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ABSTRACT

Justification: Persistence of intense wild poliovirus
(WPV) transmission, particularly type 3 in northern India
necessitated the Indian Academy of Pediatrics (IAP) to
convene a National Consultative Meeting to review its
earlier recommendations on polio eradication and
improvement of routine immunization. Process: More than
thirty experts were invited and intense deliberations
were held over two days to draw consensus statements
on various issues related with polio eradication.
Objectives: To review the ongoing strategy,identify the
existing challenges, and  suggest   modifications to the
current strategy for eradication of poliomyelitis in India.
Recommendations: IAP reiterates its support to ongoing
efforts on polio eradication  but demand some flexibility in
the strategy. The immediate challenges identified include
persistent WPV type 1 transmission in Uttar Pradesh (UP)
and Bihar, intense type 3 transmission also in UP and
Bihar, and maintaining polio-free status of all other states.
Circulating vaccine derived poliovirus (cVDPV),
particularly type 2, was identified as a great future threat.
Neglect of routine immunization (RI), poor efficacy of oral
polio vaccine (OPV), operational issues, and inadequate
uptake of OPV in the 2 endemic states are the main reasons
of failure to interrupt transmission of WPV 1 and 3.
However, for the first time in history the intensity of WPV 1
circulation is very low in western UP. IAP suggests that
high-quality, uniform and consistent performance of
supplementary immunization activities (SIAs) in all
districts of western UP, particularly using mOPV-
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1(monovalent OPV-1) should be maintained to avoid re-
establishment of circulation of type 1 poliovirus. A
judicious mix of mOPV-1 and mOPV-3, given sequentially
or even simultaneously (after validating the efficacies) will
be necessary to address the upsurge of WPV-3. Re-
establishing routine immunization should be the foremost
priority. IAP strongly recommends to Government of India
(GOI) to take urgent measures to attain coverage of a
minimum of 90% against all UIP antigens in all the states
by the end of 2008. In view of the need to simultaneously
raise immunity levels to protect against WPVs 1, 3 and
cVDPV-2, IPV may be given immediate consideration as
an additional tool. IPV will be essential in the post-WPV-
eradication phase; it can play a useful role even in the
current WPV eradication phase.  IAP urges the GOI to
urgently sort out various issues associated with
implementation of the proposal to use IPV. More
transparency is needed on cases of vaccine associated
paralytic poliomyelitis (VAPP).  Further improvement in
stool collection rates is also warranted to minimize the
tally of ‘compatible’ cases. IAP urges the social
mobilization network to address the issues of waning
interest and shifting focus and negative media coverage.
Alternate tactics like reduced numbers of SIAs applied in
the low transmission season, along with IPV-DTP
combination vaccine in RI can also be considered. IAP
believes it will be risky to stop vaccination against
poliomyelitis in post-WPV-eradication phase. The best
option is to gradually introduce IPV starting now, so that a
switch to IPV following high-performance national
immunization days (NIDs) can be made to ensure
sustained high immunity against all polioviruses, wild and
vaccine-derived. IAP requests the global polio eradication
initiative (GPEI) to continue relevant research to inform
on various aspects related to polio eradication, defined as
zero incidence of any poliovirus infection. IAP also urges
GOI to take immediate measures for improvement of
environmental sanitation.
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I.  INTRODUCTION

The Indian Academy of Pediatrics (IAP) held its
second National Consultative Meeting on Polio
Eradication and Improvement of Routine
Immunization (RI) on November 24th and 25th, 2007
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at New Delhi. List of experts present at the meeting is
given in Annexure 1. The recommendations of its first
National Consultative Meeting held on October 1,
2006 are already published(1).

II.  AIMS AND OBJECTIVE

Polio eradication efforts have resulted in handsome
gains since inception in 1988 with more than 90%
reduction in the incidence of wild poliovirus (WPV)
cases. Moreover, type 2 WPV has been eliminated in
the whole country. The four-pronged strategy of
polio eradication (high and sustained coverage of
routine immunization, supplementary immunization
activity [SIA], clinical and virological surveillance
of acute flaccid paralysis [AFP] and lastly mop-up
immunization to interrupt any stray chains of
transmission), has succeeded to eliminate WPV 1
and 3 also in the rest of the country except the two
states of Uttar Pradesh (UP) and Bihar. The failure in
these two states has caused concern not only to the
IAP but experts all over the world. Therefore, the
consultative meeting was held with the intention of
reviewing the strategy and ongoing efforts,
identifying the existing challenges or hurdles and
suggesting modifications or additions to the current
interventions.

III.  OVERALL CONCLUSIONS

FEASIBILITY OF ERADICATION AND

ERADICATION STRATEGIES

Notwithstanding the recent publications of a spate of
articles questioning the very concept or feasibility of
eradication(2-6), IAP believes polio can be
eradicated provided all the resources are utilized
in an intelligent and evidence-based way. IAP
reiterates its support to the ongoing efforts; however,
it also demands some flexibility and urgency in the
approach and greater emphasis on certain neglected
aspects of the four-pronged strategy.

CURRENT SCENARIO

Despite achieving a fair degree of control over the
intense transmission of WPV type 1 in western UP ,
the large outbreak of WPV type 3 (which in the
second half of the year spread not only to
neighboring states but also to some far flung

southern states) is reason of great concern. Further,
WPV type 1 transmission still remains unabated in
Bihar and central and eastern parts of UP.

Globally, India along with Nigeria, Pakistan and
Afghanistan (all still remaining endemic for WPV 1
and 3) is offering the greatest challenge to the
eradication initiative(7). The nature of challenges is
different in these countries.

REASONS BEHIND THE DELAY IN

ACHIEVING THE GOAL

IAP has identified four major reasons for this
problem in the affected areas, namely (i) neglect of
RI, (ii) extremely poor vaccine efficacy of OPV, (iii)
extremely high force of transmission (FOT) of WPV
types 1 and 3, and (iv) operational and political
issues(8-15). Neglect of RI is a governance
deficiency. Poor vaccine efficacy was denied for too
long, although it had been documented earlier and
evident from field data over a decade(12-14). WPV
transmission is highly contagious and the high FOT
appears to be due to the overcrowding of infants and
young children (on account of high population
density plus high birth rate)(13). The effects if any,
of the particular demography and specifically
substandard sanitation-hygiene milieu of UP and the
high incidences of diarrhea, non-polio enteroviral
infections and malnutrition have not been explored
scientifically. Data from the affected WPV-endemic
areas show that there may be differences in the
causes of failures in UP and Bihar. In UP, both
vaccine-failure and failure to vaccinate seem to be
operative, but vaccine-failure is more important. In
Bihar also both adverse factors play, but failure to
vaccinate is more important, on account of the
inaccessible terrain in which a large proportion of the
population live.  In both states RI coverages are sub-
optimal and underserved communities have a
tendency to suspect the intentions of the specific
focus on polio and excessive use of OPV, while the
community demands measles and DPT vaccinations
(9,10).

CURRENT CHALLENGES TO THE GLOBAL POLIO
ERADICATION INITIATIVE

Globally, interrupting transmission of  WPV 1 and 3
in the last four endemic countries, dealing
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with outbreaks of circulating vaccine-derived
polioviruses (VDPV) and meeting the funding gap
are the major challenges in front of the Global Polio
Eradication Initiative (GPEI)(7). At the national
level, the immediate challenge is to break WPV type
1 transmission in UP and Bihar and also to control
the WPV type 3 outbreak in western UP and
Bihar, and progress towards interrupting its
transmission also. How to keep polio-free states free
from importing polio is another challenge. How to
deal with the issue of very low vaccine efficacy of
OPV in endemic states in the face of  very high FOT
of type 1 in western UP, and how to balance between
RI and SIAs as well  as between trivalent and
monovalent OPVs in the endemic states are the other
challenges in front of the GPEI and GOI.

ISSUES RELATED TO OPV

A. Efficacy: IAP acknowledges the role played by
trivalent OPV (tOPV) in halting WPV 1 and 3
transmissions in almost all the states of the country
barring two. However, in all other states there were
helpful factors–such as high RI coverage and / or low
FOT due to low population density. IAP believes that
poor efficacy of OPV, very low RI coverage and high
FOT of WPVs were the main reasons for the lack of
success in UP and Bihar, apart from operational
issues that further contributed to the difficulties.
Failure of the GPEI to take notice of many earlier
reports from the country pointing to these issues also
resulted in delay in addressing them(11-18). The
recent studies sponsored by the WHO(19, 20) only
confirmed the earlier conclusions reached by other
researchers that were available for a long time. One
interesting aspect of OPV-induced immunity was
that despite having comparable ‘gut immunity’ as
reflected by low intestinal shedding of vaccine
viruses in endemic districts and in all other districts
of India and the world, it failed to exhibit appreciable
‘herd effect’ (or ‘herd protection’ defined as
reduction of incidence of disease in unvaccinated
segment due to vaccinating a section of population)
(21) in endemic regions(22). Hence, it can safely
be assumed that it is systemic immunity i.e.,
neutralizing antibodies that ultimately determines
the efficacy of a vaccine and not the mucosal
immunity, which is short-lived and wanes over
time.

The number of OPV doses required to confer
immunity in an optimum proportion of children is
much higher than the three doses recommended from
the very early stages of the program(9,13,15).  The
GPEI and GOI did not conduct any verification of
these old data. While a mean of 8-10 doses of tOPV
was sufficient in other states, in UP and Bihar, it was
inadequate. Either the vaccine efficiacy is lower than
elsewhere, or the FOT of WPV is higher than
elsewhere, or the contribution of RI was lower than
elsewhere, or a combination of these factors was
operative. Only in 2006 the GPEI conducted an
analysis of data to identify these adverse
factors(19,20).

The administration of the required number of
doses of OPV – sometimes as many as 10 in first year
of life required to confer the necessary immunity is a
challenge, especially when motivation  and
acceptance of  parents and health workers are likely
to decrease(9,15).

B. Safety: Apart from low efficacy of OPV, IAP is
concerned with the potential safety problems of
OPV. It has been widely known for a long time that
OPV may cause vaccine-associated paralytic polio
(VAPP) in an occasional child given the vaccine.
Vaccine viruses may be even transmitted to other
children, resulting in VAPP in contacts (contact
VAPP). Both these adverse reactions confirm the
reversibility of attenuation, owing to the genetically
unstable nature of vaccine viruses and propensity to
revert to neurovirulence and transmission efficiency.
While VAPP in the vaccinated children and contact
VAPP are sporadic, outbreaks of VAPP may occur
due to VDPVs.  IAP believes that the degree of risks
of such adverse events is unknown for widespread
use of monovalent type-specific OPVs (mOPV).
While mOPV-1 and mOPV-3 are increasingly used
in the endemic states, there may be increased risk of
emergence of cVDPV type 2.  Particular note was
made of the recently diagnosed large outbreak of
type 2 cVDPV that caused more than 100 cases of
VAPP in northern Nigeria during the past 2 years
(23).  With almost 1 or 2 outbreaks of VAPP due to
VDPV reported every year in recent times(23),
cVDPV will pose the greatest challenge to the
success of eradication initiative in the future. IAP
appreciates that the GPEI has endorsed the view that
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continued use of OPV during post-WPV-eradication
would be incompatible with the concept of polio
eradication (24,25).

ROUTINE IMMUNIZATION: THE WEAKEST LINK

India has some of the lowest immunization rates in
the world(26). WHO/UNICEF estimates from 2001
indicate that only 38% of children of age 12-23
months were fully immunized (received BCG,
measles vaccine, and 3 doses of DPT and OPV),
whereas 25% had received no vaccination at all(27).
Recent estimates based on the 2005-2006 India
National Family Health Survey (NFHS) show little
improvement – only 43.5% of children of age 12-23
months were fully immunized(28).

The IAP feels that the “imbalance” between RI
and SIAs is the main reason why many disease-free
districts became re-infected in the endemic states.
There is no micro-planning for RI, apparently for
want of time and manpower, and government health
machinery is over-occupied with planning of SIAs.
IAP advises that the foremost task of the state
governments is to strengthen routine immunization
which has suffered the most, and has become the
weakest link in the polio eradication program.  This
situation is highlighted by the fact that between
NFHS2 and NFHS3, while the number of children
fully covered by immunization had increased in 19
states, it has declined in 10 states - an indication of
the increasing complacence even in the states like
Kerala, Tamil Nadu and Gujarat(28). The current
figures of 22.9% and 32.8% for ‘fully immunized’
children in UP and Bihar(28), respectively are
indeed intolerable. IAP thinks that unless RI is
bolstered, the elimination of wild virus may not be
sustained for long and the elusive zero polio status,
even if attained, may not last long. IAP strongly
recommends that Government of India (GOI) take
urgent measures to attain at least 90% coverage
against all UIP antigens in all the states, both for the
goal of polio eradication to be achieved and for its
benefits to be made permanent. Special efforts
should be made to reach children at very young age
(below 6 months) by immunizing them with at least
four doses (at birth, 6, 10, and 14 weeks) of OPV to
counteract the high force of WPV transmission in
infants. The success of polio eradication efforts in

Bangladesh and Sri Lanka is attributed to the very
high rate of RI coverage, a platform upon which SIAs
were mounted.  Had there been high coverage of
OPV under RI in our country, it would have been
very likely that we also would have been polio-free
by now(28). Even after WPV eradication is
achieved, universal RI coverage with polio vaccine
(OPV initially and IPV eventually) will be necessary
to prevent reintroduction of WPV or emergence and
spread of cVDPV.

The IAP pledges its support to the government
for its renewed efforts to strengthen RI using various
measures (such as fixed and outreach sessions). The
gravity of situation calls for urgent and vigorous
approach. RI should become a part of basic policy of
the government, aiming at full (100%) coverage. It
must be linked with delivery of basic health care and
management of common, minor problems. This will
lead to it being accepted as a part of “growing up” of
children. Eventually, the community will realize the
need and benefits and immunization practices will
get established as the norm.

The onus of having the child vaccinated does not
lie exclusively on the parents, especially if they are
illiterate and uninformed. In the rural areas, the
recently empowered village ‘panchayats’ must
shoulder shared responsibilities regarding RI. The
village panchayat personnel may be made
accountable for ensuring that every child in the
village is adequately vaccinated. They need to be
informed about the benefits of vaccination and, they
can, along with the health officials, correct mis-
information and other local problems. Villages in
which every child is fully immunized could be
offered incentives.  In the urban areas, especially in
the slums and in children of migrant families,
the responsibility should be assigned to local
government personnel, elected representatives and
community leaders(29).

The members of IAP have also been exhorted to
devote one day in a week for free RI in their clinics.
Vaccination camps and such crash activities would
have an immediate effect but for a lasting impact, RI
must become established as a standard practice in the
community. IAP also pledges to spread the message
of RI at various forums and to conduct countrywide
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immunization updates for its members and also for
members of sister associations. IAP has decided to
bring out a detailed strategic position paper on Polio
Eradication and Routine Immunization in India.

The IAP also reiterates its commitments to
extend a helping hand to IEC activity by offering
assistance for interpersonal communication to the
individual beneficiaries, the opinion leaders, the
decision makers and the community leaders to
achieve a high and sustained RI coverage including
the newborns.

ROLE OF INACTIVATED POLIOVIRUS VACCINE
(IPV)

It is prudent to look at other tools which can help in
achieving the goal of eradication of polio as a
disease. In this respect, the IAP feels that use of IPV
as an additional/adjunct tool along with OPV needs
urgent consideration. IAP believes that in the
post-WPV-eradication phase its use will be
indispensable(30). During the current phase of pre-
eradication also, IPV will be a valuable tool in the
endemic states, to hasten the interruption of WPV
transmission(31). IPV is best suited in developing
countries with high RI coverage, continuing WPV 1
and 3 transmission, paralytic cases in children
vaccinated with many doses of OPV, poor sanitation,
high population density and wide immunity gap in
infants(32). IPV offers not only very high vaccine
efficacy but also exceptionally good pharyngeal and
reasonably adequate and long-lasting intestinal
immunity(33,34). There are enough evidences from
studies on IPV in tropical country settings. At least
54 trials (70 study arms) have been done with IPV or
IPV-containing vaccines in 24 tropical countries,
since 1977, and out of them 30 studies were in low
income countries(32,33).

More recent reports from a few developing
countries(35-37) have confirmed the high effective-
ness of IPV in tropical country settings and
vaccination with 2 or 3 doses of IPV results in at
least 90% seroconversion to all 3 serotypes(36).
Considering the very low efficacy of OPV and
almost negligible herd effect against predictable high
immunogenicity of IPV particularly against type 1
and 3, pharyngeal immunity, well-documented herd

effect in other countries(31,33) and uniformity of
response in the vaccinees irrespective of geography
or environmental conditions(31,33), IAP believes
that there is a strong case for the use of IPV even
during pre-eradication phase in the  endemic states
with intense or persisting WPV type 1 and 3
transmission. However, operational issues, financial
implications and other logistics should be sorted out
by GOI and GPEI. IAP recommends its use initially
in a few blocks of western UP, as pilot projects to
assess the feasibility of wide-scale use.

There are a few reports to suggest that even one
dose of IPV following multiple doses of OPV in a
tropical setting helps to narrow the humoral
immunity gaps to all three polio virus serotypes(38-
40). Similarly, mucosal immunity is also boosted
following one or two doses of IPV after history of
multiple doses of OPV(33,41). Hence, there is all the
more justification for using it in the endemic areas of
western UP and Bihar to interrupt the WPV
transmission. However, considering the reported
failure of a single dose of IPV in some tropical
countries(42,43), IAP recommends at least two
doses of IPV after 2 months of age should be
adequate to assess its utility in campaign mode. The
Expert group of ICMR on “Potential use of IPV for
interrupting wild poliovirus in UP” has also
recommended that IPV be used as an adjunct to OPV
as an approach to boost mucosal immunity in OPV
primed children and increase seroconversion in non-
immune infants and young children(44).

The IAP, therefore, reiterates its earlier
recommendations made in the year 2006(1): “Based
on the data available, IAP recommends that IPV
should be used in campaign mode to interrupt
transmission of wild polio virus in areas where such
transmission continues. It should be given as two
doses of IPV at two month interval to children from
two months to two years of age.”

Such a strategy of introducing IPV in the
campaign mode in one district would act as a pilot
project and serve the purpose of providing useful
data for further evaluation. Subsequently, IPV can be
introduced as a part of RI in these areas. However, it
will be a daunting task for the enforcing agencies to
reach a target of at least 85% in endemic areas. IAP
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believes that it is not impossible to attain adequate
coverage even in the worst affected districts of
western UP. The recent experience of successful
campaign of Japanese Encephalitis vaccine (an
injectable vaccine) in Saharanpur district in wUP
showed that coverage of 88% was achieved
(Government of UP, UNICEF and PATH joint
action). In western UP, 9.28 lakhs children out of the
target of 10.6 lakhs aged 1-15 yrs were immunized
during May and June 2007 (unpublished data).
Hence, the practical issue is mainly operational and
depends not only upon how the community
perceives the risk of the disease prevented through
vaccination but also on the effectiveness of the
preventive intervention as well as how effectively
an Information-Education-Communication (IEC)
campaign is devised and employed.

IAP reiterates its suggestion to introduce IPV in
RI along with DTP, preferably in combination, in the
states free of WPV transmission(1). Again,
logistically this is feasible as with the increased
emphasis on RI, the same manpower and money can
deliver the job.  This approach will pave the way for
eventual universal use of IPV as a prelude to
withdrawing all OPV.

AFP AND VIROLOGICAL SURVEILLANCE

Although IAP expressed satisfaction on the
performance of AFP surveillance, it is concerned
about the reporting of unusually large numbers of
‘compatible’ cases. It urges the GOI to provide
regular periodic and annual data on actual incidence
of VAPP cases, both vaccinated and contact. It also
requests the National Polio Surveillance Project
(NPSP) to strengthen molecular virology surveill-
ance to immediately pick up emergence or
transmission of cVDPV. IAP requests the GOI and
state governments to issue uniform guidelines to all
states to start “Outbreak Response Immunization”
(ORI) rounds at the earliest on detecting a ‘hot case’
to contain dissemination of the wild virus.

SOCIAL MOBILIZATION

IAP lauds the efforts of SMNet of UNICEF in 2007
particularly in western UP that resulted in a
reduction in the number of ‘missed’ children from
houses marked X during house to house

immunization, increased immunization rates at fixed
site booth, higher numbers of newborns immunized,
and an absolute decline in the number of ‘resistant’
households. Still, ensuring maximum participation
of all families and communities remains the key
challenge. IAP cautions the social mobilization
network of UNICEF to remain vigilant against
complacency or fatigue. Media management should
be given top priority especially in endemic states.
IAP reiterates its unstinted support to counter
negative or false media stories against the
eradication initiative. The community appears
resistant to the concept of increasing the frequency
of national immunization days (NIDs) or introducing
new elements including IPV. There is a felt need
for identification of novel social mobilization
strategies(45). IAP urges the social mobilization
network to address the relevant issues related to
introduction of a new tool, i.e., IPV in future.

RESEARCH ON CURRENT AND FUTURE NEEDS

IAP highlights that one of the flaws of current
eradication strategies is poor reliance on available
scientific data and low priority given to generate new
data through continuing research on the many issues
associated with failure to finish the job on time. For
example, it took GPEI almost ten years to document
extremely low efficacy of OPV in endemic areas.
IAP feels that non-utilization of our own
‘resources’– available evidence, indigenous data and
views of many home-bred experts – has cost the
program dearly. There was no plan ‘B’ (alternate or
contingency plan) in case of failure of the original
plan of action, as happened in India.

IAP welcomes the new recommendations of
IEAG to look for seroprevalence among children
with AFP and seroconversion response to OPV in
endemic regions(46). However, it believes there
are many more issues that deserve immediate
research.

There are two broad areas that demand urgent
attention, “What are the knowledge gaps in
achieving polio eradication and the gaps in current
research activities being undertaken to understand
them?” and, “What further research activities are
required?” Research is urgently required to provide
local evidence for modifying the on-going polio
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eradication efforts. However, this research should be
conducted simultaneously and not at the expense of
ongoing activities for polio eradication based on
international experience and particularly the need for
urgently improving the RI coverage. The regions
with persistent WPV transmission should be targeted
for research. The studies in these areas should be
carried out in the form of pilot projects and should
focus on the end point of polio eradication rather
than seroconversion only.

The following research questions deserve
immediate priority:

• The mOPV-1 and 3 have never been combined in
a bivalent OPV in the past; will the
immunogenicity of both given in one sitting be
equivalent to that when given alone at an interval
of 4 weeks or more?

• Role of IPV in interrupting WPV type 1 and 3
transmission in endemic areas?

• Optimal schedule and doses of IPV in campaign
mode and also in RI in disease free states?

• How best to utilize IPV in boosting mucosal
immunity?

• How to assess impact of IPV when simultaneous
OPV is still in use?

• What are the alternative strategies to be adopted
in the endemic areas?

• What are the community perceptions regarding
the current strategy, and proposed alternatives?

• What alternative strategies are required for social
mobilization along with valuation and field
testing of these novel strategies?

• Should Universal Immunization Program (UIP)
schedule be revised considering the future
incorporation of IPV in it?

• How effective will improved sanitation and
safe water supply be, in addition to
immunization?

END-GAME AND POST-ERADICATION ISSUES

IAP reiterates many of its earlier recommendation on
post-eradication strategies(1). In the absence of any
available guidelines from the WHO, IAP believes

that onus will be on GOI to design an effective post-
eradication vaccination strategy to not only
maintain the disease free status but also to thwart
any future incidence of re-introduction of the
poliovirus.

Considering the increasing incidents of cVDPV
outbreaks and risk of VAPP, it would be unwise and
unethical to abandon all polio immunization and also
to use OPV during post-eradication phase. But, OPV
will still be in use to check outbreaks even during
early post-eradication phase. Globally, each country
should be given ample time to plan their own
individual strategy to implement during post-
eradication phase. “Regional synchronization”
(WHO regions) should be preferred over “global
synchronization” when OPV is discontinued.

The issues related to end-game and post-
eradication are complex ones that include matters
related to withdrawal of OPV, (when and how?,
coordinated cessation globally versus Regional or
country-wise decision?), use of IPV (when and
how?), dealing with future outbreaks of cVDPVs (by
mOPV or IPV?), bio-safety issues like leakage from
IPV production sites, future of AFP-surveillance
(when to stop?), threat of bioterrorism, etc. IAP
reiterates its stand that India should gradually switch
to IPV, preferably as IPV-DTP combination product
in RI in disease-free states like north-eastern and
southern states having robust RI(1). IAP further
requests GPEI to restart research projects on safe and
effective novel polio vaccines for post-eradication
era and not to merely discard it as an unrealistic
approach.

According to many IAP experts, the future of
eradication depends on how quickly the WPV
transmission in the four endemic countries is broken,
how safely and effectively OPV is withdrawn, how
will the world respond to an outbreak if one occurs
following WPV interruption and after OPV
cessation, how effectively we will deal with the
threat of cVDPVs, can mOPV be used safely after
eradication of WPV, how quickly can we produce
affordable IPV, how quickly any novel safe  polio
vaccines for post-eradication era are developed and
deployed, how effective is surveillance to pick the
covert WPV transmission, how quickly does
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immunity wane from various types of exposure to
polioviruses, and the ability of IPV to interrupt
transmission in the event of an outbreak.

NEED OF THE HOUR

IAP feels that if immediate remedial steps are not
taken, the program may be adversely affected. Time
is fast running out. We cannot afford to push the
deadline beyond a reasonable limit. We must first set
a fresh realistic timeline and strive hard to achieve
the targets within that period.  We need to give a fair
trial to whatever weapons we have, but have not been
used as yet.

Further, the overemphasis on SIAs is adversely
affecting other public health initiatives especially in
endemic states. A particular note was taken of re-
emergence of large number of diphtheria cases in
many districts of western UP owing to poor RI rates.
The many remedial measures suggested include
drastic measures to boost RI on a war footing, use of
IPV in tandem with mOPV (may be of higher
potency) in endemic states, annual assessment of
immune status of vaccinees depending upon the
seroprevalence survey results of study by Indian
Council of Medical Research, and OPV challenge
studies to measure gut immunity of OPV. The
alternate strategies like reduced numbers of SIAs
along with IPV-DTP combination in RI can also be
tried if all other measures fail.

ENVIRONMENTAL SANITATION

IAP feels that the nation should wake up from its
deep and long slumber over environmental sanita-
tion. The issue cannot be allowed to be swept under
the carpet any longer. It has been well established
that in countries with good environmental sanitation,
eradication of polio could be achieved with 2-3 doses
of OPV while those with poor sanitation have not
been able to achieve success even when the mean
doses have exceeded ten or even fifteen(47). This
evidence is so obvious that it is strange as to why we
cannot see it. The amount of money spent on
environmental sanitation will not only help in polio
eradication but also in controlling so many other
infectious diseases endemic in the country viz.,
enteric fever, hepatitis A, cholera, diarrhea, malaria,
JE etc.  IAP is hopeful that the new urban and rural

renewal programs being run by the Central and
State Governments would lay strong emphasis on
this.

IV.  RECOMMENDATIONS

1. Polio eradication is a realistic and achievable
goal. However, IAP thinks that a fresh reasonably
achievable ‘timeline’ is needed to avoid
uncertainty.

2. IAP expresses satisfaction on the performance of
GOI against type 1 WPV in western UP.
However, at the same time; it expresses its
concerns on the continued circulation of type 1 in
other states particularly in Bihar. It highlights the
fact that despite achieving success in UP, the tally
of type 1 had already crossed the lowest reported
figure of type 1 in 2005 (62 cases). The huge
outbreak of type 3 in western UP that spread to
many other states also should be given top
priority and must be urgently curbed at the
earliest by adopting appropriate strategy.
Considering the experience of the past, IAP
thinks that the adopted policy of targeting
individual types of WPV may result in a ‘see-
saw’ like situation in future also. It calls for an
urgent need to have a multi-pronged strategy
attacking both the viruses simultaneously in the
first two quarters of 2008 as defined below.

3. IAP urges the GOI to give topmost priority to
urgently improve the abysmally low rates of
routine immunization (RI) in key states. IAP
strongly recommends to GOI to take urgent
measures to attain coverage of at least 90%
against all UIP antigens in all the states by the end
of 2008 if the goal of polio eradication is to be
achieved and its benefits are to be made
permanent. R1 should become a part and parcel
of the development plans of the Government
with participation and accountability of Gram
Panchayats and municipal corporations. The
coverage of 90% immunization should be
sustained for ever to avert future epidemics. We
should aim at elimination of the virus latest by
2012 and finally certification latest by 2015, thus
making it a realistic time-bound program. Thus,
the need of the hour is “intelligent use of OPV
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within RI” viz immunizing the right beneficiaries
(infants below 6 months), at right age (at birth,
6,10,14 weeks) and right coverage (near 90%).

4. Amongst the three available options to achieve
elimination of both the viruses viz use of IPV,
employing higher potency of OPV, and
simultaneous use of both types of mOPV, IAP
favors the option of using IPV in campaign mode
in endemic states. It urges the GOI to urgently
sort out various issues associated with
implementation of IPV use in hotspot areas, like
financial and logistic issues, and IEC strategies to
facilitate its use at the earliest.

5. IAP advises GOI to ensure high-quality
performance, uniformity and consistency in the
performance of SIAs in different districts of
western UP, particularly to avoid outbreak or re-
establishment of circulation of WPV type 1. Help
from Gram Pradhans, local corporators,
community leaders should be defined and sought.

6. IAP urges the GOI and state governments to issue
uniform guidelines to all states to start “Outbreak
Response Immunization” (ORI) rounds as soon
as possible on detecting a ‘hot case’ to contain
dissemination of the wild virus.

7. IAP believes that AFP surveillance, particularly
genetic lineage surveillance, should be
strengthened further to pick incidents of cVDPV,
if they occur in future. It also demands more
transparency on VAPP cases (vaccinated VAPP
and contact VAPP) and further improvement
in stool collection rates especially in endemic
areas to minimize the tally of ‘compatible’
cases.

8. IAP thinks it will be hazardous to stop
vaccination against poliomyelitis in post-
eradication phase. The best option would be to
gradually switch to IPV following high-
performance NIDs to ensure high immunity
against polioviruses. To facilitate this process,
IAP believes the time is ripe to incorporate IPV
(preferably in combination form with DTP) in the
states free from polio, like north-eastern and
southern states of the country.

9. IAP requests the GPEI to continue simultaneous

research on various aspects related to polio
eradication, like reasons of vaccine failure in UP
and Bihar, role of IPV in halting WPV
transmission and its impact on mucosal
immunity, studies on affordable IPV, safe and
more potent antigen substrate for future OPV,
newer polio vaccines and antiviral drugs for
outbreak control and post-exposure prophylaxis,
etc.

10. Social mobilization: IAP expresses its
satisfaction to the good work done by UNICEF in
breaking community resistance to eradication
initiative to some extent. It requests social
mobilization unit of UNICEF to devise and test
new IEC strategies to address issues of
community cooperation and participation for
launch of a new intervention tool, namely IPV.

11. IAP urges GPEI to take cognizance of available
data and resources from the work done in the past
by national experts in the field of polio and utilize
that in the best possible way.

12. Rehabilitation of polio victims, greater trans-
parency and more urgency are also required from
the GOI.

13. IAP cautions the enforcing agencies to plan
schedule of SIAs in such a way that should not
interfere and adversely affect the implementation
of many child health related horizontal programs
and schemes, particularly, in poorly performing
states.

14. IAP urges the GOI and state governments to take
immediate and urgent measures in sanitary
engineering for improvement of environmental
sanitation because this is yet another edifice
which needs to be erected for the eradication of
not only polio but of several other infectious
diseases.

Writing Committee: Vipin M Vashishtha, Ajay
Kalra, T Jacob John, Naveen Thacker, and R.K
Agarwal.
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