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Foreword:

The Ministry of Public Health is pleased to present the Annual Report of Polio Eradication
Initiative Afghanistan for the year 281 This report narrates the current epidemiological
situation, status of Supplementary Immunization Activities, AFP surveill@@aemunication,
activities implementedh 2013 andplan for 204.

The primary aim of this publication is to keep all stakdedd informed on the collective
achievements, challenges and way forward to achieve the goal of complete cessation of
poliovirus circulation in Afghanistan. It is particularly useful for technical and development
partners, provincial health directors, pirmial EPI management teams, BPHS NGOs engaged at
field level implementation.

| would like to express my appreciation to the members of Polio Eradication team at national,
provincial district and field levels in carrying out house to house vaccinatiamgaigns to
vaccinate children against this dreadful disease.

We are particularly grateful to CIDA, Rotary International, USAID, JICA, BMG&SAID, and
Government of UAE for extending financial support to implement activities reflected in this
report. We would like to offer special thanks to WHO and UNICEF for providing constant
technical support at national, provincial and district level and assisting effective implementation
of program activities.

Let us all take this opportunity to reaffirm our cmitments and join hands towards achieving
thegoabf APoli o Free Afghanistano.

Suraya Dalil , MD. MPH

Minister of Public Health
Government Islamic Republic éffghanistan
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EXECUTIVE SUMMARY

Afghanistan is administratively divided into 7 regions and 34 provinces which are subdivided
into 399 districts, the lowest administrative units. Population estimate used for vaccination
campaigns for children below 5 years is almost 8.3 million while the population below 15 years

of age used for gute Flaccid Paralysis @) surveillance is almost 17 milliorCore Plio
Eradication Initiative (PEI) partners, particularly Mistry of Public Health (MPH), World

Health OrganizationWHO) andUni t ed Nat i on sUNCIkF functioe im 6lasse Fu n d
coordination with welldefined roles, responsibilities and tasks which are accomplished through
network of PEI staff at various levels.

This year (2013) has been quite a busy year for Afghanistan polio program both in qualitative
and quantitative terms. As p afects oroboth qualitybrani st a
pace of implementation of strategiéise year started with reviewiragtivity plans and introduce

several new initiatives all of which aimed at increasing the quality of the implementation. While
doing so the program has taken into account the past failures, lessons learned and leveraged on
successes. Afghanistan polio gram has seen some achievement20f3; however several

challenges have also emerged. While the achievements were real andsewole of the
challenges have a potential to jeopardize the objective of stoppngrculationof wild polio

virus in Afghanistan by the end of 2014.

Afghanistan reported total of4 cases in 201®ompared to 37 cases reported in 2012.
Geographical distribution of polio cases in 2013 shows that 86% (12/14) were reported from two
provinces of Eastern Region (Kunar and Nangarkile one caseeachreported fromthe
Southern and Central RegionBhis is a different pattern than 2012 when most cases were
reported from Southern region of the country. No Polio casse reported from Southern
region for almost one yearecedingNovember 2013However, program had a setback with
reporting of one case from Nad Ali district of Helmgmvince of South Regiorisolation of

this virus shows that ihad maintaineda low level of circulation and remaéad undetected for
almost 12 monthsThis underscored the need for enhanced AFP surveillance sensitivity in
difficult and security affected areas.

Aggressive timetable ofupplementary Immunization Activities I§&s) including Short Interval
Additional Doses $IADs), increased access thghu negotiation, intensification of
communication activities including expansion of the network and increase in female social
mobilizers, additional vaccination activities like Permanent Polio Teams (PPTs) and Transit
vaccination teams has most probablytdbuated increasing the population immunity in South as

is evidenced by decrease of zero dose AFP cases from 23% to 7@tniand and from 19% to

7% in Kandahar. This improved immunity resultedanmemarkable decrease in cases from
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Southern regionHowever, @spite the progress in Southern region in 2@48case reported
from Nad Ali, pockets of low immunization coverage, inaccessible areas and low routine EPI
coverage continue to pose risk of Poliovirus circulation in South.

New epidemiological ltallenge emerged in Eastern region in general and in Kunar province in
particular where there was evidence of continuation of circulation with occurrence of secondary
cases. Additionally, multiple fmfections in Eastern regions were closely linked witie t
ongoing outbreak in theeighbouringparts of Pakistan. Persistent inaccessibility in parts of
Kunar and Nuristan provinces and a decline in quality of campaign in these pranidicese

the probability of establishment of circulation of polioviinghe regionwith risk of spill over to

other parts of the country.

Afghanistan revised thec o u n t Natjodak Emergency ActionPlan (NEAP) for Polio
Eradicationto addresghe changing epidemiological situatiaand newly emerging challenges.
NEAP was reised through consultativerocesswith all partners and provincial teams in the

light of recommendations of Technical Advisory Grdd\G) meeting held irDecember 2012

and reports ofhe Independent Monitoring BoardMB). Main objectiveof the NEAPwere to
interrupt the poliovirus circulation and sto@a&tineDerivedPolio Virus (VDPV) circulation in
Southern region, stop ongoing outbreak in Eastern region and to prevent establishment of
circulation in rest of the country.

To achieve these objectives priority areas of interventions were identifi@chich are; revise

the list and enhance focus on low performing districts (LPDs), design strategies to treduce
number of missed childrere-focus communication to increase community demand for
vaccindion, strengthen program management and accountability, maintain sensitive AFP
surveillance and increase routine EPI coverage. High level political commigméotvnership

and translating it down to suimational levels with sense of urgency and qualityeigentified

askey principlesfor successfuimplemenation of various activities for each of the six priority
areas.

Of the four objectives of the NEAP, the country program has been able to achieve 2 objectives, 1
was partially achieved and & yet o be achieved. There has been no eviderigaolio virus
circulation in North, NortkEast, West, Soutiast and Central regions of the country. Although,
there was a sporadic case reported from Kabul city with onset on November 24, but no
secondary cases are reported adfieimtense series of vaccinati@ampaignsas case response.
Circulation of cVDPV was stoppeas shown by neoccurrence of angVDPV cases fothe last

9 months. The objective in Southern region is partially achieved as one case of Polio was
reported after almost one year. The intenuptvill be assessed within 4 months following the
case from Nagk Ali, thus in the T quarter of 2014. The objective which is yebiwachieveds

to stop the outbreak in Eastern region, particularly in Kunar province.
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PEI program started the year kslabeling the High Risk Districts (HRPasLow Performing
Districts (LPDs) as recommended by November 2012 Tih@ddition,a thorough exercise was
conducted taevise the list oLPDs consideringooth internal and external identification of
LPDs hat would be the focu®r all key interventions. As a result 11 districts were indicated to
be LPDs, all of whictwerelocated in the Southern Region. An additional 20 districts appeared
as 29 priority LPDs with a breakdown of 8 in the South, 5 in thetE4 in the South East and 3

in the West. In June 2018he list of LPDs was reisited as per the emerging epidemiological
trends to take into account new developments.

Another significant development was to initiate the Lot Quality Assurance SampQ#AS) in
April 2013, a scientific survey methodology to check the vaccination status ofbirtddren
within an interval of confidence. LQAS has enabled better understpmd the vaccination
coverage of campaigns in various pladesmost areas theQAS methodology indicates much
lower coverage comparedtioe Post Campaign Assessmei€AS.

The AFP surveillance has received priority throughout the year in terms of strengthening the
system and avoiding loopholes. In addition another new inteoremtas initiated in Kandahar

city of the Southern Region to detect any possible of circulation of wild polio virus in the
environment. The aimf environmentaburveillancewas not only to detect the wild virus in the
sewage system but also to determine gwossible routes of transmission. Most of the AFP
surveillance indicators meet the globally set standards at national andtsuiel levels except

the detection of AFP cases within 7 days in Southern regibich is 74% while rest of the
regions hae morethan80% cases detected within 7 days.

Polio program has successfully conducted 2 external reyiemes onVaccine and Cold Chain
Managemenfor Polio campaignsndthe second one oc@ommunication with the participation
of reviewers from various orga&ations. In additionan internal review of Permanent Polio
Teamg(PPTs)was conducted.

The year 2013 has witnessed several key intervesidind innovative approaches albeit a hectic
schedule of implementation of activities. Amongst them were the aitdRevisit strategy in

Sout h, establ i shment of Presidenti al Focal Pe
functioning within, establishment of th€olio Control Rooms at National Leye? provinces

each in South and East regi@amd in LPDs of the Southern RegionEfforts to improve

monitoring including introduction of LQAS use of mobile technologies through SMS, and

launch ofPolio Info system Initiatives for improving immunity, other than campaigns included
expansion of PPTs, additiondistrict focussed campaigns, increase in the number of cross
border and transit teams.
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Immense efforts were made to gain more access to vaccinate children through local level
negotiations facilitated by ICRC in Southern region where there is signifieating in the
number of inaccessible children. However, inaccessibility remains a challenge in Kunar and
despite various efforts no change in inaccessibility is observed.

PEI Afghanistan has been able to quickly respmnthenew epidemiological developents and
emerging trendsHowever it is yet to tacklethe challenging issues in certain areas such as
immunity gaps, persistent pockets of inaccessible children in LPDs mostly in security
compromised areas, considerable number of missed children dueartagement related
problems, threat to safety and security of polio field workers by both sides to armed conflict,
government and angjovernment elements (AGESs) alike

Immunization CommunicatioMNetwork (ICN) set up to support polio eradication program
through social mobilizatiorfocuseson increasing demand and ownersai redugng missed
children due to refusaland children missed due to being sleeping, sick or newborn (SSN)
through evidence based local level communication intervestidme new stit is to promote
routine immunizationand other health interventions that directhffect eradication efforts
including exclusive breast feeding ahglgiene practicesThe ICN expanded to ensure social
mobilizers are placed in all the clusters within tHiRDs. Standard operating Procedures (SOPS)
that included revised ToRs for all categories of I®&ks also developed and rolled oBy the

end of 2013, almost 94% of the clusters in LPDs have social mobilizers.

One of the key interventienpiloted in 2013vas Direct Disbursement Mechanism (DDith

the aim to ensure transparency and to avoid any delay in the disbursement of financial
entittements of SIAs service providers. New financial payment mechanisms have been put in
place in seven pilot districtsThe new mechanism bypasses several layers by direatingthe
payments to the Cluster Supervisors through a bank transfer fosupgevisors and the
volunteers that they supervisehough some challenges were faced during the pitatseof

DDM, corretive measure$fiave since been identified and are being implemerted method

of payment reinforces the segregation of duty and improves the timeliness of the payment of
field workers.

In 2014, Afghanistan plans to conduct 4 rounds of National Immummz&iays(NIDs) using

bOPV and tOPV alternatively in March, April, August and October in 2014. Four rounds-of sub
national (SNIDs) will be implemented using bOPV in February, June, July and November. At
least four additional vaccination rounds will be conducted in LPDsgrBm plans to use
mOPV1 in at least one of the round for LPDs. Program plans to enhance focus in Eastern Region
during 2014, where risk of continuation of circulation remains high. District focused strategies,
review of micreplans, communication towardteemand generation and placing additional HR

for the technical support and their trainings will be important activities in 2014.illgee with
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the endgame strategic plan, PEI network will be engaged to strengthen routine EBptiygad
focused and mearable approaches. IPV will be introduced in the routine immunization
schedule as a single dose in addition to the 3rd dose of OPV ane3Rerite first half of 2015.
IPV will also be used during the August NIDs in 2014inPDs in3 provinces irthe Southern

and EasteriRegions witha target population of 448,6@Mmder5 children
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1. Introduction

Afghanistanis comprised of7 | ggyre: 7

regions and 34administrative Population density map by region Afghanistan 2013
provinces (Fig 1) which are Tajikistan
subdivided into 399 districts, o
the lowest administrative units ‘ =
Although South and West are
the largest regions aredse
Central, Eastern and parts (¢
Western & Northern regions
are among the most dense
populated areas of the country
Population estimate used fa
vaccination = campaigns fol
children below 5 vyears ig
almost 83 million while the
population below 15 years of age used for AFP surveillance is almost 17 nmIR613

Polio Eradication Initiative (PEI) Afghanistan follows structure of the country but for the
purpose of operations, monitoring, evaluatend reporting, each district is further divided into

smaller and well demarcatedsdd st ri ct | evel geographical ar ea
smallest operational unit for PEI service delivery within a district.

China

Turkmanistan Ak

Northeast

Pakistan [Scuthern
Southeast

Central

Eastern

A

¢ Dot =20,000 Pop

. . . Figure: 2
11 PO|IO EI’.adICatIOI’] Supplementary Immunization Activities (SIAs), Afghanistan
Service Delivery Structure
Afghanistan |Nationa| EPI Management Team (NEPI) |
1 1 1 H H REGION
National, Provincial, District |Regimlmhm E_ | O tron. v
_ ”
and Sukdistrict level PEI | Coord, RROS,
i i id PROVINCE ARPOs, PPOs),
service del_lvery s'Fructure is — T pial
designed (Fig 2) with well- IPs
defined roles and DISTRICT @— DPOs, DCOs,
T . District Coordinator 1, ~ pyo) DSTs,
responsibilities. National anc —
rovincial EPlI managemen TIUS
p g Cluster Supervisorcg) ICMs, PCMs,
teams are present at countl I Social
FA i ; Mobilizers
and provincial levels having SUBCLUSTER (viage
representatlon from EPI Team catchments' areas

WHO, UNICEF and NGOs.
These teams lead the program at country and provincial level. Country team is mainly
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responsible for policy, planning, vaccine procurement and supply while provincial teams
responsibldor implementation, supervision and monitoringialmunizationactivities including
PEL.

For Supplemental immunization activities (SIAs) which include National Immunization Days
(NIDs), SubNational Immunization Days (SRs), case response and Shoremal Additional
Doses (SIAD) micro-plans are developed by dividing districts irdoisters Each Cluster is
managed by a Cluster Supervisor, supervisitg\vaccination teams; each team consists of two
members, termed as volunteefbere aret684clustas supervisorand almosb2,000 volunteers

to approach house to house to administer Oral Polio Vaccine (OPV) to children below 5 years of
age, in each vaccination campaign. At distrietele there are district coordinators (on average
there are 1 coorditer per 57 supervisors) and campaign monitors. There 8t® district
coordinators and @88 monitors to monitor the activities during campaign and assess the
coverage after the campaigifable 1) Additional human resource is engaged for polio
communicabn activities in Southern, Soutbastern ad Eastern region includingl district
communication officers, 308 cluster communication supervisor and almost 3,600 community
mobilizer. In summary, more thas8,800 workers are involved to deliver vaccinatsmmvices
during NIDs

In selected low performing districts (LPDs) of South, Sdtiéist and Eastern region, the
management and operational system is further strengthened by constituting District EPI
Management Teams (DEMTS) in which District Coordinatorsupported by District Polio
Officers and District Communication Officers.
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Routine EPI services are accessible to almost 80% of Afghanistan population througmatwide
of >1400vaccination sites established at district and-digkrict levels and arserved by almost
3,000 vaccinators.

For AFP Surveillance, there is a country wide network of AFP Focal Points (FP) linked with
various health facilities within a district ancbmmunitybased reporting volunteers. Each
district has at least one Focal Roivho is usually a Doctor (preferably a paediatrician) in the
District Headquarter Hospital and is responsible for AFP case notification, investigation, sample
collection and its shipment to provincial office. Each focal point is linked with a network of
communitybased reporting volunteers (RV) including pharmacists, traditional healers, Shrine
keepers, General Practitioners and Mullahs. The RVs are responsible for case notdieation
their referral to the concerned FP. There at@fbcal points almost1100 Active Surveillance
sites, over 1500 Zero Reporting sitesd over 16,000 communityased reporting volunteers all
over the country. WHO supports this country network through 76 Provincial Polio Officers
spread in various provinces and districtshaf tountry.

1.2 Roles, Responsibilities and PEI Staff Network:

Core PEI partners, particularly MoPH, WHO and UNICEF function in close coordination with
well-defined roles, responsibilities and tasks which are accomplished through network of PEI
staff at various levels.

MoPH has stewardship and leading role at national and provincial |&VEIS is responsible

Regions DCs* Css** & of Teams Volunteer ICMs™ PCMs™~"
Central 132 860 4746 Q502 129 176
East 89 474 2708 5416 105 83
MNortheast 105 437 2725 5416 14 74
South 106 789 4525 2030 153 195
Southeast 88 393 2566 5132 72 88
West 131 664 3379 6758 113 120
North 111 558 3465 6921 75 92
Badakhshan 56 197 886 1772 34 34
West central a7 262 1319 2626 a7 14
AFG 875 46854 26319 52593 782 S0a

*Diistrict Coordinator **Cluster Supervisor
A Intra Campaign Monitor An Post Campaign Monitor
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for technical assistance, trainings, mi@anning, post campaign assessment surveys, data
analysis and report writing. UNICEF supports the communication compafiec&mpaign,
procurement of vaccines and other logistics. MoPH is also responsible for field implementation
of SlAs through their district coordinators and BPHS NGOs.

MoPH has Provincial EPI Manager in each of the 34 provinces whereas NGOs has their
provincial EPI supervisors in each province. Provincial Manager EPI is responsible for selection
of district Coordinators manage and supervise Cluster Supervisors who in turn responsible for
the selection, supervision of the vaccinators (volunteers) to imptethe house to house
vaccination activities

WHO supports the Figure: 3 _ _
Ministry of Public WHO Surveillance Staff, Afghanistan 2013
Health through a
countrywide
network International
and National staff, of
which  majority is
field based. Each
regional team
consists of
InternationalMedical
Officer, Regonal
Polio Officer (RPO),
Assistant  Regional
Polio Officers ® AssistantRPO

B District Polio Officer
(ARPO), Provincial
Polio Officers (PPO)and District Polio Officers (DPOs)RPOs and ARPOs are mainly
responsible for supervisory support while PPOs carry out the field activities related to AFP
Surveillance and SlAs in their assigned provinces/ districts. WHO PPOs are placed at the
provincial level and have their assigned districts to facilitate vaccination and AFP Surveillance
activities.DPOs are placed in the Low performing districts to supihetSIAs operationThere
are10 Medical Officers, 9 RPOs, 9 ARPO& PPOs an89 DPOsdistributed in various parts of
the country to carry out polio eradication activitigdg 3). In 2013, WHO also recruited
Provincial PEI Coordinators in 4 key provex in South and West (Kandahar, Helmand,
Uruzgan and Farah provinces) with the aim to strengthen management and provide technical
support in these key provinces.

@ Regional Polio Officer

@ Provincial Polio Officer

* International Medical Officer
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UNICEF has ateam of seveninternational and four national sta#it country level Also
communication officers are eployed in South, East, West and South East regions of
Afghanistan, supporting communication/social mobilization activities at the regmmaaincial

and district levelsAs part of the Immunization Communication Network (ICN)Provincial
Communication Officers (PCOs) and 39 District Communication Officers (DCOs) are also
placed in high risk provinces including Kandahar, Helmand, Uruzgan, Farah, Nangarhar,
Laghman and Kunar provinces

2. Poliovirus Epidemiology in Afghanistan
2.1 Geographical and Genetic distribution of Wild Polio Virus Cases

Afghanistan reported tota Figure: 4

of 14 cases in 2013 Distribution of Polio cases and infected districts, Afghanistan
2011-2013 3

compared to 37 case Number of Polio cases by year
P Y ¥
. REGION 2011 2012 2013
reported in 2012. GENTHRAL 3 5 :
Geographical distribution EASTERN 2 6 12
. . NORTH EASTERN 3 0 0
of polio cases in 2013 NORTHERN 2 0 0
0 SOUTH EASTERN 1 5 0
shows that 86% (12/14 = o > n
were reported from two WESTERN 6 2 0
Total 80 37 14

provinces of  Eastern
Region (Kunar and ) 80
Nangarhar) while one cas{ Polio Cases
reported from each of the ol
Southern and  Centra
Regions.This is a different| = =
pattern than 2012 wher o _ EB
most cases were reporte

from Southern region of the

country.All cases were Pand Afghanistan hasot seen any P3 since April 2Q010ompared to

last year there has been more than 60% decrease in the number of cases while compared to
previous year (2011) the reduction has beeteaignificant at more than 808kig 4)

37

" 203
Districts =10
WPV =14
[ Noninfected
B rfected

2.2 General Characteristics of Po lio cases in 2013:

Twelve out of 14 confirmed polio cases ¢86) were young children of agess than 2 years

Median age of the cases was 18 months with rangé48& months.Male and femalecases

reported in equal proportion. Fivases (8%) did not receive any dos:
neither through SIAs nor through routine. Median number of OPV doses received by the cases is

4 compared to 2 in 2@1It is important to mention that hses{9%) did not receive any OPV

dose in routine.
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All of the 14 cases had history of fever followed by onset of paralysis. Eleven of the cases
sustained residual paralysis on follow up examination after 60 days; one case died while 2 were
not found at the time of 6@ay follow up visit.

Distribution of Polio cases by month shows that cases are reported after regular interval in
Eastern region indicating repeated reinfection and also establishment of circulation, particularly
in Kunar. There were 3 cases reported in the first half of 2013 while res df tbases reported

in the second half with predominance in the last quarter of 2013 showing the risk of occurrence
of cases in 2014.

2.3 Genetic Analysis of Poliovirus isolates 2013:

Genetic sequencing results of the polioviruses isolated in 2013 haAfgtan shows that all 12
cases reported from Eastern region belong to R4Bckigber and closely matches with the
ongoing circulation across the border in Pakistan indicating that most of them were multiple
reinfection. However, at least two of the caseere linked the initial cases of Kunar indicating
the possibility of establishment of circulation, particularly in Kunar. The only case reported from
Kabul belong to R4A subluster which has not been detected in since last many years; again
indicating asporadic case linked with the outbreak in Pakistan.

More importantly, genetic analysis of the only case reported from Helmand province of Southern
region in 2013, is linked with the cases on 2012 of southern region indicating that the virus
managed to é&ep low level circulation in a localized geographic area and remain undetected for
almost one year.

2.3 Population Immunity:

Vaccination status oAFP cases

immunization coverage in SIAS :
and distribution of Zero Dose AFF Central East  Northeast North  Southeast  West South
cases are used as the proxy for t
population immunity in the various .,
regions of the country. 70%

Figure: 5

The proportion of 'zero dose'| **
among allAFP casegwho did not
receive any OPV dose, neithg _
routine nor SIAs)of ageless than n 7 [k 4

3

) ) 10% sHz 9 e e
60 months was 3% nationally in | o s 21 | L y d Dl

Yi1 Y12 V43 Y1 Y12 Y13 Y11 Y12 Y43 Yi1 YI2 Y43 Y1 Y12 Y13

[ |UNVACC 013 DOSES 0485 DOSES @7+ Doses
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2011 and reduced ta8% in 2012and 2.1% in 2018Fig 5).

Stratifying this age group by region shows that in Southern region, the proportion of zero dose
AFP cases was highest and was3%9 in 2011 and reduced t@% in 2012and 5.5% in 2013n
Easternregion, the proportion of zero do#d-P cases was highest and wh$6 in 2011 and
increasedo 3.1% in 2012and 7.7% in 2018/ost of the zero dose case in Eastern region are
reported from Kunar province where thportion increased from 10% in 2012 to 28% in 2013.
Proportion of Zero Dose AFP cases is showing a declining trend in Southern Region during
2011-2013but there is an increasing trend cases in Eastern region. Overall vaccination status of
AFP cases in g of the regions shows consistent quality of immunization.

Postcampaign coverag
assessment (PCA) analysis
the recent SIA rounds in 2011
shows that Quality of
campaign in southern regiot
shows steady improvemen
while the quality of campaign
in Eastern region is on
decline. Campaign coverag
in Central, Northern and
North-East is consistently
high quality(Fig 6)

Figure: 6

Proportion of the districts

B O 1” JhgE §RREINGE GRAIRE RN 1*: JErEgRgE gRrIgREl
m <80% 80-89% m 90-100%

Routine EPI OPV doses
analysis for thenonpolio AFP cases of ageZ3 months who received 3 or more OPV doses
through routine EPI wa$9% in 2011, 61% in 2012 and 64% in 2013 nationally, but for
Southern region this proportion of fully vaccinated children remains very low and reduced from
14% in 2011 to 15% in 2012 and 28% in 2013.

The analysis of these proxy indicators for populatiommumity indicates improvement in
Southern regiorbut routine immunization coverage of lower than 30%, presence of zero dose
cases and still 220% of districtshasSIAs coverage lower than 80%, indicates existence of sub
groups of population where immunigat coverage remains low. The reverse trend in all these
indicators is observed in Eastern region showing widening of gaps in the population immunity,
particularly in Kunar and Nangarhar provinces. This analysis also shaivenost of the other
regions inthe country have maintained high quality of campaign, negligible proportion of Zero
Dose cases and higher routine coverage. This coverage level may prevent the establishment of
circulation in most of the country
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2.4Polio Compatible Cases:

In addition to the confirmed polio cases, there weAd-P cases in 2@lwhich were labelled as

Polio Compatible by National Expert Revid@ommittee (ERC). ERC is an independent and
voluntary group of Paediatri ci aiologiét.,ERQONmeets ol o g
every month to review and classify all AFP cases that had inadequate specimens and have
residual weakness in 60 days follow Ujnere were 3 cases from the Southern Region; one from

Nehri Saraj of Helmandone fromShahwalikotdistrict of Kandahar and one from Qalat district

of Zabuland 1 fromWatapurdistrict of Kunar Province in the Eagtll the polio compatible

cases in 2013 were reported from the low performing districts and did not receive any OPV dose
and were below 3 years. Repong of compatible cases also reflects on the gaps in the
surveillance in these areas.

2.5Circulating Vaccine Derived Poliovirus type 2 (cVDPV2):

Afghanistan reported 3 cases of cVDPV2 in 2013. All the three reported from Southern region.
Two of the casesvere reported from Nad Ali District of Helmand in January and February,

both of which with multiple doses of OPV, while 1 was fr@&hahwalikotof Kandahar in

March, which was zero dose OPV. No cVDPV?2 is reported since March 2013. Compared to last
y e aXl&ases there has been almost 75% decrease. Isolation of cVDPVs indicates significant
gaps in immunity levels in these areas, particularly in Nad Ali district which also reported the
only confirmed case of 2013. The rarely seen iVDPV2 (ImmunocompromigieV)
phenomenon was also seen in Afghanistan in 2013 when one case was reported in October from
Mazar| Sharif of Balkh province in the Northern Region. The child was fully immunized both in
routine and multiple doses of SIAs but apparently developed senaus illnesses including
immune deficiency.

2.6 Key Epidemiological gains, challenges and riskby region:

Southern Region the only reservoiof poliovirus in the country for a period of over decade did

not report polio case for almost a year until a case was confirmed frore R&dDistrict of
Helmand Province. The first and only case from the Southern Region was revealed to be an
orphan, whib was alarming for the program. The virus of the index case with onset on 11
December 2013 maintained a low level of circulation in and around that block of districts in
Helmand and adjacent Kandahar without being detected. The PI virus belonged toRZIBster
common cluster shared with Quetta bloc of Pakistan, which was later isolated from the
environmental sampling from the latter as wé€lbmpared toyears of2011 and 2012 during
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which 62 and 22 cases were reported respectively, Southern Region tlasrenzarkable
progress by having only 1 case reported in 2013, a reduction more than 98% compared to 2011
and 95% compared to 2012.

The questions arose how the Southern Regias able to stay polio free in majority parts of the
region. The frequent andumerous mojup campaigns in SIAD forms in addition to 4 SNIDs

and 4 NIDs throughout the year enabled to vaccinate more and more children especially in Low
Performing Districts and to reach out and vaccinate more children in security compromised
areas. Solern Region has conducted a total of 16 rounds of vaccination campaigns in 2013.
The proportion of missed children reduced from 28% in January 2012 to approximately 12%
(approximately from 185,000 to 85,000 in actual numbers) by the end of 2013. Digtects
Kandahar, Mavand,Spin Boldak Nad Ali, Nehri Siraj, and Lashkargah which reported most of

the cases during 20412 showed improved vaccination coverage in 2013 and achieved almost
90% coverage in most of the campaigns held during 2013. HoweveigtdiShahwalikotand
Panjwai never achieved coverage of 90%. Moreover, intense local level negotiations resulted in
reduction of inaccessible children from over 20,000 in 2012 to less than 2000 in Helmand and in
Kandahar, the inaccessible children reduitech almost 50000 to 10000. Comparing the NIDs
coverage between the beginning and end of the year, the proportion of districts with coverage
less than 80% decreased from 24% to 9% for the same rounds of NIDs.

Permanent Polio Teams (PPTs) strategy was implemented in 11 of the LPDs in Southern region.
This strategyaimed at administering additional doses of OPV to children living in key reservoir
areas within the LPD®PTs covers 70% target of 11 LPDs. Accogdio the assessment carried

out in October2013, almost 89% children received at least one dose, 81% two doses and 56%
received three OPV doses. More than 30,000 children (7%) received OPV for the first time
through PPTs. Also the strategy of Transit Vaation Teams at entry and exit points of the
difficult districts in Kandahar and Helmand are vaccinating almost 43000 children per month.

Aggressive timetable of SlAs, SIADs, increased access through negotiation, additional
vaccination activities like PRBTand Transit vaccination teams has most probably contributed
increasing the population immunity as is evidenced by decrease of zero dose AFP cases from
23% to 7% in Kimand and from 19% to 7% in Kandahar. This improved immunity resulted in
this remarkablelecrease in cases from Southern region.

It is also important to mention that despite the progress made in Southern region, there are still
pockets of inaccessible children, particularly Stnahwalikof Maiwand and parts of North
Helmand. Also, though dced, but reporting of Zero dose AFP cases indicates persistence of
areas of low vaccination coverage. Moreover, the security situation remain very unstable and
changes from day to day with the apprehension of going towards worst with the post withdrawal

of I nternational Security Forces and transit.
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the challenge of maintaining the progress. All these challenges continue to pose high risk to
completely interrupt Poliovirus transmission in Southern megamd this risk is further
compounded by very low routine immunization coverage ranging betweet8Q2%4n various

parts of this region.

Eastern Region borders those areas of Pakistan where large and uncontrolled outbreak
continues.Out of 14 cases 12awe reported from the Eastern Region; 7 from Kunar and 5 from
Nangarhar provinces. Following that very first case there has been multipfeagons from
Pakistan to the Eastern Region. The situation in the East has become more complex when the
virus strted establishing itself and circulating domesticalatapurdistrict of Kunar itself
reported 4 cases, 2 of which were new infection and the other 2 were linked to the other cases
from Narang within the same province and LalpooraneighbouringNangahar province.
Chapadara district of Kunar province reported one case, which appeared to be new infection
while 1 case from each #thas Kunarand Narang districts of Kunar were linked to the earlier
cases within the province.

Kunar is one of the worst dncomplex security affected areas in the country which adversely
affected the PEI activities. Inaccessibility due to security in some certain locations especially in
Kunar province has been a major constraint in controlling the ongoing outbreak throtighout
year. Despite number of efforts the program is yet to make any breakthrough to gain access to
vaccinate children. In fact number of inaccessible children increased from 10,000 to 22,000 in
Kunar. The significance of the missed children is that the smulkets were being missed over

and over again without gaining access over a long period offifagpurdistrict of Kunar from

where 4 cases were reported in 2013 was only partially accessible and the vaccination coverage
never exceeded 40% throughdbé campaigns. Chapadara has remained inaccessible thus no
PCA has been conducted albeit some campaigns in some selected clusters. The rest of the
districts in Kunar and Nangarhar have had coverage at around 90% on average but there still
remained some poctgeof clusters inaccessible.

In addition to inaccessibility there is evidence of decline in the quality of campaign in the
accessible areas as well. The proportion of Zero dose AFP cases increased from 10% in 2012 to
28% in 2013 in Kunar province. Also excoming management problems in Kunar is among the
remaining challenges. Also there is huge population movement between the areas of outbreak in
Pakistan and Eastern region in Afghanistan. Considering this population movement and ongoing
intense transmissh in bordering areas of Pakistan there is high risk of multiglafections

which can also lead to continued circulation in Kunar due to persistent inaccessibility and decline
in quality of campaign. The transmission of virus in Eastern region, ifordgtatled, poses risk

of spill over to other parts of the country.
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South-Eastern _Region: No cases were reported from the Seb#stern Region in 2013.
However given the fact that there were cases confirmed from the Region in 2011 and 2012 plus
the ongoilg large outbreak in bordering Nof8outh Waziristan the program has closely
monitored the situation of having zero cases. The coverage of vaccination campaigns have been
at around 90% with the exception of LRDdistrict Jadran from Paktia province whiichfact

has never been below 70%. The AFP rate was three times more than expected levels, thus
missing of a case was unlikely to happen. Furthermore, the cross border movement was not as
active as in the Eastern Region resulted in temgellersbetween Bkistan and Afghanistan
through the region. Despite the low level of cross border mobility the cross border permanent
transit teams vaccinated 3,237 children per month in 6 functional posts.

Nonetheless, the Region has closely monitored the movemerdnofdié between Pakistan and
Afghanistan and conducted special campaigns targeting the Nomad popdiatiog which
2,069 children of unde®s were vaccinated in one month. Also campaigns were conducted for
special population groups such Bsa n d &dasorlamigrants and IDPs and as a result 121
Teams in 52 districts vaccinated 33,842 children of ubdgears of age with a result of 96%
PCA Finger Mark coverage.

Other Regions:All of the other regions in the country remained polio free until almost eng yea
including west which had reported cases in 2011 and 20ddtth East and Northern Regions
remained polio free in 2 consecutive years without any wild polio virus reported.

The year ended with a case reported from another location that had remaiodcepalp until

then. SukDistrict number 15 of the Kabul City/Kabul Province in the Central Region reported a
wild case through the contacts of the index case due to inadequacy of the latter. That single case
from the Central Region with the Date of Onea 24 November 2013 which turned out to be a

new infection from Pakistan classified as belonging to Cluster R4A brought new challenges to
the program in order to make sure that t he
infections.

The last casef 2013 was another alarming concern to the program due to multiple reasons. First
the virus was able to make its way into a densely populated city of Kabul, second Kabul city
being the capital there is a heavy daily traffic frond a0 Kabul across the gotry. Kabulcity

has not confirmed any cases since 2002.

3. National Emergency Action Plan: Key Program areas and Interventions
during 2013

PEI Afghanistan revised the countryds PEI Na:
changing epidemiological situation and newly emerging challenges. NEAP was revised through
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consultative sessions with all partners and provincial teams in the ligataihmendations of
Technical Advisory Group (December 2012) and reports of Independent Monitoring Board.
Main objectives were to interrupt the poliovirus circulation and stop VDPV circulation in
Southern region, stop ongoing outbreak in Eastern regiont@mutevent establishment of
circulation in rest of the country.

To achieve these objectives there were six priority areas of interventions were identified which
are; revise the list and enhance focus on low performing districts (LPDs), design striategies
reduce number of missed children, directing communication to increase community demand for
vaccination, strengthen program management and accountability, maintain sensitive AFP
surveillance and increase routine EPI coverage. High level political comemntit ownership and
translating it down to subational levels with sense of urgency and quality were key to
implement various activities for each of the six priority areas.

Out of the four objectives of the NEAP, the country program has been able itveaéh
objectives, 1 partially achieved and 1 yet to be achieved.

Objectives achieved:

1 There has been no evidence of establishment of polio virus circulation in North;Bdstth
Western, Soutlicastern and Central regions of the country. Althoughethe&as a sporadic
case reported from Kabul city with onset on November 24, but no secondary cases are
reported after intense series of vaccination as case response.

91 Circulation of cVDPV was stopped by not having any cVDPV cases reported for 9 months.

Objective partially achieved:

1 No poliovirus was isolated from Southern region for more than a year however the case from
Nad-e Ali district of Helmand province with the Date of Onset of paralysis on 11 December
2013 jeopardized this achievement. The interamptwill be assessed within 4 months
following the case from Nad Ali, thus in the T quarter of 2014.

Objectiveyet to beachieved:
1 The ongoing outbreak in the Eastern Region continued intae® 4" quarter of 2013.

3.1 Political Commitment, ownership and oversight:

Polio Eradication remains one of the high priorities of Government of Afghanistan. H.E
President continued to inaugurate polio vaccination campaigns in 2013 demonstrating highest
level of commitment. President also instructed ®mvincial Governors to lead the PEI
activities.
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Advisor to President on Health Affairs is nominated as the PEI Focal Person for the office of
President. Meeting of High Polio Council are regular arranged and chaired by the Focal Person
with attendance ém various line ministries. Four meetings are held in the second half of 2013.
Minister of Public Health chair the meetings of Polio Policy Group which is held on alternate
months. Governor of Kandahar had two meetings with the District Governors of LPDs.

3.2 Enhance focus on Low Performing Districts (LPDs):

List of LPDs was revised in the beginning of 2013 by using a set of epidemiological criteria such
as confirmed wild polio cases, zedlose AFP, SIAs coverage, average level of awareness and
repored inaccessibility. As a result 11 of main reservoir districts (7 in Kandahar and 4 in
Helmand) were labelled as first priority LPDs (Table 2) with a total target of almost 670,000
children while 20 districts were in the second priority (8 in the Souih, the East, 4 in the
South East and 3 in the West) with total target of 451,000. In June 2013 the list of LPDs was
revisedas per the emerging epidemiological trends to take into account new developments,
particularly the outbreak in areas of Pakistan which borders Eastern Region. As a result the
number of LPDs in first priority increased from 11 to 30 with breakdown otl®irSouthern, 21

in the Eastern Regions (Table 2) with a total target population of 898,000 children of less than 5
years.

1 An aggressive timetable of vaccination campaigns were scheduled and conducted in the
LPDs. TheSouthern Region LPDs carried outodal of 19 rounds of vaccination campaigns
while there were 14 in the Eastern Region LPDs. The choice of vaccine was bOPV but also
tOPV was used in selected rounds. The campaigns included 4 rounds of NIDs, 4 rounds of
SNIDs and the rest were several passagf SIADs and case response campaigns.

1 Permanent Polio Team Strategy (PPTs) covers 70% target of 11 LPDs. According to the
assessment carried out in Gmer 2013, almost 89% children received at least one dose, 81%
two doses and 56% received three O#ses. More than 30,000 children (7%) received
OPV for the first time.

1 Transit Teams at entry and exit points of the difficult districts in Kandahar, Helmand
vaccinating almost 43000 children per month. Similar teams are established for security
affecteddistricts of Kunar vaccinating almost 4000 children every month.

1 In each of the low performing districts in Southern region, District EPl Management Teams
(DEMTSs) are constituted as part of structural and functional reforms to imprave an
strengtherSIAs management and service delivery at district anebigthct levels.
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In order to enhance the capacity of provincial and districtlaudl SIAs manager formal5
day trainingsessions were conducted in the Sothern and Eastern Regions.

An accountabity framework, with tasks to be performed &kl monitoring indicators for
all relevant personnel was developed is being used but need to be more systematized.

Special emphasis was given to strengthen service delivery in LPDs and district by district
micro planswere revised and updated for most of the clustersoutl&rn region where
previous ratio of District Coordinator to Supervisor has been changed from 1:8 to 1:4. The
ratio of Supervisor to Teams has also been adjusted. Also an exercise ta®kinplac
December 2013 in selected clusters of Nangarhar province in the Eastern Region The
exercise is expected to be completed in early 2014 in all LPDs of the Eastern Region.

Communication has shifted focus from raising awareness to community demand and
ownership through community elders, mullahs, teachers in the selected LPDs (details are
given in the Communication Section).

The vaccination coverage in LPDs has shown gradual improvement in most of the districts
and achieve coverage of above 80%, pariedy in the second half of 2013. However,
Shahwalikot Khakrez Panjwai districts in Kandahar while Marwara, Watafilinapadara

and Sarkanidistricts of Kunar province, which reported most of the cases in 2013, did not
show any improvement and contineehtave sukoptimal coverageTable 3.

Table 2 List of LPDs and Adjusted vaccination Coverage, 2013
YEAR 2013

LPD LPD

pRovincE | Ne¥ DISTRICT Prontyjan- Prionty >

Denoe apri 2013 aprii2013*
Kandahar | 3301|Kandahar/Dand 1 1
Kandahar 3306|SHAH WALIKOT 1 1
Kandshar | _2302|ARGHANDAB 1 2
Kandahar 3307|KHAKREZ 1 2
Kangahar | _3308|MAIWAND 1 1
Kandahar 3304|PANJWAI 1 1
Kandahar | 3311|SPIN BOLDAK 1 1
Helmand 3201|BUST (LashKar Gah) 1 1
Helmand | __3202|NAHR-E SARAJ 1 1
Helmand 3203|NAD-E ALI z L
Helmand 3205|SARBAN QALA (Sangi 1 1
Kunar 1301|ASADABAD 1
Kunar 1302|Wsatapur v b
Kunar 1305|MARAWARA 2 1
Kunar 1306|Shigal Wa Sheltan 1
Kunar 1311[BARKONAR 2 1
Kunar 1312|Ghaziabad 1
Kunar 1315[NARAI 2 1
Kunar 1310|DANGAM 1
Kunar 1313|CHAPADARA 1
Kunar 1307|PECH 1
Kunar 1303|NARANG 1
Kunar 1308|CHAWKAY 1
Kunar 1314|NURGAL 1
Kunar 1303|KHASKUNAR 1
Kunar 1304[SIRKANAY 1
Nangarhar 617|ACHIN, 2 x&
Nangarha:' 621|NAZYAN 1
Nangarhar _ 622|DOORBABA 1
Nangarhai 615|MOMANDRA 1
[Nangarha 620|LALPUR 2 1
616|GHUSTA 1

[C<z0% [ leotossx [|sstossx  [HN>=90%
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Figure: 7

SIAs Rounds by Provinces/Regions, 2013-Afghanistan

B 0PV tOPV B Measles + bOPV up to 10 years Areas not inciuded

3.3 Reducing Missed Children:

Based on the post campaign assessment data for the last NIDs of 2013 it is estimated that 6%
(almost 474,000) children were missed all over the country. More than 55% of the all missed
children were from Southern and Eastern regions of the country. Tieet@amain reasons for
children missed in these regiorsrst group is of 1615% children who were not accessed due

to insecurity andsecondly85-90% of those missed were in areas where teams had the access
indicating issues of campaign quality. .
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3.3.1 Increase access to all children in conflict/security affected areas

1 Branding the program to promote and maintain program neutrality is one of the strategies
which program adapted during 2013 in South and Eastern regions. Program also
coordinated and negjated with various parties of conflict to ensuring safety and
security of field staff

1 Engaging ICRC in access negotiation at national and provincial levels through regular
meetings with Anti Government Elements (AGES). Regular meetings were held@t ICR
Kandahar before each campaign. However, the ICRC influence in Kunar province
remains limited.

1 Local level access negotiation through local access negotiators from within the
communities has also been important component for staff safety and improvass a

1 Systematic data collection, mapping and listing the reasons for inaccessibility is used to
monitor the progress.

91 Proportion of inaccessible children has declined in Kandahar, Helmand and LPDs of
Southern region significantly but is on rise in Kupeovince (Figure).

These efforts has been very effective in southern region in reducing the number of inaccessible
children where inaccessible children redufredh 52,377 in February 2013 to 10,579 in October
2013, an 80% reduction. However the achment remained fragile and varied from one round

to another. Meanwhile these strategies are yet to makiengayt in Kunar and parts of Nuristan
province of Eastern region, where number of different groups are operating and are very hardline
opinion on dbwing the permission for polio vaccination. On average 20,000 children
persistently remain inaccessible in Kunar province.

3.3.2 Reduce missed children by improving campaign quality:

Analysis of children missed for specific reasons in a sample of 14400 children who were missed
in October NIDs of 2013 shows that almost 60% children were missed because they were not
available at the time of teams visit, 25% were missed due to operewr r&fusals (newborn,

sleep, sick) while 15% were missed because team did not visit their house. Program made
number of efforts during 2013 to improve the campaign quality, particularly in Southern and
Eastern regionsChildren not vaccinated because thesgre absent omewborn/sleeping
indicates towards another challenge of community demand.

























































