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Pulse Polio Immunization 

I was indeed surprised to read Dr. 
Jacob John's reply(l). He states "there is 
no evidence to show that vaccine virus 
circulates among children either after 
routine schedule based immunization or 
after pulse immunization using oral po-
lio vaccine (OPV)! He states this inspite 
of compelling evidence to the contrary; 
"it is known that both wild virus and 
vaccine virus persist in the gut for 6 
weeks and could interfere with vaccine 
uptake"(l). In fact, even the Redbook 
(1994) of the American Academy of Pe-
diatrics makes this matter amply clear(2) 
by spacing two doses of OPV six weeks 
apart for this very reason. 

Thus no further evidence is 
needed—certainly, vaccine virus will in-
terfere, and if the pulse immunization is 
given too soon it may not take up. Fur-
thermore, to make matters worse, it 
could certainly interfere with the next 
polio dose in routine vaccination. I 
would strongly recommend that chil-
dren below 3 years who are undergoing 
the vaccination schedule in a proper 
manner be excluded from pulse polio 
immunization. 

Mukesh U. Sanklecha, 
Department of Pediatrics, 

L.T.M. Medical College and Hospital, 
Sion, Bombay. 
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Comments 

There are two phrases in Dr. 
Sanklecha's letter that we should pay at-
tention to. They are "vaccine virus circu-
lation among children" and "both wild 
virus and vaccine virus persist in the gut 
for 6 weeks". These phenomena are not 
one and the same. Persistence of poliovi-
rus in the gut and prolonged virus excre-
tion are quite well known. That is the 
reason why stool is examined for the 
presence of poliovirus in children with 
poliomyelitis. The incubation period of 
poliomyelitis can be upto 4 weeks; polio-
virus may be isolated for one, two or 
even three weeks after the onset of pa-
ralysis. Thus, virus excretion could be 
present for 6 or 7 weeks. Similarly vac-
cine virus infection also persists for 3-4 
weeks in the majority of children and 
upto and beyond 6 weeks in a small pro-
portion of children. 

Persistence of infection in the indi- 
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vidual child is not the same as vaccine 
virus circulation among children. Virus 
circulation results from the feco-oral 
transmission of infection over several 
generations of susceptible hosts. There is 
no evidence for such vaccine virus circu-
lation either after routine immunization 
or after pulse immunization. Vaccine vi-
rus may transmit to a very limited ex-
tent, and for one generation only, within 
the family of an infant given OPV, pro-
vided the infant had vaccine virus take. 
But, that also is not virus circulation. 

While wild virus infection of a child 
leads to virus circulation, vaccine virus 
infection does not lead to virus circula-
tion. 

Dr. Sanklecha's worry is about the 
possible short interval between one 'rou-
tine' OPV dose and one 'pulse' OPV 
dose. If the pulse dose of OPV has been 

Pulse Immunization Against 
Poliomyelitis in India 

This is with reference to the letter by 
Sanklecha on "Pulse Polio: Should we be 
giving it?(l), and the comments by Prof. 
Jacob John(2). As a member of the previ-
ous Immunization Advisory Committee 
of the IAP, which had recommended na-
tion-wide pulse polio immunization 
programme(3) and as the Central Co-
ordinator of the Pulse Programme in 
Delhi, I wish to make a few observations 
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interfered with by the persistent infec-
tion from the earlier routine dose of 
OPV, no harm has been done. The next 
routine dose can be postponed with an 
interval of four, six or eight weeks after 
the last pulse OPV dose, as the pediatri-
cian desires. There is no scientific basis 
for Dr. Sanklecha's fear, that a dose of 
OPV which did not result in "take" 
could interfere with the "take" of the 
next dose of OPV. Therefore, there is no 
need for excluding any children from 
pulse immunization. Once the dates of 
the pulse immunization have been an-
nounced, the dates of the routine doses 
can be readjusted if so desired. 

T. Jacob John, 
Professor and Head, 

Department of Microbiology and Virology, 
Christian Medical College Hospital, 

Vellore, Tamil Nadu 632 004. 

in relation to pulse polio immunization. 
The efficacy of pulse polio immuni-

zation in rapidly controlling and eradi-
cating poliomyelitis has been proven be-
yond doubt. The whole of Latin America 
has been declared 'polio-free' only be-
cause of pulse immunization drive. 
There is no doubt that under the prevail-
ing conditions of environmental sanita-
tion, this is the most appropriate method 
for rapid eradication of wild polio vi-
rus(4) and hence the answer to the ques-
tion "should we do it?" is self evident. 
Yes, we should do it! Happily, Prof. 
Jacob John agrees with the same. Also as 
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pointed by him, an additional dose may 
at worst go waste, it never interferes 
with positive seroconversion. So to-
gether with pulse doses, routine immu-
nization with OPV should also continue. 

Prof. Jacob John has also succinctly 
pointed out the purpose of pulse polio 
immunization. While earlier it might 
have been only ah effort to increase cov-
erage, but it's real purpose is to interrupt 
the transmission of wild polio virus and 
thus to rapidly eliminate the wide polio 
virus. Prof. Jacob John, however, won-
ders whether we have the methodolo-. 
gies to measure this (i.e., interruption of 
transmission of wild polio virus) objec-
tive. He suggests that if we do not have 
these methodologies in place, then pulse 
immunization may be "premature". We 
only need to have a look at the experi-
ence of Latin American countries to an-
swer his doubts. None of these countries 
put any methodology of measuring 
transmission of wild polio virus except 
for simple clinical surveillance of para-
lytic polio cases. Persistent absence of 
clinical paralytic poliomyelitis cases (for 
3 years) was taken as enough evidence 
of elimination of wild virus. After all the 
proof of pudding is in it's eating! Thus 
we cannot agree with Prof. Jacob John's 
contention that pulse immunization ef-
forts in our country would be "prema-
ture" at this stage. 

So the question regarding pulse im-
munization with OPV now should not 
be whether we should do it, but how 
should we do it? The successful cam-
paign in Delhi has shown that given the 
political will, we can also do it(5). 

I agree with Prof. Jacob John that we 
all need to put our heads together under 

940 

the initiative of the Central and various 
State Governments and chalk out a Na-
tional Plan of Action for carrying out 
pulse immunization with OPV. 

S.K. Mittal, 
Professor of Pediatrics, 

Maulana Azad Medical College, 
New Delhi 110 002. 
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Comments 

Much of Dr. Mittal's letter is devoted 
to endorsing some of the statements in 
my response to Dr. Sanklecha's letter re-
garding pulse immunization against po-
liomyelitis(l,2). I do not wish to try to 
use more space in the journal to continue 
that process. I shall only clarify ques-
tions or correct errors. 

Dr. Mittal states that the previous 
Immunization Advisory Committee of 



INDIAN PEDIATRICS 

the IAP (1989-1994) had recommended 
nation-wide pulse polio immunization 
programme in 1989 and gives as refer-
ence a Report of the Committee. Since 
that Report is a Committee matter, and 
since it is not available to me for scruti-
ny, I cannot examine the recommenda-
tion in detail. To the best of my knowl-
edge, the recommendation for nation-
wide pulse immunization in India was 
first made in an article published in 
1983(3). It was not an arm-chair recom-
mendation, but based on personal exper-
imentation and experience of pulse im-
munization in Vellore town, in 1981. The 
first Vellore pulse with 3 doses at 
monthly intervals apparently interrupt-
ed virus transmission, as suggested (not 
proved) by absence of disease, whereas 
the first Brazil campaign with 2 doses 
did not even result in disappearance of 
the disease. Let me add for the record 
that the very term pulse immunization 
was coined in Vellore(4). 

Let there be no doubt about my sense 
of urgency for nationwide pulse immu-
nization and for eradication of poliomy-
elitis in India. We had the leadership for 
advancing poliomyelitis control and 
eradication, and also for leading the rest 
of the developing countries in this ven-
ture, 20 years ago. Lack of understand-
ing, or agreement, or both, among our 
own ranks left us in disarray, while oth-
ers progressed. Now, shall we simply 
imitate others as a ritual, or shall we or-
ganize ourselves to ensure success? The 
goal is not pulse immunization, it is 
eradication of poliomyelitis. They are 
not one and the same. One could set cri-
teria for measuring the success and then 
do pulse immunization, or simply do 
pulse immunization and hope for the 
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best. The difference between these two is 
not to be measured in time, but in the 
completeness of the planning and in 
evaluation of the outcome. 

Dr. Mittal's statement that persistent 
absence of clinical paralytic poliomyeli-
tis cases (for 3 years) was taken as 
enough evidence of elimination of wild 
virus in Latin American countries is only 
a figment of his imagination. There is ac-
tive surveillance for acute flaccid paraly-
sis (AFP) with 220,000 reporting stations 
to cover the entire population (which is 
less than one-third of that of India). Each 
reported AFP case has 2 stool samples 
collected for poliovirus isolation. In ad-
dition, stools are collected from 5 imme-
diate contacts(5). Each poliovirus isolate 
is characterized to know if it was vac-
cine-like or wild. AFP continues to oc-
cur; but the last case of confirmed polio-
myelitis due to wild poliovirus was in 
Pichinaki town of Peru, in August, 1991. 
Clinical poliomyelitis with vaccine-like 
viruses isolated from the stool, in the ab-
sence of concurrent wild virus, is ex-
cluded from consideration, as it is be-
lieved to be due to adverse reaction to 
the vaccine. During the 18 months since 
August 1991, nearly 9000 stools speci-
mens had to be examined, but none 
yielded wild poliovirus(5). This process 
has continued now beyond 3 years after 
the last confirmed poliomyelitis due to 
wild poliovirus, without finding even a 
single isolate of wild virus. This is their 
evidence for the interruption of wild vi-
rus transmission. Absence of clinical dis-
ease will be described only as zero polio 
status and not as elimination of wild vi-
rus transmission. 

     If Dr. Mittal wants India not to put in 
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place methodologies for evaluating the 
achievement of the objectives, but yet in-
vest heavily in the inputs, all I can say is 
that it is not a responsible altitude. The 
methodologies include effective surveil-
lance plus virus isolation studies. For 
this purpose a network of virus laborato-
ries have already been identified in In-
dia, staff trained and virus isolation 
studies already commenced. What is 
grossly lacking is 'understanding the ob-
jectives and methodologies by all con-
cerned', which need to be corrected as 
soon as possible, and pulse immuniza-
tion organized nationally, also as soon as 
possible. Using OPV in 2-dose pulses, 
Brazil took over 8 years to achieve zero 
polio status and interruption of wild vi-
rus transmission. With 3 doses as the 
pulse, we may be able to interrupt wild 
virus transmission in 3 months(3). If we 
do not do these immediately, history 
will repeat itself; we were one of the 
very last countries in the world to eradi-
cate smallpox. Do we want to be quali-
fied in this manner even for poliomyeli-
tis eradication? 

T. Jacob John, 
Chairman, 

IAP Committee on Immunization 
and Professor and Head, 

Department of Microbiology and Virology, 
Christian Medical College and Hospital, 

Vellore, Tamil Nadu 632 004. 
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