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 Since 2015, the Global Polio Eradication Initiative (GPEI) has published SOPs for
responding to a poliovirus outbreak

Last updated in 2022, OBR SOP Version 4.0

* Since 2022;

Updated SAGE recommendations for vaccine use in outbreaks
OBR SOP 4.0 addendum released in 2025
GPEI Strategy 2022-2026 extended through 2029

nOPV2 shifted from EUL to PQ and became the vaccine of choice to respond to type 2
outbreaks

Findings from analytical work highlighted where improvements could be made

Need to clearly define and shift response approaches for “new” outbreaks versus
“persistent” outbreaks




IS IS NOT

* an Update * an Overhaul
* a high-level overview of key fundamentals, * detailed on “how to” conduct activities
activities, and timelines to respond to a polio « references existing documents and tools that
outbreak provide details to operationalize activities
* applicable to most polio outbreak situations * guidance to operationalize the GPEI Action Plan
* rare or specific situations may not be 2026
addressed in this SOPs and will be taken up * guidance and recommendations in the SOPs
separately on a case-by-case basis by GPEI are from the perspective of what it will take to
technical experts to provide further guidance interrupt transmission and confirm with high
and clarity on next steps. confidence that virus transmission as been

interrupted.
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The OBR SOP Task Team
was formed in Aug 2025
to update the SOPs

Members and liaisons
divided into small writing
groups to update 19
topical areas
* Writing groups brought in
additional technical
experts

Project coordinators led
overall writing process and
ensured technical accuracy

Editor finalized language,
style, layout, and ensured
unified voice for the SOP
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Fig. 1. Overview of the outbreak response SOPs (2026)
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geographies
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Roles and
responsibilities
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and obstacles: catch-up vaccination
plan and implement
improvements;
\_ Y, g J monitor progress \ /

Breakthrough transmission
Timeframe:
any time after the initial outbreak vaccination response

Annexes
Operational details and/or further elaboration on activities or topics introduced in the
main body of the SOPs. Designed as job aids to be user-friendly, wherever applicable.

EPI = Essential Programme on Immunization; OBRA = outbreak response assessment; SOPs = standard operating procedures; WHO = World
Health Organization.
Source: WHO
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* Two-page summary

* High-level overview of

Priority actions and standards for a polio
outbreak

Topics addressed in the SOPs

New and revised guidance since the last
OBR SOP

Version 5.0: new and revised guidance
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This fifth version of the SOF, published in 2026, includes new and revised guidance that will be critical for

all polio-outbreak countries to consult, regardiess of

/ﬁif Revised standard of practice

The recommended number of maior larne-seale

EXECUTIVE SUMMARY

Since its first publication in 2015, Standard operating procedures: Global guidance for responding
to a poliovirus event or outbreak has provided guidance to countries on how to respond in a timely,
effective manner to a high-risk event or outbreak of poliovirus. With the release of a new and revised
fifth version, the Global Polio Eradication Initiative (GPEI) has updated this essential tool to reflect
the latest developments within broader epidemiological, virologic and operational contexts.

These standard operating procedures (SOPs) outline priority actions that must urgently be taken by national
governments in collaboration with the GPEI for any high-risk polio event or outbreak. In the context of an
outbreak, the SOPs set a goal of stopping poliovirus fransmission within 120 days (or four months).

Snapshot of priority actions and standards for a poliovirus outbreak

Initiate an investigation.

Conduct a risk assessment and grade the outbreak.

Begin developing (or update) a national polio outbreak response plan (NPORP).
Declare an outbreak (or high-risk event) as a national public health emergency.
Plan and submit a finalized vaccination response plan.

Launch the initial outbreak vaccination response.

Complete three large-scale vaccination campaigns.

Q@B |»|Es|0

Country ownership, GPEI support: Ultimate ownership and accountability for a robust, comprehensive
response rests with national authorities, whose strong leadership must be maintained throughout the
response effort. Poliovirus high-risk events and outbreaks bring national governments and the GFEI into
active collaboration and coordination. Depending on the scope and scale of the outbreak and the country’s
capacity to respond, the GPEI will provide support that can include technical assistance, response
coordination, advocacy or financial and logistical support. In cases of weak country capacity or a high risk
of international spread, the GPEI may alsc quickly deploy a technical liaison and arrange for the longer-
term deployment of a multidisciplinary team of regional and global experis whose specialized skillzets can
strengthen the response. Outbreak response efforts at the global level are led by the GPEI Outbreak
Response and Preparedness Group (ORPG), in close coordination with the relevant regional offices and
regional outbreak response mechanisms.

The SOPs provide guidance on topics that include:

* When is a vaccination response warranted for a poliovirus detection?

» Which vaccines should be used and how can they be requested?

= Which vaccines should be administered in cutbreaks with the co-circulation of multiple types?

» What is required to complete a successful initial vaccination response to a poliovirus outbreak?
» How does a gender-responsive approach to vaccination campaigns create a stronger response?
* How does surveillance need to be enhanced to support detection and inform response plans?

+ How does social and behavioural change improve response quality and reach?

* Why do some outbreaks persist? How can underlying issues and failures be resolved?

» What tools help to assess whether the outbreak is on the path to interruption?

= What criteria must be met to declare the closure of a poliovirus outbreak?

= How can population immunity continue to be strengthened to prevent a future risk of outbreaks?

what point they are at in their response efforts.

/ Latest vaccine guidance

Guidance is provided on when the inactivated
polio vaccine (IPV) can be used in conjunction
with the oral polic vaccine (OPV). For countries
with outbreaks of more than one type, guidance
is also provided on concomitant administration of
the bivalent oral polio vaccine (bOFV) and the
novel oral polio vaccine type 2 (nOPV2).

ﬂ Failures in response efforts

To more effectively respond to outbreaks, new
guidance is provided to support countries in
identifying the underlying failures that contribute
1o a persistent outbreak. These include: a failure
of response, a failure of scope and a failure to
respond. More than one type of failure may be
contributing to persistent transmission. Added
guidance is also provided on conducting in-depth
reviews to uncover drivers or root causes.

@ Expanded guidance for all countries

In recognition of recent detections in countries
that exclusively use IFV in routine immunization
programmes, the SOPs now include guidance
for IPV-only countries. Recommendations cover
which detections warrant invesfigation, when
OPV may be recommended, and how countries
should investigate detections of type 1 or type 3
in settings where bOFPV has not been admin-
istered in the preceding four months.

responding fo a poliovirus event or outbreak, referred
ent." The SOPs undergo review every six months with
required. To ensure response efforts incorporate the
a range of materials on topics covered by the SOPs
companion document, available on the GPEI website,
utbreak response strategies.

F




Purpose: To provide guidance to
countries to respond in a timely and
effective manner to a poliovirus event
or outbreak with the specific
objective of interrupting poliovirus
transmission within 120 days of
confirmation.

Audience: National governments and
public health decision-makers who
coordinate responses to poliovirus
events and outbreaks so they may
take quick and decisive actions.

The SOP will also be useful for their
country-level, regional and global
partners.
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Scope: Establishes response
standards and timelines for
responding to:

- WPV1 importation in a non-endemic
country

- outbreaks of any type of circulating
vaccine-derived poliovirus (variant
poliovirus Type 1, 2 or 3) detected anywhere

- vaccine-derived poliovirus (VDPV) events

Out of scope: WPV1 due to local
transmission in an endemic context
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* As a global guidance, contains a wealth of information but not all sections may be relevant
to a particular outbreak.

* The different approach for a “new” outbreak versus one that “persists” is clearly defined
and mapped in the SOP.

» Refer to Table 2 on sections to review based on your country’s outbreak status.

Table 2. Relevant sections based on a country’s current polio status

Current polio status Section(s) to read
Poliovirus detected, yet to be classified
as an event or outbreak

Newly classified outbreak or high-risk  Response fundamentals

event New outbreaks: after Day O
Response fundamentals (refresher)
New outbreaks: after Day O
Ongoing outbreak (>180 days) Response fundamentals (refresher)

Persistent outbreak Persistent outbreaks: beyond Day 180

Response fundamentals

Ongoing outbreak (<180 days)



http://_1._Response_fundamentals
http://_1._Response_fundamentals
http://_2._New_outbreaks:
http://_1._Response_fundamentals
http://_2._New_outbreaks:
http://_1._Response_fundamentals
http://_3._Persistent_outbreaks:

Start of each chapter

* Procedures (i.e., key action items) are
listed.

Annex A. Summary of the standard procedures

Table A1 provides a high-level overview of the procedures outlined in this fifth version of Standard operating
procedures: Global guidance for responding to a poliovirus event or outhreak.

Table A1. Standard procedures for polio outbreak response

Detection, notification and investigation

What actions must immediately be taken in a new outbreak

Procedures

- Immediately report any notifiable poliovirus per International Health Regulations (2005) to the
IHR focal point in the respective WHO regional office.

Initiate an investigation within 24 hours of receipt of any laboratory-confirmed poliovirus.
Describe the polio case (or environmental isolate), including the local context and social profile.
Determine the geographic extent of poliovirus transmission.

il

1. O
2. O
3. O
4. 0O

Immediately report any notifiable poliovirus per International Health Regulations (2005) fo the IHR
focal point in the respective Werld Health Organization (WHO) regional office.

Initiate an investigation within 24 hours of receipt of any laberatory-confirmed poliovirus.
Describe the polio case (or environmental isolate), including the local context and social profile.

Determine the geographic extent of poliovirus transmission.

Rizk agsessment

5 a
6 ]
7 m]

Perform a risk assessment if poliovirus is isclated from an uninfected area.

Prepare to present inifial investigation findings to regional and global polic outbreak respense
groups within 72 hours of receipt of sequencing result or cutbreak confirmation.

Continue to update the risk assessment as new information becomes available.

Vaccination response

* A checklist of all chapter procedures is
summarized and included in Annex A
(image to right)

& 0

9 0O

0. 0O
1. O
12. 0

Plan an effective and timely vaccination response with an appropriate number of supplementary
immunization activities (S1As), an adeguate scope and high-guality campaigns.

Choose the most appropriate type-specific peliovirus vaccine. For concurrent fransmission of
more than one type, follow recommendaiions for concomitant or sequential use of polio vaccines.

Develop and validate community-level microplans in accordance with local gender norms to
opfimize vaccination of the target population.

Identify breakthrough transmissicn and respond accordingly.

Adhere to vaccine management and reporting requirements for the novel oral polic vaccine type 2
(nOPY2), if applicable.

Surveillance enhancements

13. O
14. O
15. O
16. O

Immediately notify all national and subnational offices about the polic outbreak or event.

Enhance the sensitivity of polio surveillance systems to detect any further poliovirus transmission
within and beyond the outbreak zone.

Include surveillance enhancement activities in the national polic outbreak response plan
(NPORP).

Implement strategies for detecting poliovirus in special populations orinaccessible areas.
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End of each chapter

. Resources
°
Ad d |t|0 na | resources fO r . Microplanning for Polio Supplementary Immunization Activity
: H : . GPEI Resource Hub — Supplementary Immunization Activities
presentEd tOp|CS IS IISted * . Field Manual: Assessing Vaccination Coverage Levels Using Clustered Lot Quality
. Assurance Sampling
o DOCU me nts are hype r‘I N ked . . Bc::‘st Practicl:e for IV_Ionitori_ng Fhe Qua[ity of F.’olio Era_dication Cam!:)aign Perfo.rma.nce
. Microplanning for immunization service delivery using the Reaching Every District
* Simply clink on the title to (RED) strategy. _ o
. . Briefing Note: Considerations for Integrating Multi-Antigens & Other Health
be di rectly connected to Interventions to Support Polio Eradication
the external resource. . Catch-Up Institutionalization Assessment Tool

o Missed Opportunities for Vaccination (series)
o Planning Guide to Reduce Missed Opportunities for Vaccination
o Methodology for the Assessment of Missed Opportunities for Vaccination
o Intervention Guidebook for Implementing and Monitoring Activities to Reduce
Missed Opportunities for Vaccination
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Definitions and cross-cutting topics that are

relevant to all poliovirus detections, including
outbreaks
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Table 4. Definitions of polio cutbreaks and events

a. Detection of one isolate of WPV or cWVDPV in @ human sample
(AFP case contact haalthe childy withoot travel hictore to an
infectec Table 3a. Categories of poliovirus isolates and their definitions

H%ST 3 1 1 H 1 1. Detection of WPV
* Definitions of poliovirus types, poliovirus NPV uth |
1 H Paolio evidence of local > E:‘.tﬂifrl‘: 1 d Iio\riruses The natural virus that causes paralysis, particularly in young children. The eradication
outbreak and events included in tables R eq  fnsmissionina  Srron [1 e e e

[:cluntry previnusl'g,r type 3 policvirus materials may be found in laboratories, research facilities and vaccine

type-specific free two mo manufacturers where their use, handling and storage must conform to strict biosafety
. . o, e for =12 th 3 C Detectii and bi ity Wild poliovirus type 1 (WPW1) fransmission continues in
[ ] SI Ight Cha nges to ma ke defl n Itlons Clea rer ar monihs ) contact human populations in the final two endemic countries of Afghanistan and Pakistan.
in the o |2~ Vaccine viruses Sabin viruses are the live, attenuated poliovirus in oral polic vaccines (OPVs) used in
include: roufine immunization programmes, as well as preveniafive and outbreak response
£ 2. Importation event a. Delecy across the globe.
[ ] O n e Ch a nge tO n Ote ° Outb rea kS a re nOW Speclfl C . is the detection of contact Movel oral polio vaccine virus fype 2 (nOPV2) is an attenuated virus that has been
* - m authorized for use in response to circulating vaccine-derived poliovirus type 2
. . WPV or cVDPV in : g (cVDPV2) outoreaks since 2020. It was first used in March 2021 and gained WHO pre-
to the poliovirus type, not emergence group. acountypolio ¢ Wultpi uscaton s Do 223
’ t}‘ IJ'E-SIJECiﬂC free within 3 Sabin-ike (SL) viruses and nOPV2-ike viruses are vaccine viruses that have begun to
. . . . . for 212 months (genetii d ivll.arg.e Iru;[t)i;iﬂr lesp:c}ive)ospl\:" slldainob:’\l‘éora;‘;es.sel degree than a \;a(;l:;;dedﬁ.ved
it e md - oliovirus . see below). SL and n like viruses are common ed in
b AI m I S to S I m p l.lfy u n d e rsta n d I n g a n d Paolio with .'P""' Ev'd?nqe of 315 population and the environment following OPV use. However, iype%rSabin-Iike
. . « 9 events local fransmission virus (SL-2) and nOPV2-like virus should not be detected more than four (4) months
\it . Likewise, 1and 3 Sabi d Sabin-like vi SL-1, 5L-3) should not
communication of “outbreak e e e L S
3 MNew VDPV contact immunization programmes.*
1 ’ : § 3. Vaccine-derived VDPV: i i trains that 1% di nt (=10 leotide diff fi
* A country may have up to four polio outbreaks detection with no __ VOPV. | 3 C0oeea VDR, hoes 1 and 3 amd 20 5% dvorpon (8 radoobl cllconco) oy 2 fome
. . . . ?"" SfCE O foca b.  Detecti Sls refered 1o 22 cormresponding reference Sabin sfrain in the VP1 gene region.’
. W PV 1 V P l T 1 transmission within a
at one time: , Variant Poliovirus Type 1, v § I

genetically linked to another VDPY.
2,0r3 |

Lo T — T T S T ST T

4. Facility- Table 3b. Cate go_ries of vaccine-derived poliovirus isolates ail_d_th;z_ir::le_fi_n_iii;;s“

[ ' [ [ [ A cocooy oennion |
* Wild-type and circulating vaccine-derived A Catcoory Definition
. : .. Circulating VOPYs VDPV demonstrating person-to-person fransmission based on evidence from human
0 l.l OVI r u S e S O u t b re a kS a re C la S S Ifl e d Dﬂ'!t‘-l — | (cVDPVs) and/or environmental detections of genetically linked viruses * cVDPV2-n refers
p polio specifically to a cVDPV that originated from nOPV2.
l M h events Immunodeficiency- VDPV isolated from individuals with evidence of a primary immunodeficiency disorder
S e p a rate y d e S p Ite t e S a m e S e rotyp e | associated VODPY (PID). Individuals with PID may have prolonged intestinal replication of the vaccine
5. Vaccing| (vDPv) viruses due to their inability to mount an adequate immune response to clear the virus,
leading to the development of IVDPY.
Ambiguous VDPV VDPV for which the VP1 sequence is not genetically linked to another VDPV sequence,
(aVDPV) and there is no evidence of PID. A VDPV sequence will be classified as ambiguous
¥ Travel history to an infectec based on laboratery results, epidemiclogical investigations and in communication with
AFP = acute flaccid paralysi: field teams and technical experts and laboratory staff at WHO headquarters and the
imrmunization activity; VDFWY WHO regional office.




* Response standards
summarized in a table

e Shift from a met/not
met to a stoplight
coloring scheme to
better assess response
performance and/or
raising the alarm.

Table 5. Outbreak response standard indicators

Indicator
Time to complete (or partially
complete) risk assessment

Time to declare outbreak a
national public health

Initial response time

Standard of practice is
3 SIAs but may be 2 SIAs per
risk assessment (RA)

Breakthrough transmission
response time

Effective spacing of SIAs

Time to interrupt transmission

Effective outbreak
vaccination response

GLOBAL
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Definition Optimal Caution Failed to meet Critically failed to meet
Time from Day O to risk Not applicable; tiering only
assessment received by ORPG <3 days >3 days and <7 days >7 days goes to “Failed to meet.”
RS R <7 days >7 days and <14 days | >14 days and <28 days >28 days

of PHE

Time from Day 0 to completion
of SIA3 (or SIA2 per RA)

3 SlAs <84 days from
Day 0

(2 SIAs <56 days per
RA)

3 SIAs completed
>84 and <180 days
from Day 0

(2 SIAs >56 days per
RA)

<3 SlAs completed within 180
days of Day 0

(<2 SIAs completed within
180 days of Day 0 per RA)
FAILURE TO RESPOND

No SlIAs completed >365
days of Day 0 with ongoing
virus detections
CONTINUED FAILURE
TO RESPOND

Time from Day 0 of

2 SlAs <56 days from

2 SIAs completed >56

<2 SlAs completed within 180
days of Day 0 of

No SlAs completed >365
days of Day 0 of

breakthrough transmission Day 0 of and <180 days from L breakthrough transmission
detection to start of second breakthrough Day 0 of breakthrough | Preakthrough transmission CONTINUSD FAILURE
breakthrough SIA transmission transmission FAILURE TO RESPOND TO RESPOND

Time from start of SIA1 to start >1 week and

of SIA2, and start of SIA2 to >4 weeks and <8 weeks | >8 weeks and <26 weeks >26 weeks

start of SIA3

<4 weeks

Time from Day 0 to the last
virus detection of the outbreak

<120 days from Day
0

>120 days <180 days
from Day 0

>180 days and <365 days
from Day 0

PERSISTENT OUTBREAK

>365 days from Day 0

PERSISTENT OUTBREAK
(CHRONIC OUTBREAK)

Time from completion of the
initial outbreak vaccination
response to last virus detection

The initial outbreak vaccination
response is composed of an
optional Round 0, major
vaccination response
campaigns (SIAs) and mop-up
campaign used to respond to a
new polio outbreak.

No virus detections
for >365 days after
completion of initial
outbreak vaccination
response

No virus detections for
>365 days after
completion of initial
outbreak vaccination
response and
breakthrough SIAs

Virus detection >21 and <365
days after initial outbreak
vaccination response and two
breakthrough SIAs

FAILURE OF RESPONSE

Virus detection >21 and <365
days after initial outbreak
vaccination response and
four breakthrough SIAs

CONTINUED FAILURE
OF RESPONSE

Day 0 = date of laboratory confirmation; IHR = International Health Regulations; ORPG = Outbreak Response and Preparedness Group; PHE = public
health emergency; RA = risk assessment; Round 0 = rapid response round; SIA = supplementary immunization activity; SIA1 = first supplementary
immunization activity; SIA2 = second supplementary immunization activity; SIA3 = third supplementary immunization activity.
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* The SOP articulates the roles and responsibilities:

* Ownership and accountability for a robust and comprehensive response

to a poliovirus outbreak belongs with the national authorities of a polio
outbreak country

* GPEl undertakes a range of activities to support country-led response, in
alignment with its mandate, technical expertise and available resources

* Areas of collaboration and coordination include political advocacy,
response coordination, budgets and financing, and vaccine cost
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Fig. D1: Prioritization of outbreak response activities in resource constrained environment

* The SOPs provide guidance designed to
Interrupt transmiSS|On and does nOt ta ke Focus on reaching missed children Focus on reaching
Into Consideratlon resource IlmltatlonS. with OPV. missed children age 0-5 years with OPV.

8. Deprioritize SIA(s) if only 3. Limited Round 0

* General considerations for prioritizing ES detection(s) F - d
. . . . . ocus on original purpose an
I | m |t€d I"eSO U rceS a I"e p rOV| d ed | n An n eX D, FEELS G sLTellenes MITIGATION restrict to new outbreak-affected

strengthening. Work with routine countries.
immunization partners to

increase IPV and bOPV
coverage, add IPV to 4. Reduce scope: NID to SNID

PIRIs and planned
campaigns, etc.

1. Drop IPV from SlAs 2. Maintain or reduce age group to 0-5

* The prioritization scheme is ordered from T Denrotize Saete
1 to 8 based on lowest to highest i no detections >180 days

Focus on surveillance

anticipated impact on interruption strengthening.

Focus on areas with
transmission and increase
speed and quality to stop
transmission.

6. Reduce breakthrough SIAs from 2 to 1 5. Reduce SIAs from 3 to 2

Focus on speed and quality

Y Focus on speed and quality to stop transmission

bOPV = bivalent oral polio vaccine; ES = environmental surveillance; IPV = inactivated polio vaccine; NID = National
Immunization Day; OPV = oral polio vaccine; PIRI = periodic intensification of routine immunization; SIA = supplementary
immunization activity; SNID = Subnational Immunization Day.

Source: WHO.
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Science-based and data-driven guidance and
recommendations with the best practices to
interrupt poliovirus transmission with 120 days.
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Table 7. Investigation of poliovirus isolates from humans and environmental surveillance

¢ G u |d ance on th e th ree C r|t| Ca | Part Investigation components Objectives
Part A 1. Detailed case investigation of a . Gather information to confirm the
Ste pS to be ta ke nu po n poliovirus isolate from an AFP case, event/outbreak and associated risks.
. : H Analyze the case or AFP contact or healthy child Identif ibl f
detection of a poliovirus environmental isolate onte el s ldenify|possible|sonres(o
and the local context 2 Investigation of the site of an isolate infection/causes of the event or outbreak.
: from environmental surveillance. i isti
1. Dete ction v _ . Determine the number and characteristics
& Description of the community context of cases and the local context for
2 . N Otlfl Cati on for any.detected isolate, regardless of environmental isolates.
source: o Formulate control measures
3. | nvestigation S ° population immunity; _(immunization a_nd_surveillance) to
. recent SIA performance; interrupt transmission and prevent spread.
° population characteristics, movement

Table 6. IHR notifiable polioviruses and poliovirus detections that must be investigated

Poliovirus detections that

must be notified under IHR (2005) Poliovirus detections that
must be investigated
as amended in 2014, 2022 and 2024
Part B 1. v___wpv v Wwpv
Determine the v VDPV (type 1, 2 or 3) v VDPV (type 1, 2 or 3)
. v Sabin2 / SL-2 viruses* from areas . . -
geographic extent of where Sabin OPV?2 has not been v Sabin2, SL-2 vaccine virus in an area where mOPV2 has not
transmission L used in the previous four months. been used in the four months prior to detection.
v Novel, and novel-like type 2 vaccine virus in an area where
° nOPV2 has not been used in the four months prior to detection.
v Type 1 or type 3 vaccine virus in an area where bOPV** has not
o been used in routine immunization or SIAs in the four months

prior to detection.***
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* Risk assessment reviews biological and
contextual characteristics, and risk of
spread

©o9%eo
* Discussions with global- and regional-level
partners will inform decisions including
Table 8: Risk elements to assess the potential for further poliovirus transmission

Risk element Example of risk factors (not exhaustive) ° |f a Vaccination response iS necessary

Virologic risk « High degree of genetic deviation from parent OPV; number and nature of
nucleotide changes; linkage to other virus(es); and expert interpretation by

virologists. i Va C C 18] e (S)
Contextual risk « Recent poliovirus detection or other sentinel events; sensitivity of AFP

surveillance system; population density; immunization coverage and population . ° N u m be r Of m aJ O r Ca m p a Ign S (i .e.

immunity; geographic access; conflict; inaccessible or hard-to-reach populations;

and population movement. . . . e e
» Previously experienced chronic polio outbreak or classified as consequential S u p p l.e m e nta ry Imm LI N |Zat| O n a Ct |V|t | eS)

geography (see Persistent outbreaks: beyond Day 180).

ransmission " bordet conict, ancmomeatonal ravel et o PP 1onS. CI0%E * Geographic scope and targeted age
group, especially for type 2 outbreaks




 Risk assessment will help inform
decision

* Consideration of factors that elevate
the risk of transmission and potential
for spread

* type of poliovirus; history of OPV use;
evidence of local transmission; travel
history; and facility-associated
exposure

Table 11. Situations that may warrant a vaccination response.

Vaccination response Situation

Required Outbreak: detection with evidence of local transmission.

. Event with high likelihood to evolve into an outbreak.

. Event in an area that historically experienced difficult-to-stop
Recommended L o

poliovirus transmission.

. Event in an area with major surveillance gaps.

. Isolated ES detection with low likelihood to evolve into an
Not recommended or outbreak.
of limited scope . Facility-associated events.

(with continued monitoring) . iVDPV detection with no evidence of local transmission.
° aVDPV with none of the above criteria.

Fig. 5. Polio events and outbreaks that warrant a vaccination response
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Vaccination
response

Vaccination may
be recommended

Mot recommended
or limited scope

Vaccination
response

Vaccination may
be recommended

Mot recommended
or limited scope

Vaccination
response

Vaccination may
be recommended

Mot recommended
or limited scope

Evidence of local
transmission Qutbreak of
& previously type-specific Wev
free for 212 months
\ Importation |
No evidence of local ) of WPV |
transmission o— | J
& previously type-specific Ve | ( N
free for 212 months / Facility-associated |
WPV event |
Evidence of local
transmission QOutbreak
& previously type-specific of cVDPV
free for =12 months
No evidence of local Y cVDPV |
transmission |
a iously ty - Event | )
previously type-specific
free for =12 months J Facility-associated |
cVDPV event |
Evidence of local
transmission Outbreak
& previously type-specific of cVDPV
free for 212 months
) MNew
No evidence of local emergence
transmission | svent |
. . Event
& previously type-specific | ¢ y
free for 212 months — Facility-associated |
VDPV event |
Detection of type 2

waocine virus in an area

[ A where type 2-contsining
. ine h t be d.
Vaccine No evidence waccine has not been use
of local p .
event transmission Detection of type 1 or |
type 3 waccine wirus in
p. o

&n area where bOPY
has not been used.

Mot
recommendead

Mot
recommended
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¢ OPV based on type-specific outbreak
¢ [PV use (full or fractional) may be co-administered with OPV
e Recommended for outbreak response but speed and quality is of utmost importance and must be assured. IPV use
may be better in later campaigns.
* [PV not recommended as a standalone vaccine for vaccination response except as an additional round in areas
where repeated OPV campaigns have not successfully interrupt virus transmission.
¢ |PV will be a more effective booster than an additional OPV dose in these situations.

Countries that use IPV only in routine immunization

¢ May use IPV under specific conditions, otherwise use type-specific OPV

Table 12. Vaccines recommended in response to a new polio outbreak

Countries using OPV
Type of outbreak in
routine immunization

bOPVA (+IPV)b

Countries using only IPV
in
routine immunization

Single type WPV1 or cVDPV1 IPV if the country has:

cVDPV2 nOPV2 (+IPV)® . high level of
cVDPV3 bOPV (+IPV)® sanitation and
: hygiene; and
Multiple types WPV1/cVDPV1 and bOPV + nOPV2¢ (+IPV) | « transmission is
cVDPV2 b confined to a well-
WPV1/cVDPVA and bOPV (+IPV)b defined population
cVDPV3 or geography.

cVDPV2 and cVDPV3 | bOPV + nOPV2¢ (+IPV) | Type-specific OPV(s):
b country does not meet

above criteria for IPV use




e Initial outbreak vaccination response POLIQg0mon

. INITIATIVE
includes

* Round O (optional): conducted within 14 days of virus detection and targeted
geographic scope where the virus was detected
* |f cannot complete within 14 days, skip Round 0 and plan for the first major response campaign

* Major response campaigns (i.e., SIAs): three SIAs but may be two SIAs in specific
situations

* Mop-up campaign (if necessary): evidence of gaps in vaccination coverage

Fig. 6b. Example of an initial outbreak vaccination response with two major

Fig. 6a. Example of an initial outbreak vaccination response with three major response campaigns (SIAs) response campaigns (SIAs)

L r

Round 0 i | SIA2

<14 days | ! i
f Day 0 <28 days <28 days
o of SIA1 Gl

<21 days
of SIA3

<l4days |1 .
of Day 0 L < ?‘83 ?:%/S
O

Round 0 1 S IAZ S IA3 Mop-up
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e Options are for co-administration or sequential administration of nOPV2 and bOPV.

* Best option based on several considerations described in the SOPs as well as Risk

Assessment discussions

Fig. 7. Example of co-administration of nOPV2 and bOPV based on initial vaccine use

nOPV2 + bOPV*
SIA

nOPV2 + bOPV*
SIA

nOPV2 + bOPV

SIA nOPV2* SIA

Day 0

v v v v v
Co-administration | _S4weeks ofDay0 | 24 wesks | 24weeks | t4weeks

ends with nOPV2 Interval between SIAs

nOPV2 + bOPV*
SIA

nOPV2 + bOPV*
SIA

nOPV2 + bOPV

SIA

Day 0 nOPV2 SIA

v v v v/ 4
Co-administration | _Séweeks oiDay0 | tdwoeks | 2woeks | 24weoks |
begins with nOPV2

Interval between SlAs

*Consider adding fractional or full IPV dose to the SIA to boost humoral and intestinal immunity.

Fig. 8. Example of sequential administration of nOPV2-bOPV based on initial vaccine use

bOPV*
SIA

bOPV*
SIA

bOPV
SIA

nOPV2*
SIA

nOPV2
SIA

nOPV2

Day 0 SIA

|
Vv \/ \/ \/ \/ \/
Type - high-riSkOUtbreak mmm
OR Day 0 rec 4 weeks

Interval between SlAs

bOPV
SIA

nOPV2 is available first
nOPV2*A
SIA

nOPV2
SIA

nOPV2*
SIA

bOPV
SIA

bOPV

Day 0 SIA

Type 1 is high-risk outbreak

\ \ V% \/ \ \ V%
R AT
OR Day 0 rec 4 weeks

Interval between SlAs

bOPV is available first

* Consider adding (f)IPV to the SIA to boost immunity.
A If more than four weeks between nOPV2 SlAs, add another nOPV2 SIA and/or (f)IPV to boost type 2 immunity.
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* Guiding principle: all viruses must be responded with two SIAs in a
timely manner (“covered”)

e Slight language revision to make this point clearer.

Fig. 11. Examples of breakthrough transmission

21 days since 21 days since
SlA SlA
SIA ; SIA :
| |
i |
i i
| i
™ * & @ & - - I ! ! & @ !' ! L
-3 0 3 G 9 12 15 18 21 24 27 30 33 3/ 35 42 45 45 51 B4 57 80 63 66 63
Days
» Detections shown in green dots are  » Detections shown in are » Detections shown in red
not breakthrough transmission. breakthrough transmission. They dots are breakthrough
These detections have been “breakthrough” the first SIA. They are transmission. They
covered by two SlAs. covered by the second SIA but also “breakthrough” both SlAs
require an additional S1A so they are and require two additional
covered by a total of two SlAs. SlAs to be covered.
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* AFP surveillance remains the primary
means for detecting poliovirus in most
countries

* May be supplemented with environmental
surveillance (ES), where feasible.

e “Strengthening Polio Surveillance during a
Poliovirus Outbreak” summarizes the
activities needed to improve AFP
surveillance and ES.

* Alsoinclude recommendations for
addressing challenges, such as

inaccessible areas and special
populations (Box 9).
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Box 9. Topics in surveillance in outbreak settings

1.
2.
3.

]

Checklist of surveillance strengthening activities.
Place polio surveillance system on high alert.

Enhance AFP surveillance:
» active surveillance, review of repor
» training, sensitization on AFP case
notification;
» supervision and validation of AFP «
+ logistics and prioritization of sampl
Enhance environmental surveillance:
s review ES network, sampling freq
performance; and
» expand network within and beyon
zone, where necessary and feasil
Laboratory surveillance coordination:
s Establish close coordination, priol
contingency planning for shipping
samples.
Other strategies:

» AFP contact sampling, ad hoc AF
community-based searches.
Special populations, insecure or inacc

Maonitor surveillance enhancements

Possible signs of diminished surveillar

need of corrective actions:

» orphan viruses, cluster of compat
detection with no AFP case.

As available in Strengthening Polio Surveilance du
Outbreak

{GLOBAL
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Strengthening Polio Surveillance during a Poliovirus Outbreak
Revised February 2026

According to GPEl's Standard Operating Procedures for responding to poliovirus events or outbreaks,
maintaining a robust and sensitive polio surveillance system that can promptly detect virus transmission is
critical for interrupting poliovirus transmission and effectively closing outbreaks. Surveillance data are used to
1) inform and guide further response activities, including supplementary immunization activities (SIAs)
beyond the original outbreak-affected area and 2) provide evidence of the successful interruption of virus
transmission. Generally, the geographic scope for response activities (i.e., outbreak-affected and high-risk
areas) is identified through a detailed country risk assessment with input from technical experts and may target
subnational areas. However, the aim for surveillance strengthening should remain nationwide and could even
span multiple countries; poliovirus can maove anywhere in a country or across its borders.

Purpose: This document serves as a quick reference guide summarizing globally recommended surveillance
activities to achieve a sensitive polio surveillance system. It covers surveillance for acute flaccid paralysis (AFP),
environmental surveillance (ES) and laboratory surveillance. Most countries should already have these
measures in place. The key pricrities are: 1) to ensure polio surveill ivities are fi ioning as
intended, and 2) to adapt or enhance activities to add the presented by the outbreak.

This document outlines essential surveillance activities for outbreak response, presented as a checklist with
brief explanations (see next page). National and subnational polio outbreak response plans should use this
qguidance. For further technical details, see the global polio surveillance references in Annex 1.

This document is current as of February 2026 and supersedes any previous publications.

Target audience: This guide is intended for professionals invalved in paliovirus surveillance activities during
outbreaks, at all levels within a country.

F
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e SBC aims to produce measurable,
positive shifts in individual behaviours
and social norms through

* community engagement, advocacy,
social mobilization, risk
communication and misinformation
management

 SBCis integral to every step in the
outbreak response process

 Further details on SBC
communication, such as the
framework are included in Annex K

Fig. K1. Stages to carry out SBC during polio outbreak response

Immediate response stage: Day 0 to Day 30
Objective: Maximize awarneness of outbreak and upcoming campaigns
Target =90% awareness among the target population

Review
epidemiologic and
gocial information

from cases.

Analyze madia
and social national coordination

Set up or reinvigorate Prepare SBC Create and

CEEEEE Provide surge

landscape. committes. plan. messages. support

Adaptive stage: 1 to 3 months after awareness reaches 90%
Objective: analyze initial efforts and refine SBC approaches
Target: refusals represent = 2% of total missed children

Assess root causes for refusals and
barriers to vaccination

Analyze campaign
performance data

Identify where and why children
are being missed.

Final stage: outbreak closed

Provide training and other support
to improve coverage in
low-performing areas.

Integrate polio assets with routine
immunization.

Develop preparedness plans for
future outbreaks.




* Independent outbreak response assessment
(OBRA) should be conducted during an
outbreak

* Purpose of an OBRA is to assess whether
surveillance efforts and the vaccination
response are robust enough to detect and
interrupt poliovirus transmission

* The SOPs includes key details from the GPEI’s
Aide Memoire: Poliovirus Outbreak Response
Assessment (OBRA), version 5

GLOBAL
INITIATIVE

Aide Mémoire
Version 5 - 2025

Poliovirus Outbreak Response Assessment (OBRA)

The scope and timing have been revised In version 5 to reflect changes in the program and after feedback from GPEI agenches
— ORPG (WHO, UNICEF, CDC, BMGF) and reglonal WHO/UMICEF teams.

Purpose: To assess whether vaccination and surveillance response is rabust enough to detect and stop poliovirus
transmission, and what is needed to address gaps. Polio OBRAs are to be timely, effective, practical and
independent.

Objectives:
1. Assess and strengthen efforts to increase

w

immunization coverage and population immunity
¥ This is priority when transmission is angoing
¥ Assess vaccine management for each round

Assess early progress towards interrupting

poliovirus transmission

¥ Root cause(s) of outbreak understood

¥ Qutbreak S0Ps being implemented in a timely
and effective manner

2. Assess and strengthen surveillance sensitivity
¥ Assess efforts to enhance surveillance sensitivity
to levels needed to detect virus transmission, and
interruption
~ Assess sustainability of surveillance system

Focus, scope and emphasis of assessment will
evolve with each OBRA for any event or outbreak,
given the time since the last poliovirus isolate, and
local circumstances, as reflected in specific terms
of reference for each assessment.

Overview of assessment:

Planning

OBRA planning begins at outbreak confirmation
GPEI Outbreak Response Preparedness Group
{ORPG) and WHO and UNICEF Regional Offices
lead the coordination for OBRA (including global
and regional OBRA focal points)

Multiple OBRAs may be planned aver the course
of an outbreak (quarterly). External desk review
{EDR] to review all relevant data and organized
by the ORPG and Regional Offices (RO) will
replace subsequent OBRAs

Partners identify independent OBRA team leader
{minimum1 month before)

Team expertise includes immunization,
surveillance, C4D, vaccine management, gender
and others as needed

Conduct teleconference between OBRA team
and the country at least 15 days before the
OBRA to discuss situation analysis (e.g. previous
reviews) and preparations

Team numbers and compasition to be adjusted
for country and outbreak context.

Standardized OBRA tools to be shared and
utilized by OBRA teams

Scope and Timing

s The first OBRA should be conducted 6 months
after the outbreak notification and after at least 2
SlA response rounds are implemented.

# During the outbreak response, GPEIfORPG can
deploy quarterly support missions, joint or
individual by the partner agencies (as needed and
feasible), to address the identified bottlenecks,
support the country programme and to assess the
progress.

* Final assessment after at least 12 months without
poliovirus detection - to consider closure of the
outhbreak

+ Extended outbreaks with persistent circulation,
consequential geographies should have at least
one OBRA every year to support the country
program to assess progress of the OB response
towards interrupting tronsmission.

The planned OBRAs can be implemented using one of
two methodologies, depending on the circumstances:

a) OBRA Field Mission (In-Country): Deplayment of
an OBRA team (5-8 external evaluators) for 1 to
2 weeks. This includes a surveillance desk
review, which should be conducted and shared
with the OBRA team at least one week before
the mission start date.

GLOBAL
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Table of contents

Persistent outbreaks: beyond Day 180

Is the outbreak a persistent outbreak?

Why do outbreaks persist?

What underlying issues drive a

persistent outbreak? Step-by-step guidance for countries facing

challenges that have extended an outbreak beyond

Whatneeds to be done to stop six months —and in some cases for more than a year

poliovirus transmission?

Is the outbreak on the path for
interruption?




e Since 2016, 54% of outbreaks were not
stopped within 180 days

* Need to identify the underlying causes to
effectively address them.

» Differences in categorization results in
different levels of support and oversight

* Note: Classification of countries into each
of these categories will be made in
consultation with regional offices; GPEI’s
Outbreak Response and Preparedness
Group (ORPG) will also be involved in
classifying outbreaks.
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Fig. 12. Relationship of persistent outbreaks, chronic outbreaks and
consequential geographies

Outbreaks with ongoing transmission for >180 days.

Persistent
outbreaks

Chronic . . -
|: outbreaks ] Outbreaks with ongoing transmission for >365 days.

geographies 1. multiple cVDPV emergences;
2. multiple exportations to other countries; and
3. A high paralytic burden.

* Detailed description provided on the next page.

[Consequential] Chronic outbreak AND one of the following: *
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Fig. 13. Three underlying issues that contribute to persistent outbreaks

Failure of scope Failure to respond

Failure of response

* Breakthrough transmission *Virus detected outside the * An initial outbreak vaccination
detected after the initial vaccination response zone of response was not initiated or
outbreak vaccination response the initial outbreak vaccination was not completed within 180
in the vaccination response response. days of Day 0.
zone. * Breakthrough transmission * Breakthrough transmission

* Breakthrough transmission detected outside the vaccination detected and no additional SIAs
continues in the vaccination response zone of additional were initiated or completed
response zone despite SlAs. within 180 days of confirmation
additional SlAs. «Virus detected in >10% of AFP of breakthrough transmission.

cases aged >5 years old.

L4

Persistent outbreaks
Outbreaks with continued poliovirus transmission for >180 days

A4
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Start from the big picture

e \What are the main “failures”

mmeel |[N-depth review of response performance

e Situation analyses guided by the “failures”

smmmd  LOW routine immunization coverage

memed  Regular reassessments




 Shift from general response activities to
more resolute approach that aligns with
four pillars

1.

2.

greater government ownership, oversight
and coordination

the development and implementation of a
more aggressive response plan;

aggressive and tailored outbreak response
activities; and

assured global technical and financial
support

GLOBAL
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Table 17. Operational framework for national response coordination by outbreak classification

Category

Definition

Plan

Governance

Diagnostics
steps

Assessment
tools

Monitoring
frequency

New outbreak

<180 days

National polio outbreak
response plan
(NPORP)

Timeline: within 14
days of notffication of
thre outbreak

+ National EOC

» Review campaign
data and
epidemiclogy

+ OBRAs

» Weekly SitReps

Persistent outbreak

181-365 days

Revised and updated national
polio outbreak response plan
(NPORP)

Timeline: within twa (2) months
of new ciassification

+ National Polio Oversight
Committee

* Examine the causes for

failure (of response, of scope,

to respond)
+ |dentify corrective measures
+ Update the NPORP with
more tailored approaches to
country context

+ OBRAS
+ Field and desk reviews

s \Weekly SitReps
+ Monthly updates to the Polio
Oversight Committee

Chronic outbreak &
consequential geography

= 365 days
(+ specific criteria for CG)

Mational emergency action plan
(NEAP)

Timeline: within two (2) months
of new classification

+ National Polio Oversight
Committee

+ External TAG (conseguential
geographies only)

« Examine the causes for failure
(of response, of scope, to
respond)

+ |dentify corrective measures

+ Update NEAP with SlAs and
non-SlAs interventions

« OBRAS
+ Field and desk reviews

s Weekly SitReps

+ Monthly updates to the Polio
Oversight Committee

+ Quarterly TAG meeting
(consequential geographies
only)
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o i i - Table 20. Process and performance indicators for measuring progress for persistent outbreaks
Countries, regional- and the
_ . . Failed to = Critically failed
g | o) ba | | eve | m ust assess Indicator Definition optimal - ot oy e
1 1 Time from classification as a
performance indicators monthly oot oo NeoR PSS et (bey 180
to ensure response activities are NeORE 0.1 ot spplcable
u p : <60 days cla_ys =180 days tiering only to
. . Time from classification as a failed to meet
optimally implemented. Developmentoftne L ok (Day 36%)Io
the publication of the NEAP.
° 1 1 1 Percent of plan activities that
Eac h N d Icator h aSdno ptl ma I ;’Cetﬁg;’i%p;?;memed are implgrgented during the >90%  75-90%  50-74%  <50%
. plan period.
ta rget fOI Iowed by a Ca Utlo n Percent of plan Percent of activities
. . . activities implemented implemented by target date =90% 75-90% 50-74% <50%
period before reaching failure. In on time outined i the pan.
. . . : Percent change in the
Percent change in ;
addition, standard indicators for umber of mecieq  NUmber of nfected
. administrative level 1 gg?&?;?a?égecls;e[:;nng 250% 2‘}550}:2 0% 10 25% 550/ increase
surveillance, SBC, Rl and gender geograpries 9. Qo o provious 96l ooy ncrease
. region; P S & months with a 90-day lag
should be monitored. fo surveilance.
Percent change in number of
. polio cases comparing 0% to
Percent change in : 250% 5 0% to 25% .
number of polio cases gur;rﬁrﬁnss Tﬁﬁﬂtgsgﬁgﬁg;s decline d{e5c{|)i rf::e increase 20 Increase
for surveillance
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Table of contents @
Closing an Outbreak Guidance for countries on the process to close and
s the outbreak over? document a polio outbreak
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CLOSING AN OUTBREAK: POST OBRA PLAN AFTER-ACTION REVIEW
ALIGNS WITH OBRA AIDE

MEMOIRE VERSION 5.0
(2025)

/R

TRANSITION TO THE GAVI SUPPORT
ESSENTIAL PROGRAMME
ON IMMUNIZATION
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Provides an overview of the

* process to officially close a polio outbreak

* review and documentation of polio
outbreak response activities

* continued improvements to polio immunity

* transition immunization strengthening
efforts to Essential Programme on
Immunization

* GAVI support




Table of contents

Annexes

A. Summary of the standard procedures
B. Timelines and responsibilities

C. National emergency management

D. Prioritization of outbreak response activities in a
resource-constrained environment

E. Investigation of a poliovirus detection
F. Risk assessment overview

G. Outbreak operations in access-compromised
areas

H. Cross-border outbreak coordination
I. Current polio vaccine options
J. Surveillance in outbreak settings

K. Additional social and behavioural change
guidance

L. Checklist for gender mainstreaming

M. Preventing and responding to sexual
exploitation, abuse and harassment

Two types of annexes included in the SOP
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* Formatted to print off
for use as a job aid

» List of activities to
complete

Annex B. Timelines and responsibilities

Atimeline of required actions in the first month following Day 015 outlined in Table B1. Adetalled imeline of activiies through dlosure of the polio outbreak is provided  § ES sites near the residence of the case.
in Table B2, with national, regional and global responsibilities. A timeline of activities and related responsibilities for persistent and chronic outbreaks can be found r
in Table B3. Note: Other timelines, available through the WHO regional office, may apply for specific regional standards on finance and vaccine management

Table B1: Timeline for actions in the first month following poliovirus detection

Actions

Notification

[0]1] [4]5]6]7]8]9]10][1]12]13][14] 1530 [30+
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Annex E. Investigation of a poliovirus detection

Part 1: Investigating the case or environmental isolate and local transmission

Mote: Team composition for an investigation should reflect local gender norms so that direct communication
with the primary caregiver (most often a woman) can be conducted.

Investigation of an isolate from an AFP case or contact
An example of a detailed epidemiologic case investigation form is available for download.™

# of days after sequencing results

1. Conduct a detailed O Detailed history of fever, progression of weakness, treatment, injections and
clinical and vaccination (including all pelio routine and SIA doses, date of last vaccination, and
neurological history reasons for any missed doses).
and examination. O Any family history, signs or symptoms of primary immunodeficiency. (If indicated, carry
out a test for quantitative immunoglobulins).
? Conduct an M Infarmatinn an travel histnry, special population or high-risk status, socioeconomic and

ce to health facility or other barriers to vaccination, and other

close contacts if poliovirus has been confirmed. *
ital surveillance
E;Tographics and movement (especially high-risk groups).

itutions (e.g. health facilities, schools, poliovirus-essential
other transportation centres.

tem complemented by GIS imagery, where possible (e.g.

O GPLN informs health authorities of the affected country, WHO country office, regional
office and headquarters of virus details.

O Country informs health authorities and WHO headquarters informs GPEI partners.
O National IHR focal point notifies IHR contact peint at WHO regional office.

O Mational government declares the outbreak as national public health emergency.
Investigation

O Country team initiates epidemiological and social investigation

Coordination

O Establish event/outbreak response mechanisms at regional offices and headquarters
coordinated by the ORPG and regional office (IMST/RORG).

O GPEI activates rapid response team and deploys as soon as available.
O GPEI activates surge support and deploys as soon as available.

Risk assessment and response plan
O Country team presents the risk assessment and response proposal to GPEI partners
at the regional level, ORPG and the nOPV2 Release Group (nRG), if applicable.

O nRG and GPEI partners meet and provide recommendations to country team.

O Country team to finalize and submit NPORP and budgets.

O Country team submits request for OPV2 (if applicable) to WWHO regional office, ORPG.
O Outbreak to be graded by WHO Health Emergencies (WHE), per the ERF.

O Establish a national EOC or another central coordinating body to lead response efforts.

other sites, density of dwellings).

n schedule, number and frequency of samples collected,
of collection, and percentage of samples positive for

poliovirus detected, including Sabin virus.

g, regardless of source

any past poliovirus detections (WPV or VDPV) in the
munities.

cific vaccination status of NPAFP cases, routine and
a, and community immunization surveys.

nt SlAs (IM, LQAS, coverage) to define: (i) number and
sex) of missed children; (i) reasons for missing children;
5 that worked to successfully reach missed children.
pulation or protected only by IPV for type 2 poliovirus.
inguish between immunity to type 2 compared to types 1
to birth cohorts born since the switch or since last use of

. Collect additional details regarding last known use of
and assess the quality of the recall of type 2 containing
or nOPV2 vials).

ted and partially vaccinated children, high-risk or special
health-seeking behaviour.

e disease incidence and transmission patterns, including
on diseases with faecal-oral transmission (such as cholera
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Provides further
information on topics
raised in the main body
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Annex D. Prioritization of outbreak response activitiesina

resource-constrained environment

The Global Polio Eradication Initiative (GPEI) has recently faced constrained resourcs
for all proposed and planned activities in polio-outbreak countries. As outlined in the GI
programme has responded by strategically leveraging resources to maintain processe:
or sequential approach to regionally defined epidemiological blocks.™ This approach mi
to support outbreak responses across the globe are diminished.

Operating within this fiscal environment requires difficult prioritizations, which are mad
as each country context and each outbreak will be unique. However, general considerz
limited resources are outlined in Fig. D1. Modifications fo the prioritization scheme sho
specific outbreak serotype and situation, such as the co-circulation of multiple poliovirus
response efforts should include active collaboration with routine immunization progr
coverage of the inactivated polio vaccine {IPV} and bivalent oral polio vaccine {bOI
opportunities for adding polio vaccines and sharing costs with other immunization
strengthening initiatives. such as periodic intensifications of routine immunization (PIRIs
vaccination campaigns.

Activities fo potentially de-prioritize

Lowest i |PV campaigns: When added to existing supplementary immunization activity |
risk palic vaccine (OPV), IPV increases overall campaign budget needs due to botl
the lowest price for a 5-dose vialis $1.25 per dose) and legistical and implemeni
IPV to an existing OPV S1A may also negatively affect coverage. Countries shou
OPV-only, house-to-house SlAs to achieve high coverage.™ An alternafive ap
IPV coverage is to integrate it with other planned nationwide vaccination activitie

SlAs and neglected tropical disease interventions.

2. Expanded age group campaigns: Unless there is clear evidence of transmi
groups and a sizeable immunity gap in clder aged children, S1As should focus
years of age. This allows the programme fo conduct house-to-house SlAs wi
schools and other sites where older children congregate. It also save
implementation costs while focusing efforts on the age group that often drives

3. Limited Round 0: Reound 0 has deviated from its criginal purpose to rapidly
lecated within a small radius of peliovirus detection and often mirrors large-scal
can be found by limiting the Round 0 to its oniginal purpose, conducting only on
polic-outbreak country, or skipping Round 0 if one cannot be conducted within
if there were significant delays from sample collection until the confirmation of

4. Reduce scope of campaigns frem a national to subnational immunization day
large SHID to a smaller SNID: Especially for large countries, vaccination cal
focused only on gecgraphies with active transmission or at high risk for spr
savings in vaccine and implementation costs while still delivering a timely, higt
There is a risk, however, that due to a surveillance delay or gap, the smaller sc
result in a “failure of scope” with virus transmission outside the fargeted vaccin

5. Reduce the number of SlAs from three to two: Some outbreaks have su
fransmission with two SlAs. If only two SlAs will be conducted due to con:
countries should focus on timely, high-guality Sl4s with a maximum of four-wee
remains for “failure of response” due to campaign delays or poor-guality S1As.

|

i
Annex |. Current polio vaccine options

The oral polio vaccine (OPV) induces effective humoral and intestinal mucosal immunity and remains the
vaccine of choice in OPV-using countries to interrupt transmission rapidly.

Bivalent oral polio vaccine (bOPV)

bOPYV is a live-attenuated vaccine containing Sabin poliovirus types 1 and 3. The vaccine induces humoral
immunity to protect against paralysis and mucosal immunity to prevent transmission of poliovirus type 1
and 3. bOPV is widely uzed in roufine immunization. It is the vaccine of choice in responding to outbreaks
of wild poliovirus type 1 (WFV1) or circulating vaccine-derived poliovirus types 1 and 3 (cVDPV1, cWDFPV3).

Inactivated poliovirus vaccine {IPV)

IFV is an inacfivated vaccine that contains poliovirus types 1, 2 and 3. The vaccine induces strong humoral
immunity, protecting against paralysis to all three poliovirus types. In OPV-vaccinated or poliovirus-exposed
individuals, IPV provides a strong boost in mucosal immunity which protecis against transmission of the
virug within the community. IPV administered to OFPV-naive children has been shown to modestly reduce
the duration and frequency of virus excretion.

Novel oral polio vaccine type 2 (nOPV2)

nOPV2 is a modification of the type 2 Sabin monovalent OPV (mOPV2). Clinical studies have demonstrated
that nOPV2 provides effective immunogenicity against type 2 poliovirus while being more genetically stable
and less likely to revert to a form that can cause paralysis in children who have not been sufficiently
immunized. nOPV2 is the vaccine of choice in responding to cVDPV2 outbreaks. The vaccine is available
through a global stockpile maintained by the Global Polio Eradication Initiative (GPEI) and can be released
only under the authorization of the Director-General of World Health Organization (WHO).

Sabin monovalent oral polio vaccine type 1 (mOPV1)

mOPWV1 is a live-attenuated vaccine containing Sabin poliovirus type 1 only. It induces humoral immunity to
prevent paralysis and mucosal immunity to prevent transmission of poliovirus type 1. mOFV1 is not part of
routine immunization programmes and is not currently available in the global stockpile. mOPV1 is only
available upon consultation with WHO and the United Mations Children’s Fund {UNICEF) and requires an
estimated lead time of 8-12 months before it is planned for use.

Sabin monovalent oral polio vaccine type 2 (mOPV2) and trivalent oral polio vaccine (tOPV)

Since the withdrawal of type 2-containing OPY from routine immunization in 2016 and until the rollout of
nOPV2 in 2021, vaccination response o outbreaks of fype 2 circulating vaccine-derived poliovirus
(cVDFPV2) had been implemented only using Sabin-based monovalent OPV type 2 (mOFV2) or trivalent
OFV (tOPVY). These vaccines, while effective in inducing individual immunity and halting transmission, have
a higher risk of reversion to neurovirulence than nOPV2 and hence seeded new outbreaks in the areas with
low vaccinafion coverage. mOPW2 {but not tOPV) is still available in a global stockpile maintainad by the
GPEI and can be released only under the authorization of the WHO Director-General; however, nOPV2
remains the vaccine of choice in responding to type 2 poliovirus outbreaks.




WAY FORWARD



The SOPs will be reviewed every six
months to determine if an update is
required

If no update required, will mark with a “reviewed in ...”
to signify it remains the current version

Structure of the SOPs provides flexibility
to update

The main body of the text is focused on contextual and
strategic considerations, unlikely to change frequently

Annexes include operational components of response
efforts that may require more frequent updates
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A Technical Companion Document is also
available that describes the analytical
findings that informed changes in
outbreak response strategies.
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Polio Outbreak Response Resources INTIATIVE

e OBR SOPs Version 5: https://polioeradication.org/wp-
content/uploads/2026/04/Standard-Operating-Procedures-for-responding-to-a-
poliovirus-event-or-outbreak-V.5-Pre-publication.pdf

* OBR SOPs Version 5 Technical Companion Document https://polioeradication.org/wp-
content/uploads/2026/04/Technical-Companion-Document.pdf

* OBR SOPs Version webinar slides and recording will be available on the Outbreak
Preparedness & Response — GPE| webpage

* For polio outbreak resources
e Resource Hub — GPEI| (Outbreak preparedness and response)
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OBR SOP Version 5 does not reflect specific practices within WHO
regions or national programmes

Examples include:

Encoura ged to ada pt the Shortened version specific to “new outbreaks” or
. o ({3 b k h 2 »
guidance to their context and outbreals that persist |
Checklist of activities to conduct by topic areas (e.g.

N eed S. initial vaccination response, surveillance, social and
behavior change communication, etc.)




QUESTIONS & ANSWERS SESSION



ADDITIONAL SLIDES



e Checklist of all the
procedures listed in each
of the chapters

Annex A. Summary of the standard procedures

Table A1 provides a high-level overview of the procedures outlined in this fifth version of Standard operating
procedures: Global guidance for responding fo a poliovirus evert or outbreak.

Table A1. Standard procedures for polic cutbreak response

Detection, notification and investigation

1. O Immediately report any notifiable poliovirus per International Health Regulations (2003) to the IHR
focal point in the respective World Health Organization (WHO) regicnal office.

2 O Initiate an investigation within 24 hours of receipt of any laboratory-confirmed poliovirus.
3. O Describe the polio case (or environmental isolate), including the local context and social profile.

4. O Determine the gecgraphic extent of poliovirus transmission.

Risk assessment

5 O Perform a risk assessment if poliovirus is isolated from an wninfected area.

6. O Prepare to present initial investigation findings to regional and global polic outbreak response
groups within 72 hours of receipt of sequencing result or cutbreak confirmation.

7. O Continue to update the risk assessment as new information becomes available.

Vaccination response .
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Social and behavioural change {SBC)

17. O Launch SBC interventions at least 10 days before SIAs to increase acceptance and minimize
refusal.

18. O Use assessment tools and gender analysis to identify special populations and under-vaccinated
children.

19. O Implement innovative approaches to raise awareness before the initial vaccination response
begins and achieve high vaccine acceptance.

20. O Integrate SBC activities into micreplanning to map special populations, identify barriers to access
(including gender-related barriers) and tailor interventicns to reach every child.

21. O Conduct surveys, using a gender lens, to understand why some children are not vaccinated;
adapt communication strategies to improve campaign effectiveness.

Response assessment

22. O Suwpport and implement recommendations from outbreak response assessments (OBRAs).

& O Plan an effective and timely vaccination response with an appropriate number of supplementary
immunization activities (51As), an adequate =cope and high-quality campaigns.

% O Choose the most appropriate type-specific poliovirus vaceine. For concurrent fransmission of
more than one type, follow recemmendations for concomitant or sequential use of polic vaccines.

10. 3O Develop and validate community-level microplans in accerdance with local gender norms to
opfimize vaccination of the target population.

11. O Identify breakthrough transmission and respond accordingly.

12. O Adhere to vaccine management and reperting requirements for the novel oral polic vaccine type 2
(ROPV2), if applicable.

Surveillance enhancements

13 O Immediately notify all national and subnational offices about the polic outbreak or event.

14. O Enhance the sensifivity of polio surveillance systems to detect any further poliovirus transmissicn
within and beyond the outbreak zone.

15. O Include surveillance enhancement activiies in the national polic outbreak response plan
(NPORP).

16. O Implement strategies for detecting poliovirus in special pepulations or inaccessible areas.

Persistent and chronic outbreaks and consequential geographies

23. O I|dentify the underying issue(s): failure of response, failure of scope and/or failure to respond.

24. O Conduct twice-yearly in-depth reviews (OBRA or other field assessment) of response
performance.

25. O Use in-depth review findings to update response plans, target key drivers and stop the outbreak.

26.

Q

In countries with persistent outbreaks: update and implement the NPORP.

27. O In countries with chronic outbreaks and consequential geographies: develop and implement a
nafional emergency action plan (NEAP) that includes SIA and non-SI14 interventions.

28. O Fermalize a national Polio Oversight Committee to oversee plan development and implementation
and to recommend comrective action, as needed.

29. O Setup an external Technical Advisory Group (TAG) to moniter performance and provide guidance
in countries with consequential geographies.

30. O Update the NPORP or NEAP every six-menths based on performance (and in-depth) review

Qutbreak closure

31. O Usethe final OBRA to capture lessons learned and inform fufure health emergency
preparedness.

32. O Conduct an after-action review and document past challenges or obstacles and best practices to
mitigate fufure polio outbreak responses and ofher health emergencies.




Annex B: Timelines and Responsibilities

Required actions in the first month following
Day 0

Table B1: Timeline for actions in the first month following poliovirus detection

Timeline and responsibility for outbreak
response activities from Day 0 to closure

Table B2 (continued)

# of days after sequencing results

Actions

Mstionsl
govemmenthealth
authorifies

Motification Infionm nafional authorties and other relevant parners of polic outbresk.

3 GPLN informs health authorities of the affected country, WHO country office. regional
office and headquarters of virus detsils.

Inform GPE| partners of polio outbreak. WHO hesdguariers toinform

GPEl pariners
Alert UNICEF supply division if type 2 poliovirus defecied. WHQ, UNICEF headquarters
Briaf Minister of Heslh, Head of Gowemment'State and ofher relevant officisls  Mationsl health authorfies,  With support from GPEI

3O Country informs health suthorties and WHOC headguarters informs GPE| partners. ..

O Mational IHR focal point notifies IHR contact point st WHO regional office.
i i . Coordination and
3O Mational government declares the outbreak as national public health emergency.

advocacy on fhe specific steps required for an ungent response to stop transmission: with support from WHO partners fo ensure the
Investigation 1.  Estshbish a nafional EOC if an exisfing emergency coordinafion structure  and UNICEF country naticnsl haalth authorities
is ot already in plece. led by & senior govemment official as the officas have the necessary
3 Country team initistes epidemiclogicsal and social investigation. ... designated outhreak focsl point and supported by stafffor information to communicaie
o administrafion, strategic communication, operafions, logisfics, supply effectively with country
Coordination managernent and finance. stakeholders

2. Implement the required response operafions to stop poliovinus
transmission as per the outbresk response SOPs. vinus type and
classification.

3. Ensure systemafic monitoning mechanism at all levels (national, regional
and disinict) on progress of planning, mplementsiion and follow-up
actions throughout response achivities.

4. Report imely and regularty on the progress of outbresk response
activities to the head of govemment'stste and GPEI partnars.

Coordination #  Estshish cocrdination mechanism among national, regional and global
pariners.

8 Establish a national ECQC or another central coordinating body to lead response efforts.

8 Establish event/outbreak response mechanisms at regional offices and headquarters
coordinated by the ORPG and regional office (IMST/RORG).

O GPEI acfivates rapid response team and deploys as soon as availabla.

O GPEI acfivates surge support and deploys a5 soon as available.

Risk assessment and response plan

3 Country team presents the risk sssessment and responss proposal to GFEI partners ...
at the regional level, ORPG and the nOFW2 Release Group (nRG), if applicsble.

3O nRG and GPE| partners meet and provide recommendations to country tzam. .

Mstional health authoifies,  GPEI pariners
with suppart from WHO

3 Country team to finalize and submit MPORP and budgets.

3 Country team submits request for OFV2 (if applicable) to WHOC regional office, ORPG. E=tablish an outbresk management team with representstion from sll relevant Mational govemmentheslth Regional offices to
X Bgencies. suthanfizs, with suppart from coordinate with counfrizs
3 Qutbresk to be graded by WHO Health Emergencies (WHE), per the ERF. ... WHOWUMNICEF country ofices and ORFG
Resources . Review nafional polio cutbreak preparedness and response plan, if Mational govemmentfhealth
availsble. suthoniiss with support from
- Read reports or documents of previous outbresk response aciivities. WHOUNICEF country offices
Identify trained or expenenced polio outhresk response persons in Mstional govemmenthealth WHO and UMICEF
‘countryiregion. authanfizs, with suppart from regional
WHOWUNICEF country offices affices/ headquarters fo
rapidly provide required
documnents
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* Preparedness: General
information on the importance of
Conducting pOIiO outbreak Fig. C1. Sample national EQOC structure for a polio outbreak response

simulation exercises to test

. . ger finance
national polio outbreak response
plan

o

Emergency Operations Centre
structure for responding to a

. & evaluation
polio outbreak




Annex D. Prioritization of outbreak response acti\Pﬂlglﬂﬁﬁ"fAcLAnoN

IVE
a resource constrained environment

* General considerations for prioritizing
limited resources

Fig. D1: Prioritization of outbreak response activities in resource constrained environment

. .. . . 1. Drop IPV from SlAs 2. Maintain or reduce age group to 0-5
d The pr|0r|t|zat|0n SCheme |S Ordered Focus onreaching missed children Focus on reaching
. with OPY. mizsed children 0-5years with OPY.
from 1 to 8 based on lowest to highest —
anticipated impact on interruption TS detection(e) Sl

; Focus ononginal purpose and
Focus on surveilance MITIGATION restrict to new outbreak-affected

AUELEE) Work with routine PILIL TR

immunization pariners to
increase IPYV and bOPY

7. Depnoritize SIAz{s]) coverage, add 1PV to 4. Reduce scope: NID to SHID
if no detections >180 days PiRIs and planned

) Focus on areas with
campaigns, etc.

Focus on surveillance transmission and increase
strengthening. speed and gualty to stop
transmission.

6. Reduce breakthrough SlAs from 2 to 1
Focus on speed and quality
to stop transmission.
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Part 1: Investigating the case or environmental isolate and local transmission

Mote: Team composition for an investigation should reflect local gender norms so that direct communication
with the primary caregiver (most often a woman) can be conducted.

Investigation of an isolate from an AFP case or contact -
An example of a detailed epidemiclogic case investigation form is available for download.”™

1. Conduct a detsiled a

Part 1: Details on investigating

Detailed history of fever. progression of weakness, treatment, injections and

the case or environmental

clinical and
neuralogical history

vaccination (including all polio routine and 514 doses, date of last vaccination, and
reasons for any missed doses).

i S O I ate a n d | O Ca I t ra n S m i S S i O n and examination. a ‘::F;ah;::ch'.-lriE;:Eﬁif;;?;i:::{:;E:u‘::ifnzl;.maw immunodeficiency. (If indicated, camy
2. Conduct an 3 Information on travel history, specisl population or high-risk ststus, sociceconomic and

epidemiological and

community context, distance to heslth facility or other barriers to vaccination, and other

secial investigation. relevant information.  part 9: Determining the geographic extent of transmission

O Assess the performan
* Do nof collect soecimen £

Investigation of the site of an isolate from environ Investigation of the quality of surveillance and evidence of virus transmission

1. Describe the a
catchment ares of the a
sampling site

Polio surveillance Proposed activities
sensitivity: O Assess the quality and sensitivity of the current surveillance system. with particular
1. Identify sdditional polio focus on any areas neighbouring polic-affected areas.
cases to provide Understand and map inaccessible areas and high-risk populations to ensure there are

Information on populst
Information on relevarn
facility), and bus statio

Part 2: Determining the

geographic eXte nt Of 2. Describe the site itself ju

transmission

and its performance.

a

Information on drainag
elevation profile. links
History of the site, coll
timeliness and comple 2
enteroviruses. Record

a
informatiocn on the
extant of wirus |
transmission. surveillance reviews.
a

. Identify surveillance

Investigation of the community of any detected isi

gaps or blind spots fo
shed light on the

no gaps within the surveillance system.
Review recommendations and implementation status from recent programme or

Additional investigations can be considered during the initial investigation but are time-
and rescurce-intensive. Each of these require close coordination amongst surveillance
and laboratory colleagues fo prepare for any surge requiremsants:

programme's ability to O =systemafic AFF contact sampling;
1. Population immunity: O Epidemiclogic evidant detect the virus. O targeted healthy children stool sampling:
develop an immunity affected or surroundin O community household search (also known as ad hoc AFF case search);
profile of the O Coverzsge data such g O  local healih facility search (slso known as ad hoc AFP case search); and
community, including SlA vaccination cover: O community outreach and sensitization.
characteristics of any O Use indicators from, == e ; =a=r o
under-immunised characteristics [including sex) of missed children; (i) reasons for missing children; r
groups, outbreak of and {iii} any interventions that worked to successfully reach missed children.
any ather WVFD of O Estimate OF-naive populstion or protected only by IPY for type 2 poliovirus.
interest. Please note O Fortype 2 isclstes, distinguish betwesn immunity to type 2 compared to types 1
some specific and 3 (special attention o birth cohorts bom since the switch or since last use of
inwestigation for type 2 type 2 containing QFW). Collect additional details regarding last known use of
isolate. tOPY, mOPWY2, or nOPY2 and assess the guality of the recall of type 2 containing
waccine (HOFY, mOPY2 or nOPV2 vials).
83 Characteristics of unvaccinated and parfially vaccinated children, high-risk or special
populations; sesk details of health-seeking behaviour.
3  Information on communicable disesss incidence and fransmission patierns, including
WPDis with & special foous on diseases with faecal-oral transmission (such as cholara
and acute bloody diarhoea).
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Context
|nternaticna| SPread Risk category Indicator of Suggestive of not Actions
high-rigk situation | high-risk situation
Risk category Indicator of Suggestive (| ©3s€ characteristics
high-rigk situation high-rizk siti| Member of known high-risk or es No Review with technical
underserved population (e.g. experts between counfry,
i S u I I I I I Ia ry Of Linkages with international border minority, refugee, mobile, intemally regional and glebal levels
displaced. slum, eic.)
| t f Configuous or direct transport link to Yes Mo Zero-dose or under-vaccinated s Mo Review with technical
e e I I l e n S O r a international border (especially if other experts between country,
area is known high-rislc] regional and global levels
H H - - _ Aged above five (3) years Yes No Review with technical
Syste | I | a t | C rl S k Links between site or person with Yes No experis befwesn country,
poliovirus to other countries regional and global levels
a SS e S S m e nt Of a n . (e.q. market. fransport routes) Coverage data
VIrDlOQIC mmunization coverage Poor Good'high Population immunity for
yailable; othensise DTP3 in type 2 polioviruses should
new V D PV W PV or Risk catedo Indicator of Suggestive of not Actions administrative 1 level) factor fime since switch
) ) gory high-rigk situation high-risk situation rior SiAs (-5% missed oor Fairigood

oy IM data or <80% LOAS

H H VDPV or WPV Seek rt
Va CC I n e -I I ke 2 Virus type autuﬁnaljcalt?rdeﬁned as virulszli:; o

high-rizk situation assessment ance quality
. C - . -
- . nce quality (sub-standard Evident issues Fairfgood
I S O I ate S Virologic factors ators, infrequent or absent
Genetic deviation from OPV origin ) . fin virus, tc.) in infected
inucleotide changes) Substantial Mot substantial ative 1 level
Y i - : ent poliovirus detection es Mo
ness, if any, EE

isolations m.top Related Mot related itrative level 1 context

. e ! opulated area es Mo
Virclogist characterizafion / ety pop
interpretation fes Nao {gh-risk populations (e.g. Yes Mo

=fugee, trade, pilgrimage,
Co-circulafion with WPW Yes Mo ment, etc.)
Detection of ather (unrelated) Ves Mo ;J“r?r;[m;“;ﬁ“;f area ves Na
VDPVs in region ition
Human source of sentinel events Yes No
. R . . higher risk of rapid
Co-igolation with other poliovinus Ves No
or enteravirus of containment breach Yes Mo
!E“dence of pnmar}r Mo Yes ype 2-containing OPY es No
immunodeficiency a sweep of the vaccine
N an chain
Environmental source — -
1ental condifions Poor water and Fairlgood water and
Number of distinct viruses in . _ :d with high levels of sanitation sanitation
High Medium/low al transmission

samples
Genetic diversity (number of

genetic clusters) High Medium/low F
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Table G1 {continued)

o l dardized e —
OUt Ines Stan araize Annex G. Outbreak operations in access-compromised areas [ £ @t poinis. including o

| markets and food distribution sites

. . 3 This annex outlines standardized guidance for implementing response activities in access-compromised ions
g u I a n Ce O r I m p e m e n t I n g areas that include fully inaccessible, partially ible, pericdically ible and hard-to-reach areas. Crossings
Definitions and classifications related to access logistical features [m]
Access must be routinely assessed by the national Emergency Operations Centre (EOC), with support from  [é@ints and access carridors

L] L] L] L]
r‘e S O n S e a Ct I V I t I e S I n the World Health Organization (WHO), the United Mations Children’s Fund (UNICEF), humanitarian sings
pariners and the United Mations Department for Safety and Security (UNDSS). The definitions and

classifications below support coordination and planning. [ currently under the influence of armmed actors. o

L]
- 1. Fully inaccessible areas: no routine i iza ies, i or sur
for six months or mere due to one or more of the following:

1.1. armed group control with prohibitions on health services;

Umanitarian engagement
Ihere to principles of neutrality and impartiality. The following checklist should

L]
1.2. intense fighting or improvised explosive device/mined roads; il N - . - -
t h at I n C I u d e fu I I gning P P 5 negotiations begin for any outbreak response operations, including polio
1.3. authority-imposed restrictions; or

gillance and routine immunization (Table G2).

14 lete coll of health infr

L] L) L) B
I n a C C e S S I b I e a rt I a I I 2. Parlially inaccessible areas: areas with limited or infermittent access that can include:
’

2.1. short access “windows";

list for access negotiations

actor mapping.
2.2 restricted movement of vaccinators; or

: lers, religious leaders, neutral MGOs, local influencers.
a C C e S S I e a n a r - O - 2.3. areas where fixed-site or transit vaccination is possible, but house-to-house is not feasible.

3. Hard-to-reach but notinsecure: areas and pop i that may be ing to access due to geographical T TITIENE T LR
barriers (difficult terrain, poor infrastructure) or social barriers (mobile and marginalized populations, gender). |es tg use across the ministry of health, WHO and UNICEF.

re a C h a re a S 4. Periodically ible areas: areas ionally ilable through access windows achieved by: o of the humanitarian purpose

4.1. local negotiation;

and risk assessment for UN staff.
4.2 ceasefires or de-escalation perieds; or

o o o o o s [ o

and safety clearance is obtained by non-UN staff.
fi alr tz and ch | D

I = Linited Nations; UNDSS = United Nations Department for Safety and Security, UNICEF = United Nations

4.3. mass gatherings such as religious or cultural events.

Access mapping and situation analysis

In cenflict settings, access and risk mapping should be updated bi-weekly ori diately wh the si
“on the ground” ch Table G1 provides a sample checklist to support azsessment and analysis.

Table G1. Access and risk mapping checklist

wing topics may be discussed under the guidance of the EOC, depending on

Seftlement boundaries  Verify all level boundaries are clearly in microplans. m] fth workers:
Map the exact locations of: ding other antigens (only if it would not compromise or delay administration of
- . [m]
) [ ] functional health facilities, and
Key sites [ ] operational hubs. - fiming, duration, permitted modalities;
Identity envi €S) areas. o Rt Cination teams;
. . at vaccination points;
Confirm pop forallp o nity-based surveillance;
Population Confirm population estimates for high-risk mobile populations: u] locations and visibility rules; and
demographics [1Internally displaced populations (IDPs); unication through neutral channels.

[ 1 Nomadic groups; and'or
[] Other (specify): r
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Table H1. Core structures and mechanisms for cross-border coordination and governance

At nnindrue

Annex H. Cross-border outbreak coordination

Polioviruses move with people not passporis. In settings where populations routinely cross borders for
trade, work, agriculture (pastoralism), pilgrimage or displacement, no country can successfully stop
poliovirus transmission on its own. Effective cross-border coordination is therefore an essential component
of outbreak response.

This annex provides guidance for establishing and operationalizing cross-border coordination mechanisms
between two or more countries, at both national and subnational levels, including in epidemiological blocks
(epi-blocks) where muliiple countries share common transmission comidors. The guidance applies to any
poliovirus event or outbreak with evidence or risk of cross-border fransmission.

Objectives of cross-border coordination
The primary objectives of cross-border coordination are to:

1. detect poliovirus early in high-risk mobile and border populations, such as nomads, internally displaced
populations (IDPs) and refugees, through coordinated polio surveillance activities across international
borders;

2. align outbreak response activities, including supplementary immunization activities (S1As) and routine
immunization strengthening, across borders so all at-risk children are reached;

3. ensure timely information and data sharing on epidemiology, population movement and response

performance;

create a platform for joint decision-making and accountability among affected and at-risk couniries; and

integrate polio within broader health security efforts, including International Health Regulations (IHR)

implementation, at points of entry.

oA

Definitions and scope

» Cross-border coordination mechanism: a standing arrangement between two or more countries to
Jointly plan, implement and monitor polio outbreak response activities in border and mobile populations.

» Border district / governorate / province: administrative unit adjacent to an international border or with
major cross-border movement.

+ Epidemioclogical block (epi-block). a group of neighbouring countries linked by epidemiologically
significant movement patterns and shared poliovirus transmission risk.

+ Cross-border transmission comdor. a geographic area, route or population movement pattern (e.g.
refugees, seasonal migrants, pastoralist route, trade road, IDP corridor) through which virus is likely to
spread between countries.

Governance and coordination structures

Cross-border coordination requires a clear structure that enables countries to jointly manage outbreak risks
that extend beyond national boundaries. Amidst conditions that include extensive population movement,
shared transmission cormdors, and differing health system capacities, no country can address poliovirus
threats in isolation. A streamlined governance arrangement is therefore needed to guide how countries
communicate, align decisions, and coordinate operational activities at regional, national and border-district
levels. Table H1 outlines the core structures that support effective, timely and accountable cross-border
collaboration during outbreak response

Establish or designate a multi-country coordination platform, such as the Lake
Chad Easin black or Horn of Africa block.

Define and agree on context-specific cutbreak respense steps, such as joint rigk
assessments, synchronized SlAs, shared performance indicators, review
mechanisms or joint social mapping.

~ Mominate national and subnational focal points from each country.

_ Agree on meeting frequency.

iat support to in a database of and follow-up

D a
_for agreed actions.

Each of the countries must infegrate cross-border coordination inte its nafional polic
outbreak response plan.

Establish an intersectoral cross-border taskforce.

For each berdering district /govermnorate/county, establish cress-border coordination
committees to facilitate joint cross-berder planning and implementation.

MNominate focal points across bordering districts.
Map high-risk populations and cross-share list of villagesthamilets across border.

Agree on regular cross-boerder meetings.

ssment and planning
ries should conduct a joint risk assessment, covering the following aspects:

historic poliovirus epidemiological data;
mance and routine immunization coverage in border areas;
movement;
d insecurity;
lem; and
zillance groups.

risk assessment, paricipating countries should develop a plan, which should align with
putbreak response plan. They should also work to synchronize SlAs, cross-border
, joint surveillance activities, communication and social mobilization, and pariner
source mobilization and responsibility assignment.

mponents of cross-border coordination

waccination activities: Align SlAs across borders, particularly in high-risk areas. As part
2nt, it is important to harmonize target group, campaign data and duration and share
border areas to avoid any missed pockets. {If possible, develop joint microplans for
reas). Further, the cross-border coordination teams should conduct a joint S1A readiness
head of the campaign.

and fransit vaccination points: This action should follow identifying and mapping formal

order crossing points and markets used by the cross-border communities.
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Annex |. Current polio vaccine options

The oral polio vaccine (OPV) induces effective humaral and intestinal mucosal immunity and remains the
vaccine of choice in OPV-using countries to interrupt transmission rapidly.

Bivalent oral polio vaccine (bOPV)

bOPV is a live-attenuated vaccine containing Sabin poliovirus types 1 and 3. The vaccine induces humoral
immunity to protect against paralysis and mucosal immunity to prevent transmission of poliovirus type 1
and 3. bOPV is widely used in routine immunization. It is the vaccine of choice in responding to cutbreaks
of wild poliovirus type 1 (WPV1) or circulating vaccine-derived poliovirus types 1 and 3 (cVDPV1, cVDPV3).

* Brief description of current polio nactivated poliovirus vaccine (IPV)

IPV is an inactivated vaccine that contains poliovirus types 1, 2 and 3. The vaccine induces strong humoral

M M f d M immunity, protecting against paralysis to all three poliovirus types. In OPV-vaccinated or poliovirus-exposed

Va CCI n e O pt I O n S O r res po n I n g to individuals, IPV provides a strong boost in mucosal immunity which protects against transmission of the
virus within the community. IPY administered to OPV-naive children has been shown to modestly reduce

O ut b re a ks the duration and frequency of virus excretion.

Novel oral polio vaccine type 2 (nOPV2)

nOPV2 is a modification of the type 2 Sabin monovalent OFV (mOPW2). Clinical studies have demonstrated
that nOPV2 provides effective immunogenicity against type 2 poliovirus while being more genefically stable
and less likely to revert to a form that can cause paralysis in children who have not been sufficiently
immunized. nOPY2 is the vaccine of choice in responding to cVDPYV2 outbreaks. The vaccine is available
through a global stockpile maintained by the Global Polio Eradication Initiative (GPEI) and can be released
only under the authorization of the Director-General of World Health Organization (WHO).

Sabin monovalent oral polio vaccine type 1 (mOPV1)

mOFYV1 is a live-attenuated vaccine containing Sabin poliovirus type 1 only. It induces humoral immunity to
prevent paralysis and mucosal immunity to prevent transmission of poliovirus type 1. mOPVY1 is not part of
routine immunization programmes and is not currently available in the global stockpile. mOPY1 is only
available upon consultation with WHOQ and the United Mations Children’s Fund (UNICEF) and requires an
estimated lead time of 8—12 months before it is planned for use.

Sabin monovalent oral polio vaccine type 2 (mOPV2) and trivalent oral polio vaccine {tOPV)

Since the withdrawal of type 2-containing OPY from routine immunization in 2016 and until the rollout of
nOPV2 in 2021, vaccination response to outbreaks of type 2 circulating vaccine-derived poliovirus
(cVDPFV2) had been implemented only using Sabin-based monovalent OPY type 2 (mOPWY2) or trivalent
0PV (tOPV). These vaccines, while effective in inducing individual immunity and halting transmission, have
a higher risk of reversion to neurovirulence than nOPVZ and hence seeded new outbreaks in the areas with
low vaccination coverage. mOPV2 (but not tOPV) is sfill available in a global stockpile maintained by the
GPEI and can be released only under the authorzation of the WHO Director-General;, however, nQOFPV2
remains the vaccine of choice in responding to type 2 poliovirus outbreaks.
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Table J2. Context-specific surveillance strategies to consider (from risk azsessment)

Strategies and indications

Reference

Targeted healthy children stool sampling

Targeted healthy children stool sampling is the collection of specimens from

Annex J. Surveillance in outbreak settings

This annex provides details on:

»  key surveillance activities to pursue in
outbreak settings (Table J1); and

+ additional contexi-speciiic surveillance .
strategies and the instances in which they
are recommended (Table J2).

Outbreak'"

Global Polio Eradication Initiative (GPEI) resources
* Strengthening Polio Surveillance during a Poliovirus
Global guidance for conduciing acute flaccid paralysis

{AFP) sunrg_illance in the context of poliovirus
eradication™

Table J1. Surveillance activities for outbreak settings

Detection,
nofification,
investigation

Risk
assessment

Surveillance
following
investigation
(surveillance
enhancement)

Persistent
outbreaks:
reassess and
improve polic
surveillance

sensifivity

Objective

Describe the poliomyelitis case (or
environmental isolate) and the local
context.

Determine the geographic extent of
poliovirus transmission.

Review virologic and epidemiologic
characteristics of the newly detected virus,
event, or outbreak.

Determine the risk for further local or
international spread: high, medium or low.
Set the surveillance system on high alert.
Enhance polio surveillance sensitivity to
detect any further polic cases within and
beyond the outbreak zone.

Improve strategies for detecting poliovirus
in special populations and insecure or
access-compromised areas.

Include surveillance enhancements in the
national polio cutbreak response plan.
Reassess surveillance and implement
measures to achieve highly sensitive
surveillance in countries or areas
continuously affected by poliovirus
Update the national polio outbreak
response plan (MPORP) or national
emergency action plan (NEAP); monitor
performance to guide corrective actions.
Enhance surveillance as a broader (multi-
country) epi-bleck when there is a shared
poliovirus transmission zone or when
orphan viruses are detected.

Main act

ies
Detailed investigation.

In-depth polio surveillance review
across the country.

Mapping of high-risk or hard-to-reach
populations.

Mapping of cross-border population
movements.

Community search for additional AFP
cases and evidence of transmission
(as per GPEI surveillance guidance).

Checklist for AFP surveillance and
environmental surveillance (ES)
activities.”

Specific interventions for high-risk
and hard-to-reach populations.
Review for orphan viruses, if
relevant.

Aszsessment of surveillance efforis
implemented following the initial
investigation

Review of implementation of
recommendatiens from field
assessments (field and reviews,
outbreak response assessment
[OBRA], etc).

Updated surveillance enhancement
plans.

Regularly moniter performance to
quide corrective actions.

1ot been in contact with the posifive policvirus case.
only conducted in very specific situafions where it can
ocal fransmission of poliovirus:
:cted that is not genefically linked to another VDPV; or
-2) or nOPV2-like viruses are defected more than four
OPV2in0OPY2 campaign or with no recent
paign.
gted healthy children stool sampling is not
dance for more details.

in cutbreak has been confirmed, do not implement

lldren stool sampling as it would be an inefficient and

gramme resources.

largeted healthy children stool sampling should be
afion and collaboration with national surveillance and

om targeted healthy children stool sampling cannot be
idence of poliovirus in an AFP case

arch (ad hoc active case search)

1 (ad hoc active case search)

ACS) is an extracrdinary activity conducted to identify
alysis (AFP) cases. ACS is done through retrospective
records and interviews of healthcare providers (facility-
ers and parents (community-based).

ACS include:
unities to look for AFP cases exist, e.g. during
nization activities (SlAs).
tbreak setting:
eztigation; and
ced surveillance by activating AFP case finding and

een ES and AFP surveillance findings; and
-compatible cases in time and space.

AFP guideline
Annex 15, Targeted
healthy children stool
sampling™

AFP guideline Annex
13. Ad hoc active
case search™
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Fig. K1. Stages to carry out SBC during polio outbreak response

* |Includes details on the
* Framework to SUuppo rt outbreak response Objective: Maximize awarneness of outbreak and upcoming campaigns

Target: = 90% awareness among the target population

Immediate response stage: Day 0 to Day 30

* Five innovative approaches for effective

Review L
. . - i Analyze media Set up or reinvigorate Create and .
epidemiclogic and 3 g S Frepare SBC E : Provide surge
comn |unlcat|0n e T :‘H:isnl::al_ mtlunalan::;:urdr.lahun plan, d|552mma13fa i
from cases. EEg T s 1EsSages

* Implementation strategies
* Monitoring for effective implementation

Adaptive stage: 1 to 3 months after awareness reaches 90%
Objective: analyze initial efforts and refine SBC approaches
Target refusals represent = 2% of total missed children

Analyze campaign Aszsess root causes for refusals and Identify where and why children
performance data barriers to vaccination are being missed.

Final stage: outbreak closed

Provide training and other support
fo improve coverage in
lowr-performing areas.

Integrate polio assets with routine Develop preparedness plans for
immunization. future outbreaks.




* |Includes checklists to

* Support gender
considerations during
polio outbreak
response activities

* Ensure gender
mainstreamingis an
integral part of outbreak
response and assessed
through available
monitoring systems

GLOBAL
INITIATIVE

Checklist for gender mainstreaming

The purpose of this checklist is to ensure that gender mainstreaming is an integral part of outbreak response
and that it is assessed through the available monitoring systems, including outbreak response assessments
(OBRAs). Countries are encouraged to adapt the checklist to their context.

Annex L. Checklist for gender mainstreaming

“No” or "Partially,” and provide an explanation for selected options.

Ve,

Gender considerations should be rigorously integrated or mainstreamed into cutbreak response (Table L1). Fiﬂ outbreak response planning. Use the results to ensure outbreak

Table L1. Qutbreak response activities to support gender mainstreaming

men (in each community setfing where a polio outbreak response is
Status | Notes Tasks o vaccination?

Gender analysis

ion on whether children receive polio vaccination (women/men)?

[1] s Conduct (or review) gender analysis during initial outbreak social investigations.

lion different for girls compared to boys or vice versa?

reporting, and vaccination coverage.

[ * |dentify how gender norms and roles influence disparities in case detection,

dered culturally appropriate or inappropriate for women or men to
ation services?

Human resources

areness about polio vaccination different between women and men?

teams and supervisors.

= Ensure gender balance among surge staff (international and national), vaccination

preferred modes of communication about polio vaccination (e.g.
n and communication (IEC) materials; posters)?

rwomen or men vaccinators for polio vaccination?

[1 = Track ratic of women to men in cuforeak response recruitment.

face higher security risks at the community level compared fo men?

Data collection and analysis

y= of recreation for women, men and children that can support

zero-dose children, LQAS.

s Collect and analyze sex-disaggregated data: AFP surveillance, 51A missed and

clivitias?
in the community, and how do they influence vaccination decisions?

reporis (SitReps, SlA reports, efc.).

# Ensure data are used and reflected in surveillance and S1A dashboards, QIPs and

Capacity-building and training

ommunication: Use when the national polio outbreak response plan

[1 * Provide opportunities for women's active participation at all levels.

[1] » Disaggregate attendance lisis by sex.

activities for women and men according to the results of gender
do they address gender-specific barriers to polio vaccination?

Communication strategies

ngaged to support outreach to missed and zero-dose children?

gender roles and norms.

* Use gender-sensitive communication materials and approaches that consider

ed separately with mothers and fathers?
-based organizations and civil society organizations engaged at

Safe environment

response planning, implementation, monitoring and evaluation to

[1 * Promote awareness and compliance with PRSEAH standards at all levels.

Zzero-dose children?
of polio communication materials avoid reinforcing harmful gender

[1] * Integrate PRSEAH info outbreak response training packages.

] are they adapted fo the education and exposure levels of women

AFP = aoute flaccid paralysis; LOAS = ot quality assurance sampling; Q1P = quality imprasvement plan; PREEAH = preventing and responding o

sexual exploitation, shuse and harassment; SIA = supplementary immunization activity, StRep = situation repor.

nmunication (IEC) materials displayed in locations accessible to both

T WOMEN ana men In me communmy?

O Are social media platforms used strategically, given their accessibility to both women and men users?
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Table M1 (continued)

Dutbreak rezponze coordinators (in addition to above)

* Ensure that all team members are aware of the need to abide by the organizafion’s PRSEAH policies.

* Perform background checks on all respenders before recruitment/deployment.

= Familiarize yourself with exisfing risk assessments and mitigation plans; update mitigation plans in line with
the nature of the specific polio cutbreak response operation.

Annex M. Preventing and responding to sexual exploitation,  Fia:un mcooing baiar PR Commn Aossomant.
abuse and harassment

on, abuse and harassment, their rights and channels for reporting
hannels and helplines, by including PRSEAH in communications
Aligned with the zero-tolerance policy of the Global Polio Eradication Initiative {GPEI} for sexual misconduct gial mobilization.
in programme operations ® polio outbreak responses must include measures to prevent and mitigate the' |geaiicn, sbuse and harsssment: UN = United Natians.
risk of sexual exploitation, abuse and harassment among the service population and workforce members
in close collaboration with the Interagency Standing Committee and United Nations mechanisms.

* Aligned with GPEI’s zero-tolerance
policy for sexual misconduct in
programme operations

* Provides further guidance on
measures to prevent and mitigate
the risk of sexual exploitation, abuse

] outbreak response teams, Table M2 provides a checklist to be
As a foundational principle, all polio response operations should adopt a victim/survivor-centred approach [ors.
to preventing and responding to sexual exploitation, abuse and harassment (FRSEAH), in deference to the

rights of viclims/survivors (Box 16). B rdinators

Box 16. The rights of victims/survivors

Teams should be aware of PRSEAH reporting

mechanisms® and PRSEAH policies should Responses
. he fully incorporated into response operations  1- | sexual exploitation, abuse, or harassment occurs, 1 o
a n d h a ra SS m e nt a m O n g t h e Se rVI Ce by: Y P P pe the victim/survivor can report it or be referred to the Qi poticy on discrimination, sexual [1¥es [1No
appropriate organizational channels.
. « instituting training on FRSEAH, 2. Reporting allows for an investigation and helps to eventing and responding to sexual exploitation, [ ]Yes [ ]Mo
po p u I at I O n a n d Wo rkfo rce m e m b e rS « screening personnel and consultants for facilitate assistance and support that reflect the needs
any past incidents; and wishes of the victim/survivor.
. . proving accesse o and funconing > RECED Sl 10 spor a5l prorsn oo e canosr v (s 11
Te ammem b ers ’ consu lta I’]tS ’ mechanisms for reporling allegations; and 4 cﬁm:;:umw's :’Lceivg assistanceyu e reg[:eipt i j 1mandatory PRSEAH training?
+ ensuring accountability. an allegation, as per their wishes, in line with the UN sexual misconduct in your specific location and [ [Yes [ ]Mo
CO ntra CtO rS a nd VendorS Table M1 outlines the roles and responsibilities Victim Assistance Protocol.
. for all involved in polio outbreak response. = for any eventuality during house-lo-house [ 1ves [ 1Mo
* Qutbreak response coordinators
ons about the current policy, system and [ 1ves [ 1Mo
. Table M1. Responsibilities according to team roles
Includes a checklist for outbreak P ———— T T
d M t * Do not engage or encourage others to engage in sexual exploitation, abuse and harassment.
re s p O n S e CO O r I n a O rs * Uphold the PRSEAH standards and pelicies of the polio eradication pregramme. ims in place and what type of support to provide [ ]Yes [ [ No

+ Complete mandatory online PRSEAH fraining before deployment and complete regular refreshers.

in incident?

= Familiarize yourself with the existing referral pathways for service provisions. Any allegations of sexual
exploitation, abuse and harassment must be immediately reported through or referred fo the appropriate
organizational channels. Reporting is everybody's individual accountability.

= DO NOT ATTEMPT TO INVESTIGATE ANY ALLEGATION. YOUR DUTY IS TO REPORT.

= Surviversivictims should be provided with immediate assistance and/or referrals to assistance upon receipt
of an allegation, as per their wishes, in line with the UN Victim Assistance Protocol.

abuse and harassment.

able at the following links:

exploitation and abuse
nd to Sexual Exploitation and Abuse and Sexual Harassment
@ rezponding to sexual exploitation, abuse and harassment
» WHO Policy on Preventing and Addressing Sexual Misconduct
e —
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Posted on
10 Apr

Prior to Draft O:
Stakeholder Survey re:
changes needed and
topics to keep in SOP

Draft 0: Shared within Task
Team to prepare for
broader partnership review

Presentation and feedback
in Oct at AFRO Regional
Meeting and GPEI
Partner’s Meeting in AFRO

Draft 1: Circulated to
ORPG, IMST, RORG, SG
(inc. regional OB focal
points), VSG, Gender,
SAM, PRAG, EMU, and
GCG for written feedback.
Regional offices requested
to share with GPEI
coordinators and selected
country offices.

Conducted verbal
feedback meetingsin
English & French.

Draft 2: Circulated to
ORPG, IMST, RORG, SG
(inc. regional OB focal
points), VSG, Gender,
SAM, PRAG, EMU, GCG,
and SC for written
feedback.

Draft 3: Written and verbal
feedback from TT
members and selected
partners for editorial
review

Advance Launch of the
SOP in Jan-Feb with
regional teams and
Outbreak GPEI
Coordinators and surge
staff supporting OBR

Final: Posted on the GPEI
website in April.

Also posted: Technical
Companion

Document providing the
analyses behind updated
recommendations.
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