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What is Poliomyelitis ? 

 Highly infectious disease 

 

 Caused by Poliovirus type 1,2 or 3 

 

 Naturally occurring types that circulate and infect people 

 

  mainly affects children <5 years 

 

 One in 200 infections causes irreversible paralysis 

 



Incubation Period 

Non-paralytic poliomyelitis 

 3-6 days 

 

Paralytic poliomyelitis  

 7-21 days 

 Range (3-35days)  

 



How is Polio spread? 

• Faecal oral route 

 

 

• Via food or drink that is contaminated with faeces 

 

 

• Majority of infectious people do not show symptoms but can still 
spread the disease 

 

 



 
Signs and symptoms 

 
 Asymptomatic - 72% of infected person 

 

 Approximately 25% of those with infection develop minor illness 

 Fever 

 Headache 

 Sore throat 

 

 Paralysis 1%  

 

 Death occurs 5-10% of paralyzed patients 



Severity 

1. Abortive Polio 

• 24% of infection with Polio 

• Minor symptoms -  Low grade Fever, sore throat, vomiting, 
Loss of Appetite, Abdominal pain   

• No paralysis 

 

2. Non- paralytic Aseptic Meningitis 

• 1-5% of infection with Polio 

• Symptoms in Abortive Polio Plus- Headache, neck stiffness 

• Recovery with 2 to 10 days 

• Difficult to differentiate Aseptic meningitis  



3. Paralytic Poliomyelitis 

• 0.1 to 0.5 % 

• One paralysis patient in 200 to 1000 infected persons 

• Maximum paralysis within 72 hours 

• Paralysis due to damage in lower motor neuron of Anterior 
horn of the spinal cord 

• Start with proximal muscles weakness and then to distal 
muscles 

• Lower limbs ˃ Upper limb 

• At 60th day follow up examination, residual paralysis  presents 
in some patient 



Treatment 

• No cure for Polio 

• Supportive  

• Symptomatic care 

• Ventilator for patients with difficult breathing 

• Orthopedic treatment  

• Regular physiotherapy 

• Uses of braces  

  



Prevention 

Immunization with  

oral polio vaccine (OPV) 

 Inactivated Polio vaccine (IPV) 

 

 

WHO recommends that all countries using OPPV add at least one 

doses of IPV to routine immunization schedule   



OPV plus IPV 

OPV 

• Live attenuated (weakened) 

• 3-4 doses 

• Initiated from 6 weeks of age 

• Minimum interval of 4 weeks 

• In Polio endemic area or high risk for importation, birth doses 

(zero dose) should be given 

• Doses – 2 drops into the mouth  

• Storage 2 to 8˚C (keep frozen/ heat sensitive) 

 

 

 

 



OPV plus IPV 

IPV 

• Inactivated viral 

• IPV should be given from 14 weeks of age      (with OPV) 

• IM injection – anterolateral (outer) mid-thigh in infant and 

children 

• Doses – 0.5 ml 

• Storage -  2 to 8˚C, do not freeze 

 

 

 

 



WHEN WILL YOU POSTPONE 
VACCINATION (OPV & IPV) ? 



 
Special precautions ( OPC & IPV) 

 

 Postpone Vaccination if children have moderate to severe 

illness ( with T ≥39˚C )  

 



AFP  

Surveillance 



Objectives of AFP surveillance 

• To detect the exact geographic locations where wild polio viruses 
are circulating in the human population 

 

• To report all AFP cases and to make detailed investigation to 
exclude no wild polio virus transmission 

 

• To detect vaccine derived polio virus and imported wild polio virus 
transmission      



What is AFP?  

• AFP is a syndrome occurs in many diseases and conditions like  

 Guillain-Barre Syndrome (GBS) 

 Transverse Myelitis 

 Poliomyelitis, etc. 

 

• The polio surveillance is based upon surveillance for AFP  

  

• Surveillance is carried out for all cases of acute flaccid paralysis 
(AFP) and not only for Poliomyelitis 

 



• Therefore, all AFP cases should be reported regardless of the final 
diagnosis, maintaining a high sensitivity of AFP reporting will ensure 
that all cases of paralytic poliomyelitis are  

 Detected 

 Reported and 

 Investigated 

resulting in preventive control measures to interrupt transmission 
of disease 

 

• Occasionally, poliomyelitis may occur in older children  

 

• AFP surveillance focuses on children aged ˂15 years in order to 
capture occasional case that may occur in older children 

 

 



• Experience in industrialized country shows that at least 1 case of 
AFP (excluding Polio) occurs annually for every 1000,000 children 
aged ˂15 years    

 

• This is referred to as “background” rate of AFP among children 

 

• Non polio causes of AFP including (but not limited to)  

 Guillain-Barre syndrome 

 Transverse Myelitis and  

 Traumatic  Neuritis  

account for this background rate  

 

It may be higher in developing countries to increase sensitivity for 
surveillance system 

 



Case Definition for Acute Flaccid Paralysis 

Any case of AFP <15 years of age or any case of paralytic illness in 

person of any age when polio is suspected  

 

• Acute: rapid progression of paralysis (from onset to maximum 

paralysis) 

• Flaccid: loss of muscle tone, “floppy” (as opposed to spastic or 

rigid) 

• Paralysis: weakness, loss of voluntary movement 



Acute flaccid paralysis 

Transverse myelitis 

Guillain-Barre Syndrome 

Other enteroviruses  

Coxsackie virus 
Echovirus 

Poliovirus 

Traumatic neuritis 



Conditions sometimes presenting as AFP   

 Tumor 

 Encephalitis 

 Hypokalemic paralysis  

(weakness due to low serum potassium, usually secondary to diarrhea, 
quickly reversible) 

  

 Pott's disease  

(TB  infection of the vertebral spine) 

  

 TB meningitis  

(all other causes of meningitis)  

 

 Osteomyelitis  



Components of AFP Surveillance  

 AFP surveillance network and case notification 

 Case and laboratory investigation 

 Outbreak response and active case search in the community 

 60th day follow up,  cross-notification and tracking of cases 

 Data management and case classification 

 Virologic case classification scheme 

 Surveillance performance indicators    

















Hot case? 



Hot cases 

Immunization 
<3 doses 

Under 5 year 
of age 

Fever on day 
of paralysis 

onset 

Asymmetrical 



IF AFP case found, what will you do? 



• Case investigation 

• Reporting 

• Outbreak response immunization within 3 days (500 household) 

• Active case search 

• 60th day follow up examination 

 



Stool Specimen Collection  

 2 samples, each one approximately an adult’s thumb size 

 Can be stored in any clean container 

 Collected at least 24 hours apart 

 Collected within 14 days after paralysis onset 

 Send on ice or with frozen icepacks to NHL 

 Accompanied by proper documentation 



AFP Surveillance  Performance Indicators 

No Indicator Target 

1 Non-polio AFP rate ≥ 3/100,000 

2 Reported AFP cases with 2 specimens collected      
≤ 14 days since onset 

≥  80% 

3 Reported AFP cases investigated   ≤  48 hours of 
report 

≥  80% 
 

4 Timeliness of weekly reporting                                                                                               ≥  80% 

5 Completeness of weekly reporting  ≥  80% 



AFP Surveillance  Performance Indicators 

No Indicator Target 

6 Reported AFP cases with a follow up exam at 
least 60 days after paralysis onset to verify the 
presence of residual paralysis or weakness   

≥  80% 

7 Specimens arriving at NHL  ≤ 3 days of being 
onset 

≥  80% 

8 Specimens arriving at NHL in good condition ≥  80% 

9 Specimens with a turn-around time  ≤ 14 days ≥  80% 

10 Stool specimens from which non-polio entero 
virus  was isolated 

10% 



Reporting system 

NHL 

Integrated Weekly Reporting of AFP, NNT, Measles & VPD 

Region/State 
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Network of regional surveillance officers (RSO) and laboratories 

NSC Office 

17 RSO Office  

National Health Laboratory 

- National polio laboratory 

- National measles & rubella laboratory 

- National Japanese encephalitis laboratory 

Rotavirus laboratory 

- Department of Medical Research 



Department of Public Health 

Public Health 
Disaster and Public 
Health Emergency 

Disaster CEU 

SDCU in 
S&R 

Port of 
entry 

EPI 

Disease 
Control 

Admin and 
Finance 

Organization of CEU 



 Surveillance and Response 
 

 

 

 

 

 

 

 

 

 

 

 

 

 IHR Implementation (Port Health & Cross Border Surveillance) 

 

 Disaster Management (esp. Early Warning Alert & Response System)  

 

 

 

Supporting MOH and DoPH Goals 

Improving Community Health 
 

 

 

 

 

 

 

 

 

Diseases under 

National 

Surveillance 

 

 (17 diseases) by 

strengthening of  

HMIS 

 

Epidemic prone 

Communicable 

Diseases 

 

•Diarrhoea  

•Cholera 

•Meningitis 

•Food poisoning 

,etc. 

 

 

Vaccine 

Preventable 

Diseases 

 

•Poliomyelitis 

•Measles 

•NNT 

•Diptheria 

•Whooping Cough   

 

 

Emerging 

Infectious 

Diseases 

 

•Influenza  

•(H1N1, H5N1) 

•Ebola 

•SARS 

• MERS CoV  

 

Zoonotic Diseases 

 

•Rabies 

•Plague 

•Leptospirosis  

•Anthrax 
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Communicable Disease Under Surveillance  

 

 

 

 

Immediate 
Reporting 
• Unusual Occurrence 

• Disasters 

• Accidents 

 

• *Daily Zero Report (SDCU) 

Weekly Integrated 
Disease 
Surveillance 
• NNT 

• Measles 

• AFP 

• ARI, Bird fall, chicken fall 

Monthly DUNS 

• Diarrhoea, Dysentery, Food 
Poisoning, Typhoid 

• Measles, Diphtheria, 
Whooping Cough, Neonatal 
Tetanus, Tetanus,  

• Meningitis, 
ARI(Pneumonia), Hepatitis 

• Rabies, Anthrax, Snake Bite 

• Malaria 

• TB (a)Sputum (+)ve  
Pul:TB(new), (b) Sputum (-
)ve Pul:TB(new), (c) 
Extrapul:TB(new) 



Surveillance System in Myanmar 

Unusual event or 
disease outbreak 

Township Public Health 
Department 

Neighboring 
Countries * 

(Cross Border 
Collaboration) 

Other Sectors 
eg. LBVD, 
Forestry, 

Agriculture, etc. 

 
MBDS 

 

ASEAN+3 
FETN 

WHO 

Ministry of Health 
and Sport 

Department of Public Health, 
Central Epidemiology Unit * 

State/Regional 
Public Health 
Department * 

District Public Health 
Department * 

Department of 
Medical Services 
(Hospital & NHL) 

* = Rapid Response Team 

Basic Health Staffs 

Community 

NGOs/INGOs 

Media 

IHD 

Private 
Sector 
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Thank You 


