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1- Introduction

The Global Polio Eradication Initiative (GPEI) seeks to ensure that future generations of children will be
free from the threat of paralysis due to poliomyelitis. Critically important to successful eradication is
ensuring rapid and effective response to polioviruses from any source if reintroduced or emerging in
the remaining endemic and non-endemic countries. Countries and GPEI partners must aim to stop
transmission of poliovirus within 120 days of confirmation of any new outbreak.

Wild poliovirus (WPV) and vaccine-derived
polioviruses® (VDPVs) can both cause clinical
iliness, including acute flaccid paralysis (AFP),
and lead to outbreaks'. There are three types of
WPV, but only type 1 (WPV1) continues to
circulate. The last type 3 poliovirus (WPV3) was
isolated in 2012. The last type 2 WPV (WPV2)
was isolated in 1999 and declared eradicated in
September 20152, There are only two endemic
countries where WPV1 continues to paralyse
children — Afghanistan and Pakistan. These
countries continue on the path to eradication,
strongly supported by the GPEI partners.

However, VDPVs capable of causing paralysis
also continue to emerge and circulate. In May
2014 and in November 2015 in conjunction
with the World Health Assembly (WHA), the
World Health Organization (WHO) Director-
General (DG) declared the ongoing spread of
polioviruses — WPV and circulating vaccine-
derived polioviruses (cVDPV) — to be a public
health emergency of international concern
(PHEIC). In response, the Emergency
Committee for polio, convened under the
International Health Regulations (IHR), included
cVDPVs in their remit for monitoring action and
progress. In under-immunized populations,
cVDPVs represent a particular risk and in recent
years, most cVDPV cases and outbreaks have
arisen from oral polio vaccine containing the
type 2 component (OPV2).

! strains of poliovirus mutated fromthe live
attenuated oral polio vaccine

In response to the rising concern regarding
VDPV2 outbreaks at the time, the May 2014
WHA endorsed a strategy to reduce the risk
associated with attenuated poliovirus (Sabin
strains) used in oral polio vaccine (OPV). In line
with the Polio Eradication and Endgame
Strategic Plan 2013-20183, all countries ceased
using type 2-containing oral polio vaccine
(OPV2), in their routine immunization
programmes between 17 April to 1*' May 2016,
thus participating in the largest globally-
coordinated vaccine introduction in history, as
all OPV-using countries switched from using
trivalent OPV (tOPV, containing Sabin 1, 2, and
3) to a bivalent form (bOPV; containing Sabin 1
and Sabin 3). All existing stocks of tOPV are
being removed from circulation, to further
reduce the likelihood of cVDPV type 2 virus
emergence.

The GPEI is a public-private partnership, led by
national governments and spear-headed by key
partners’. GPEI partners support countries for
polio eradication activities and outbreak
response.



Scope

This document is intended to facilitate timely and effective response to interrupt poliovirus
transmission in non-endemic countries, and incorporates lessons learned from previous outbreak
response efforts. It summarise roles and responsibilities of countries and GPEI partners and standards
for polio outbreak and event response. It updates and establishes standard operating procedures for
the post-switch era * in alighment with the more detailed protocol for type 2 poliovirus events and
outbreaks after global tOPV withdrawal on May, 1st 2016.

Objectives
The objectives of this document are:

e To establish standards and timeline for response to any polio events and/or outbreaks.

e To guide national governments and GPEI partners in key support functions to fulfill in response to
any polio outbreak or event.

To be noted: this document is a revision of the SOP first made available in February 2015.

Audience
The proposed audience for this document is national government and GPEIl partners who will
coordinate the national response to polioviruses events and outbreaks.

Companion documents
Additional information that may be useful tousers of this document includes:
e GPEI Reporting and classification of vaccine-derived polioviruses guidance. ©
This guidance describes additional laboratory analysis and field epidemiological investigation
prior to confirming classification of a VDPV sample.
e Operational tools for outbreak response. ” ®
The SOPS do not provide specific tools for outbreak response, planning of supplemental
immunization activities (SIAs) or methods for enhanced surveillance. The tools can be found in
GPEl website® *°.



2- Poliovirus events and outbreaks

2.1-Poliovirus events and outbreaks defined

Table 1 classifies all polio isolates according to whether their appearance is currently deemed to
represent an ‘event’ or an ‘outbreak’ for the purpose of describing the extent of person-to-person
transmission and determining the appropriate response. Inannex 1, the figure 3 describes it visually.
Table 1: Definition of poliovirus events and outbreaks

Typology Definition

Event Human

EBVEH UG Detection of
of transmission) 1) VDPVin:
e Single AFP case or asymptomatic person (e.g. contact) or
e One or more persons,” with no evidence of further communityevel
circulation (iVDPV or an aVDPVisolates) OR
2) Sabinlike 2 isolate fromindividual sample(s) OR
3) WPV2 infected individual with documented type 2 virus exposure in a laboratory
or vaccine production facility

Environmental

Detection of
1) WPV single environmental sample without follow-up evidence of virus excretion ®
OR
2) VDPV without evidence of further transmission, suchas
e single environmental sample without evidence of prolonged circulation
of >1.5years e or
e anaVDPVOR
3) Sabinlike 2 isolate from environmental sample(s)

Outbreak Human

(evidence oji| Detection of

transmission) 1) Any WPV infected individual(s) ®
(an addition for type 2: “without documented exposure to a type 2 virus in a laboratory or vaccine
production facility”) OR

2) AnycVDPV infected individual(s) ®

Environmental

Detection of
1) Two or more separate® environmental samples positive for WPV with genetic
sequencinginformation indicating sustained | ocal transmission OR
2) Asingle environmental sample positive for WPV with follow-up evidence of virus

excretion® OR
(an addition for type 2: “no documented exposure in a laboratory or vaccine production facility”)

3) AnycVDPV positive environmental sample(s)

? Infected person can be an AFP case or an asymptomatic/healthy person
b Evidence of virus excretion isdefined by identification during follow-up investigation of WPV or VDPV infected individual(s)
¢ ”separate” meansthat:

- sample were collected atmore than one distinct ES collection site (no overlapping of catchment areas), OR
- sample were collected from one site, but collection was more than two months apart



2.2-Vaccine-derived polioviruses
Vaccine-derived polioviruses (VDPVs)*! *2are identified based on their degree of genetic divergence
from the parent OPV viral strain. Strains that are > 1% divergent (or >= 10 nt changes, for types 1 and 3)
or > 0.6% divergent (>= 6 NT changes, for type 2) from the corresponding oral vaccine strain are labelled
as VDPVs. 1* VDPVs are classified into 3 categories:

1. Immunodeficiency-related vaccine-derived polioviruses (iVDPV) are a special case of VDPVs
arising in the gut of persons with a primary immunodeficiency (PID). Unlike immunocompetent
persons, who excrete the vaccine virus for a limited period of time, some immunodeficient
persons are unable to clear intestinal replication of the vaccine virus after receiving OPV. In this
regard, iVDPVs pose a threat to eradication, as individuals who excrete the vaccine virus for
prolonged periods could serve as sources of poliovirus reintroduction after polio eradication.

2. Circulating vaccine-derived polioviruses (cVDPV) occur when there is evidence of person-to-
person transmission in the community.

3. Ambiguous vaccine-derived polioviruse (aVDPV) is a classification of exclusion when
investigation does not support classification as cVDPV or iVDPV. Isolates may be from persons
with no known immunodeficiency or from an environmental sample, without evidence for
circulation.

The GPEI Reporting and classification of vaccine-derived polioviruses guidance®* describes definitions,
laboratory and field epidemiological investigation processes needed to classify a VDPV isolate.

2.3-Laboratory results and initiation of response

When one or more laboratories of the Global Polio Laboratory Network (GPLN) isolate a poliovirus from
a biological (human) or environmental sample (through culture, intratypic differentiation and genetic
sequencing), the GPLN rapidly notifies the Ministry of Health in the affected country and the World
Health Organization at country office, regional and global levels of the identification of a poliovirus and
whether the virus is wild polio or vaccine-derived, type 1, 2 or 3, and Sabin (vaccine) or non-Sabin like.

This notification is provided so that authorities can initiate case and community investigation to assess
the affected child/adult and his/her family and community contacts (or circumstances of the
environmental sample), and explore whether there is any evidence of person-to-person transmission.
WHO provides this information to GPEI partners as soon as it is received. Investigations will also provide
the information necessary to classify the isolate as outlined in the previous section. Investigation and
classification can take days or weeks. The laboratory result notification is not shared beyond GPEI until
WHO regional office, in collaboration with laboratory and other colleagues, confirms it as an event or
an outbreak.

2.4-Defining Day Zero for event and outbreak monitoring

The GPEl Standard Operating Procedures recommend that supplemental immunization activities be
implemented within 14 days of identification of a poliovirus that requires an immunization response, as
detailed in Tables 5 and 6 for each type of isolate.

For the purpose of performance monitoring, notification of the laboratory result is defined as ‘Day 0’
so that progress of the event or outbreak response can be monitored against the standards set in these
SOPs. This is true for as-yet unclassified VDPV type 2 events and for cVDPV2 outbreaks. For VDPV type 1
and 3 events pending classification, rapid investigation is expected, but will not at this time be
measured against the SOP standards unless they are confirmed to be, or become, a type 1 or type 3
outbreak.

10



2.5-Outbreak confirmation
The confirmation of an outbreak is the responsibility of WHO RO (table 2).

Table 2: Operational requirements for confirming an outbreak

| Terminology Definition
Outbreak confirmation — | WHO RO confirms an outbreakin consultation with the national authority
Day 0 for performance as well as GPLN laboratory experts and WHO/HQ, and after having taken

monitoring for types 1 into account the criteria below :
and 3 polioviruses e laboratory result (genetic sequencing)
AND
e final case investigation (to rule out iVDPV)
AND

e event investigation (especially for type 2 to rule out laboratory or
vaccine production facility contamination)

2.6-Outbreak transmission risk zones

Factors such as past epidemiologic history, location, and population characteristics may determine
three general “transmission risk zones” which reflect the risk for polio transmission (see Table 3).

Table 3: Definition of “transmission risk zones” based on populationrisk for poliovirus transmission
Zone | Country/area and Population Characteristics Risk for further

transmission
1 Clear history of sustained WPV or reported cVDPV since 2005; OR High
affected community with other risks for low immunity* or high
mobility links to susceptible communities

2 Consistently low DTP3 coverage <80% in the previous 3 years; OR High-Medium
history of imported WPV or any cVDPV or aVDPV in the previous 3
years; OR with DTP3 coverage <90% and adjacent to affected area

3 DTP3 coverage consistently >80%; affected community with few Low
risk factorsfor sustained transmission

*E.g. high birth rate, high population size and density, low routine immunization coverage, failure to reach unvaccinated
childrenin pre-switch SIAs, and other conditions associated with high levels of fecal-oral transmission

2.7-High quality SIAs for event and outbreak response

Polio outbreaks and most type 2 polio events will require implementation of vaccination campaigns
within 14 days to stop any further circulation of the virus.

Rapid SIA campaign for event and outbreak response is defined as first SIAs within 14 days of laboratory
result notification (Day 0).

Short Interval additional dose SIAs (SIAD) interval between SIA rounds can be as short as one week.

Large scale SIAs are defined as at least 500,000 children for 1st SIA round and approximately 2 million

for subsequent rounds. Where 2 million children do not exist within a reasonable radius, all children, or
children of 10 million total populations could be targeted. Itis possible to consider increasing the scope
further in densely populated areasor if thereis evidence of extensive circulation or if there is potential
for extensive circulation (e.g. outbreak population well-connected to a major urban area). However, in
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all situations, the target population should not be increased beyond the capacity of the programto
attain high coverage.

Targeted age group for SIAS are all < 5 years old children. An expanded age group considers <10 years
old children, < 15 years old or the whole population depending on the local context. Expanded age
group vaccination is recommended if there is evidence of virus circulation among older age groups.

3- Obligation to notify positive poliovirus isolates

All instances of poliovirus isolation in a previously polio-free country — and other notifiable
polioviruses such as VDPV2 in countries still endemic for wild poliovirus — must be reported
immediately by the country to WHO, regardless of type of isolate (WPV, VDPV), or source (clinical
case, environmentalsample, other).

Notification should occur at the first indication of a positive sample; for example an unclassified VDPV
should be notified immediately to WHO by the country prior to final classification. This applies to both
environmental and clinical isolates. Countries should not rely on the lab notification to inform WHO but
institute their own formal rapid notification procedure.

Background: In 2012, the WHA adopted a landmark resolution declaring that the completion of polio
eradication is a programmatic emergency for global public health, as outlined in the Emergency
Response Framework. The resolution called for an intensification of efforts to eradicate polio.

Notification: Countries should notify WHO about any detection of WPV or VDPV poliovirus
immediately on the grounds that it could be an “event that may constitute a public health emergency”
in accordance with IHR. This holds true regardless of source or precise classification of source of the
poliovirus. WPV isolated from an AFP case or case contact meets the criterion for “notification in all
circumstances” under IHR Annex 2 (2005). Identification of a WPV or VDPV from any source
(environmental or human) meets the criteria for notification to WHO under the following criteria from
IHR Annex 2 (2005): i) serious public health impact; and ii) unusual or unexpected event. The final two
criteria may also be met: iii) significant risk of international spread of disease; iv) significant risk of
international trade or travel restrictions. In addition, the isolation of Sabin 2 virus will be notifiable
under IHR from 1 September 2016, as beyond that time, there should be no further Sabin 2 vaccine
being used, except in the context of outbreak response with mOPV2.

Steps to Notify:

e  The country polio focal point notifies the polio advisor at the WHO Regional Office within 24 hours
of receiving the laboratory notification of a poliovirus isolate and sequencing results. The Ministry
of Health and WHO / HQ must be copied on correspondence; WHO/HQ then informs GPEI partners
immediately.

e The WHO Regional office confirms the notification with the country and the GLPN-affiliated
laboratory. It then becomes an official IHR notification and is reported onwards to WHO/HQ IHR.

Further details of notification under IHR are provided in Annex X.

? See alsoWHO Guidance for the Use of Annex 2 of the International Health Regulations (2005)
http://www.who.int/ihr/revised_annex2 guidance.pdf

12



4- Responding to a polio event

The country will investigate and monitor any polio event to determine if an outbreak is occurring with
support from GPEI partners where requested. Timely, clear and effective communication between all
partners and levels is crucial to ensure appropriate response to events.

Table 5 describes the minimum response requirements to the different possible polio events.

NB.

All poliovirus type 2 events will be managed as outbreaks for the pumpose of implementing and
monitoring the operational response, while, for example, waiting for results of field investigations
and final classification in the case of a VDPV2.

This implies that for type 2 events, the “no-regrets” financing policy applies and the GPEI performance
standards set out in these SOPs will apply. While the event response is underway, including
investigation, active surveillance and vaccination campaigns according to standard, there will be more
flexibility in determining the number of SIA rounds or the scale of event response assessments.

4.1-Investigation and assessment - general steps for all events

The recommended initial general steps to respond to a polio event are:

e Case and contact investigation *°:

o Conduct urgently a detailed clinical, epidemiological and social investigation of the case
and contacts.

o Investigate clinical history, including facilities visited, as well as the travel history of the
case and social environment and the community context of the case

o Sample contacts of the case/s (stool sampling): Collect one stool sample from at least 5
direct contacts (i.e. siblings, household contacts, playmates) as well as from at least 20
persons of the same age group living in the community (i.e in another part of the village
or in a nearby village). Visit and document all other health-care providers in the area,
including traditional healers and private practice as part of active case search.

o Community case finding: the community searches for unreported cases. This includes active
case searching and retrospective case searching in health facilities. A positive environmental
sample should also trigger active case finding in the suspected community and/or catchment
area of the ES site. The cases found should be sampled.

e Assessment of population immunity: from the AFP database and routine immunization
coverage, as well as a quick community survey of OPV/IPV status, as part of the case
investigation

¢ Enhanced active surveillance: the surveillance system is put on high alert to detect any signs of
poliovirus transmission in the affected country and any potentially impacted neighbouring
countries (AFP surveillance supplemented by environmental surveillance):

o Inorder to maximize quality and sensitivity of the AFP surveillance system, ensure strict
attention to completeness and timeliness of all AFP reporting. Consider routinely doing
contact sampling for AFP cases (3 contacts for every AFP case) coming from the
geographical area for a period of time.

o For the immediate investigation period, increase frequency of environmental
surveillance, if available. For the longer term, investigate with the GPEl partnership
about establishing or expanding local environmental sampling sites.

13



4.2-Risk assessment

Country, WHO and GEPI partners conduct a risk assessment for every event based on the findings of the
epidemiologic and laboratoryinvestigations and the strength of evidence. It aims to characterize the
virus transmission and the implications for further spread. This is especially important following
discovery of atype 2 isolate (please refer to part 2 of this SOP (Specific type 2 protocol).

The ultimate decision of whether to designate a poliovirus isolate as an event or outbreak, for the
purposes of the response described in this SOP, rests with WHO in dialogue with the affected country.
A polio event may be escalatedto an outbreak at any point in the investigation (following definitions in
table 1), as deemed necessary by WHO in consultation with the country and other GPEI partners.

4.3-Specific steps

The scope of the response to a detected event will depend on the poliovirus type, classification, and, in
some circumstances, the local situation. Post-switch, detection of even a type 2 event requires a more
aggressive response than recommended for the other poliovirus types.

Specific steps are defined according to the isolate identified, in addition to the steps outlined in Table 5.

- Foralltype 2 events, the type 2 response protocol in part 2 of this SOP describes the full details on
which situations require a vaccination response.

- For VDPV1 or VDPV3 pending classification, the approach will follow the same initial response
steps. However, SIA activities are not required unless the isolate is classified as a cVDPV which will
invoke a full outbreakresponse.

- Isolates classified as aVDPV and iVDPV will not likely lead to an outbreak. The general response
approach is simplified to usual case and contact investigation, in addition to specific SIAs (for type 2)
or no SlAs at all (for type 1 and 3) depending on local context and risk assessment.

- The investigation into an environmental WPV isolate in a non-endemic country must consider
possible importation (e.g. incoming travel) or release from a laboratory facility. For type 1 and 3,
the necessary response, including the implementation of SIAs, will be determined on a case by case
basis, with careful consideration of the country (e.g. proximity to endemic regions), population
immunity characteristics, and outcome of investigation.

Rapid response to types 1 and 3 outbreaks (WPV or cVDPV1 or 2) will be undertaken with bivalent OPV

(Sabin vaccine types 1 and 2) and requests will follow the usual procedures for campaign support
through WHO and UNICEF country offices.
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Table 5a: Minimum response requirements to polio events

Isolate Source General response SIAs response Timeframe
(from lab

result
notification

WPV 1 environmen | e Case finding: communitysearchfor [ e SIAs planand their -
or3 t cases implementation based on local
e Assessment of population situation, asadvised by WHO
immunity & GPEI Partners
e Enhanced active surveillance
WPV 2 environmen | e Case finding: communitysearchfor [ e Referto part 2 of this SOP first SIAs
t (with no cases (poliovirus type 2 protocol). within 14 days
evidence of e Assessment of population SIAs planand implementation
individual immunity depends on local situation.
excreting e Enhanced active surveillance Especially for risk zone 1,
virus) e Referto part 2 of this SOP consider 1 round of SIA
(poliovirus type 2 protocol) o  Targetage:0-5years

o  Populationsize: inrapid
response area (min
500,000 children)

o  Vaccine of choice

- Post-switch: mOPV2+/- IPV
e Vaccinerequest to WHO DG

for mOPV?2
Sabin e environm | e Referto part 2 of this SOP (specific | e Referto part2 of this SOP -
like 2 entor poliovirus type 2 protocol (poliovirus type 2 protocol).
e human SIA are not required

4.4-Release of mOPV2 from the global stockpile

In line with the World Health Assembly resolution, new procedures have been put in place for countries
to request monovalent type 2 oral polio vaccine (mOPV2) from the global vaccine stockpile. The country
will prepare and submit a vaccine request within 48 hours of lab result notification of a type 2 poliovirus
requiring a vaccination response. Only the WHO Director General has the authority to release mOPV2
vaccine upon the recommendation of an international coordinating group (ICG) composed of the GPEI’s
Eradication and outbreak management group (EOMG) and selected additional laboratory and technical
experts. Whereas IPV release does not require the DG’s approval, due to the extremely constrained
global IPV supply, the same vaccine request mechanism will be used to request IPV supplies through
the ICG/EOMG.

4.5-Event response assessment

The concept of outbreak response assessment can be applied to events, particularly those for which an
immunization response and surveillance strengthening areimplemented. The event response
assessment canbe scaled appropriately or focussed to meet the needs of the local context and
circumstances. The purpose of the event assessment will be to review the quality of the response, the
need for further surveillance, and to recommend further SIAs that may be needed, particularly in the
case of type 2 and plans to deploy further mOPV2, for which a full justification must be provided.
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Table 5b:

Minimum response requirementsto polio events (continuing)

VDPV 1 e human Case and contact investigation SlAs are not required -
or3 e environm (clinical and epidemiological)
(waiting ent Case finding: community
classific search for unreported cases
ation) * Assessment of population
immunity
Enhanced active surveillance
aVDPV e humanor Case and contact investigation SIA are not required -
lor3 e environm (clinical and epidemiological)
ent Strengthened environmental
surveillance
iVDPV1 juman Case and contact investigation SIA are not required -
or3 (clinical and epidemiological)
VDPV 2 e humanor Case and contact investigation Refer to part 2 of this SOP first SIAs
(awaitin | e environm (clinical and epidemiological) (poliovirus type 2 protocol). within 14 days
g ent Case finding: community Plan for 23 round(s) of SIAs
classific search for unreported cases Implement first SIAwith
ation, Assessment of population mOPV2 inrapid response area
“new” immunity (min 500,000) unless very low
VDPV: Enhanced active surveillance risk
probabl Refer to part 2 of this SOP otherrounds:implementation
e (poliovirus type 2 protocol) dependingon local situation
transmis Vaccine of choice
sion) mOPV2 +/- IPV
Vaccine request to WHO DG for
mOPV2
aVDPV e humanor Case and contact investigation Refer to part 2 of this SOP first SIAs
2 e environm (clinical and epidemiological) (poliovirus type 2 protocol). within 14 days
ent Strengthened environmental Consider a maximum of 3 round(s)
surveillance of SIAs
Refer to part 2 of this SOP Implement first SIAwith
(poliovirus type 2 protocol) mOPV2 in rapid response area
(min 500,000) if high risk area
other rounds:implementation
dependingon local situation
Vaccine of choice
- mOPV2+/- IPV
Vaccine request to WHO DG for
mOPV2
iVDPV2 [ human Case and contact investigation Refer to part 2 of this SOP -

(clinical and epidemiological)
Refer to part 2 of this SOP
(poliovirus type 2 protocol)

(poliovirus type 2 protocol).

SIA are not required
IVIG for case (+ monoclonal
antibodies or anti-virals if
available) PLUS
IPV for household members
and close community contacts

*if a VDPV is classified asa circulating strain, reflecting evidence of ongoing transmission, an outbreak will be declared
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5- Responding to a polio outbreak
5.1-Minimum response requirements to all polio outbreaks

The scope of the response to a detected WPV outbreak will be determined by the poliovirus type and
classification, underlying population immunity, local situation, and findings of the initial epidemiologic
investigation. The key to a successful response is for partners to adapt their strategies as the situation
evolves over the course of the investigation.

The recommended initial general steps to respond to a polio outbreak are the same as for an event (see
chapter 3.1), except an addition for
e Enhanced active surveillance where the minimum standards in AFP surveillance is increased to
three non-polio AFP cases per 100,000 children under 15 years of age in every first subnational
divisions (province or state), for the duration of the outbreak and for at least 12 months after
the last case.

Table 6 describes the minimum response requirements to all polio outbreaks.
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Table 6a: Minimum response requirements to polio outbreaks.

Isolate ‘ Response

Generalresponse

‘ Timeframe (from lab result notification)

All
isolates

Case and contact investigation

24 hrs to initiate

Community case-finding

24 hrs toinitiate

Assessment of population immunity

24 hrs toinitiate

Enhanced active surveillance****

72 hrs toinitiate

Outbreak grading(by EOMG)

72 hrs to complete

Initiate and deploy, where applicable (by OPRTT):
e rapidresponse team (Team A)and
e surgeteam (Team B)

. 72 hrs toinitiate for Team A
e Within 3 weeks for Team

Independent Monitoring (IM) of SIAs T **

- IM in conjunction with all SIAs to be implemented
within 1 month

- Results of IMdata to be internationally postedon
GPEI Global website within 14 days of end date of
each campaign

Assessing Immunization Coverage with Clustered
Lot Quality Assurance Sampling (CIustered—LQAS)17

LQAS to be started as soon as possible in conjunction
with SIAs

Independent outbreak response assessments
(0BRA) ®®

1) First independent 3-month assessment: to be
implemented 3 months after the detection of
the first case of a polio outbreak

2) Follow-up quarterly assessments: 3 months
after the first quarterly assessment, to be
repeated every 3 months as longasoutbreak
continues

3) End-of-outbreak assessment: 6 months or 12+2

months after the most recent case.

* OPRTT are Outbreak Preparednessand Response Task Team
** Independent monitoring does not replace, nor equal supervision
**** including AFP surveillance to be enhanced to an annualized rate of greater than three non-polio AFP cases per 100 000

children aged under 15 years in every first subnational divisions (province or state), for the duration of the outbreak and for at
least 12 months after the lastcase. Also, for the immediate assessment period, increase frequency of environmental
surveillanceifavailable
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Table 6b: Minimum response requirementsto polio outbreaks (continuing)

Response

Timeframe (from
Laboratory result

notification)

WPV 1 or Plan+ implement 23 round(s) of SlAs, as advised by WHO & GPEIl partners | - 1stround within 14 days
3 o targetage:0-5years - First 3 rounds to be short
» human +anexpanded age group in >1 SIAs interval SIAs (2-3 weeks
or o populationsize: apart)
» environ - SIAL: minimum 500 000 children.
ment -SIA 2 and SIA 3: approximately 2 million children
o Vaccine of choice
bOPV
WPV 2 Refer to part 2 of this SOP (poliovirus type 2 protocol) Refer to part 2 of this SOP
» human | Plan for a maximum of 5 round(s) of SIAs, as advised by WHO & GPEI (poliovirus type 2 protocol)
partners
o targetage:0-5years
o populationsize:
-SIA1: inrapid response area, minimum 500 000 children
-SIA 2 to 5:inoutbreak affected area, minimum 2 million children
o Vaccine of choice
-mOPV2 +/- IPV
Vaccine request to WHO DG for mOPV2
WPV 2 Refer to part 2 of this SOP (poliovirus type 2 protocol) Refer to part 2 of this SOP
» environ | Depends on local situation. Especially for transmission risk zone 1, (poliovirus type 2 protocol)
ment consider 1 round of SIA
o targetage:0-5years
o populationsize:inrapidresponse area minimum 500 000 children.
o Vaccine of choice
- mOPV2 +/- IPV
Vaccine request to WHO DG for mOPV2
cVDPV1 Plan+ implement 23 round(s) of SIAs, as advised by WHO & GPEI partners | - 1stround within 14 days
or3 o targetage:0-5years - First 3 rounds to be short
» human +anexpanded age group in >1 SIAs interval SIAs (2-3 weeks
or o populationsize: apart)
» environ - SIAL: minimum 500 000 children.
ment - SIA 2 and SIA 3: approximately 2 million children
o Vaccine of choice
bOPV
cVDPV 2 Refer to part 2 of this SOP (poliovirus type 2 protocol) Refer to part 2 of this SOP
» human Plan for a maximum of 5 round(s) of SIAs, as advised by WHO & GPEI (poliovirus type 2 protocol)
or partners
» environ | o targetage:0-5years
ment o populationsize:

-SIA1: inrapid response area, minimum 500 000 children

-SIA2to 5:inoutbreak affected area, minimum 2 million children
o Vaccine of choice

- mOPV2+/- IPV

Vaccine request to WHO DG for mOPV2
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Selection of the most appropriate vaccine is made with WHO technical support. Itis based on the type
of poliovirus, the underlying population immunity, and projected timeframe (Table 7).

As an alternative to the intramuscular injection of a full dose of IPV, countries may consider using
fractional doses (1/5 of the full IPV dose) via the intradermal route for routine immunization®®,
considering the programmatic cost and logistic implications of this option.

Table 7: Summary of typical vaccination strategies recommended for event or outbreakresponse, by
type of poliovirus. NOTE: Inall cases, WHO must be consulted regarding choice of vaccine.
Type of outbreak Post-switch

(May 2016 onwards)

Type 1 or 3 poliovirus bOPV

(WPV) +/- IPVadjunct
"1\

b 1'?

Type 1 or 3 poliovirus bOPV N

(cVDPV) ot

)t

|

Type 2 poliovirus mOPV?2 (released by m

(Post-switch:any type2,as WHO DG) 5]

advised by WHO) +/- IPVadjunct %"}I

5.2-Upon confirmation of an outbreak

o The national government, supported by GPEI partners, declares the outbreak and declareit as
a National Public Health Emergency. The national government notifies it to WHO as an Public
Health Emergency of International Concern (PHEIC) in accordance with IHR, wherever relevant

e The nationalgovernment establishesan emergency operation center to lead the development
of acomprehensive response plan including surveillance strengthening, communication and
mobilization, and ensures the implementation of quality SIA strategies

e The Outbreak Preparedness and Response Task Team (OPRTT) will submit to EOMG adequate
information to grade the outbreak within 72 hours of laboratory result notification

e The GPEl Eradication and Outbreak Management Group (EOMG) must meet within 72 hours of
laboratory result notification to grade the outbreak

e WHO and GPEIl partners offer technical support for all activities, as appropriate to the grade of
outbreak and the requirements of the health system support in the affected country

5.3-Risk assessment and grading of an outbreak

While laboratoryand epidemiologic investigative steps correspond in generalto standardized processes
for following-up any poliovirus detection, a risk assessment aims to characterize the virus transmission
and the implications for further spread. It assesses the critical factors which will influence the type and
scale of response and make recommendations for appropriate actions.

For type 2 poliovirus, the risk assessment focuses specifically on addressing three core questions (refer
to part 2 of this SOP-specific type 2 poliovirus protocols):

e What is the nature of the virus (e.g. WPV, Sabin, or VDPV)?
e Isthereevidence of circulation?
e  What is the risk of further spread?
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The EOMG performs a risk assessment based on the combination of two sets of criteria:

Assessment of therisk of transmission takes into account the following aspects:

a.

2)

Risk of international spread (especially for type 2 poliovirus post-switch)
including multi-country/ cross border risk, through travel links and
transmission routes

Type and classification of poliovirus (e.g. type 1, 2, or 3; WPV or VDPV
classification)

Population immunity in the affected area (from the AFP database and routine
immunization coverage, as well as a quick community survey of OPV/IPV
status);

Existence of vulnerable populations (refugees, internally displaced persons,
significant nomadic groups, access-compromised population groups, etc.))
Risk of intentional spread (especially for type 2 poliovirus post-switch) or
breach in containment (from laboratory, research, vaccine production
facilities)

assessment of the national response capacityincludes the following elements:

a.
b.
C.

Country health infrastructure level
Capacity to mobilise human resources

Security situation, including the presence of armed conflict or significant areas

of insecurity or inaccessibility

This risk assessment ultimately determines the risk of further transmission and directly
influences the required type and scale of response (from grade 1 to 3).

When a report of a polio outbreak is received, the EOMG evaluatesand assigns a grade to the outbreak
within 72 hours of confirmation of the outbreakto:

Inform partners of the extent, complexity and likely duration of support required;
Prompt all GPEI partners at all levels to be ready to repurpose and mobilize appropriate resources

in order to provide support, including the human resources required to constitute rapid (Team A)

and surge (Team B) response teames, if necessary;
Trigger outbreak response activities and policies in the concerned country.
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Table 8 outlines the 3 grades and their definitions according to the 2 sets of criteria.

Table 8: Polio outbreak grades and definitions
‘ Definition

Grading
Grade 1

Criteria

Potential for

transmission and
internationalspread

Low to medium risk of transmission including international spread
due to good population immunity and no major vulnerable
population cluster

Strength of country | Strong to moderate country response capacity due to robust health
capacity infrastructure and no security threat or access challenges

Grade 2 Potential for Low to high risk of transmission including international spread
transmission and
internationalspread
Strength ofcountry | Strong to weakcountry response capacity
capacity

Grade 3 Potential for Medium to high risk of transmission including international spread

transmission and
internationalspread

due to significant gaps in population immunity, history of multi-
country/cross-border propagationand major vulnerable population
clusters

Strength of country
capacity

Moderate to weak country response capacity due to serious
deficiencies in local in-country health infrastructure ,high security
threatsand access challenges, or acomplex humanitarian
emergency

The risk profile matrix in Table 9 provides a visual tool to illustrate the decision making process
underlying the classification of anoutbreak according to grade 1, 2 or 3. It highlights the fact that the
level of the response needed (the grade) to a polio outbreak with a low risk of transmission can vary
between grades 1 and 3, depending on the country’s response capacity. The grading system is used to
describe the actions necessary to manage the risk identified. Moreover the polio grading system is
flexible enough to allow adaptationto every polio outbreak context as well as changesin global
strategy, which will be of paramountimportance after global tOPV withdrawal

Table 9 : Risk profile matrix for grading a polio outbreak

Countryresponse
capacity
Risk
. Strong Moderate Weak
transmission
and international
spread
Low Grade 1 Grade 1 Grade 2
Medium Grade 1
High Grade 2
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The grade will be updated at least once every three months or whenever a significant changein the
outbreak evolution requires a re-evaluation of the assigned grade. Flexibility is embedded in the
grading, so that shifts between response activity categoriesin Table 10 can be tailored on a nearly real-
time basis toreflect the national situation and meet local needs

The grade will serve as the basis for prioritizing or ranking the level of outbreak response activities
(Table 10) from the “greenlight” grade 1 to the “orange light” grade 2, and finally to the “red light”
grade 3. The higher the grade, the more GPEI support will be needed for the response.
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Table 10: Outbreak response scale-up supports accordingto grade

Grading

Type of
support

Grade 1

Grade 2

Response
Leadership*

National coordinator

GPEIl nominated coordinator

GPEIl nominated coordinator

Polioexpert mission
fromthe GPEIl partners

Deployment of a Rapid

Deployment of a Rapid

Technical ResponseTeam: TeamA ResponseTeam: TeamA
liaison* to support the (multidisciplinary outbreak | (multidisciplinary outbreak
development of the piinary plinary
responseteam) response team)
outbreak response plan
e Deploymentofsurge e Deploymentofsurge
team: Team B t tTi B
Stop Transmission Of e eam. .ea.m'
h 20 (multidisciplinary (multidisciplinary
% Polio (STOP)
Surge tif consultantteamfor consultantteam for
E;z(gjrezmmesuppo ! minimum 6-month minimum 6-month
deployment) deployment)
e STOPsupport e STOPsupport
) . e “No-regrets” financing
Standard financing for . . policy (an advance of up to
outbreak response “No-regrets” financing US$ 500 000)
Financial immunization activities policy (anadvanceof up to ) .
(anadvanceof up to US$ 500 000) e Financial supportfor
US$ 500 000)** secu.rity measures, if
required
e  SupportfromPolioAccess
and Support (PAS) group of
WHO HQ, coordination
Security and with other United Nations
y NA *** NA *** and humanitarianagencies
access

onthe ground

e Deploymentoffield
security officer(s) where
necessary

* Composition of supports, particularly the size and number of experts deployed inthe rapidresponse team
(TeamA) and thesurgeteam (Team B) will be scaled to meet the needs of the country
** Standardfinancingis subject to re-payment conditions, as determined on a case by case basis.

*** Not Applicable
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6- Strategic response framework for polio outbreak

A strategic response framework is needed to guide the international response to a polio outbreak. This

framework provides the basis for close partners coordination and collaboration in addressing the
outbreak to ensure that national response activities are supported to the fullest extent possible.

Five strategic pillars for interrupting transmission in an outbreak setting are needed and have to be

implemented in a coordinated manner:

1.

A fully engaged national government: The key to a successful outbreak response is a high level of

government engagement. National governments should make sure their actions meet the IHR

provisions and ensure rapid notification to WHO of any suspect AFP cases or any specimens found

positive for poliovirus.

e the government’s response should engage the senior leadership of GPEI partners and request
guidance and outbreak response assistance as required
the highest level of government should declare a public healthemergency

e an Emergency Operations Centre (EOC) type-mechanism should be formed to guide and
oversee the outbreak response

e the national government should appoint a senior focal person to lead the outbreak response
and the EOC

o all key departments or ministries should be engagedtoensure a multi-sectorial response

Rapid risk assessment and identification of transmission risk zones: Affected countries must work
closely with GPEI partners to conduct a rapid risk assessment to identify the outbreak-affected and
high-risk zones with defined areas of ongoing circulation and areas of high risk. This should take
into account sub-national areas of vulnerability given geographic contiguity and/or other criteria
(e.g., underserved populations).

Robust immunization response: Upon confirmation of a poliovirus outbreak, countries should plan
a coordinated immunization response, including the rapid launch of the first SIAs covering all
children younger than 5 year in affected and adjacent geographic area - or a minimum of 500 000
children in large population countries. Subsequent SIAs need to be larger scale to target a minimum
of 2 million children of age less than 5 years, if the risk of further spread of poliovirus justifies this
strategy choice. Strategies will change with time elapsed after global tOPV cessation. Oral polio
vaccine will be preferred in outbreak response because it boosts intestinal mucosal immunity. Key
components of the response include:

e First SIA launched within 14 days from confirmation of the poliovirus outbreak;

e Selection of the most appropriate vaccine based on the type of poliovirus and underlying
population immunity (see table 7). Selection should be made in consultation with WHO
technical support;

e |ncorporation of IPV into at least one SIA round as a helpful adjunct to outbreak response;

e Minimum of three SIAs planned and implemented: the first three rounds should be short
interval (2-3 weeks apart); for the number of SIAs for type 2 post-switch, please refer to type 2
protocol in part 2 of this SOP

e Expanded age group included in at least one SIA. The specific upper limit of the expanded age-
group will be advised by WHO and GPEI partners in consultation with WHO and UNICEF regional
and country offices based on epidemiology, susceptibility profile of the population and
underlying population immunity (consider the time since last virus isolation/last SIA)

e Oversight and release of the post-switch global stock of mOPV2 by the WHO Director General.
Stocks of mOPV2 released in such responses must be tightly managed, monitored, retrieved

and disposed at the end of activity
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Vaccine supplies secured through UNICEF Supply Division or other mechanisms (for self-
procuring countries) immediately upon declaration of the outbreak

Special attention given to populations at highest risk; implementation of strategies to target
vaccination efforts specifically to these groups

Independent monitoring implemented to assess whether at least 95% of children interviewed
have been vaccinated.

Involvement of the Polio Access and Support (PAS) to provide additional support if there are
concerns about the security and access to immunize children in affected regions

Effective communication and social mobilization: To maximize effectiveness, the government
should prioritise communication and social mobilization to ensure that populations at greatest risk
are vaccinated and that chronically missed children are reached. GPEI partners will assist the
government in achieving these goals. Strategies for building polio vaccine demand and mitigating
the risk of population fatigue during repeated campaigns include:

Rapid analysis of the knowledge, attitudes and community practices around vaccination, and
barriers to reaching every member of the target population

Design of strategic messages and key strategies based on social profiling of polio-confirmed and
zero-dose non-polio AFP cases or contact cases, as well as any other available social research
Mass communication messages informing the population of the outbreak, the risks and

implications of contracting polio, and the need to take multiple doses of polio vaccine for
individual protection and to stop the outbreak

Engagement with the existing humanitarian or development organizations, UN country team
and/or government community social networks to ensure the coordinated and coherent
dissemination of messages

Systematic reporting of identified social indicators, especially for missed children, refusals and
absences, as part of the overall national outbreak reporting mechanism

Adjustment of communication interventions based on outcomes of monitoring data to scale
and refine C4D intervention targeting.

Enhanced surveillance: AFP surveillance should be enhanced to an annualized rate greater than 3
non-polio AFP cases per 100 000 children younger than 15 in every first subnational division
(province or state), for the duration of the outbreak and for at least 6 to 12 months+2 months after
the last case (see outbreak closure criteria in chapter 6 of this SOP). Countries should:

Immediately notify all subnational surveillance units of the outbreak’s detection

Activate AFP case-finding strategies at the subnational levels and conduct a retrospective
record review

Provide sensitization training on AFP surveillance to all health-care workers

Develop an outbreak monitoring system for weekly surveillance reporting from all subnational-
level reporting units

Expand contact sampling for all AFP cases in al
zones (Section 3.1) until the end of the outbreak.

Ensure that AFP active case search is integratedinto SIA activities

Ensure that laboratory services are strengthened to handle the additional workload and are
able to maintain rapid result turn-around throughout the outbreak

Consider whether environmental surveillance can be launched; in areas where it exists already,
increase the frequency of sampling

Ill

infected” and “immediate” transmission risk
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7- End of outbreak: closure

External assessments performed by the OBRA team will be conducted every three months, to
determine when transmission of the outbreak virus (wild poliovirus - WPV, or circulating vaccine-
derived poliovirus - cVDPV) has been interrupted.

An Expert Committee (EC) on Polio under the International Health Regulations (IHR) has held regular 3-
monthly meetingssince May 2014 to assess the current status of polio eradication. The IHR EC has

established processes and criteria®! to be used when assessing the poliovirus infection status of a
country.

Based on the processes and criteria used by IHR EC for categorizing a country infected status, the
following criteria applies for declaring the closure of an outbreak in a country.

7.1-Type 1 or 3 poliovirus
The transmission of the type 1 or 3 virus outbreak has been interrupted and so outbreakcan be closed
if:
a) At the6 month OBRA visit, outbreak can be closed if
-at least 6 months have passed without detecting the outbreak virus from any source (inside or
outside the country),
AND
- there is documentation that 'eradication activities were conducted at high quality' in all
infected and high-risk areas; for the purposes of the OBRA, thisincludes that AFP surveillance
should be of 'high quality' which is defined as a non-polio AFP rate of at least 3 non-polio AFP
cases per 100 000 children aged under 15 years in every first subnational divisions (province or
state), from the most recent case

In the absence of 'high quality eradication activities', particularly if surveillance is not 'high-
quality', the OBRA team cannot yet declare the outbreakto be controlled. The OBRAteam
should provide pertinent technical recommendations to the country, and announce its return
for a follow-up assessment 3 months later (at 9 months).

At the 9-month OBRA visit, the OBRAteam returns when complete laboratory results are
available from all AFP cases with onset of paralysis within 12 months following the most recent
polio case

b) After the 12-month OBRAVvisit, outbreak can be closed if

- at least 12 months passed after the onset date of the most recent case plus two months (to
account for case detection, investigation, laboratory testing and reporting period) without
detecting the outbreak virus from any source (inside or outside the country)

The IHR EC no longer requires 'high quality AFP surveillance in all infected and high risk areas' to
classify a country as not infected. So the OBRA team has the option to declare that outbreak-
related poliovirus transmission has been interrupted (i.e. the outbreak can be 'closed'), even if
there still are deficiencies in implementing polio eradication strategies, particularlyin the
quality of AFP surveillance ((i.e. not all provinces have reached non-polio AFP rates of
3/100.000).
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The “plus two months” period ensures that :
e all stool specimens from individuals (reported AFP cases or contacts or individuals) that had
onset or collection date during the past 12 months have been tested negative for polioviruses

AND
e all environmental samples (if applicable for the country) that were collected during the past 12
months have been tested negative for polioviruses.

The decision trees (figures 2a) present a graphical summary of the guidance.

7.2-Type 2 poliovirus

For type 2 virus, an outbreak cannot be considered closed until 12 months after the onset date of the
most recent case plus one month to account for case detection, investigation, laboratory testing and
reporting period. IHR ECmust confirm closure status.

The decision trees (figures 2b) present a graphical summary of the guidance.

7.3-Final closure decision

Based on their overall assessment (i.e. primarily of surveillance quality, but also other considering
parameterssuch as quality of immunization activities), an expert review (OBRA team or in-country
expert committee or National certification committee, asapplicable and feasible) may decide that it is
still not possible to confidently assume transmission was interrupted.

The EOMG will regularly consider the reports of the expert review and is ultimately responsible for
endorsement of the findings and declaring an outbreak closure.

Ultimately, the Emergency Committee (EC) on polio, as convened under IHR may request a longer

follow-up period depending on the context todeclare a country non anymore infected. And for type 2
outbreak, the IHR EC must confirm outbreak closure status.
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Figure 2a: Decision tree for duration fortype 1 or3 WPV and cVDPV outbreaks

Type 1 & 3 Outbreak confirmed

OBRA at 3 months interval

OBRA at 6 months

v

. No poliovirus detected for 6 months
. Evidence of high quality eradication activity
. Evidence of sensitive AFP surveillance in place

\Z \Z

YES NO
Outbreak closed Outbreak NOT closed

OBRA continuesat 3
months interval

No poliovirus detected for 12+2 months after
onset of the last case*

Outbreak closed

*No poliovirus detected during the past 12 months after the onset date of the most recent case PLUS two months to accountfor case detection,
investigation, laboratory testing and reporting period

OR
No poliovirus detected from stool specimens from reported AFP cases or contacts or human or environmental surveillance samples that had onsetor

collection date during the past 12 months have been tested negative for polioviruses
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Figure 2b: Decision tree for duration for type 2 WPV and cVDPV outbreaks

Poliovirus type 2 outbreak Confirmed

OBRA at 3 months interval

\ 4
OBRA at 12 months

A\ 4

. No poliovirus detected for 12 months
. Evidence of high quality eradication activity
. Evidence of sensitive AFP surveillance in place

v

YES

v

Outbreak closed

c--- B <

Outbreak NOT closed

OBRA after 3 month

A 4

No detection of poliovirus from any

source for the last 12+ months after
onset of last case*

\

Outbreak closed

*No poliovirus detected during the past 12 months after the onset date of the most recent case PLUS two months to accountfor case detection, investigation,
laboratory testing and reporting period

OR
No poliovirus detected from stool specimens from reported AFP cases or contacts or human or environmental surveillance samples that had onsetor collection

date during the past 12 months have been tested negative for polioviruses
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8- GPEI partnership support to countries outbreak response

8.1-Six key functions of GPEI

Countries have ultimate ownership of the response, and have to maintain leadership throughout the
process.

GPEI partners have to support the countries to complete a robust risk assessment and response to
poliovirus outbreaks.

To deliver on their commitments described in the Polio Eradication and Endgame Strategic Plan 2013-
2018%%, the GPEI partners support six key functions in the outbreak response (Figure 1):

1) Outbreak response and assessment

2) Coordination and advocacy

3) Technical and human resources

4) Information management

5) Communication, social mobilization and behaviour change

6) Finances and logistics

Figure 1: The six key functions of the GPEI Partners in polio outbreak response

Communication,
social 6- Finances &
mobilisation & logistics
behaviour
changes

1- Outbreak 2- 3- Technical & 4-
response and Coordination human Information
assessment & adovocacy resources management

8.2-Essential policies for optimizing GPEI response

The EOMG’s outbreak grading will activate the full GPEI surge response and the “no-regrets” policy for
financial support, where deemed necessary. These functions will be supported through the Outbreak
Preparedness and Response Task Team (OPRTT). OPRTT will ensure that the six key support functions of
GPEl are coordinated between all partners and the different levels of each organisation.

Surge policy

The GPEI mobilizes and rapidly deploys experienced professionals to the affected country so they can

join the national response team and perform the six key functions in outbreak response described
above.

This deployment follows the initial investigation, assessment and grading of an outbreak by the EOMG.
Therefore the earliest activation of the surge policy would be 72 hours after of laboratory result
notification. The activation of the surge policy is accomplished using a partner-wide interregional surge
mechanism, which involves qualified staff from partner organizations or the engagement of qualified
consultants.
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The objective of the surge policy is to strengthen the agencies’ ability to immediately staff key positions
of the response and to ensure a smooth transition to longer-term staffing.

The surge policy is based on the following principles:

e |dentification of key roles (including technical, operational, and communications coordination) to
be staffed for immediate- and long-term positions, according to outbreak grade

e Establishment of a rotating interagency list of “on-call” staff who can be deployed to the risk zone
within 72 hours (rapid response team called Team A)

e Active management of the interagency “on-call” roster for longer-term deployments using a
centralized management platform for ease of visibility/reporting (surge team called Team B)

e Rapid training of personnel listed on the roster to ensure understanding of the SOPs and the critical
standards to be met in all phases of the outbreak

e Assurance that the deployment processes allow “longer-term” personnel to be in place within 3
weeks of an outbreak, allowing at least one week of overlap between the Team A and Team B to
ensure complete and detailed handover

Recognizing the challenges of meeting surge requirements, the GPEI partners will follow a two-phase
surge process and maintain two types of experts’ rosters:

1. Rapid Response Phase (Rapid Response Team A): this rapid response roster consists of pre-
identified, trained and experienced professionals with multiple expertise, deployable within 72
hours for up to one month. Key roles include: technical, operational, and communication
liaisons. The technical liaison is typically designated as the outbreak coordinator and should
receive priority for first deployment in an urgent response

2. Surge Response Phase (Surge Team B): this surge roster lists trained experts across multiple
disciplines, who can be deployed within three weeks of the of laboratory result notification. The
roster ensures the continuous availability of staff/consultants to support national-level and sub
national-level response activities.

The composition of the 2 teams (the Rapid Response Team and the Surge Team) can be scaled up or

down to meet the needs of the country and grade of response. Key roles and level of activities may

include:

e outbreak coordinator where required (GPEI-nominated staff)

e operations manager: coordination of operations, budget, activity tracking, human resource and
administrative support (national staff)

e communications officer: lead key external communications and C4D initiatives, assist development
of communications plan (national staff)

e additional experts for polio SIAs and enhanced surveillance (national staff based at district level)

e additional communications and C4D*® experts (national staff based at district level), to be
considered as needed

8.3-“No-regrets” policy

At the onset of emergencies, the GPEI ensures that an appropriate release of staff and funds is made to
the country, eveniif it is later realized that a smaller contribution was required. This approach must be
maintained from the initial investigation and confirmation of outbreak until the end of the outbreak.
This policy affirms that it is better to err on the side of over-resourcing critical functions than to risk
failure by under-resourcing.
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8.4- GPEI performance standards according to timeline and key functions

GPEI partners will undertake a range of activities to support a country-led response. To ensure timely
and effective outbreak response, the actions stated below comprise the essential indicators required by
the country and GPEI partners. These standards are not exhaustive and may be modified as required to
fit the context specific to the country and the outbreak. The Outbreak Preparedness and Response Task
Team (OPRTT) will provide support to coordinate and monitor outbreak response.

These performance standards apply to polio outbreaks of all grades. The timeframe for expected
response is counted forward from the date of the outbreak’s confirmation. Each task is associated with
the country and GPEI partners responsible for its completion, as outlined in the Outbreak response
procedures section of this document.

GPEl outbreak response performance standards are described in Table 11. They describe the expected
outputs from each level of GPEl partners in each of the six key functions. Concrete deliverables and
timelines are provided as well.
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Table 11: GPEI poliovirus outbreak response performance standards accordingto 6 key functions and response timeline

1-Outbreak response and assessment

Upon notification of a polio event

Develop an initial immunization response plan with identified risk zones and send
to GPEl's EOMG to guide grading, funding, and vaccine approval

Plan for WHO DG mOPV2 +/- IPV vaccine request to WHO DG, as well as syringes
and safety boxes if IPVis needed

Within 24 hours of laboratory result notification

Ministry of health to lead; WHO country
office and UNICEF country offices to support.
Ministry of health with support from WHO
and UNICEF

Outbreak investigation and response

Ensure ministry of health and other relevant government officials are fully aware of WHO and UNICEF country offices
the status of the outbreak

Initiate full epidemiological and social investigation of the outbreak, including a
field investigation and community survey to understand the community
perceptions regarding immunization. Should include a social assessment of the
case(s) KAP indicators and arapid community assessment of the main social issues;
Ensure notification of the GPEI’'s EOMG and relevant staff who will be involved in
supportingthe outbreak response

Ministry of health with support from WHO
country office and UNICEF

Surveillance response

WHO country office to analyse and share the
information with headquarters

conduct a rapid analysis of AFP surveillance and laboratory databases
Within 72 hours

Outbreak investigation and response

Ministry of health with support from WHO
country office and UNICEF

Finalize and share the report on the initial epidemiological and social investigation
of the outbreak and the assessment of the case or case cluster’s social profile

Ensure outbreak grading by the EOMG

Provide the country office with updated materials and guidelines on o:ﬁc«mww
response (the Short Interval Additional Dose strategy, expanded age group, etc.)

First surge outbreak coordinator to plan with
support from WHO and UNICEF country team
and ministry of health

initiate the development of a six-month outbreak response plan document that
includes details for subnational implementation in high-risk areas on vaccine and
other required supplies, social mobilization field activities and the budget needed

Regional/Global

WHO regional office/headquarters and UNICEF regional
office/headquarters to provide technical support

WHO and UNICEF regional and HQ office

WHO headquarters/regional office liaise with laboratory network
(GPLN) to ensure WHO country office has necessary information to
feedback country stakeholders

GPEI partners will provide external technical supportin field
investigation

WHO headquarters

WHO headquarters to perform additional analysis and share it
with all stakeholders

GPEI partners will provide external technical support

EOMG must be provided report

EOMG chairperson

WHO and UNICEF HQ and regional office

Regional office and headquarters to provide technical support
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ities

to cover the acti

Immunization response

Begin planningto establish an EOC for firstimmunisation round at the national and
subnational levels to develop microplans with vaccines, logistics as well as a social
mobilization component;

Prepare mOPV2 +/- IPV vaccine request to WHO DG, as well as syringes and safety
boxes if IPV needed

Surveillance response

Initiate enhanced surweillance activities, including actively looking for AFP cases,
retraining health workers and taking samples from contacts of all AFP cases (=30
contacts according to context); increase the frequency of environmental sampling
where appropriate; review genetic sequencing of isolates to map spread of the
virus

Within 14 days

Outbreak investigation and response

Finalize the six-month outbreak response plan document and make it available to
all partners

Immunization response

Establish EOC at the national and subnational levels to develop microplans with
vaccines, logistics as well asa social mobilization

Send to WHO DG mOPV2 +/- IPV vaccine request to WHO DG, as well as syringes
and safety boxes

Conduct training of front-line workers (vaccinators, supervisors and social
mobilizers)and monitor activities

Implement the first rapid-interval (2-3 weeks apart) SIAs immunization response
campaigns, considering an expanded age range (for Type 2 post switch, please refer
to Type 2 protocol)

Establish campaign monitoring for the SIAs (Independent Monitoring (IM)),
ensuring that the results to be intemationally posted on WHO Global website
within 14 days of end date of each campaign

For mOPV2 response ensure comprehensive management of doses deployed
including recording, retrieval and disposal of balance stocks at end of response.
Surveillance response

Liaise with in-country data managers to identify and resolve data format and
completenessissues, ifany.

Ministry of health with support from WHO
and UNICEF; surge staff to provide close
guidance in field

Ministry of health with support from WHO
and UNICEF

MoH with support from WHO.RRT staff to
provide close guidance in the field

RRT and Surge Team(Teams A and B), with
repurposed country staff

Ministry of health with support from WHO
and UNICEF; surge staff to provide close
guidance in field

Ministry of health with support from WHO
and UNICEF

RRT and Surge Team (Teams A and B), with
repurposed country staff

Ministry of health with support from WHO
and UNICEF under overall coordination of
first surge coordinator

WHO country office

RRT and Surge Team (Teams A and B), with
repurposed country staff

RRT and Surge Team(Teams A and B), with

WHO and UNICEF regional office

WHO and UNICEF regional and HQ office

WHO and UNICEF regional office

WHO and UNICEF regional and HQ office

WHO and UNICEF regional office and headquarters to provide
technical support

WHO and UNICEF regional office and headquarters to provide
logistics and technical support

WHO headquarters to provide technical support
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country staff

Within 14 days to outbreak closure

Outbreak investigation and response

RRT and Surge Team(Teams A and B), with
Fullyimplement the comprehensive six-month outbreak response plan repurposed country staff to coordinate the

implementation with ministry of health
Immunization response

Conduct SIAs according to the response plan:

conduct activitiesto improve the quality of SIAs including detailed microplanning
with special attention to high-risk populations, and tailor socialand community
mobilization interventions;

conduct vaccinator and supervisor training, using local language modules and
includinginterpersonal communication skills;

establish/strengthen supervision, monitoring and review meetings;
fullyimplement independent monitoring, including relevant social dataon
refusals and reasons for missed childrenand other social barriers;

initiate vaccination and communicationstrategies to reach missed children.

RRT and Surge Team(Teams A and B), with
repurposed country staffto coordinatethe
implementation with ministry of health

Surveillance response

Maintain enhanced surveillance activities, including actively search for AFP cases,
retraining health workers and taking stool samples from contacts of all AFP cases
cases (= 30 contacts according to context); consider commencing environmental
surveillance

At one month after of laboratory result notification

RRT and Surge Team(Teams A and B), with
repurposed country staff to coordinate the
implementation with ministry of health

Assess the initialresponse activities (by the outbreak response team OBRA) against

. . R . Lead: GPEl coordinator
established metrics,and report the results to regional directors and GPEI partners

Review and adapt the outbreak response plan, including communications plans for

subsequent phases, and track progress made and/or support needed to closeany Lead: GPEl coordinator

remaining gaps

At three months and thereafter quarterly (from 6 to 12 months after identification of the last case)

At three-month intervals, conduct external outbreak assessments (OBRA) from 6 to | GPEl outbreak coordinator to facilitate this

12 months (according to outbreak closure criteria) have passed after the last case assessment. Who conducts?

Reassessment of the grade ofthe outbreak, based on outcome of OBRA
assessment, ifgrade changes, response will be adaptedaccordingly

After 6 months or 12+1 months ofthe most recent case (according to outbreak WHO country office and UNICEF country
closure criteria), conduct an end-of-outbreak assessment focusing on surveillance office to finalize dates and approval with
and eradicationactivities to advise EOMG and IHR EC on outbreak closure ministry of health

WHO and UNICEF headquarters and regonal office to provide
technical, logisticsand monitoring support

WHO and UNICEF headquarters and regional office to provide
technical, logisticsand monitoring support

WHO headquarters and regional office to provide technical,
logistics and monitoring support

Regional office and headquarters to provide technical support

Regional office and headquarters to provide technical support

Lead: WHO regional office, on coordination and implementation

EOMG responsible for re-assessment of grade

Lead: EOMG

GPEl partners to coordinate assessmentteam through WHO
regional offices
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Outbreak coordinator to facilitate GPEI partners to coordinate assessmentteam through WHO

Report on any gaps in quality of eradication ) )
regional offices

OBRA teamtolistall gaps

Ensure ongoing high quality surveillance prior to closure Outbreak coordinator to facilitate GPEl partners to support

Document the response process and share the lessonslearnt Outbreak coordinator to facilitate the Lead: WHO regional office, on coordination and documentation

documentation

2-Coordination and advocacy

Activities Country Regional/Global
Within 24 hours of laboratory result notification

Advocacy:

Ensure all relevant government officials are duly notified of the outbreak. WHO and UNICEF Country Representatives

will briefthe Minister of Health and other relevant officials on the steps required for an urgent response to stop the

outbreak. The Ministerin turn should brief the Office of the Head of Government or Head of State on the following

specific tasks:

- needtodeclare polio a national public health emergency; WHO and UNICEF Country

- need to establish an EOC, led by a very senior government official as the designated outbreak focal point, | Representatives brief Minister of
supported by technical staff from partners, and including staff for strategic communication, logistics and supply | Healthand relevantofficials
management, and finance;

- the need to conduct the minimum needed (as per this SOP standards) consecutive, high quality vaccination
campaigns (SIAs) , and ensure that over 95% of all children are consistently reached; Subsequent number of
rounds after the 3 minimum ones to be determined based on type of poliovirus;

- needto closely monitor progress and establish a systematic oversight mechanism at all levels (National, Regional
and District);

- needtoreport back onthe results of vaccination campaigns to the Office of the Head of Government or Head of
State.

WHO and UNICEF regional office and
MOH to brief Head of State headquarters to monitorand facilitate
Government

Coordination:

MOH to coordinate with WHO country

Establish an EOC in the country with designated outbreak focal point(s) from government and partners, including | office and UNICEF WHO and UNICEF regional office and

strategic communication, logistics and supply management, and finance members/staff WHO to facilitate coordination with | headquarters to monitorand facilitate
UNICEF

Lead: WHO regional

Establish conference calls with GPEI partners and the regional and country offices (the call should take place dailyin | Regional and Country WHO Offices to

ffice/head T GPEI t t
the first week, and weekly thereafter) participate office/headquarters, partners to

participate asdesired

WHO regional office/headquarters and
UNICEF regional office/headquarters to
rapidly provide the required
documents

Country to facilitate. WHO country
Request expedited proceduresfor visasat the port of entry for initial outbreak responders office and UNICEF country offices to
assist

Within 72 hours



Advocacy:

Write to the health minister on behalf of WHO and UNICEF regional directors to highlight the “emergency” and the
full support of the country representatives and organizations

Develop an “Internal Advocacy Plan” to engage all relevant stakeholders at the national and sub-national level (Head
of Government, relevant Ministries, sub-nationalauthorities, parliamentarians and other key stakeholders);

Upon request of the country team and if external advocacy is needed to further secure high-level political
commitment from the affected country, develop an “External Advocacy Plan” to complement the in-country
advocacy efforts. Coordinate itsimplementation of

Using the SITREP develop as well a mediabriefand other communication and advocacy products

Coordination:

Support countryin IHR related actions required after IHR official notification (ex: Responses to WHO IHR requests for
verification)

Communicate the assessment on the risk of international spread through IHR to WHO

Convene meeting of all the key stakeholders at national level on the initial outbreak response plan with feedback
from subnational teams, and communicate it to the provinces and districts involved in outbreak response

Initiate communication on the outbreak with the broaderdonor community aswell asa mediaresponse

Within 14 days

Advocacy:

Establish a mechanism to track the implementation of the “Internal Advocacy Plan” and communicate any further
external advocacy needs (through outbreak callsand SitReps);

Track the implementation of the “External Advocacy Plan”, regularly reporting on status and outcome of activities
(through Outbreak calls and monthly advocacy tracker)

Coordination:

Establish a weekly meeting with key stakeholders in the country (the outbreak response cell) to coordinate and
implement the outbreak response plan

Inform governments in risk zone, ifany, about the outbreak, the initial response plan and the actions required

Align with health clusters among other partners to conduct additional interventions alongside OPV whenever
possible

Develop microplans,with vaccine logistics aswellas social mobilization at national andsubnational level

Develop tools and training manuals for microplanning, and monitoring, and ensure all tools have an integrated
strategic communicationcomponent

WHO/UNICEF Regional Directors

WHO and UNICEF Country Offices

WHO and UNICEF to provide support to
ministry of health for the
implementation

Ministry of health with support from
GPEl outbreak coordinator, WHO and
UNICEF country teams

WHO country office and UNICEF
country offices with in-country donors
and media

WHO/UNICEF Country Offices

Ministry of health with support from
WHO and UNICEF country team

Lead: WHO country office and UNICEF
country offices

WHO country office and UNICEF

country office with in-country partners

RRT and Surge Team (Teams A and B),
with repurposed country staff

RRT and Surge Team (Teams A and B),
with repurposed country staff

Lead: WHO/UNICEF regional offices

GPEI Political Advocacy Focal Points

WHO
technical support

headquarters to provide

WHO headquarters

GPEI Polio Advocacy and
Communications Team with global
donors and media

Lead: Outbreak Coordinator (through
SITREP and outbreak calls)

GPEl Political Advocacy Focal Points
(through outbreak calls and monthly
advocacy tracker)

Headquarters/regonal office to
provide support needed
WHO and UNICEF headquarters

/regional offices to support

EOMG with headquarters of relevant
international organizations and
institutions

WHO and UNICEF regional office and
headquarters to provide technical
support

WHO and UNICEF regional office and
headquarters to provide technical
support
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From 14 days to outbreak closure

Conduct weekly meetings with allkey stakeholders on the outbreak response plan and coordination

Hold weekly conference calls with GPEl partners and regional and country offices

Conduct regular donor meetings and advocacy a ctivities

Ensure alignment with other partners health clustersto conduct additional interventions alongside OPV, such as
providing Vitamin Aand deworming tablets, whenever possible;

Ministry of health with support from
WHO and UNICEF, monitored and
supported by the GPEl outbreak
coordinator

RRT and Surge Team (Teams A and B),
with repurposed country staff

RRT and Surge Team (Teams A and B),
with repurposed country staff

RRT and Surge Team (Teams A and B),
with repurposed country staff

WHO/UNICEF  headquarters/regional
office to provide support needed

Lead: WHO regional office to set a
weekly call  with country and
headquarters, WHO headquarters to
coordinate partner outbreak call

WHO and UNICEF headquarters
develop funding appeal and share with
the regional office and country office
WHO and UNICEF regional office and
headquarters to provide technical
support
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3-Technical and human resources

Within 24 hours of laboratory result notification

Activate the GPEI's RRT, share the contact details with relevant staff throughout the partnership
and have the RRT leader communicate with GPEI partners, regional offices and country offices to
identify focal points

Assess the on-the-ground human resource capacity of WHO, UNICEF and other partnerin-country
staff

Within 72 hours

Deploy the RRT for coordination and development of the outbreak response plan, along with other
identified staffas needed (technical, operations, communications and data)

Ensure all technical and human resources issues are well addressed in the development of a six-
month outbreak response plan document

Identify the human resource surge capacity Team B (technical, operations and communications
staff) from the pre-identified pool for deployment to the country

Evaluate country office administrative capacity and gaps, and find solutions

Within 14 days

Prepare to be able to deploy (after 3 weeks of the laboratory result notification), surge staff-Team
B (national and international technical, operational and communications) to support the national,
subnational andfield sites

Support the finalisation of the six-month outbreak response plan documentin regard to technical
and human resources issues and make it available to all partners

Prepare for smooth transition and handover from Team A to Team B. Team B being deployable
within 3 weeks of the laboratory result notification (Annex 2 )

From 14 days to outbreak closure

Follow-up and support the implementation of the comprehensive six-month outbreak response
plan

WHO country office and UNICEF country
offices to send approval for travel of RRT

WHO and UNICEF country offices to share
information with WHO headquarters

WHO country office and UNICEF country
offices to make in-country arrangements

First surge outbreak coordinator to plan with
support from WHO and UNICEF country team
and ministry of health

WHO country office and UNICEF country
offices to send clearly identified needs
requests with support from outbreak team
leads

WHO country office and UNICEF country
office to provide information on current
capacity and perceived needs

Ministry of health, WHO country office and
UNICEF country office to facilitate arrival and
plan for deployment under guidance of first
surge coordinator

RRT and Surge Team(Teams A and B), with
repurposed country staff

outbreak coordinator

RRT and Surge Team(Teams A and B), with
repurposed country staff to coordinate the
implementation with ministry of health

Regional/Global

WHO/headquarters and UNICEF headquarters to
activate RRTin coordination with regional offices

WHO/headquarters and UNICEF/headquarters in
coordination with regional offices to sendtravel
details for deployment

Regional office and headquarters to provide
technical support

WHO headquarters to coordinate with GPEI
partners

WHO and UNICEF regional offices/headquartersto
evaluate needs

WHO headquarters to coordinate with GPEI
partners (including UNICEF, CDC, government) and
complete the deployment process

WHO and UNICEF regional office and headquarters

WHO and UNICEF headquarters and regional office
to provide technical, logistics and monitoring
support
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4-Information management

Upon notification of a polio event
Initiate an assessment of the security and access situation in the outbreak and high-risk zones

Complete a full, detailed situational data analysisand makeit available to EOMG for outbreak grading

Within 24 hours of laboratory result notification

Using data from the rapid analysis of AFP surveillance and laboratory data, update maps with WPV cases
and SIAs activities, and share the information with all relevant stakeholders

Within 72 hours

Compile and produce a Situation Report (SITREP) using a standard format, as well as a media brief and
other communication kitsand products

Within 14 days

Establish a system to produce weekly SITREPs, a media briefand othercommunication kits and products

Liaise with in-country data managersto identify and resolve data format and completenessissues, ifany

From 14 days to outbreak closure

Continue producing a weekly SITREP using a standard format, with epidemiological and social data, as well
as a media briefand other communication kits and products

Ensure surveillance, SIA and monitoring data are completed and sent to WHO regional
offices/headquarters and UNICEF regional offices/headquarters according to agreed timelines (within 14
days for all SIAs, and at least weekly for AFP data)

Country field security officer

WHO country office and UNICEF
country offices to send analysis to
headquarters

WHO country office to analyse and
share the information with
headquarters

WHO country office in conjunction with
MOH and UNICEF to produce SITREP

WHO country office in conjunction with
MOH and UNICEF to produce SITREP

WHO country office in conjunction with
MOH and UNICEF to produce SITREP

WHO country office to ensure timely
data transmission

Global field security officers for polio

WHO and UNICEF regional office/headquarters
tofinalize EOMG situational analysis

WHO headquarters to perform additional
analysis andshareit with all stakeholders

WHO headquarters to provide support

WHO headquarters to provide support

WHO regional office/headquarters and UNICEF
regional office/headquarters

WHO headquarters to provide support for media
brief, communication and advocacy material
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5-Communication, social mobilization and behaviour change

Within 72 hours after of laboratory result notification
Share the C4D polio toolkit and list of long-term agreements that the country office can immediately use to
acceleratethe response

Identify the C4D and External Communication HR needs

Initiate media monitoring and conduct a medialandscapeanalysis if it does not exist.

Identify a media focal person and spokesperson from the government, WHO and UNICEF

Finalize the media protocol and kit with key messages, and produce media briefs and other
communications relevant to the outbreak for local use and regional/global outlets

Work with partners and governmentcounterpartsto conduct a press brief/mediarelease, ifappropriate

Receive and review all media releases/news feeds related to the outbreak and share with focal points;
target other non-media communication channels that may be effective in certain settings

Ensure the completion of the social profiling of the case using the special investigation tools to guide the
design of C4D interventions.

Within 14 days

Finalize C4D community engagement and informationdissemination strategies

Finalize key C4D messagesto communicate through various channels, including mass media

Facilitate and lead the reinvigoration of a social mobilization and/or communications plan in areas where
polio has not been present for a long time so communities and health workers are sensitized to the
dangers of the disease and the benefits of the vaccine

Develop a media response plan and conduct briefings with political, religious and community leaders and
other stakeholders

Develop a special crisis communication plan to address rumours in case of resistance to vaccination and to
respond to AEFI.

Support national and local partners to conduct mass and/or community strategic communication
campaign(s)

Ensure the availability of IEC materials for use at the community level, based on the key messages
identified

Begin interpersonalcommunication (IPC) training all categories of health and social mobilizers

Ensure microplanning, and thatmonitoring tools and training manuals include strategiccommunication
activities

Ensure inclusion ofa communication budget and communications planin the six-month outbreak response
plan;

UNICEF countryteam

UNICEF countryteam
UNICEF countryteam

UNICEF countryteam
UNICEF countryteam

UNICEF countryteam

Government and UNICEF country
team

UNICEF country office team with
technical support from regional office

UNICEF country team in partnership
with ministry of health

UNICEF country offices and C4D
technical liaison

UNICEF team under guidance of GPEI
outbreak coordinator

UNICEF with ministry of health

UNICEF with ministry of health

UNICEF with ministry of health

UNICEF supports ministry of healthin
coordination with WHO

Ministry of health, supported by
WHO and UNICEF; Surge staff to
provide close guidance in field
UNICEF supports ministry of healthin
coordination with WHO

UNICEF regional office/headquarters

UNICEF regional office and headquarters to
provide technical support
UNICEF regional office and headquarters to

provide technical support

WHO and UNICEF country offices

WHO headquarters and UNICEF regional office /
headquarters to provide technical support

WHO headquarters and UNICEF headquarters
provide technical support

UNICEF regional office and headquarters to
provide support

UNICEF regional office and headquarters to
provide technical support
UNICEF regional office and headquarters to

provide technical support
Regional office/headquarters to provide support

UNICEF and WHO regional office and headquarters
to provide technical support

UNICEF country offices/regional office to provide
support

UNICEF country office with support from regional
office

UNICEF headquartersto provide support

UNICEF country office with support from regional
office

WHO and UNICEF country office with support from
regional office and headquarters

UNICEF country office with support from regional
office

42



From 14 days to outbreak closure

Implement a strategic communication response plan:

+ launch a public mass communication campaign as appropriate;

- disseminatelEC & IPC products and toolsin the local language, basedon identified barriers to
immunization;

mobilize other sectors, especially influencers such asreligious leaders, to provide access to hard-to-reach
communities;

train vaccinatorsand mobilizers on communication messagesand IPC skills;

engage the media, monitor and apply the AEFI protocol to addressrumours immediately;

conduct pre-campaign awareness sessions of high-risk and hard-to-reach areas;

undertake in-depth reviews of potentialvaccine refusals or issues of mistrust that must be addressed.

Ensure measurement of the communication interventions with a special monitoring of missed children.

UNICEF to support ministry of health
in coordination with WHO

Regional office and headquarters to provide
technical and monitoring support
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6-Finances and logistics

Within 24 hours from laboratory result notification (aim for earlier if possible)

WHO country office and UNICEF WHO region/headquartersto communicate need to

>_miﬁ:m.cz_nm_u m:UJZQ.SmE: oﬂ&:mzmn.nimmr._uuzmzoﬁ:m outbreak and imminent need for the .no.c.3:.<oEnm to communicate UNICEF supply division, in coordination with UNICEF
rapid delivery of vaccines and associated logistics (finger-markers, etc.) initial plansto WHO and UNICEF
) . headquarters
regional office/headquarters
For response to type 2 poliovirus, post-switch, mOPV2 (and IPV) releases on WHO DG approval WHO headquarters
Within 72 hours
Allocate lump-sum funding to regional and country offices to cover theinitial outbreak response activities WHO and UNICEF headquarters

Check the availability,and order and initiate the transport of vaccines per the initial es timate and outbreak
response plan
Within 14 days

UNICEF headquarters

RRT and Surge Team(Teams A and
B), with repurposed country staff
to coordinate the implementation
with ministry of health

Review and releasea budget consistent with the six-month outbreak response and communications plan WHO and UNICEF regional office and headquarters

Country team to assess and express

need UNICEF headquartersto order to fill gap

Assess cold-chaincapacity and take stepsto fill gaps in capacity

Country team to assessand

; UNICEF and WHO headquarters to order
communicate need

Order vaccine and finger-markers for additional campaigns according to the outbreak response plan

Country team to assessand share WHO headquarters to review budget and release
budget funds

WHO and UNICEF regional office to trackand
support

Review additional administrative and logistical supportbudget

Initiate process to fill vacant positions in infected/high-risk areas Country team



7-Special circumstances (complex emergency settings)
Activities
Upon notification of a polio event

Assess the security and access situationin the outbreak and high-risk zones

Within 72 hours of laboratory result notification

Have the polio security adviser conduct a field-level assessment

Deploy aninternational outbreak coordinator (if required for a multi-country response) and other
staff (technical, operations, communications and data) with experience workingin complex
humanitarian emergencies

Initially identify the key stakeholders/influencers group workingin the area
Inform the United Nations Resident Coordinator and the Humanitarian Country Team

Coordinate with the United Nations Department of Safety and Security on field missions

Initiate the development of an access planincluding the C4D component

Initiate coordination with other UN and humanitarian agencies on the ground

Collect information on public sentiment to vaccination and identify any possible behavioural
barriers or anti vacation groups.

Within 14 days

Finalize and implementthe access plan:

* negotiate access through key players,influencers and stakeholders;

+ plan for opportunistic vaccination strategies to reach populationsininaccessible areas;
- plan and conduct protected campaigns;

* engage the community.

Deploy a pre-identified field security officer

Plan and implement a permanentvaccination point strategy surrounding the inaccessibleareas

From 14 days to closure of the outbreak

Continue to implement the access plan and modify as needed to achieve:

- access through negotiation with key players, influencers and stakeholders;

+ continued opportunistic vaccination strategies to reach populationsin inaccessibleareas;

+ plan and conduct protected campaigns;

Country

Country team to gather and provide information to
WHO and UNICEF headquarters

Country team to facilitate

Country teams to provide all required information
support

Lead: Country teams to collect thisinformation

WHO representative
WHO and UNICEF country teams, with advocacy
from their Representative level

WHO country team in coordination with UNICEF and
ministry of health

WHO representative

WHO and UNICEF country teams,

WHO country team with support from UNICEF
country team for engagement

Country team to identify the candidate

WHO and UNICEF country team with ministry of
health

Country office to explore options at local level

Regional/Global

WHO and UNICEF HQ to summarize and
incorporate information available at their
level

WHO/UNICEF headquarters security
adviser to coordinate

WHO headquarters to identify and deploy
such person forinitial surge

WHO and UNICEF HQ to support

WHO and UNICEF headquarters to provide
technical support

WHO HQ to facilitate from high level

WHO and UNICEF headquarters to provide
technical support

WHO headquarters to facilitateand
provide contract

WHO headquarters to provide technical
support

WHO and UNICEF headquarters to explore
and implement at higher level, including
advocacy with headquarters of other
agencies as necessary
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Annexes

Annex 1: SOP ata glance
Figure 3a: SOP at a glance: from event to outbreak according to poliovirus isolates
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Figure 3b: SOP at a glance: Timeline and response requirements for polioviruses event and outbreak
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Annex 1a: International Health Regulations notification for polio

The main governing documents for this chapterare:

- WHO Guidance for the use of Annex 2 of the International Health Regulations (2005) *

- Statement on the Seventh IHR Emergency Committee meeting regarding the international spread of
poliovirus. WHO statement 26 November 2015. >

- IHR case definition, IHR Annex 2. ¥

a- Notifiable polio conditions and events *

Countries must notify WHO about three conditions or events listed on the grounds that it could be an
“event that may constitute a public health emergency” in accordance with IHR:
1. WPVisolated from an AFP case or a case contact is one of the 4 critical diseases entities under
IHR, which must always be notified to WHO irrespective of the context in which they occur. 28
2. WPV or VDPV isolated from source other than AFP cases (environmental sample or human
without paralysis) must also be notified to WHO as they fulfill at least two of the four criteria
for notification from IHR Annex 2 (2005)*°: i) serious public health impact; and ii) unusual or
unexpected event. The final two criteria may also be met: iii) significant risk of international
spread of disease; iv) significant risk of internationaltrade or travel restrictions
3. (proposed®) Sabin-like type 2 virus post-switch must also be notified to WHO if more than 4
months have passed since switch from tOPV to bOPV; as they fulfill at least two of the four
criteria for notification from IHR Annex 2 (2005).

b- Timing of assessment and official notification 30

Within a country, all public health events which may meet any one of the four IHR criteria have to be
assessed for potential notification within 48 hours of the country becoming aware of it at the national
level. This regular and routine assessment of national events should be based upon the public health
information available and the application of established epidemiological principles by experienced
public health professionals. The same event may be reassessed over time as necessary as further
relevant information about the event becomes available.

If a country assesses an event and finds it notifiable using the IHR decision instrument?', it is required to
notify it within 24 hours to the WHO. Where an initial assessment of an event is negative but a
subsequent assessment meets the notification requirement, then it has to be notified to WHO within
24 hours following this positive re-assessment.

c- Special note on event identified outside of country territory
Under IHR Article 9.2 “other reports”, country must inform WHO a public health risk identified outside
their territory that may cause international disease spread, as manifested by imported or exported
human polio cases, infected or contaminated goods (environmental polio); within same timeline as an
in-country IHR notifiable event (so within 24 hours of receipt of the evidence).

Table 4 summarize the different timeframe for IHR official notification and activities for polioviruses

Table 4: Timeframe for IHR activities and official notification of polioviruses

* Notification for Type 2 Sabin-like virus 4 months after the switch so from September 2016 onward

* A proposal to amend the IHR WHO polio case definition based on GAPIII containment criteria, has been done to include type 2 Sabin in
addition to WPV and VDPV with the same IHR criteria being met (unexpected and serious impact), with an effective date from 1 August 2016
being 3 months after the last possible date for the switch. The proposal still needs to be validated by the IHR EC.
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Notifiable polio
conditions and
events

1- WPVisolated
froman AFP
caseoracase
contact

2-WPVor VDPV
isolated from
sourceother
than AFP cases

3-Sabin-ike
type 2 virus
post-switch

Timeframe

within 48 hours

IHR event

Description

Withina country all

Responsible body

National authorities

of the country assessment public health events +/- in consultation with WHO
becoming aware which may meetany
ofitatthe oneofthe four IHR
national level criteriahaveto be
assessed for potential
notification
within 24 hours | IHR official acountryassessesan | Country polio focal point

of the
assessment

notification to
WHO

event (insideor
outside country
territory) and findsit
notifiable using the IHR
decision instrument.

and/or national IHR focal
point, to the WHO Country
Office (with copy to WHO
RO/HQ and relevant national
authorities)

Steps to notify:

e The country polio focal point notifies the polio advisor at the relevant WHO Regional office within
24 hours of receiving laboratory result of polio positive isolate (sequencing results). The country’s
Ministry of Health, WHO and GPEI partners must be copied on correspondence.

e  The WHO Regional Office confirms the notification with country and the GLPN affiliated laboratory.
It becomes then an official IHR notification and reports to WHO HQ.

Other types of IHR reporting to WHO

In addition to notification, other provisions in the IHR require reporting to WHO. An additional
important option for country assessing events is to consult with WHO in circumstances not at the time
requiring notification or where related guidance is needed (Article 8). This consultation process can be
appropriate when there is insufficient available information to complete the decision instrument
assessment, or if a country seeks advice on appropriate public health investigative or response
measures, or otherwise wishes to keep WHO informed.
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Annex 2: Handover of Rapid Response Team (Team A) to Surge Response
Team (Team B)

Rationale and guiding principles
Effective handover from the outgoing Team A to the incoming Team B is crucial to continuity of
outbreak response and the best use of resources. Key components to successful handover include:
- Detailedin-person handover briefings;
- Handover documents with checklist containing essential information - background; response
plans; successes and challenges encountered; key reference materials; list of key contacts;
— Initial response assessment report, agreed objectives to be achieved within 30 days and “Next
Steps” to get there, priority areas to support, best practicesin the context.

Ensure overlap between the two teams
Allow time to handover properly, e.g. ideally at least 3to 7 days. If there is no overlap, employ alternate
means of communication (e.g. video- or teleconferences) to ensure handover.

If all incoming Team B members arrive at the same time, a complete briefing of the whole team is
expected. Conversely, a staggered handover will allow for continuity between the teams when Team A
members depart and Team B members arrive at different times. It may be good for one Team A person
to remain for an extended period of one or two weeks (e.g. the Team A leader or another of the 3 key
positions: Operations, Technical, Communications).

Overview of handover process
Every handover should include: key introductions; thorough face-to-face discussions; briefings
(including media); and a field visit. Use a semi-structured handover checklist as a guide (see below).

Team introduction and desk discussion

Introductions should aim to:
- Provide a group briefing followed by a one-on-one briefing of Team A to Team B members;
- Introduce Team B to other partners involved in the outbreak response.

Intemal Introductions: Focus one-on-one meetings on the operations action plan, a comprehensive list
of partners and what they bring to the outbreak response; the lessons learned and the landmark issues
to consider; include key office staff to connect incoming team members to necessary administrative
supports

External Introductions: Introduce Team B members, particularly the technical lead, to key outbreak
response partners. The list of partners will vary, but generally include government officials; key staff
members; focal points within the national rapid response team; and key partners or focal points within
the partnership from all relevant levels (e.g. country, regional office, HQ). Key partners include Ministry
of Health, WHO, UNICEF at minimum.

Teams A and B should attend key meetings together, to facilitate building relationships. To enable clear
expectations for all, explain the TORs of Team B earlyin meetingswith partners.

Share all key documents during handover
Share all documents by various means such as on share-point, cloud, USB key to avoid loss. Documents
should cover the following categories:
- List of persons and key contacts, most current outbreak response plan, list of activities
(completed, ongoing, and planned), the organisational structure (human resources (HR),
meetings), challenges, opportunities, recommendations, etc.
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- Orientation on practical questions, such as travel authorization, transports, security issues, car
rental, hotel reservation in the field, etc.

- An explanation of the hierarchical lines of all partner agencies, including names and contacts for
the persons who manage logistic and finance.

- All challenges, constraints, pending issues, bottlenecks, expectations regarding all fields of
activities (HR, vaccines, vaccination, surveillance, etc.)

- Rawdata on SIA and monitoring activities in addition to any shared reports

General Documents Yes No
Government notification of the outbreak
EOMG grading

Communication lettre with IRH

Letter to the Health Minister to highlight the emergency

Initial epidemiological and social investigation report

Rapid community assessment report

Risk analysis report

Vaccine, other items and log requirements and dates of delivery
Outbreak response plan

Outbreak response Budget

HR surge plan

Revision of the outbreak response plan if already done, including communications plans for
subsequent phases

Ongoing outbreak investigation, lab reports,...

SIAs: rounds, target population, microplans, vaccination and social mobilization teams, timing, type of
vaccines, special strategies, etc.

Vaccinator and supervisor training manuals, using local language modules and tools

Independent monitoring report of the last round, including relevant social data.

Independent monitoring training manual and tools

Special vaccination and communication strategies to reach missed children.

Detailed micro-plans with special attention to high risk populations

Plan for opportunistic vaccination strategies to reach population in inaccessible areas

Permanent vaccination point strategy surrounding the inaccessible areas

Plan for AFP surveillance

Surveillance data updated and available, including Active surveillance visit completeness, AFP cases
with contact sampling, AFP cases found during SIA, ES if available, etc.

AEFI surveillance document and protocol

Plan for strenghtening routine immunization

SITREPs, bulletins, newsletters, ...

Security reports

Communication Yes No

Overall outbreak response communication plan

IEC and IPC products and tools in local language

Vaccinators and mobilizers training module on communication messages and skills

Appropriate content for advocacy and messaging strategies

Media landscape

Review on potential vaccine refusals or issues of mistrust or rumours to be addressed

Contacts Yes No

List of contacts persons (e-mail, phones, address) : MOH, UNICEF, WHO, partners, agencies, NGOs,
security contacts, journalists, etc.

Conference calls, Meetings Yes No

Conference calls with who, when, objectives,... and minutes

Outbreak response cell: who, when, where, ... and minutes

Donor meetings and advocacy activities

Supervision and review meetings;
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Calendar Yes MNo
Chronogram of activities, meetings and calls
Country Outbreak Dashboard
Tracking sheet of progress made and/or support needed to close any remaining gaps
Periodic external outbreak response assessments
Technical documents Yes MNo
List of technical guidelines that should be available in the field as well as templates and tools to
develop
Yes No

Closure

Although outbreak closure should occur within a matter of months, Teams A and B should already plan
for the post-outbreak period from the beginning. As such some activities need to be proposed or
identified during the hand-over ; for example, focus on surveillance activities to maintain polio-free

status, documentation of interruption, etc.
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Annex 3: ToR Rapid Response Team (Team A) and Surge Response Team
(Team B)

TERMS OF REFERENCE: OUTBREAK TECHNICAL LEAD (National Level)

Introduction:

The Global Polio Eradication Initiative (GPEI) seeks to ensure that future generations of children will be free from the thre at of
polio paralysis. Achieving this goal dependson interrupting poliovirus transmission in the remaining endemic countriesand on
ensuring rapid and effective responses to poliovirus outbreaks occurringin polio-free countries. The GPEl has recently revised
its Standard Operating Procedures (SOPs) for the response to new polio outbreaks.

This document describesthe Terms of Reference for the Outbreak Technical Lead in the context of this SOPs.

Purpose of the position:

The Outbreak Technical Lead is responsible for the overall management of the operational responseto the poliovirus
outbreak, working under the supervision of the head of WHO/UNICEF offices and in collaboration with health authorities and
other health partners.

The technical lead willbe deployed to countries as part of the Rapid Response Team (A) or the Surge Team (B).

Summary of assigned duties:
®  Support heads of WHO/UNICEF country offices with strategic and operational oversight of polio outbreak response

operations, ensuring that they address the needs of the populationand are aligned with the governm ent/Ministry of
Health (MOH) plans and strategiesand the polio outbreak response SOPs.

® |eadandguide Team Aand Team B on outbreakresponsestrategies and technical oversight of the response
activities.

®  Fosterclose coordination with MOH, in-country healthand other partners, and regional officesand HQs and assist in
the organization of regular coordination meetings, teleconferences, and updates.

®  Work with MOH/WHO/UNICEF teams to develop a national outbreak response plan, including a budget, chronogram
of activities, and human resources (HR) surge plan, periodically adjustingand adapting the plan, asneeded.

® Collaborate with MOH/WHO/UNICEF teams to establish outbreak response structures that include the four
components of outbreak response: outbreak inve stigation, outbreak response immunization, strengthening AFP

surveillance, and strengthening routineimmunization.

® Collaborate with MOH/WHO/UNICEF teams to produce updates of outbreak response activities (e.g., SITREPS,
bulletins, and newsletters) for distribution to relevant partners.

® Collaborate with MOH/WHO/UNICEF teams to organize periodic external outbreak response assessments.
® Collaborate with MOH/WHO/UNICEF teams to document the closure of the outbreak.

® Collaborate with MOH/WHO/UNICEF teams to assess the security situation in the geographic areasincluded in the
response; as necessary,engage appropriate partnersto discuss special strategies and resources for insecure areas.

® Collaborate with the communicationsteam to ensurethe preparation ofan overalloutbreak response
communication plan andthe appropriate contentof advocacy and messaging strategies.

® Collaborate with the Outbreak Operations Manager to ensurethat the logistical aspects of the outbreak response,
especially financingand HR, are managed with optimal efficiency.

® Reviewand clear donor products and provide strategic guidance on resource mobilization and proposal
development.

® Undertake other assignmentsand responsibilities as requested by heads of country offices, regional directors, and
other partners to support the successful response to the outbreak.
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TERMS OF REFERENCE: OUTBREAK OPERATIONS MANAGER (National level)

Introduction

The Global Polio Eradication Initiative (GPEI) seeks to ensure that future generations of children will be free from the threat of
polio paralysis. Achieving this goal dependson interrupting poliovirus transmission in theremaining endemic countriesandon
ensuring rapid and effective responses to poliovirus outbreaks occurringin polio-free countries. The GPEl has recently revised
its Standard Operating Procedures (SOPs) for the response to new polio outbreaks.

This document describesthe Terms of Reference for the Outbreak Operations Manager in the contextofthe new SOPs.

Purpose of the position:
The Outbreak Operations Manager isresponsible for assessing operational needs and existing infrastructure for polio outbreak
response at the country level, and contributing to the development of operationalresponse plansto ensurethe availability o f
flexible operational platformsto support the technical response.
e To provide operationalinputsto the overall response strategy, including the implementation of the operational work
plans, provision of authoritative advice/support to operational units,and collaboration with national/international

partners to ensure adequate operational resources.
The operations manager will be deployed to countries as part of the Rapid Response Team (A) or the Surge Team (B).

Summary of assigned duties:

®  Support the operations officers at WHO/UNICEF country offices with operational oversight of polio outbreak
response operations,ensuring that the response is aligned with the government/Ministry of Health (MOH) plans and
strategies andthe polio outbreak response SOPs.

® liaise with regional and HQ counterpartsto report and resolve operationalissues thatcould affect the outbreak
response.

® Collaborate with MOH/WHO/UNICEF teams to catalogue existing infrastructure and human resources (HR) and
assess operational/logistical gaps atthe country levelto identify what is needed to conduct all aspects of an effective
and efficient polio outbreak response.

® Collaborate with MOH/WHO/UNICEF teams and the Outbreak Technical Lead to develop operational aspects of the
outbreak response plan, including budget (and a mechanism for financial tracking), chronogram of activities, HR
surge plan, and administrative support that feeds into the overall national outbreak response plan. Work with
partners and the technicallead to periodically review, adjust,and adapt the plan.

® Directthe implementationofthe operational outbreak response plan and provide authoritative adviceand support
to the heads ofthe different operational units. In particular and as a priority, ensure thatneededfinancial,human
(including consultantsand other surge team staffand their logistics), and material resources (including vaccines, cold
chain equipment, transport,and surveillance tools) are requested, received via expedited procedures, and
distributed so that the outbreak response can occur in the time frame indicated in the SOPs.

® Collaborate with national and international partners to pool operationalresources to establish common operational
hubs to maximize efficiency and cost-effectiveness.

® Provide frequent and regular reportsto the Outbreak Technical Lead on allaspects of operations and contribute
updates on operations for SITREPS, bulletins, and newsletters.

® OQOversee the logisticsrelated to the periodicexternal outbreak assessments.

®  Work with the security partners to assess the security situation in the geographic areasincluded in the outbreak
response; as necessary,engage appropriate partnersto discuss logistical aspects of special strategiesand resources
for insecure areas.

® Collaborate with MOH/WHO/UNICEF teams to fill their vacantpositionsin the geographicareaofthe outbreak
response.

®  Monitor and manage the transparent and effective use of resources, developing detailed lessons learned reports,
documenting achievements and obstacles to project implementation, and recommending improvements for future
field operations.

® Undertake other assignmentsand responsibilities as requested by heads of country offices, regional directors, and
other partners to support the successful response to the outbreak.
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TERMS OF REFERENCE: OUTBREAK COMMUNICATION OFFICER (C4D and External Communication) (National level)

Introduction:

The Global Polio Eradication Initiative (GPEI) seeks to ensure that future generations of children will be free from the thre at of
polio virus infection and paralysis. Achieving this goal depends on interrupting poliovirus transmission in the remaining
endemic countries andon ensuring rapid and effective responses to poliovirus outbreaks occurringin polio -free countries. The
GPEI has recently revised its Standard Operating Procedures (SOPs) for the response to new polio outbreaks

This document describes the Terms of Reference for the Outbreak Communication Officer in the context of the new SOPs.

Purpose of the position:

The Outbreak Communication Officer will lead the polio communication supportprovided to the country during the response
to a poliovirus outbreak, working under the supervision of the Head of the WHO/UNICEF Country Offices and in collaboration
with the communication teams of those organizations.

The communication officer’ssupport to the team at the country office will ensure that the responseis:
1. Aligned with the government/Ministry of Health (MOH) plans and strategies, and

2. Aligned with the latest outbreak response SOPs.
The communication officer willbe deployed to countries as part of the Rapid Response Team (A) or the Surge Team (B).

Summary of assigned duties:
General:

e Assess communication needs and existing capacity at the country level.

e  Reportto WHO/UNICEF headquarters on progress, achievements, and where additional assistance is required.

e  Contribute to the development of a communication plan to underpin the technical response, in collaboration with
the WHO/UNICEF offices.

e  Provide technical input to the overall response strategy, including the implementation of the operational work plans
and provision of authoritative advice and support to operational units.

e  Provide leadership and strengthen the existing communication teams by emphasizing team buildingand
collaboration as daily routine with national/international partners.

Communication for Development (C4D):
e  Ensure conduct of the required social investigation of polio cases as part of the early outbreak response.

e Develop/update/review data on immunization knowledge and attitudesand behavior of the target audience,
especially for high-risk and mobile populations.

e  Facilitate and lead the reinvigoration of a social mobilization and/or communication working group or the expansion
of an existing one.

e Initiate the development ofthe social mobilization component of the 6-month outbreak response plan document,
including details for subnationalimplementation in high-risk areas and mobile populations, as wellas the means for

monitoring field activities and budget to cover those activities.

e  Finalize C4D community engagement and information dissemination strategiesto promote polio and routine
immunization.

e Developandtailor health information products for various target populations/audiences, based on careful
assessment of community knowledge, practices, and behaviors.

e  Ensure that polio microplans (at leastin priority areas)include social data and information on social mobilizersand
leaders by the time of the first response.

. Provide support for the training of health workers.
e  Helpimplement the strategiccommunication response plan, including mass communication plans, asappropriate.

e Undertake in-depth reviews of potential refusals of vaccines or issues of mistrust to be addressed.
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Conduct regular analyses ofindependent monitoring dataand other available resources to identify priority areas and
devise socialmobilizationmicroplans targeting those areas that incorporate social mobilization indicators within
program monitoringindicators.

Set up social mobilization teams with delegated authorities at the sub-nationallevel, as needed,and oversee the
structure until the end of the outbreak with performance monitoring.

External Communication:

Other:

Conduct a media landscape analysis.

Support the outbreak response team to prepare an external communications strategy, including the engagement
with political, religious, and community leadersand otherstakeholders.

Develop polio-related mediaand external communication packages.
Identify a media focal person and spokesperson from the government, WHO, and UNICEF.

Work with partners and governmentcounterpartsto conduct a press brief/mediarelease, ifappropriate, and update
donors and partners on work progress.

Host weekly calls with WHO polio communications counterpartsin country offices, regional offices, and HQ.

Receive and review all media releases/news feeds related to the outbreak and share with focal points. Target other
non-media communication channels that could be more effective in certain settings.

Update talking points and FAQs, as needed (e.g., with changing epidemiology and ahead of vaccination rounds).

Undertake other assignmentsand responsibilities as requested by heads of country offices, regional directors, and
other partners to support the successful response to the outbreak.
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List of main additional reference documents

e GPEI Outbreak response: a package of guidelines and materials.
http://www.polioeradication.org/Resourcelibrary/Resourcesforpolioeradicators/Technicalguide
lines.aspx

e GPEI Reporting and classification of vaccine-derived polioviruses. GPEI guidelines.
http://www.polioeradication.org/Portals/0/Document/Resources/VDPV ReportingClassificatio
n.pdf

e Polio Eradicationand Endgame Strategic Plan2013-2018.
http://www.polioeradication.org/resourcelibrary/strategyandwork.aspx

e WHO Guidance for the use of Annex 2 of the International Health Regulations (2005)
http://www.who.int/ihr/revised annex2 guidance.pdf

e |HR case definition, IHR Annex 2. http://www.who.int/ihr/Case Definitions.pdf?ua=1

e Statement on the Seventh IHR Emergency Committee meeting regarding the international
spread of poliovirus. WHO statement 26 November 2015.
http://www.who.int/mediacentre/news/statements/2015/ihr-ec-poliovirus/en/

o TOR documents for staff for the Team A in outbreak response (Team lead, Operations chief,

CAD lead)
http://www.polioeradication.org/Resourcelibrary/Resourcesforpolioeradicators/Technicalguide

lines.aspx
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