasing low levels of routine immunization cov- 
erage and surveillance are ongoing goals. The wild 
poliovirus can easily be transmitted back into areas 
with low immunization levels. 

With many competing priorities, some countries 
are reluctant to continue to support supplemental im- 
munization activities for more than three years. In 
addition, keeping countries focused on ceaification- 
in addition to completing three years of NIDs-is 
proving to be a greater challenge than expected. Some 
countries, particularly in Africa, have stopped NIDs, 
despite surveillance sensitivity that remains well be- 
low certification standards. Experience in other re- 
gions has conclusively demonstrated that such ac- 
tions may jeopardize progress because low-level po- 
lio transmission can continue undetected for more 
than three years in areas with sub-optimal sumeil- 
lance. As long as poliovirus transmission continues, 
so does the risk of re-infecting polio-free areas. Al- 
though most countries have borne a significant per- 
centage of polio eradication costs, virtually all the 
supplementary costs need to be financed by external 
sources, especially in the poorest countries. New 
partners, such as the Bill and Melinda Gates Foun- 
dation, continue to join the effort, but funding levels 
from current Polio Partners have seen little increase. 

USAID and its partners are advocating for in- 
creased local resources, personnel, and commitment, 
both government and private. Funding gaps remain. 
WHO conservatively estimates that an additional $400 
million is needed to cover the shortfall costs of coun- 
try-level eradication activities through 2005, and glo- 
bal and regional needs involving certification will fur- 
ther widen the gap. Delays in achieving the target 
date will increase eradication's total cost by a mini- 
mum of US$100 million per year. 

The success achieved to date establishes the tech- 
nical feasibility of interrupting wild poliovirus trans- 
mission. Despite some obstacles, it now appears that 
most chains of transmission will have been inter- 
rupted by 2002, if cursent levels of participation are 
maintained or, in some cases, accelerated. Surveil- 
Iance continues to lag in Africa, and most regions do 
not expect to be certified polio-free before 2003. 
WHO estimates that 2005 is the earliest that global 
certification can be achieved. Containment of labo- 
ratory stocks of poliovitus, vaccine-derived outbreaks, 
and other factors will determine when and how to 
recommend that immunization ceases. 

Benefits to All 

The challenges of polio eradication are signifi- 
cant, but the benefits are many. Polio eradication will 
eliminate the disease and wipe out the wild poliovi- 
rus forever. It will prevent the social and cultural 
ostracism experienced in the past by crippled chil- 
dren and their families from occurring in future geu- 
erations. When global certification is achieved and 
immunization no longer needed, WHO estimates that 
the global savings could equal $1.5 billion per year. 
Most of the savings will accrue to industrialized coun- 
tries. The United States will save an estimated $230 
million per year in vaccine costs alone. 
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Checklist and indicators for optimising the 
impact of polio activities on EQI 

We have learned': * Positive impacts of polio eradicafion @J do not m r  automaWb, ratter Wy have to be debemlek p u M ;  a ! !  
4 Most negatve impacts of polio eraticah can be avoided through better Mn ing  

The cheddist and indicators below have been developed to help nau0i-d dec&-ma<ers ad pmpmme mana~ers to rrtadniaz Gx &.? in@ ai 
PE on rotmqe imrnunQatibn se-. 

Checklist 

+ Compare performance: WhenrepatbXl Wonwqe, 
~ e m f h D P T 3 a n d m e a s l e s ( e . g . ~ ~ ~ d s s i s l  
mw1. 

+ Troubleshoot: & ~ - v ~ ~ o f ~ i D s t o s & ~ & & r &  > e  
and technid tobomenedcz around rc&w imrnmMm ire. sbw 
release of funds, slafftng). 

. . ... . . 

S.lnformation, education, + Generate demand: ~ ~ n r n b ; * n g . ~  
communication (IEC): 
Nafionwide muiti-sectcral awenw is 
cimcal fM PE. 

4.Social mobilization: + Maintain involvement: u F e h e ~ l e a d e n . ~  
~ p a r t i d p a b b n o f t h e ~ i s  
needed to achieve PE. 

o Use data: k NIDtarget ~ 6 o n d a i a f o r r ~ e ~ & ~  
if these are mMe armrate than OW data 
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o Exploit technebgy: Provide training on the use of WMs as a 
management tool for routine Immunization services. 

. . .  .............. . . . . . . . . . . . . . .  - . . . . . . . . . . . . . . . .  . . . . .  . . . . . . . . . . . . . . . . . . . . . . . .  -. -. 

7.Service delivery & + Build capacity: Jse PE raining oppormn'oes ro refresh roLt~nc 

supervision: mmmzalon sk.s ma hnl~kdge.  
PE inrios to ~,:o, OP hign 4 ,a i) sew cec e Work together: C v o n c  s4nt! znr? 3rd r1~1n0 r ~ p s n  $00 
(OPV) at point of delivery in NlDs and 
durino routine imrnunization. 

visits 

- - -. - . . . .  - .......... .- - ...... -. - . - . . . . . . . . . . . . . .  ......... . . . . . . . . . . . . . . . . . . . . . . . . . .  . . . . . . . . . . .  

9.lnjection safety: + Play it safe: Enwe mar N D acn~~des that include njectable 
PE offers opl.ofl~ni~es 10 promole safe vacc nes ni.? a o~ la t '~ ,~   an of xlion lo ?ns.rz s3le ~neclon and 
n zcion cri.'lcec !.ail: !!ip ,: i :  r.?'?. isrxdsn s i l ~  p7anrrs s,sr n, fur r:iln3 

imrnunization. 
. . . . . . . . . .  .. . . . . .  ............ . . . . . . . . . . . . . . . . . . . . . . . .  - - ..... . . . . . . . . . . . . . . . . .  ............ -. 

10.~0nitorin~: e Track impact on system: LWea  :ommimerit to "achie~e 
Acnieemenr ol lne PE goal rnqL res PE r v.a,s mar srrenglnan ro~nne .mm~nization sptems: Lse 
carel-I m:ntcr ng inoc3!:rs 11 m:~  n r  rhi mpirl (11 PE cii vraoglr!.?n ng roilLri 

mmunlzatlon (see below) Analyse and use collected ~nformat~on to 
take corrective action, and report progress periodically. 

1. Trends in routine immunization 
coverage: 
Monitor and analyse annual DTP3 and 
measles coverage by district over time. 

2. Trends i n  financial resources: 
Trend analysis of annual financing (external 
and national) of routine immunization 
services (if possible compare to overall health 
sector budgeffexpenditures). 

3. Surveillance: 
The number of other diseases integrated 
with "active" AFP surveillance activities. 

4. Cold chain improvement: 
The percentage of district cold stores with 
full complement of functioning equipment 
and systems for maintenance. 

5. Integration o f  other services: 
In countries with vitamin A deficiency, 
delivery of vitamin A is integrated with 
routine immunization services. 

6. Information, education, and 
communication: 
Existence of PE communication and social 
mobilization plan that provides for both polio 
eradication, routine immunization and 
surveillance. 

7.Vaccine logistics: 
Inclusion of vaccine vial monitor WM) 
training for PE campaign activities. 

8. Partner coordination: 
Inter-Agency Coordinating Committee 
mandate and membership has mandal 
membership for all EPI activities at leas 

9. Human resource development: 
Systematic use of the experience of PI 
planning to improve the delivery of rou 
health services. 

Depsnment ofvassinos and ~idogiea~s.eworld m a w  organization 
Contach: Ms. Christine. McNab. Polio lnfomationiComrnunicafiiii, Tel.: +41 22 791 4688, Ernail: rncnabc@who.int 

MC cnea ~ane i ,  county ~sgianal support i a ~ . :  4 7  22 701 3077, mat# :  manerc@who.int 
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Table 1: USAlD Polio Eradication Initiative - FY 2000 Budget By Results 

ASlCSi UNICEF, 
AFRU M R .  
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Table 2: USAlB Polio Eradication initiative - Summary Budget FY 2000 (US$) 

EN1 I I I 
BASICS 0 1  0 1  0 

Subtotal 1 01  01 0 
I I 

Africa 
WHOIAFRO 
UNICEF 
BASICS 
TAACS 
CHANGE 
OTHER 

Subtotal 

FY 00 Bilateral Funding: 
' UNICEF: $1,327,250 DR Congo; $12,000 Ghana 
'other includes: $1,500,000 Egypt; $3,000,000 IOCH Bangladesh 
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9,901,250 
4,528.750 
1,300,000 

0 
170,000 

0 
15,900,000 

0 
1,339,250 

0 
0 
0 
0 

1,339,250 

9,901,250 
5,868,000 
1,300,000 

0 
170,000 

0 
17,239,250 



Table 3a: USAID Polio Eradication Initiative - Africa Region Funding FY 2000 (US$) 

IU 
0 

81 327.250 DR Congo Ado lnonal b aleral *en1 lo UNICEF. 
0 "$12.000 Gnom Adaflmal b.otora1 wen1 lo ,h CEF 
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