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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 2013. This report narrates the current epidemiological 

situation, status of Supplementary Immunization Activities, AFP surveillance, Communication, 

activities implemented in 2013 and plan for 2014.   

 

The primary aim of this publication is to keep all stakeholders 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, provincial EPI management teams, BPHS NGOs engaged at 

field level implementation. 

 

 

I 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 vaccination campaigns to 

vaccinate children against this dreadful disease. 

 

 

We are particularly grateful to CIDA, Rotary International, USAID, JICA, BMGF, AusAID, 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 commitments and join hands towards achieving 

the goal of ñPolio Free Afghanistanò.  

 

 

 

Suraya Dalil , MD. MPH  

Minister of Public Health 

Government Islamic Republic of Afghanistan 
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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 Acute Flaccid Paralysis (AFP) surveillance is almost 17 million. Core Polio 

Eradication Initiative (PEI) partners, particularly Ministry of Public Health (MoPH), World 

Health Organization (WHO) and United Nations Childrenôs Fund (UNICEF) function in close 

coordination with well-defined 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 part of Afghanistanôs commitment to make focus on both quality and 

pace of implementation of strategies, the year started with reviewing activity 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 program has seen some achievements in 2013; however, several 

challenges have also emerged. While the achievements were real and solid, some of the 

challenges have a potential to jeopardize the objective of stopping the circulation of wild polio 

virus in Afghanistan by the end of 2014. 

 

Afghanistan reported total of 14 cases in 2013 compared 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 Nangarhar) while one case each reported from the 

Southern and Central Regions. This is a different pattern than 2012 when most cases were 

reported from Southern region of the country. No Polio cases were reported from Southern 

region for almost one year preceding November 2013. However, program had a setback with 

reporting of one case from Nad Ali district of Helmand province of South Region. Isolation of 

this virus shows that it had maintained a low level of circulation and remained undetected for 

almost 12 months. This underscored the need for enhanced AFP surveillance sensitivity in 

difficult and security affected areas.  

 

Aggressive timetable of Supplementary Immunization Activities (SIAs) including Short Interval 

Additional Doses (SIADs), increased access through 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 probably contributed increasing the population immunity in South as 

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

7% in Kandahar. This improved immunity resulted in a remarkable decrease in cases from 
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Southern region. However, despite the progress in Southern region in 2013, the case 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 challenge 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 re-infections in Eastern regions were closely linked with the 

ongoing outbreak in the neighbouring parts of Pakistan. Persistent inaccessibility in parts of 

Kunar and Nuristan provinces and a decline in quality of campaign in these provinces indicate 

the probability of establishment of circulation of poliovirus in the region with risk of spill over to 

other parts of the country.  

 

Afghanistan revised the countryôs National Emergency Action Plan (NEAP) for Polio 

Eradication to address the changing epidemiological situation and newly emerging challenges. 

NEAP was revised through consultative process with all partners and provincial teams in the 

light of recommendations of Technical Advisory Group (TAG) meeting held in December 2012 

and reports of the Independent Monitoring Board (IMB).  Main objectives of the NEAP were to 

interrupt the poliovirus circulation and stop Vaccine Derived Polio 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 six priority areas of interventions were identified, which are; revise 

the list and enhance focus on low performing districts (LPDs), design strategies to reduce the 

number of missed children, re-focus communication to increase community demand for 

vaccination, strengthen program management and accountability, maintain sensitive AFP 

surveillance and increase routine EPI coverage. High level political commitment and ownership 

and translating it down to sub-national levels with sense of urgency and quality were identified 

as key principles for successful implementation 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 1 is yet to be achieved. There has been no evidence of polio virus 

circulation in North, North-East, West, South-East 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 after an intense series of vaccination campaigns as case response. 

Circulation of cVDPV was stopped as shown by non-occurrence of any cVDPV cases for the last 

9 months. The objective in Southern region is partially achieved as one case of Polio was 

reported after almost one year. The interruption will be assessed within 4 months following the 

case from Nad-e Ali, thus in the 1
st
 quarter of 2014. The objective which is yet to be achieved is 

to stop the outbreak in Eastern region, particularly in Kunar province.   
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PEI program started the year by relabeling the High Risk Districts (HRDs) as Low Performing 

Districts (LPDs) as recommended by November 2012 TAG. In addition, a thorough exercise was 

conducted to revise the list of LPDs, considering both internal and external in identification of 

LPDs that would be the focus for all key interventions. As a result 11 districts were indicated to 

be LPDs, all of which were located in the Southern Region. An additional 20 districts appeared 

as 2
nd

 priority LPDs with a breakdown of 8 in the South, 5 in the East, 4 in the South East and 3 

in the West. In June 2013, the list of LPDs was re-visited as per the emerging epidemiological 

trends to take into account new developments. 

 

Another significant development was to initiate the Lot Quality Assurance Sampling (LQAS) in 

April 2013, a scientific survey methodology to check the vaccination status of under-5 children 

within an interval of confidence. LQAS has enabled better understanding of the vaccination 

coverage of campaigns in various places. In most areas the LQAS methodology indicates much 

lower coverage compared to the Post Campaign Assessments (PCAs).  

 

The AFP surveillance has received priority throughout the year in terms of strengthening the 

system and avoiding loopholes. In addition another new intervention was initiated in Kandahar 

city of the Southern Region to detect any possible of circulation of wild polio virus in the 

environment. The aim of environmental surveillance was not only to detect the wild virus in the 

sewage system but also to determine the possible routes of transmission. Most of the AFP 

surveillance indicators meet the globally set standards at national and sub-national levels except 

the detection of AFP cases within 7 days in Southern region, which is 74% while rest of the 

regions have more than 80% cases detected within 7 days.  

 

Polio program has successfully conducted 2 external reviews; one on Vaccine and Cold Chain 

Management for Polio campaigns and the second one on Communication with the participation 

of reviewers from various organizations. In addition, an internal review of Permanent Polio 

Teams (PPTs) was conducted. 

  

The year 2013 has witnessed several key interventions and innovative approaches albeit a hectic 

schedule of implementation of activities. Amongst them were the start of Re-visit strategy in 

South, establishment of Presidential Focal Person for Polioôs Office and a Polio High Council 

functioning within, establishment of the Polio Control Rooms at National Level, 2 provinces 

each in South and East region and in LPDs of the Southern Region.. Efforts to improve 

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

launch of Polio Info system. Initiatives for improving immunity, other than campaigns included 

expansion of PPTs, additional district 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 significant decline 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 respond to the new epidemiological developments and 

emerging trends. However, it is yet to tackle the 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 due to management related 

problems, threat to safety and security of polio field workers by both sides to armed conflict, 

government and anti-government elements (AGEs) alike. 

 

Immunization Communication Network (ICN),  set up to support polio eradication program 

through social mobilization, focuses on increasing demand and ownership and reducing missed 

children due to refusals and children missed due to being sleeping, sick or newborn (SSN) 

through evidence based local level communication interventions. The new shift is to promote 

routine immunization and other health interventions that directly affect eradication efforts 

including exclusive breast feeding and hygiene practices. The ICN expanded to ensure social 

mobilizers are placed in all the clusters within the LPDs. Standard operating Procedures (SOPs) 

that included revised ToRs for all categories of ICN was also developed and rolled out. By the 

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

 

One of the key interventions piloted in 2013 was Direct Disbursement Mechanism (DDM) with 

the aim to ensure transparency and to avoid any delay in the disbursement of financial 

entitlements of SIAs service providers. New financial payment mechanisms have been put in 

place in seven pilot districts.  The new mechanism bypasses several layers by directly making the 

payments to the Cluster Supervisors through a bank transfer for the supervisors and the 

volunteers that they supervise. Though some challenges were faced during the pilot phase of 

DDM, corrective measures have since been identified and are being implemented. This 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 Immunization Days (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 LPDs. Program 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 micro-plans, communication towards demand generation and placing additional HR 

for the technical support and their trainings will be important activities in 2014. Also in line with 
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the endgame strategic plan, PEI network will be engaged to strengthen routine EPI by adopting 

focused and measurable approaches. IPV will be introduced in the routine immunization 

schedule as a single dose in addition to the 3rd dose of OPV and Penta-3 in the first half of 2015. 

IPV will also be used during the August NIDs in 2014 in 11 LPDs in 3 provinces in the Southern 

and Eastern Regions with a target population of 448,665 under 5 children.  
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1. Introduction  

Afghanistan is comprised of 7 

regions and 34 administrative 

provinces (Fig 1) which are 

subdivided into 399 districts, 

the lowest administrative units. 

Although South and West are 

the largest regions area-wise, 

Central, Eastern and parts of 

Western & Northern regions 

are among the most densely 

populated areas of the country.  

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 AFP surveillance is almost 17 million in 2013.  

Polio Eradication Initiative (PEI) Afghanistan follows structure of the country but for the 

purpose of operations, monitoring, evaluation and reporting, each district is further divided into 

smaller and well demarcated sub-district level geographical areas called ñClustersò. Cluster is the 

smallest operational unit for PEI service delivery within a district. 

 

1.1 Polio Eradication 
Service Delivery Structure 
Afghanistan  
 

National, Provincial, District 

and Sub-district level PEI 

service delivery structure is 

designed (Fig 2) with well-

defined roles and 

responsibilities. National and 

provincial EPI management 

teams are present at country 

and provincial levels having 

representation from EPI, 

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 

responsible for implementation, supervision and monitoring all immunization activities including 

PEI. 

 

For Supplemental immunization activities (SIAs) which include National Immunization Days 

(NIDs), Sub-National Immunization Days (SNIDs), case response and Short Interval Additional 

Doses (SIAD); micro-plans are developed by dividing districts into clusters. Each Cluster is 

managed by a Cluster Supervisor, supervising 5-6 vaccination teams; each team consists of two 

members, termed as volunteers. There are 4684 clusters supervisor and almost 52,000 volunteers 

to approach house to house to administer Oral Polio Vaccine (OPV) to children below 5 years of 

age, in each vaccination campaign. At district level, there are district coordinators (on average 

there are 1 coordinator per 5-7 supervisors) and campaign monitors. There are 875 district 

coordinators and 1,688 monitors to monitor the activities during campaign and assess the 

coverage after the campaign (Table 1). Additional human resource is engaged for polio 

communication activities in Southern, South-Eastern and Eastern region including 71 district 

communication officers, 308 cluster communication supervisor and almost 3,600 community 

mobilizer. In summary, more than 63,800 workers are involved to deliver vaccination services 

during NIDs 

 

In selected low performing districts (LPDs) of South, South-East and Eastern region, the 

management and operational system is further strengthened by constituting District EPI 

Management Teams (DEMTs) in which District Coordinator is supported by District Polio 

Officers and District Communication Officers.  
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 Routine EPI services are accessible to almost 80% of Afghanistan population through a wide net 

of >1400 vaccination sites established at district and sub-district levels and are served 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 and community-based reporting volunteers. Each 

district has at least one Focal Point who 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 

community-based reporting volunteers (RV) including pharmacists, traditional healers, Shrine 

keepers, General Practitioners and Mullahs. The RVs are responsible for case notification and 

their referral to the concerned FP. There are 578 focal points, almost 1100 Active Surveillance 

sites, over 1500 Zero Reporting sites and over 16,000 community-based reporting volunteers all 

over the country. WHO supports this country network through 76 Provincial Polio Officers 

spread in various provinces and districts of the country. 

 

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 levels. WHO is responsible 
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for technical assistance, trainings, micro-planning, post campaign assessment surveys, data 

analysis and report writing. UNICEF supports the communication component of campaign, 

procurement of vaccines and other logistics. MoPH is also responsible for field implementation 

of SIAs 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 implement the house to house 

vaccination activities 

 

WHO supports the 

Ministry of Public 

Health through a 

country-wide 

network International 

and National staff, of 

which majority is 

field based.  Each 

regional team 

consists of 

International Medical 

Officer, Regional 

Polio Officer (RPO), 

Assistant Regional 

Polio Officers 

(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 SIAs 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 support the SIAs operation. There 

are 10 Medical Officers, 9 RPOs, 9 ARPOs, 76 PPOs and 39 DPOs distributed in various parts of 

the country to carry out polio eradication activities (Fig 3). In 2013, WHO also recruited 

Provincial PEI Coordinators in 4 key provinces in South and West (Kandahar, Helmand, 

Uruzgan and Farah provinces) with the aim to strengthen management and provide technical 

support in these key provinces.  
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UNICEF  has a team of seven International and four national staff at country level. Also 

communication officers are deployed in South, East, West and South East regions of 

Afghanistan, supporting communication/social mobilization activities at the regional, provincial 

and district levels. As part of the Immunization Communication Network (ICN), 7 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 total 

of 14 cases in 2013 

compared 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 

Nangarhar) while one case 

reported from  each of the 

Southern and Central 

Regions. This is a different 

pattern than 2012 when 

most cases were reported 

from Southern region of the 

country. All cases were P1 and Afghanistan has not seen any P3 since April 2010. Compared to 

last year there has been more than 60% decrease in the number of cases while compared to 

previous year (2011) the reduction has been quite significant at more than 80% (Fig 4) 

 

2.2 General Characteristics of Po lio cases in 2013:  
 

Twelve out of 14 confirmed polio cases (86%) were young children of age less than 2 years. 

Median age of the cases was 18 months with range of 7-48 months. Male and female cases 

reported in equal proportion. Five cases (36%) did not receive any dose of OPV ñzero doseò; 

neither through SIAs nor through routine. Median number of OPV doses received by the cases is 

4 compared to 2 in 2012. It is important to mention that 11 cases (79%) 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 60-day 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 rest of the 11 cases 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 in Afghanistan shows that all 12 

cases reported from Eastern region belong to R4B sub-cluster 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 cases were 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 sub-cluster which has not been detected in since last many years; again 

indicating a sporadic 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 keep low level circulation in a localized geographic area and remain undetected for 

almost one year.    

   

2.3 Population Immunity:  

 

Vaccination status of AFP cases, 

immunization coverage in SIAs 

and distribution of Zero Dose AFP 

cases are used as the proxy for the 

population immunity in the various 

regions of the country.  

 

The proportion of 'zero dose' 

among all AFP cases (who did not 

receive any OPV dose, neither 

routine nor SIAs) of age less than 

60 months was 5.4% nationally in 
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2011 and reduced to 4.8% in 2012 and 2.1% in 2013 (Fig 5).  

 

Stratifying this age group by region shows that in Southern region, the proportion of zero dose 

AFP cases was highest and was 19.3% in 2011 and reduced to 17% in 2012 and 5.5% in 2013. In 

Eastern region, the proportion of zero dose AFP cases was highest and was 1 % in 2011 and 

increased to 3.1% in 2012 and 7.7% in 2013.Most of the zero dose case in Eastern region are 

reported from Kunar province where the proportion increased from 10% in 2012 to 28% in 2013. 

Proportion of Zero Dose AFP cases is showing a declining trend in Southern Region during 

2011-2013 but there is an increasing trend cases in Eastern region. Overall vaccination status of 

AFP cases in rest of the regions shows consistent quality of immunization.  

 

Post-campaign coverage 

assessment (PCA) analysis in 

the recent SIA rounds in 2013 

shows that Quality of 

campaign in southern region  

shows steady improvement 

while the quality of campaign 

in Eastern region is on 

decline. Campaign coverage 

in Central, Northern and 

North-East is consistently 

high quality (Fig 6)  

 

Routine EPI OPV doses 

analysis for the non-polio AFP cases of age 6-23 months who received 3 or more OPV doses 

through routine EPI was 59% 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 population immunity indicates improvement in 

Southern region but routine immunization coverage of lower than 30%, presence of zero dose 

cases and still 15-20% of districts has SIAs coverage lower than 80%, indicates existence of sub-

groups of population where immunization 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 shows that most of the other 

regions in the 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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2.4 Polio Compatible Cases: 

 

In addition to the confirmed polio cases, there were 4 AFP cases in 2013 which were labelled as 

Polio Compatible by National Expert Review Committee (ERC). ERC is an independent and 

voluntary group of Paediatriciansô, Neurologist, epidemiologist and microbiologist. ERC meets 

every month to review and classify all AFP cases that had inadequate specimens and have 

residual weakness in 60 days follow up. There were 3 cases from the Southern Region; one from 

Nehri Saraj of Helmand, one from Shahwalikot district of Kandahar and one from Qalat district 

of Zabul and 1 from Watapur district of Kunar Province in the East. All 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. Reporting of compatible cases also reflects on the gaps in the 

surveillance in these areas. 

 

2.5 Circulating Vaccine Derived Poliovirus type 2 (cVDPV2): 

 

Afghanistan reported 3 cases of cVDPV2 in 2013. All the three reported from Southern region. 

Two of the cases were reported from Nad-e Ali District of Helmand in January and February, 

both of which with multiple doses of OPV, while 1 was from Shahwalikot of Kandahar in 

March, which was zero dose OPV. No cVDPV2 is reported since March 2013. Compared to last 

yearôs 11 cases 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 (Immunocompromised VDPV) 

phenomenon was also seen in Afghanistan in 2013 when one case was reported in October from 

Mazar-I Sharif of Balkh province in the Northern Region. The child was fully immunized both in 

routine and multiple doses of SIAs but apparently developed some serious illnesses including 

immune deficiency.  

 

2.6 Key Epidemiological gains, challenges and risks by region: 

  

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

not report polio case for almost a year until a case was confirmed from Nad-e Ali District of 

Helmand Province. The first and only case from the Southern Region was revealed to be an 

orphan, which 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 to Cluster R4B, a 

common cluster shared with Quetta bloc of Pakistan, which was later isolated from the 

environmental sampling from the latter as well. Compared to years of 2011 and 2012 during 
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which 62 and 22 cases were reported respectively, Southern Region has made remarkable 

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 Region was able to stay polio free in majority parts of the 

region. The frequent and numerous mop-up 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. Southern 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. Districts like 

Kandahar, Maiwand, Spin Boldak, Nad Ali, Nehri Siraj, and Lashkargah which reported most of 

the cases during 2011-12 showed improved vaccination coverage in 2013 and achieved almost 

90% coverage in most of the campaigns held during 2013. However, districts Shahwalikot and 

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 reduced from 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 strategy aimed at administering additional doses of OPV to children living in key reservoir 

areas within the LPDs. PPTs covers 70% target of 11 LPDs.  According to the assessment carried 

out in October 2013, 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 Vaccination Teams at entry and exit points of the 

difficult districts in Kandahar and Helmand are vaccinating almost 43000 children per month. 

 

Aggressive timetable of SIAs, SIADs, increased access through negotiation, additional 

vaccination activities like PPTs and 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 Helmand and from 19% to 7% in Kandahar. This improved immunity resulted in 

this remarkable decrease 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 in Shahwalikot, Maiwand and parts of North 

Helmand. Also, though reduced, 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 International Security Forces and transition phase after the countryôs election continue to pose 
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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 region and this risk is further 

compounded by very low routine immunization coverage ranging between 10%-30% in various 

parts of this region.  

 

Eastern Region borders those areas of Pakistan where large and uncontrolled outbreak 

continues.  Out of 14 cases 12 were reported from the Eastern Region; 7 from Kunar and 5 from 

Nangarhar provinces. Following that very first case there has been multiple re-infections from 

Pakistan to the Eastern Region. The situation in the East has become more complex when the 

virus started establishing itself and circulating domestically. Watapur district 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 Lalpoora of neighbouring Nangarhar province. 

Chapadara district of Kunar province reported one case, which appeared to be new infection 

while 1 case from each of Khas Kunar and Narang districts of Kunar were linked to the earlier 

cases within the province.  

 

Kunar is one of the worst and complex 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 throughout the 

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 same pockets were being missed over 

and over again without gaining access over a long period of time. Watapur district of Kunar from 

where 4 cases were reported in 2013 was only partially accessible and the vaccination coverage 

never exceeded 40% throughout the 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 pockets of 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 overcoming 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 transmission in bordering areas of Pakistan there is high risk of multiple re-infections 

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, if not controlled, poses risk 

of spill over to other parts of the country.  

 



19 | P a g e 

 

South-Eastern Region: No cases were reported from the South-Eastern Region in 2013. 

However given the fact that there were cases confirmed from the Region in 2011 and 2012 plus 

the ongoing large outbreak in bordering North-South 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 LPD-2 district Jadran from Paktia province which in fact 

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 less travellers between Pakistan 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 movement of Nomads between Pakistan and 

Afghanistan and conducted special campaigns targeting the Nomad population during which 

2,069 children of under-5s were vaccinated in one month. Also campaigns were conducted for 

special population groups such as Bandaôs, Seasonal migrants and IDPs and as a result 121 

Teams in 52 districts vaccinated 33,842 children of under-5 years 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 end year, 

including west, which had reported cases in 2011 and 2012. North 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 remained polio free up until 

then. Sub-District 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 Onset on 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 the virus wouldnôt establish itself and cause new 

infections. 

 

The last case of 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 from and to Kabul across the country. Kabul city 

has not confirmed any cases since 2002. 

 

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

during 2013  

 

PEI Afghanistan revised the countryôs PEI National Emergency Action (NEAP) to cope with 

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 light of recommendations 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 region and to prevent 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 strategies to 

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 commitment, ownership and 

translating it down to sub-national 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 to achieve 2 

objectives, 1 partially achieved and 1 yet to be achieved.    

 

Objectives achieved: 

¶ There has been no evidence of establishment of polio virus circulation in North, North-East, 

Western, South-Eastern 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 after intense series of vaccination as case response.  

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

 

Objective partially achieved: 

¶ 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 interruption will be assessed within 4 months 

following the case from Nad-e Ali, thus in the 1
st
 quarter of 2014. 

 

Objective yet to be achieved: 

¶ The ongoing outbreak in the Eastern Region continued in the 3
rd

 and 4
th
 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 the Provincial 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 from 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, zero-dose AFP, SIAs coverage, average level of awareness and 

reported 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 South, 5 in 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 

revised as 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 of 9 in the Southern, 21 

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

years.  

 

¶ An aggressive timetable of vaccination campaigns were scheduled and conducted in the 

LPDs. The Southern Region LPDs carried out a total 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 passages of SIADs and case response campaigns.  

 

¶ Permanent Polio Team Strategy (PPTs) covers 70% target of 11 LPDs.  According to the 

assessment carried out in October 2013, 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. 

 

¶ 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 

affected districts of Kunar vaccinating almost 4000 children every month. 

 

 

¶ In each of the low performing districts in Southern region, District EPI Management Teams 

(DEMTs) are constituted as part of structural and functional reforms to improve and 

strengthen SIAs management and service delivery at district and sub-district levels. 
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¶ In order to enhance the capacity of provincial and district mid-level SIAs manager formal 5-

day training sessions were conducted in the Sothern and Eastern Regions.  

 

¶ An accountability framework, with tasks to be performed and key 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 plans were revised and updated for most of the clusters in Southern 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 took place in 

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 achieved coverage of above 80%, particularly in the second half of 2013. However, 

Shahwalikot, Khakrez, Panjwai districts in Kandahar while Marwara, Watapur, Chapadara 

and Sarkani districts of Kunar province, which reported most of the cases in  2013, did not 

show any improvement and continue to have sub-optimal coverage (Table 2).   
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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. There are two main reasons for 

children missed in these regions; First  group is of 10-15% children who were not accessed due 

to insecurity and secondly 85-90% 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 

 

¶ 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 negotiated  with various parties of conflict to ensuring safety and 

security of field staff 

 

¶ Engaging ICRC in access negotiation at national and provincial levels through regular 

meetings with Anti Government Elements (AGEs). Regular meetings were held at ICRC 

Kandahar before each campaign. However, the ICRC influence in Kunar province 

remains limited.  

 

¶ Local level access negotiation through local access negotiators from within the 

communities has also been important component for staff safety and improving access 

 

¶ Systematic data collection, mapping and listing the reasons for inaccessibility is used to 

monitor the progress.  

 

¶ Proportion of inaccessible children has declined in Kandahar, Helmand and LPDs of 

Southern region significantly but is on rise in Kunar province (Figure 7). 

These efforts has been very effective in southern region in reducing the number of inaccessible 

children where inaccessible children reduced from 52,377 in February 2013 to 10,579 in October 

2013, an 80% reduction. However the achievement remained fragile and varied from one round 

to another. Meanwhile these strategies are yet to make any impact in Kunar and parts of Nuristan 

province of Eastern region, where number of different groups are operating and are very hardline 

opinion on allowing 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 open or silent refusals (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 regions. Children not vaccinated because they were absent or new-born/sleeping 

indicates towards another challenge of community demand.  

 






































