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Africa and the polio endgame
Bruce Aylward heads the global polio eradication programme which is now 
tantalisingly close to success. But as ever, the last mile is the most challenging

Dr Bruce Aylward, Assistant Director-General for Polio, Emergencies 
and Country Collaboration, World Health Organization; and Dr 
Deo Nshimirimana, Director, Immunization & Vaccine Develop-
ment, Regional Office for Africa, World Health Organization. 

For millennia, polio – a 
highly infectious viral disease 
that causes swift and irrevers-
ible paralysis – has stalked 
the African continent: the first 
pictorial representation of 
polio-paralysis in the world 
is from an ancient Egyptian 
stela dating to more than 
3000 years ago. Once Africa 
embarked on the goal of 
eradicating polio in the early 
1990s, the continent steadily became polio-free, with 
major breakthroughs in recent years. By early 2013, 
in Africa new polio cases were occurring only in the 
northern and central states of Nigeria.  

As polio eradication has progressed in Africa, it has 
faced two key challenges. The first was the ever-present 
threat of international spread of the wild poliovirus 
(WPV) back into polio-free countries. The second was 
the growing realisation that circulating vaccine-derived 
polioviruses (cVDPV) could emerge and, rarely, cause 
polio outbreaks in areas of low routine immunisation 
coverage. 

Today, Africa and the world finally have all of the 
ingredients needed to stop all polio disease, forever: 
polio cases and polio-infected areas are at their lowest 
levels ever; there is unprecedented political commit-
ment; new tactics are being used to reach the most 
marginalised populations where polio transmission 
persists; and new, affordable vaccination options have 
been developed to eliminate the risk of cVDPVs. This 
unique set of circumstances prompted the World Health 
Assembly (WHA) in May 2012 to declare the comple-
tion of polio eradication a ‘programmatic emergency’ 
for global public health, and to call for the develop-
ment of an ‘endgame strategy’ for the Global Polio 
Eradication Initiative (GPEI). This month, the new Polio 
Eradication & Endgame Strategic Plan 2013–18 will 
be presented to the WHA, laying out a comprehensive 
strategy to complete the GPEI by end-2018 by pursu-
ing in parallel the eradication of the remaining wild 
polioviruses and elimination of cVDPVs.

This paper summarises recent progress towards polio 
eradication in Africa, introduces the major elements of 
the new Polio Eradication & Endgame Strategic Plan, 
and outlines the major challenges to achieving its ambi-
tious objectives and timelines.

Planning for the end of all polio
The major elements of the new Polio Eradication & 
Endgame Strategic Plan that distinguish this Plan from 
previous GPEI strategic plans include:
• strategic approaches to end all polio disease (wild 

and vaccine-related);
• an urgent emphasis on improving immunisation 

systems in key geographies;
• the introduction of new, affordable inactivated 

polio vaccine (IPV) options for managing long-term 
poliovirus risks and, potentially, accelerating wild 
poliovirus eradication;

• risk mitigation strategies to address new threats, 
particularly insecurity in some endemic areas, and 
contingency plans should there be a delay in inter-
rupting transmission in such reservoirs; and

• a concrete timeline to complete the programme.

The parallel pursuit of wild and vaccine-derived 
polioviruses
Since the declaration of polio eradication as a program-
matic emergency for global public health in May 2012, 
national leaders, national immunisation and disease 
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      Blue: countries with endemic transmission of indigenous WPV
      Yellow: countries with re-established transmission of WPV
      Red: countries with outbreaks following importation of WPV
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Figure 1  Countries with wild poliovirus in 2011 and 2012
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control programmes, and international agencies and 
partners have responded with a marked scale-up in the 
intensity and quality of eradication activities. In Nigeria, 
President Goodluck Jonathan established Ministerial 
oversight of the eradication effort, with a Presidential 
Task Force to monitor the quality of activities. Emergency 
Operations Centers were opened in Abuja and in key 
northern states of Nigeria to guide and support the 
intensified effort. Partner agencies, particularly WHO 
and UNICEF, recruited thousands of additional work-
ers to assist government in areas of persistently weak 
performance. As a direct result of these efforts, in the 
second half of 2012 there were substantive gains in 
immunisation coverage in most of the historically 
‘worst-performing’ Local Government Areas (LGAs) and 
the rate of new polio cases stabilised; by early 2013, 
polio cases were in decline in the country with 16 cases 
confirmed in the first quarter of the year compared with 
30 during the same period in 2012. As importantly, the 
Democratic Republic of the Congo and Chad, both of 
which had become re-infected following importations, 
have not reported cases since December 2011 and June 
2012, respectively. The only other country in Africa that 
reported a case of polio due to wild poliovirus in 2012 
was Niger, with a single case in November 2012 follow-
ing an importation from Nigeria. Elsewhere, the only 
countries in the world reporting polio cases by May 
2013 were Afghanistan and Pakistan, with only two and 
six cases, respectively, in the first quarter of the year.

As wild poliovirus transmission has declined glob-
ally, increasing attention has been given to addressing 
the problem of cVDPVs. Although cVDPVs continue 
to be relatively rare, such events pose a real threat 
to a world free of polio in the long-term. Circulating 
VDPVs arise when a live, attenuated polio vaccine virus 
regains both neurovirulence and the ability to circulate. 
Between 2000 and 2012 – a period in which more than 
12 billion doses of oral polio vaccine were administered 
worldwide – polio outbreaks due to cVDPVs were re-
ported from 20 countries globally, 
8 of which were on the African 
continent (these outbreaks resulted 
in 637 polio cases, compared with 
15 930 due to wild poliovirus dur-
ing the same period). 

Recognising the long-term risk 
posed by cVDPVs, the Strategic 
Advisory Group of Experts on 
immunisation (SAGE), the world’s 
chief policy guidance body for 
immunisation, has recommended 
the synchronised withdrawal of the 
type 2 component of OPV (the se-
rotype which is responsible for the 
vast majority of cVDPVs) as soon 
as possible from routine immuni-
sation programmes in all countries, 
preceded by the introduction of 
at least one dose of IPV.  he new 
Endgame Plan exploits cutting-
edge knowledge about these 
viruses and new tactics and tools 

to raise population immunity against them, with a target 
date of 2016 for withdrawal of the type 2 component of 
OPV globally.

The four main objectives of the new Polio 
‘Endgame’ Plan
1. Poliovirus detection and interruption. The first objec-
tive is to stop all wild poliovirus transmission by the end 
of 2014 and any new outbreaks due to a cVDPV within 
120 days of confirmation of the index case. The primary 
geographic focus is on the three remaining endemic 
countries (i.e. Afghanistan, Nigeria, Pakistan), the coun-
tries at highest risk of importation (especially in west 
and central Africa) and countries with persistent cVD-
PVs or a history of cVDPV emergence (e.g. Somalia). 

2. Immunisation system strengthening and OPV 
withdrawal. This objective seeks to hasten the inter-
ruption of all poliovirus transmission and help build 
a stronger system for the delivery of other lifesaving 
vaccines. This objective engages all 145 countries that 
currently use OPV in their routine immunisation pro-
grammes. To achieve this objective, the GPEI will give 
particular attention to 10 countries that closely align 
with the ‘focus countries’ of the Global Alliance for Vac-
cines and Immunization (GAVI). The GPEI will commit 
at least 50% of its field personnel’s time to strengthen 
immunisation systems by the end of 2014 in these 
countries. Building on the lessons learned in eradicat-
ing polio, GPEI staff responsibilities and capacity will 
be specifically directed towards strengthening local and 
national capacities for immunisation programme manage-
ment, micro-planning, community mobilisation, and 
monitoring of programme performance.

3. Containment and certification. All 194 Mem-
ber States of the World Health Organization will be 
engaged by work under this objective, which aims to 
certify all regions of the world polio-free and ensure that 
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Figure 2 Major objectives and milestones of the Polio Eradication and Endgame 
Strategic Plan
NB Essential activities (e.g. surveillance, laboratory network and IPV in routine im-
munisation) will be mainstreamed beyond 2019
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all poliovirus stocks are safely contained by end-2018. 

4. Legacy planning. This objective aims to ensure that 
the world remains permanently polio-free and that the 
investment in polio eradication provides public health 
dividends for years to come. At present, polio-eradica-
tion staff comprise the single largest source of external 
technical assistance for immunisation and surveillance 
in low-income countries, particularly on the African 
continent. Careful planning is essential to ensure that 
lessons learnt during polio eradication, as well as the 
assets and infrastructure built in support of the effort, are 
transitioned responsibly to benefit other development 
goals and global health priorities. 

Overcoming the major risks
Recognising risks, identifying mitigation options and 
articulating contingency plans enhance the GPEI’s 
ability to rapidly react to problems, adjust its strategies 
as needed and minimise setbacks. Six major forward-
looking input and implementation risks, listed in Table 
1, have been identified in the new Endgame Plan.

At the time of finalising the Plan, the greatest input 
risk was insufficient funding to close the US$ 1.5 billion 
financing gap in the 6-year US$5.5 billion budget. The 
most serious implementation risk was limitations in the 
programme’s ability to operate and reach children safely 
in areas of insecurity. 

In terms of the financing risk, the Plan’s efficient and 
effective implementation requires as much funding as 
possible at its outset to ensure the certainty and predict-
ability of financial resources. A thorough activity and 
cost analysis was conducted by the GPEI, resulting in 
a budget of US$ 5.5 billion through 2018.1 The budget 
includes the cost of reaching and vaccinating more than 
250 million children multiple times every year, monitor-
ing and surveillance in more than 70 countries, and 
securing the infrastructure that can benefit other health 
and development programmes. The budget gives special 
attention to improving the quality of OPV campaigns 
and routine immunisation needed to boost the immu-
nity levels of children in the hardest-to-reach areas of 
Afghanistan, Nigeria, and Pakistan.

In terms of insecurity, in Pakistan and Nigeria this 
caused tragic losses of health workers and polio vac-
cinators between December 2012 and February 2013, 
posing a new and real threat to the programme. How-
ever, the leaders of these countries are committed 
to addressing these security challenges; both countries 
have developed with the GPEI an overarching frame-
work for insecure areas that is being tailored to each set-

ting. The major elements of this framework are:
•	 operational	adjustments	to	polio	campaigns: to 

reduce the exposure of the programme and vaccina-
tors to potential threats by holding campaigns that 
are of shorter duration or lower profile;

•	 programme	safety	and	security: to enhance coordina-
tion between civilian and security services to improve 
the physical safety of vaccinators and facilities;

•	 community	demand: improve local community 
demand to increase access to vaccination and basic 
health services, by coupling OPV with the delivery 
of other services/interventions;

•	 religious	leaders’	advocacy: to markedly step up 
advocacy by Islamic leaders to build ownership and 
solidarity for the protection of children against polio, 
the sanctity of health workers, and the neutrality of 
health services; and,

•	 measures	to	prevent	poliovirus	spread: to reduce the 
spread risk from insecure areas through measures 
such as intensive vaccination in surrounding areas 
and the vaccination of travellers moving in and out 
of the infected areas.

Ending polio for all time
Ending one of the world’s most enduring diseases will 
create a ‘global public good’, in that the benefits of 
a polio-free world will extend to all children every-
where, in perpetuity, protecting them forever from this 
debilitating, preventable disease. GPEI-funded person-
nel and its infrastructure have served as a vehicle for 
the distribution of other priority health interventions 
including measles vaccines, vitamin A supplements, 
anti-malarial bednets, and anthelminthics (deworm-
ing pills), particularly in Africa. Full implementation of 
the new Polio Endgame Plan will both eradicate polio 
forever and enable the benefits to be extended, improv-
ing the immunisation rates of children who never before 
have been reached with life-saving vaccines. Beyond 
ending polio, it will lay the groundwork for transition-
ing the lessons of the polio programme and, potentially, 
much of the extensive GPEI infrastructure to delivering 
additional public health dividends.

Input risks  Implementation risks

Insufficient funding Inability to operate in areas of  
 insecurity

Inability to recruit and/or  Decline in political and/or social  
retain the right people will

Insufficient supply of  Lack of accountability for quality
appropriate vaccines activities

Table 1  Input and implementation risks
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Ending polio will also produce important economic 
benefits. A 2010 study2 estimated that the GPEI’s efforts 
will generate net benefits of at least US$40–50 billion 
for the world’s poorest countries, largely in savings from 
avoided treatment costs for paralytic polio and in gains 
in productivity. The enhanced delivery of other health 
interventions, broader disease surveillance capacity and 
improved vaccine delivery systems created by polio 
eradication efforts add to the economic benefits.

As a result of the GPEI, polio today harms a relatively 
small number of children in Africa and worldwide. 
However, as polio is an epidemic-prone disease this sit-
uation will change rapidly if eradication is not complet-
ed. Ongoing endemic transmission in three countries, 
including Nigeria, will continue to threaten polio-free 
areas everywhere, unless it is eradicated entirely. Recent 
large-scale outbreaks in polio-free countries, such as 
the outbreak in the Republic of Congo that paralysed at 
least 440 people in 2010, provide a graphic reminder 
of this threat. As recently as 2009–2011, approximately 
half of all polio cases were due to the international 
spread of polio from endemic areas to polio-free coun-
tries. Failure to complete polio eradication now could 
result in as many as 200 000 new cases every year, 
within 10 years.

Success in implementing this new Polio Eradication 
& Endgame Plan will mean that this global partnership 
has developed a workable, scalable model for reaching 
the most marginalised populations with the most basic 
of health interventions – a blueprint for success that 
could be used for future efforts to ensure that the most 
neglected children in the world have the opportunity to 
lead better, healthier lives.
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Figure 3  Map showing global wild polio cases for 2013 as on 01 May 2013

©
C

hr
is

tin
e 

M
cN

ab
 

Footnote
As this article went to press, an investigation was being launched into reports that a child had been paralysed by polio in 
Somalia. This further underscored the narrow window of opportunity to completely eradicate the virus while it is cornered 
and before it can spread again. 
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