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1% of the journey has experienced ria? This paper discusses these and
several setbacks and rate of progressother relevant issues regarding po-
has slowed down in the last few lio eradication in Nigeria.

years. Nigeria is one of the remain-

ing 3 endemic countries in the world

Introduction Trends
Polio virus

Polio cases drastically reduced by more than?®étn
Polio or poliomyelitis is an acute viral diseasamltter- an estimated 350,000 in 1988 to 1,352 reportedsciase
ized by inflammation of the nerve cells of the braiem  2010. The number of endemic countries has reduced
and the spinal cord. The disease is caused byus vir from 125 in 1988 to 3 in 2012. However, in 2009201
called Poliovirus. It belongs to the genus, Entetss 23 previously polio-free countries were re-infectesim
and the family, Picornaviridae. Viruses in this fgnare importationd. Tables 1a and 1b show the trend of re-
small in size with single stranded RNA. There arge3  ported wild poliovirus cases from 2010 to 2012.
rotypes: types 1, 2 and 3. Type 1 is the commonedt
most virulent. Type 2 has not been detected glgball
since 1998

Table 1a Reported wild poliovirus (WPV) cases,* by type (WPor WPV3) and category of polio-affected countryworld-
wide, January—March 2010, 2011 and 212

January-March 2010 January—March 2011 January—March 2012
Category/Countryt WPV1 WPV3 AIWPV  WPV1I WPV3 AIWPV WPV WPV3 AlWPV
Polio-endemic countries 7 33 40 35 2 37 40 9 49
Afghanistan 1 6 7 1 — 1 6 — 6
India 3 16 19 1 — 1 — — —
Nigeria 2 2 6 2 8 21 7 28
Pakistan 3 9 12 27 — 27 13 28 15
Countries with reestab-
lished transmission 1 7 8 77 3 80 3 0 3
Angola 1 1 2 — 2 — — —
Chad 7 7 33 3 36 3 — 3
Democratic Republic of
the Congo 42 — 42 — — —
Total** 16 80 96 224 10 234 86 16 104

* Case data reported to the World Health Orgarorasis of May 15, 2012, by date of onset.

T Country category based on Global Polio Eradicatidiative 2010-2012 Strategic Plan
8 Includes one mixed WPV1/WPV3.
**Countries affected by outbreaks are excludecdin table
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Table 1b: Reported wild poliovirus (WPV) cases,* by type (WPbr WPV3) and category of polio-affected
country — worldwide, 2010-20%1

Total 2010 Total 2011
Category/Countryt WPV1 WPV3 All WPV WPV1 WPV3 All Y
Polio-endemic countries 163 69 232 324 17 341
Afghanistan 17 8 25 80 — 80
India 18 24 42 1 — 1
Nigeria 8 13 21 47 15 62
Pakistan 120 24 144 196 2 198
Countries with reestablished trans-
mission 144 15 159 227 3 230
Angola 33 33 5 — 5
Chad 11 15 26 129 3 132
Democratic Republic of the
Congo 100 --- 100 93 — 93
Total** 614 168 782 1102 40 1142

**Countries affected by outbreaks are excludedis table

Table 2 shows the trend of vaccine derived poligés worldwide from July 2009 to March 2811

Table 2: Vaccine-derived polioviruses (VDPVs) detected -erldwide, July 2009--March 2011

No. of isolate§ July 2009--March

Routine

Current status

2011 VP1 diver-coverage Estimated
Year(s) Source (total gence with 3 duration off)(::;ek%f;:zt I(; ustt-
Category Country de- cases or Serotype from Sabindoses of VDPV S
patient isolate, or
tected* specimens) Cases Contacts NON"AFP 0pV strainpolio replica- =~ ironmental
source  (g4) vaccine  tion** o)
@)1 p
. 2010-- Outbreak (6
cVDPVtT Afghamstan2011 cases)§§ 2 6 1.0--2.7 8311 2.5yrs January 20, 2011
Importation November 10,
Chad 2010 (1 case)™* 2 1 5.3 36 2010
2008-- Outbreak (37.
DRCtTtt 2010  cases) 2 17 0.7--35 68 3.2yrs October 26, 2010
- 2009-- Outbreak (7
Ethiopia 2010  cases) 3 7 1.3--3.1 60 2.8yrs November 4, 2010
. 2009-- Outbreak (16.
India 2010 cases) 2 16 1.0--1.6 50888 15yrs January 31,201
. 2006-- Importations
Niger 2010 (5 cases)** 1 25 71 June 1, 2010
2005.. Qutbreak
Nigeriafq1 2011 (355 cases) 2 48 0.7--6.2 61 6 yrs March 7, 2011
*kkk
Somalia 2008 Outbreak (13, 5 6 0728 26 26yrs  March 22, 2011
2011 cases)

Abbreviations: cVDPV = circulating VDPV; DRC = Derratic Republic of Congo; iVDPV = immunodeficienagsociated VDPV; aVDPV =
ambiguous VDPV; OPV = oral poliovirus vaccine; IR\inactivated poliovirus vaccine; AFP = acute fidgoaralysis.

* Total years detected and cumulative totals fevwusly reported cVDPV outbreaks (DRC, Ethiopiad &ligeria).

T Outbreaks list total cVDPV cases. Some VDPV éssiates from outbreak periods might be listed\A3RVs.
§ Total cases for VDPV-positive specimens from AfaBes and total VDPV-positive samples for enviramadgsewage) samples.
1 Based on 2009 data from the World Health Orgaioizg\WHQ) Vaccine Preventable Diseases Monitofiygtem (2010 global summary) and

WHO-UNICEF coverage estimates, available at ht/tp\m(/.who.int/immunization_monitoring/en/globalsumM&ountryprofileselect.cfn@ .
National data might not reflect weaknesses at dida levels.
** Duration of cVDPV circulation was estimated froemtent of VP1 nucleotide divergence from the gpomding Sabin OPV strain; duration of
iVDPYV replication was estimated from clinical reddry assuming that exposure was from initial recef®PV; duration of aVDPV replication
was estimated from sequence data.
1 Most cVDPV isolates from Afghanistan, Chad, DE@iopia, Niger, Nigeria, and Somalia were vacginavaccine recombinants.

88 Three cases from 2009 are not included in thetdeecause they had <10 nucleotide substitutiongil and the new definition was not yet

implemented.

19 Routine trivalent OPV coverage was 14% among-pasients.
*** |mportations from Nigerian cVDPV outbreak. Ormaported VDPV from Niger had been previously ineatly assigned to be from Guinea.
t11 Previously reported outbreak. Additional infatian available at http://www.cdc.gov/mmwr/previewmhwrhtml/mm5836a3.htm.

8§88 cVDPVs clustered in Uttar Pradesh and Bihagremoutine coverage with trivalent OPV was ~50%.
191 Previously reported outbreak. Additional infation available at http://www.cdc.gov/mmwr/previewhwrhtml/mm5836a3.htm.
**+x Count does not include 29 cases with <10 natide substitutions in VP1 detected before 2010.
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The global estimation of routine trivalent OPV (8P  Americas, European and West Pacific, and South-East
vaccination coverage (3 doses of tOPV by 12 months)Asian Regions respectivélySome indicators of success
by the end of 2010 was 86%. The WHO Regional cover-of the global polio eradication efforts are shown i

ages were 79%, 93%, 96% and 77% for African, the  table 3%

Table 3: Selected indicators of the success of the Globkid Boadication Initiative

Parameter 1988 2000 2006 2009
No. of new cases per year 300 000 719 1997 1606
No. of endemic countries >125 20 4 4
No. of endemic WHO Regions 6 3 3 3
No. of circulating wild WPV serotypes 3 2 2 2

No. of remaining WPV genotypes#  WPV1:20 WPV1:9 WPV1:2 WPV1: 2
WPV2: 5 WPV2:0 WPV2:0 WPV2: 0
WPV3: 17 WPV3:7 WPV3:2 WPV3: 2

WPV, Wild-type poliovirus.
# A genotype is a group of genetically closely teddgpoliovirus strains (difference in capsid protéP1 coding
sequence 25%) that are considered to have epidemiologioiihlije with each other

Transmission Vaccination

Polioviruses are mainly transmitted through thecéae Polio has no cure: clinical cases can only be meghag
oral route (via stool contaminated food and watewl  with supportive care. Therefore, prevention is riesn-
also by person to person contact. They are acigtaes  stay of management of polio. Apart from improvement
and therefore able to travel safely through thensith  in hygiene and sanitation standards, vaccinatiothés
to settle in the gut where they replicate. Themfoans-  primary mode of prevention. Primary and boosteredos
mission occurs most in areas with poor personal andf polio vaccine protects most vaccinees for life.
environmental hygiene. Polioviruses can survive for
weeks in water and sewage. Poliomyelitis is highly = Two vaccines are currently available namely the liv
fectious and transmission is expected to occuirimost attenuated Oral Polio Vaccine (OPV), developed by
100% of susceptible children and more than 90% ofAlbert Sabin; and the Inactivated (killed) Poliod¢me
susceptible adult household contacts. In generahst  (IPV) developed by Jonas Salk. Both vaccines ava-tr
mission is higher in developing countries. Additdp, lent, though recently, bivalent (bOPV) and monowrtle
other factors that determine the ease and spesggtedd (MOPV) vaccines have been produced for data-driven
include population density and rate of contact supplementary immunization activities (SIAs) in sm
endemic countries.
From the gut the viruses reach the central nergyss
tem through the blood stream to cause diseaseinthe  Although OPV is safe, rare adverse event could m@ccu
bation period is 7-14 days (4-35 days). Polio can b and Vaccine associated paralytic polio (VAPP) is oh
symptomatic (4-8%) or asymptomatic (~95%); paralyti the most important of these rare adverse eventsleWh
or non-paralytic (9998) On the average, only 1 in 200 OPV virus has the potential to revert to a liveusithat

infections will result in acute flaccid paralysi&HP). is capable of causing paralysis, IPV cannot caadie.p

Paralytic polio could be spinal, bulbar or bulbinsf. The vaccine associated paralysis is caused by imutat
or reversion of the Sabin virus to neurovirulen8ach

Clinical features circulating vaccine derived polio viruses (cVDPVs)

therefore can result in polio cases and paralysidas
The symptoms include fever, headache, vomiting, fa-to that caused by wild polio viruses (WPVs). Vaecin
tigue, neck and back stiffness and muscle painserOt associated paralytic polio occurs in both vaccinesed
clinical features are paralysis of the limbs anspi@-  their unimmunized contactsAlthough wild type 2 polio
tory muscles, respiratory failure, swallowing diffity, virus has been eliminated since 1999 type 2
urinary retention, constipation, diarrhoea and atmad  cVDPVs are still being reported in some endemicneou
sensations (but not loss of sensation). Severiseases  tries.
with increasing age of infection. Only about 0.1-2%

infected people have paralytic polio out of which®% In a few individuals with primary B-cell immunodefi
die of respiratory failure. Recovery from an infent  ciency, there is chronic shedding of the Sabinsvimith
confers serospecific immunfty increased neurovirulence. Such viruses are caitedu-

nodeficiency-associated vaccine derived poliovisuse
(iVDPV). These are not known to occur in HIV infec-
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Definitions individuals thereby conferring immunity on them.
This is the direct effect of the vaccine (herd inmiby)
The following definitions were given by the Dahlem 2 These herd effects result in a population immunit
Workshop on Disease Eradication in 1997 and pubdish that is higher than the sum of the individual imrityof
by thegglenters for disease control and preventidQq) the vaccinated individuals in the community.
in 1999
« Control: The reduction of disease incidence, preva-How synchronized OPV mass campaigns work
lence, morbidity or mortality to a locally accep&ab
level as a result of deliberate efforts; continired ~ Simultaneous administration of OPV within a shost p
tervention measures are required to maintain theiod interrupts the transmission of wild polio \ériy
reduction. Example: diarrhoeal diseases. displacing it from the gut. The effect is enhantgda
« Elimination of disease: Reduction to zero of the 100% vaccine coverage of the population at risk
incidence of a specified disease in a defined geo{children less than 5 years). The result is abinptrup-
graphical area as a result of deliberate effoxsi-c  tion of WPV transmission in the commuriity
tinued intervention measures are required. Example:
neonatal tetanus. Global Polio Eradication Initiative (GPEI)
« Elimination of infections: Reduction to zero of the
incidence of infection caused by a Specific agant i The Global pOliO eradication initiative was laundha
a defined geographical area as a result of delibera 1988. It was made up delegates from 166 membegsstat
efforts; continued measures to prevent re-Who adopted a resolution to eradicate polio woridew
establishment of transmission are required. Examt was primarily led by the World Health Organizati
ple: measles, poliomyelitis. (WHO), the Rotary International, the United Stafen-
+  Eradication: Permanent reduction to zero of the ters for Disease Control and Prevention (CDC), tied

worldwide incidence of infection caused by a spe- United Nations Children’s Fund (UNICEF).
cific agent as a result of deliberate efforts; inéa- o o
tion measures are no longer needed. ExampleThe objectives of the GPEI incluté&:
smallpox. * Interruption of wild polio virus

«  Extinction: The specific infectious agent no longer *  Certification of global polio eradication

exists in nature or in the laboratory. Example:eon *  Contribution to health system development and
strengthening of routine immunization surveillance

However, there are several other definitions ahila- for communicable diseases in a systematic way.
tion and eradication ranging from geographicaltyited
definitions to global definitiort$. The GPEI has four major stratedigsr countries af-

fected or at risk of re-infection namely:
The ultimate aims of public health are diseaserognt < High routine infant immunization coverage with 4

elimination and eradication. The basic questiowtien doses of OPV in the first year of life
these aims will be achieved. e Supplementary immunization activities for all under
five children
Why is polio eradicable? e Optimum surveillance for WPV through reporting
and laboratory testing of all AFP cases in children
Polio is considered eradicable because: less than 15 years.
* Man is the only reservoir/host. « Targeted (data-driven) “mop-up” campaigns once
« Along term carrier state is not known to océur WPV is limited to specific focal areas.
« Effective and cheap vaccine is universally avadabl
(OPV). GPEI Strategic plan 2010-2012
e The vaccine (OPV) is easy to administer on mass
basis. In May 2008, the 61 World Health Assembly called for
+ The polio vaccine is relatively stable. a new one-year programme of work to replace thieear
multi-year strategic plan and subsequently, the9200
Direct and Indirect effect of OPV (Herd effects) Programme of work was developed. Following the im-

plementation of the 2009 GPEI programme of work, a

When adequate number of doses of OPV are adminisstrategic plan was developed based on lessonsetbarn
tered to a population at risk, the immunity so eoréd ~ from 20 years of experience in polio eradicatior an
interrupts transmission in that population. Thikiewn  implementation of the 2009 programme of work. This
as the indirect effect of the vaccine, such that sms- new plan is to be implemented from 2010-2012 with
ceptible individual in that community will no longee  definite milestones set (Table 4). The progres® ibe
exposed to the virus and so is protected, though no internationally analyzed and graded by exgerts
immune (herd protection). Secondly, vaccinated -indi

viduals transmit the vaccine virus to unvaccinated
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Table 4 : GPEI global milestones 2010-2013

By mid-2010 By end-2010 By end-2011 By end-2012 By end-2013

Cessation of all Cessation of all Cessation of all polio trans-  Cessation of all Initial validation

polio outbreaks ‘re-established’ mission in at least two of the wild poliovirus of 2012 mile-

with onset in 2009* Poliovirus transmis- four endemic countries*** transmissiont stonestt
sion**

* validated when six months without a case genkyitiaked to a 2009 importation (i.e. by end-201The target for stopping any
new outbreaks (i.e. with onset in 2010, 2011 or2@ill be within six months of the confirmation tife index case.

** validated when 12 months without a case gen#yidimked to the re-established virus (by end-2Pp11

*** yalidated when 12 months without a case geralyclinked to an indigenous virus (by end-2018RE year-to-year change in

the number of polio cases will be monitored quartier each endemic country to guide the assessofgimbgress towards this
global milestone.

T validated when 12 months without a case genétiliaked to an indigenous virus (by end-2013).

Tt ‘certification’ will require at least three ysanf zero polio cases in the presence of appr@psiatveillance across an entire
epidemiologic regioh

Table 5: WHO Regions certified polio fré&

WHO Region Year certified
The Americans (36 countries) 1994
Western Pacific (37 countries) 2000*
European Region (countries) 2002*

*Some countries in these regions have suffered itapons after
certification

Fig 1: Number of laboratory-confirmed cases by wild palios (WPV) type or vaccine-derived poliovirus typ€vVDPV2) and
month of onset, type of supplementary immunizatiotivity (SIA),* and type of vaccine administeredNigeria, January 2009--
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Abbreviations: mOPV1 = monovalent oral polio vaccine (OPV) typenDPV3 = monovalent OPV type 3; tOPV = trivale®\0) bOPV = biva-
lent OPV.

* Mass campaign conducted in a short period (dayseteks) during which a dose of OPV is administeeeall children aged <5 years, regardless
of previous vaccination history. Campaigns candrelacted nationally or in portions of the country.
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However, the current objectives are Polio Eradication Trends in Nigeria
e Interrupting wild poliovirus transmission in Asia
+ Interrupting wild poliovirus transmission in Africa  In Nigeria, routine surveillance report of AFP cases-

«  Enhancing global surveillance and outbreak re- sociated with faecal excretion of type 2 cVDPV,eyp
sponse and type 3 WPVs from January 2005 to June 2009 were
. Strengthening immunization systems studied by Jenkins et'allt revealed that within the
study period there were a total of 2,323 caseypud
For a WHO region to be certified polio-free, thoem- WPVs, 278 cases of type 2cVDPVs and 1,059 cases of
ditions must be mét type 3 WPVs. There were no significant differenaes

«  Atleast 3 years of no polio case due to WPV the clinical severity of paralysis caused by thgpes of

« Disease surveillance efforts in countries must meet polioviruses.
international standards

« Each country must show capacity to detect, report
and respond to “imported” polio cases.

Since 1988, more than 2 billion children around the

world have been immunized against polio, through th

unprecedented cooperation of more than 200 cosntrie

and 20 million volunteers, backed by an internation

investment of more than US$ 5 billion

So far, the following regions have been certifiedig

free: (Table 5)

The progress of polio eradication had been initiall
slow, then checkered and retarded by political sowio-
cultural factors in 2003. Following the resurgerafe
polio in Nigeria in 2003, and subsequent exporthaf
virus to 20 other countries, the feasibility of ipotradi-
cation was brought under serious questiorSubse-
quently there was a sudden success leap towardsthe

of 2009 followed by uneven progress till date. Hig
from CDC summarizes the progress between January
2009 and June 2011

However, to achieve a global polio-free certifioati Table 6 shows the WPV situation worldwide and coun-

laboratory stocks must be contained and safe mana .

ment of \);VPV in IPV manufacturing sites must be asg_%ry_break down as at first week of July 2012. Tmad

sured. which was published by the GﬁEShows that Nigeria
tops the list and endemic countries contribute ntioa@
95% of global burden. The total year-to-date WPV in
Nigeria increased by more than 300% from 2011 to
2012.

Table 6: Wild poliovirus situation worldwide as af'@uly 2012
Total in Date of most

Year-to-date 2012 Year-to-date 2011 2011* recent case
Countries WPV1  WPV3 Total WPV1I  WPV3  Total
Nigeria 40 12 52 12 5 17 62 06-Jun-12
Afghanistan 10 10 8 8 80 29-May-12
Pakistan 19 2+1W1W3 22 57 1 58 198 22-May-12
India 1 1 1 13-Jan-11
Chad 4 4 82 3 85 132 11-May-12
DR Congo 60 60 93 20-Dec-11
Angola 4 4 5 07-Jul-11
Niger 1 1 5 22-Dec-11
CAR 4 08-Dec-11
China 21 09-Oct-11
Guinea 1 1 3 03-Aug-11
Kenya 1 30-Jul-11
Cote d'lvoire 11 11 36 24-Jul-11
Mali 4 4 7 23-Jun-11
Congo 1 1 1 22-Jan-11
Gabon 1 1 1 15-Jan-11
Total 73 14 88 226 26 252 650
Totalin endemic coun- g 14 84 78 6 84 341
Total outbreak 4 0 4 148 20 168 309

Data in WHO as of 05 Jul 2011 for 2011 data and2012 for 2012 data
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Fig 2a'® highlights the persisting presence of cVDPVs have been responsible for polio outbreaks in sévera

in Nigeria. They still constitute a significant jpartion countried including Nigeria, Democratic Republic of
of the total polio cases. Congo (DRC), Egypt, Haiti and Madagascar
Figure 2a. Nigeria - confirmed polio cases (total & Experts argue that since OPV from which these teder
1400 strains are derived currently remains the main sfake
1200 Polio Eradication Programme (PEP), and realizirag th

IPV is too expensive to serve as a substitute imyma
I developing countries; “it is clear that polioviresadica-
wild tion using the current affordable strategies isealis-
tic’?°. It has been argued that the huge sum of money
spent on PEP cannot be justified on the basis sefadie
burden. They rather advocate that such funds shuild

invested in developing a cheaper non-live polio-vac
Note: The difference between total confirmed polio camed wild virus con- Cinezo_
firmed polio cases is due to circulating vaccineidsl polio virus.

Fig 2b* shows the global picture and Africa has the ~ The other argument is that polio is largely an gstgm

highest burden. matic disease and it is estimated that for evenglsi
case of paralytic polio there are about 200 undedec

Figure 2b. Confirmed polio cases in WHO infections. By the time a response with an SlArigan-
Regions 1998-June 2012 ized, the disease would have likely spread. Altthoug
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man is the only host, chronic polio virus carrigugs
been demonstrated in small number of patients ®ith
cell deficiency in which polio virus has persistéat

many years

. , Additionally and very importantly too, neuro virake
g8 polio virus has been synthesized de novo in thertab
tory**and this strongly raises a question as to the view
Rational arguments or concept that the planet can ever be reliabllized

from polio virus. With the advent of bioterriosinoun-
The eradicability of polio has been a subject diate  tries cannot ignore the possibility of such an adwsing
especially in recent years. Some have called tetque ~ Used against them by terrorists. According to Giréfik
the rationality or otherwise of the huge sums aidfu @lthough the PEP has achieved remarkable success in
spent globally on the Polio Eradication InitiatigeEl)  the control of the disease, the continued poliayatals
while proponents have advanced their own reasons fothe present end-point of polio virus eradicaticnunat-
continuing effort towards the global project. Whileme  tainable.
believe polio is not eradicable, others think tbeén if
it is eradicable, it is of litle individual benéfl Yet ~ Arguments for eradication
others strongly believe it is not only eradicatidet that
eradication is in sight. This group also believesiof ~ On the other hand, some experts see polio eraiicas

2003
2004
2005
2006 &
2007 ¢
2008
2009
2010

1998
1999 ¢
2000

2001 §
2002

great public good. very feasible from biological point of view. In ihe
opinion, since there are effective vaccines, jist In
Arguments against eradication the case of small pox, polio can be eradicatededdd

one of the 3 types of the virus (types) has beewlier

That small pox was Successfu”y eradicated does noﬁatEd. Addltlona”y 99% reduction in circulation of
necessarily imply that other diseases will be emed WPV worldwide has already been achieved and many
also. Epidemiologists have argued that some disgasecountries and some regions have already elimingted
for which g|0ba| eradication programs have beenVirUS. The last 1% should be achievable. Only 3neou
launched in the past, are not eradicable. Thizembse tries have never interrupted WPV transmission-Nager
diseases that have non-human reservoirs could be ré\fghanistan and Pakistan. Even in Nigeria, transiors
introduced fo”owing a presumed eradication. Th]s a is Only limited to Northeast and Northwestern regl@f
plies to malaria and yellow fever whose past globalthe country. All these point to the feasibility pélio

eradication programmes have faﬁ%d eradication, not Only in Nigeria but globally Befo
India achieved certification for elimination, itngiarly

Polio vaccine is not as effective as small pox i€~ had WPV transmission limited to the Uttar Pradesth a
and after 3 doses of OPV, full protection is noaigun- Bihar states and the Indian Government almost gave
teed as vaccines are not equally effective agaitisg ~ on eradication efforts. However further concentratof
strains of the virus The live vaccine virus on rare occa- €radication efforts in these areas eventually ded suc-
sions can revert to neuro-virulence and cause skisea cessful interruption of polio transmission. Thidrispite
similar to that caused by the wild polio virus. Sohave ~ Of lower immune response to tOPV in South East Asia
described this as using fire to fight fire. Thes®v  thanin Africd.



Although polio eradication has been said to divient .
ited financial and human resources away from prymar
health car&, a world free of the need for polio vaccine .
would save USD81.5 billion per year in immunization

costs alon®?3 Additionally, apart from financial sav-
ings and prevention of crippling effects of polmglio
eradication also has intangible and co-incidentales
fits. These include stronger immunization and silive
lance systems, well established global laboratar n
work, millions of trained health workers and stroamdy
vocacy movement$?. The option of controlling rather
than eradicating polio (by means of routine immaniz
tion only) has been shown in a modeling study t@ipo
tially result in great cumulative cost and far Ergiuum-
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The continuing cases of VAPP resulting from the
reverted VDPV.

Mal-orientation of communities, politicians and
health workers.
Politicization of health issues.
Very large population and high population growth
rate with cultural, religious and geographical

barriers.

Funding short-falls and poor accountability frame-
work.

With elimination of poliovirus in India, Nigeriaatds
out as the single most important country now in the

ber of case§?®

global polio eradication agenda.

The Way Forward

Prospects

The prospects for polio eradication in Nigeria and
extension globally are high. These are based on:

The antecedent of not just small pox eradicatian bu
also progress so far made in polio eradication in
Nigeria, India and the currently polio-free couasri
and regions.

The huge financial and human resources the country
is able to mobilize from the Federal, State andaloc
Governments; as well as from International and
local partners.

Already existing health care structure, especifaly
immunization, established by the National Pro-
gramme on Immunization (NPI) and improved upon
by the National Healthcare Development Agency
(NPHCDA). .
High level of community and political awareness
already achieved.

A level of political and community commitment
Skilled and experienced personnel-both full time
and adhoc health workers. .
Massive global technical, political and financial
support especially based on the fact that polidiera .
cation is a global initiative and not just a Nigeri
programme. .

Challenges

Although the prospects are high, the challenge&aoe-
mous and require total commitment and focusedestrat
gies to overcome. These challenges include;

Low and differential routine and supplemental im-
munization coverages below the threshold required
for interruption of transmission. These immunity
gaps allow viruses to persist in smaller areas and
population sub-groups

Relatively lower effectiveness of tOPV resulting in
low immunity especially against type 1 virus in
vaccinated populatidh Type 1 is the commonest

in Nigeria. .
The emergence of type 2 cVDPVs outbreaks in Ni-
geria whose transmissibility, pathogenicity and .
disease severity are similar to those of type 2 WPV
Type 2 WPV has been eliminated globally since
1999.

The current use of mOPV 1, mOPV 3, bOPV and
tOPV must continue but must be guided by sound
scientific advice from experts. However, the use of
mOPV and bOPV must be balanced with the find-
ings of waning population immunity against type 2
which predisposes to susceptibility to type 2
cVDPV. Yet, it must be born in mind that tOPV
which is the only OPV against type 2 has much
lower effectiveness against the commonest type 1 in
the country. This calls for a delicate balancehia t
use of these vaccines and for further research.
It also draws the country’s attention towards plan-
ning to explore the place of IPV in the future whic
will totally eliminate the threat of cvVDPVs and
VAPP.
There is a very urgent need to raise routine immuni
zation coverage to at least 95%. This coverage
should not only be achieved nationally but also-sub
nationally in all Local Government Areas (LGAS)
and wards.
Additionally SIAs should be more effective with
realistic coverage approaching 100%.
Focused and effective mop up activities in special
areas.
Continuing immunogenicity, epidemiological and
communication studies are required to monitor
trends and develop area-specific strategies.
Targeted mop ups and penetration of conflict areas
are required to eliminate reservoirs of the virus.
Re-orientation of health workers, adhoc personnel,
policy makers and the community.
Effective advocacy to politicians and massive docia
and community mobilization.
Targeted communication strategies aimed at over
coming cultural, religious and political rbars.
Also improvement in community participation
Intensive and special arrangement for adequate cov-
erage of hard to reach areas and migrant popula-
tions.
Urgent strengthening of AFP surveillance in all
communities in all LGAs.
Country / government ownership of PEP as well as
routine immunization programme with full imple-
mentation of the accountability framework.



Conclusion

Small pox was eradicated and polio is biologicalgdi-
cable. The global eradication effort has alreadyieaed
over 99% success with elimination certificatiomiany

The future
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Even after WPV transmission is interrupted and ielim
nated globally. The problem of reverted neurovintile
vaccine virus would remain to be addressed. As g

countries and WHO regions. Even re-infections havelive OPV remains in use, Nigeria and indeed, theldvo

been successfully and promptly eliminated in presip
certified countries. India whose polio eradicatiostory
is similar to Nigeria’s in several ways has evelyua
achieved elimination certification. Nigeria has aals
achieved giant strides (90% success) since the iREP
the country. Therefore the prospects for polio iesd
tion in Nigeria are high but the current challenges

cannot relax. Nigeria and the global community must
plan for a switch from OPV to IPV and then complete
stoppage of OPV production. Many countries have al-
ready stopped the use of OPV while others are &t th
OPV-IPV transition phase. While the call for a ghea
IPV continues, Nigeria must not wait but should ibeg
to plan for financing of the switch. Local vaccipeo-

quire urgent, sustained and focused attention stoas duction is a potentially cheaper option.
shorten the journey from now to eradication time.
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