
Report  from  the  Polio  WG  Meeting
(12-­13  September,  2017)

Dr.Yagob  Al-­Mazrou  
Chair,  SAGE  Polio  Working  Group

17  October,  2017



2 |

Report  from  the  Polio  WG

• Background

• Issues  and  WG  Conclusion

• Proposed  Recommendations  by  SAGE



3 |

Background:  SAGE  Recommendations  in  
April  2017
l Regional  and  national  immunization  technical  

advisory  groups  should  recommend  2  fractional  IPV  
doses  in  national  routine  immunization  schedules,  
where  feasible  and  available  IPV  supply  should  be  
prioritized  for  use  in  routine  immunization  

l WHO  review  its  tier  classification  of  countries  with  
respect  to  prioritization  of  IPV  to  take  into  account  
the  size  of  the  population  with  no  IPV  protection  and  
the  recent  VDPV2  events.

l After  global  OPV  withdrawal,  countries  should  
include  at  least  2  doses  of  IPV,  the  first  at  or  after  14  
and  the  second  dose  ≥4  months  after  the  first  dose,  
administered  either  as  full  or  fractional  doses,  at  
least  for  10  years  after  the  OPV  withdrawal*

*    Countries  with  PEFs  should  continue  to  use  IPV  as  long  as  mandated  by  the  Global  
Action  Plan
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Background:  Polio  WG  Discussions

Following  up  on  the  SAGE  recommendations,  the  WG  
met  on  12-­13  September  2017  to:  
– Review  the  Global  Polio  Eradication  Initiative  
(GPEI)  progress  and  update,  including  VDPV  
epidemiology  and  IPV  supply  situation

– Develop  a  recommendation  on  IPV  catch-­up
– Start  discussion  on  “readiness  criteria”  for  
eventual  bOPV withdrawal
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Circulating-­VDPV2  After  OPV2  Withdrawal

• Since  the  tOPV-­bOPV  
switch  in  April  2016,  the  
Sabin  viruses  in  most  
OPV-­using  countries  have  
disappeared  

• 6  post-­switch  cVDPV2  
outbreaks  occurred  in  four  
countries  (i.e.  Pakistan,  
Syria,  Nigeria,  and  DRC)  
with  most  cases  in  hard-­
to-­reach  population

• So  far  no  international  
spread  of  cVDPV2  viruses  
has  been  documented.
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Risk  Assessment  for  bOPV Cessation

• GPEI  Risk  Assessment  
Task  Team  (RATT)  
assess  the  risk  toward  
WPV1  and  developed  a  
SIA  options  before  the  
OPV  cessation

• While  the  risk  of  cVDPV
1,3  emergence  may  be  
lower  than  cVDPV2,  some  
countries/areas  may  
benefit  from  
maintenance/additional  
SIAs  before  global  OPV  
withdrawal
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cVDPV2  Epidemiology:  WG  Conclusion

• In  the  context  of  declining  population  immunity  against  type  2,  the  
WG  highlighted  its  previous  recommendation  that  countries  with  
co-­circulation  of  WPV  and  cVDPV2  should  administer  at  least  2  
doses  of  mOPV2  before  the  next  bOPV round.  

• The  WG  acknowledged  progress  towards  controlling  the  cVDPV2  
outbreak  in  Syria  but  noted  serious  access  and  security  issues  
which  must  be  overcome.

• The  WG  reaffirmed  its  previous  (October  2016)  recommendation  
that  countries  should  maintain  high  population  immunity  against  
types  1  and  3,  especially  in  high  risk  countries  and  sub-­national  
high  risk  populations,  until  bOPV  cessation.  
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IPV  supply  and  demand  for  2017  &  2018

2017 2018

IPV  supply  is  
expected  to  
improve  in  Q1  2018
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• Following  the  last  SAGE  
recommendation,  WHO  
worked  with  Imperial  
College  to  grade  the  risk  in  
Tier  3  and  4  countries  
based  on  risks  for  
susceptibility,  transmission,  
exposure  and  iVDPV
prevalence)

• A  few  countries  are  
identified  as  high  risk  (e.g.  
Iran,  Egypt,  Sudan  in  Tier  3  
and  Tanzania  and  Vietnam  
in  Tier  4),  which  will  be  
prioritized  in  IPV  supply

Grading  of  Risk  in  Tier  3  and  4  Countries



12 |

Fractional  Dose  IPV  Implementation

l Routine  Immunization  (2  fIPV at  6  and  14  weeks)
– SEARO

• Rolled  out  nationally  in  India and  Sri  Lanka  (19%  of  global  cohort)
• Bangladesh Q4  2017,  Nepal for  Q1  2018  (3%  of  global  cohort)

– PAHO
• PAHO  TAG  recommended  14  countries  to  implement  a  2  fractional  dose  
sequential  schedule  (represent  6%  of  global  cohort)

• Colombia,  Dominican  Republic,  Ecuador,  El  Salvador,  Guatemala,  Honduras    
Nicaragua  are  conducting  trainings  for  fIPV use

• Discussions  underway  with  other  regions  (AFRO,  EMRO)  

l SIAs  in  small  geographical  areas
– India,  Pakistan  in  response  to  VDPV2  detections

Some  countries  asked  whether  they  can  adopt  post  certification  
schedule  now  (i.e.  two  fIPV at  4  months  and  9  or  12  months)  
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l The  WG  endorsed  the  proposed  approach  to  prioritize  
IPV  allocation  for  the  IPV  introduction  in  tier  3  and  4  
countries,  based  on  the  presented  risk  ranking

l Due  to  the  supply  constraints,  the  WG  agreed  that  low-­
risk  bOPV-­using  countries  may  currently  adopt  two  fIPV,  
but  not  two  full  doses,  with  the  first  dose  at  or  after  14  
weeks,  and  the  second  dose  at  least  4  months  after  the  
first  dose.  In  such  cases,  countries  should  continue  
bOPV in  their  routine  schedule.  

IPV  Introduction:  WG  Conclusion  (1/2)
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l The  WG  recommended  that  countries  should  provide  
one  full  dose  or  two  fIPV doses  for  children  in  countries  
which  delayed  the  introduction  of  IPV  or  had  stock  out  
due  to  supply  shortage  as  soon  as  supply  becomes  
available,  with  the  following  guidelines
– IPV  supply  for  catch-­up  should  be  allocated  based  on  risk  and  
readiness

– The  decision  on  whether  to  provide  catch  up  via  routine  or  
campaign  should  be  made  based  on  the  cost  and  expected  
increase  in  coverage.

IPV  Introduction:  WG  Conclusion  (2/2)
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Readiness  Criteria  for  Full  OPV  withdrawal:  
Background

l Previously,  SAGE  defined  the  trigger  point  and  readiness  criteria  for  
OPV2  withdrawal  (October  2014),  including:  
Trigger  points:  absence  of  persistent  cVDPV2  
Readiness  criteria
– Introduction  of  at  least  one  dose  of  IPV  vaccine  in  all  countries;;  
– Licensure  of  bOPV for  routine  immunization;;  
– Establishment  of  a  global  stockpile  of  mOPV2  vaccine  and  protocols  for  its  
use;;  

– Appropriate  containment  and  handling  of  poliovirus  type  2  infectious  and  
potentially  infectious  materials;;  

– Verification  of  eradication  of  wild  poliovirus  type  2  globally

l While  some  of  these  criteria  were  met,  others  were  not  met  (e.g.  IPV  
introduction  in  all  countries,  absence  of  persistent  cVDPV2).  
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Trigger:  Wild  poliovirus  serotypes  1  and  3  eradication  certified  by  GCC

Readiness  criteria

l Adequate  population  immunity,  especially  in  high-­risk  communities

l No  poliovirus  type  2  outside  of  containment    

l No  persistent  cVDPV1  or  3  circulation  (circulation  beyond  the  six  
months  after  the  first  notification)

l Availability  of  sufficient  IPV  supply  for  all  countries  to  adopt  two  IPV  
dose  schedule  (either  IM  or  ID)

Proposed  Trigger  and  Readiness  Criteria

WG  agreed  on  the  principle  of  trigger  plus  readiness  criteria  and  it  will  
continue  discussion  on  the  details  further  in  future  meetings
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l The  WG  endorsed  the  concept  of  developing  
trigger  and  readiness  criteria  for  bOPV
withdrawal.  It  proposes  to  continue  the  
discussion  over  the  next  12-­18  months.  

l For  the  next  WG  meeting,  it  requested  the  
secretariat  to  
– Revise  the  trigger  and  readiness  criteria,  based  on  
the  WG  discussions  and  inputs  from  stakeholders

– Summarize  the  risk  assessment  and  surveillance  
quality  in  different  countries

Readiness  Criteria  for  Full  OPV  withdrawal:  
WG  Conclusion
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Long-­term  Funding  Policy  for  IPV
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• Overall  IPV  cost  is  estimated  to  be  
US$  195  – 250  million  for  2019-­20  
with  approximately  US$  90  million  
available

• GPEI  is  working  on  fundraising  to  
cover  the  funding  gap

• After  2020,  the  Gavi Board  will  
discuss  continued  support  for  IPV  
post-­eradication  as  part  of  the  
Vaccine  Investment  Strategy  (VIS)  
discussion  in  2018

WG  emphasized  the  importance  of  securing  adequate  financial  resources  at  
national  and  international  levels  to  sustain  essential  functions
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Proposed  SAGE  Recommendations:  (1/3)
Epidemiology  of  VDPV2  and  risk  assessment  of  type  1,3
• Given  the  waning  mucosal  immunity  against  type  2,  countries  with  co-­
circulation  of  WPV  and  cVDPV2  should  administer  at  least  2  doses  of  
mOPV2  before  the  next  bOPV round  (Highlighting  SAGE  
recommendation  in  April  2017)

• Countries  should  maintain  high  population  immunity  against  types  1  and  
3,  especially  in  high  risk  countries  and  sub-­national  high  risk  populations,  
until  bOPV cessation

IPV  introduction
• When  additional  IPV  supply  becomes  available  to  Tier  3  and  4  countries,  
IPV  allocation  should  be  prioritized,  based  on  the  risk  grading
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Proposed  SAGE  Recommendations:  (2/3)
IPV  introduction
• Low-­risk  bOPV-­using  countries  may  adopt  a  two  fIPV schedule  with  the  
first  dose  at  or  after  14  weeks,  and  the  second  dose  at  least  4  months  
after  the  first  dose,  before  the  global  OPV  cessation.  In  such  cases,  
countries  should  continue  bOPV in  their  routine  schedule

• Countries  should  provide  one  full  dose  or  two  fIPV doses  for  children  in  
countries  which  delayed  the  introduction  of  IPV  or  had  stock  out  due  to  
supply  shortage  as  soon  as  supply  becomes  available
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Readiness  criteria  for  full  OPV  withdrawal:  
• Polio  WG  should  further  discuss  a  trigger  and  readiness  criteria  for  bOPV
withdrawal  and  present  an  updated  draft  in  the  next  SAGE  meeting  in  
April  2018

Proposed  SAGE  Recommendations:  (3/3)
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Thank	
  you	
  very	
  much!


