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On World Polio Day, the World Health Organisation (WHO) announced that Wild 
Poliovirus Type 3 (WPV3) had been eradicated globally. The last case was seen seven 
years ago in Northern Nigeria.  

 

The eradication of WPV3 follows the global 

eradication of Wild Poliovirus Type 2 (WPV2) 

in 2015 - the last case was seen in India 16 

years previously.  

 

Though there are three serotypes of polio 

virus, they all cause the same disease. 

However, there are genetic and virologic 

differences that make these three strains act 

as three separate viruses that must each be 

eradicated individually. 

 

The final reservoirs of Wild Poliovirus Type 1 

(WPV1) are now only found in two countries - 

the politically and geographically fraught 

regions of Pakistan and Afghanistan.  

 

It has been three years since the last case of 

WPV1 was detected in Africa - in Nigeria, 

where it used to be endemic. It is tentatively 

hoped that Africa may soon be certified free of 

all wild polio viruses. However, the WHO 

regional director for Africa was keen to 

impress on national health authorities the 

need to continue to strengthen routine 

immunisation and to maintain routine 

surveillance in order that any outbreak can be 

detected and dealt with immediately.  

Over the last 30 years, concerted vaccination 

campaigns have resulted in a remarkable 

99.9% reduction in worldwide cases of wild 

polio. It is estimated that the world has saved 

more than US$27 billion in healthcare costs 

since the programme was instigated. In India, 

where polio was paralyzing up to 1,000 

children per day in the 1990s, the disease was 

eliminated in 2014. 

 

There are still cases of vaccine-derived polio 

(VDP) where vaccine coverage is low and 

there is poor sanitation - the weakened virus 

that is contained in the oral vaccine is 

excreted in the faeces of recently vaccinated 

children, and can spread in the community in 

susceptible, non-immunised people. It is 

important that routine surveillance measures 

are in place to pick up these cases early and 

that authorities act immediately to saturate the 

area with vaccination campaigns. Two new 

oral vaccine candidates for VDP have 

advanced to testing for emergency-use 

regulatory approval by the WHO and the 

affected countries, and they could be available 

as early as June 2020.  

 

There are currently outbreaks of vaccine-

derived polio virus in 12 countries, all in Africa: 

Angola, Benin, Cameroon, Central African 

Republic, Chad, Democratic Republic of the 

Congo, Ethiopia, Ghana, Niger, Nigeria, Togo 

and Zambia. 

 

A STEP CLOSER TOWARDS POLIO 
ERADICATION 



  

Polio usually affects children under five. The 

WHO estimates one in 200 cases leads to 

irreversible paralysis. Death can occur when 

breathing muscles are affected by the 

paralysis. There is no cure but the polio 

vaccine protects children for life. Anyone 

travelling to countries with outbreaks of VDP 

should ensure that they are fully immunised 

against polio. 

 

The Global Polio Eradication Initiative (GPEI) 

is now optimistic that by 2023, a second 

human disease, that has caused morbidity 

and mortality to millions around the world, will 

be closer to being eradicated. This ambitious 

challenge will depend on the vaccination of 

400 million children each year, for at least the 

next 14 years, if eradication is to be 

successful. The only other successful 

eradication of a worldwide killer disease was 

that of smallpox in 1980.  

 

CURRENT POLIO OUTBREAKS 

 

ZAMBIA 
Circulating Vaccine-Derived Poliovirus Type 2 (cVDP2) has been 

identified in a child in Chienge district, Luapula province, Zambia near the 

border with the Democratic Republic of Congo.  

  

CHAD 
A case of cVDP2 was confirmed in a baby with acute flaccid paralysis in 

Chari Baguirmi province, bordering Cameroon.  

  

TOGO 
A case of cVDP2 case was confirmed in a child with acute flaccid 

paralysis within Plateaux province, bordering Benin and Ghana.  

 

 

 

High intensity vaccination campaigns have 

been instigated in these provinces. Multiple 

vaccine-derived outbreaks are occurring in 

Africa with spread across international 

borders. The risk of further outbreaks in new 

countries is considered extremely high.  

 

 

cVDP is transmitted via the faecal-oral route, 

through exposure to water contaminated by 

infected human faeces, or by direct person to 

person contact. All travellers should practise 

strict food, water and personal hygiene. 

Ensure that you have completed a full course 

of a polio vaccine prior to travel, and if your 

last dose was over 10 years ago, you should 

see your doctor for a booster dose. 
 

 

 

 



  

 

 

 

 

 

 

 

 

 

The number of cases of Lyme disease has doubled in the US in the last 15 years and is 
estimated to affect over 400,000 people across the country.  
 

One in ten of those infected endure symptoms 

for a year, while one in 20 are still suffering 15 

years later. Brain inflammation, nerve damage 

and ‘severe’ functional impairment have been 

documented. These numbers include many 

children. 

 

Lyme disease is a bacterial infection which is 

spread to humans through bites from infected 

ticks. An early sign of the condition is a 

circular red skin rash around a tick bite that 

resembles a bullseye on a dartboard. Most 

rashes appear within a month. Not everyone 

gets a rash - some people will report flu-like 

symptoms. The main symptom is extreme 

fatigue that prevents sufferers from performing 

the most basic functions.  If it is not treated 

promptly with three weeks of antibiotics, the 

disease can cause pain and swelling in joints, 

nerve and heart problems and trouble 

concentrating. In some cases the symptoms 

persist for years. Diagnosis is confirmed by 

observation by an experienced health 

practitioner, and confirmed by a blood test but 

this is not always accurate and leaves many 

uncertain of the appropriate management 

plan. 

 

The problem with Lyme disease lies in the 

uncertainty in diagnosis combined with a 

reluctance among some practitioners to even 

make the diagnosis. Many sufferers are 

labelled as suffering from anxiety or chronic 

fatigue syndrome, and thus denied treatment 

that can cure symptoms if started early. 

 

Since the disease was identified in the 1970s, 

government agencies have battled Lyme 

disease largely by urging people to use 

repellent, wear white clothing and do body 

checks. 

  

There is a paucity of studies and limited 

research grants to improve diagnostic tools, 

treatment options and the development of 

acceptable vaccines. Ticks and other tick-

borne diseases have also been allowed to 

prosper and spread across the States in 

recent years. 

 

Lyme disease is also increasing rapidly in the 

UK with an estimated 3,000 new cases being 

reported each year. The causes of the rise in 

Lyme disease in the UK since the first case 

was recorded in the mid-1980s have not been 

fully explained, but it is likely to have arrived 

from mainland Europe before slowly 

spreading. Milder winters mean that more 

infected ticks survive from year to year, and 

an increase in the deer population has 

undoubtedly contributed. A lack of education 

about the dangers of the bites and how to 

LYME DISEASE EPIDEMIC SWEEPS 
ACROSS THE STATES 



  

prevent them has also compounded the 

problem. A new app, LymeApp, has been 

developed that will allow members of the 

public to learn about tick bites and also to 

report bites so that disease hotspots can be 

identified. 

 

There used to be a vaccine in the late 90s, 

called LYMErix. However, its life was short-

lived before it was pulled in 2002 amid low 

demand and lawsuits over potential side-

effects, against a back-drop of mounting 

mistrust in vaccines generally. 

 

Researchers are developing two new 

vaccines or ‘vaccine-like’ approaches to 

prevent this increasingly problematic disease, 

but they are at least three to five years away 

from clinical use according to their developers. 

They then have to overcome similar vaccine 

hesitancy as was present when LYMErix was 

withdrawn. Until then, there are steps people 

can take to prevent Lyme disease, including 

wearing protective clothing, using insect 

repellent, and checking for ticks in clothes as 

well as on the person after spending time 

outside. Any suggestion of a tick or a bullseye 

rash should be followed up by your doctor.  

 

TICKS CARRYING TICK-BORNE ENCEPHALITIS 
FOUND IN THE UK 

 
There have always been ticks in the forests 

and heathlands of the UK but for the first time 

the virus that causes tick-borne encephalitis 

(TBE) has been identified in the UK. TBE virus 

is commonly found in parts of mainland 

Europe and Scandinavia, as well as in Asia. It 

is likely that it has been brought to the UK by 

migratory birds. 

 

TBE is a viral illness that usually causes only 

mild flu-like illness or no symptoms at all. 

However, in about a quarter of people it can 

affect the central nervous system causing 

meningitis and brain swelling, and can be fatal 

in up to 2% of people.  

 

The virus was found in routine tick checks in 

Thetford Forest in Norfolk and in woods on the 

Hampshire/Dorset border. There has been 

one confirmed human case of TBE, in a visitor 

to the New Forest in Hampshire in the south 

England. 

 

 

There has been an increase in tick numbers 

generally as a result of increasing deer 

populations - the little parasitic arachnids are 

also found on cats, dogs and foxes. They lurk 

in the undergrowth, on long grasses and fern 

fronds and latch on to humans and animals as 

they walk by.  

 

The advice from Public Health England is to 

be tick-aware by covering up when walking 

outdoors in woodlands and moorlands, 

tucking your trousers into your socks, using 

paths rather than rambling in the undergrowth, 

applying insect repellent and checking your 

clothes and your hair on your return. If you do 

find a tick on your skin then remove it carefully 

with a tick-removal tool that you can find in a 

pharmacy - the wound should then be cleaned 

with antiseptic. If you develop a circular rash 

you should visit your doctor. The risk of TBE is 

said to be VERY LOW in the UK. 

 

 

 

 

 



  

 

 

 

 

 

 

 

 

 

 
 
The latest figures announced by the WHO confirm that the Ebola epidemic in the Democratic 
Republic of Congo (DRC) has now claimed 2,144 lives. However, it seems that the outbreak has 
been confined to a smaller region, including Ituri province in the north-east, and with a declining 
number of cases each week over the last month.  

 

230,000 people have now been vaccinated across 

the region since the outbreak began and a second 

vaccine is due to be introduced in November.  

 

The WHO has welcomed the announcement from 

the European Medicines Agency (EMA), the 

European agency responsible for the scientific 

evaluation of medicines developed by 

pharmaceutical companies, recommending a 

conditional marketing authorisation for the Merck 

vaccine (rVSV-ZEBOV-GP) that has been shown 

to be effective in protecting people from the Ebola 

virus. It has been developed over the course of two 

Ebola Virus Disease (EVD) outbreaks, having first 

been introduced in the West Africa epidemic of 

2013-2016. The announcement by EMA is a key 

step before the European Commission decision on 

licensing. In parallel, the WHO has made it clear 

that they will push through prequalification of the 

vaccine. 

 

Two new drugs that promise a 90% cure rate, if 

started in the early stages of disease, are now in 

use in all Ebola Treatment Centres (ETCs). The 

major obstacle threatening the control and 

eventual elimination of EVD is the disruption 

caused by security incidents in this complex and 

very volatile area. 

 

The WHO status of ‘Public Health Emergency of 

International Concern’ (PHEIC) is to remain in 

place for a further three months. The declaration of 

PHEIC is an exceptional measure that has been 

used by the WHO only four times: in 2009 for the 

Swine flu virus; in 2014 for polio; in 2014 for the 

Ebola epidemic which killed more than 11,000 in 

Liberia, Guinea, Sierra Leone; and in 2016 for the 

Zika virus. 

On 4th October, the Ministry of Health of the DRC 

announced that the 1,000th survivor of the current 

Ebola outbreak was released from care. Most of 

the 1,000 survivors are enrolled in a follow-up 

programme run by the Ministry of Health and the 

WHO. Their health is monitored for one year, 

during which they receive regular check-ups on 

various aspects of their health from eyes to 

psychological support. Survivor clinics are 

operational in several locations in the country, with 

teams composed of physicians, psychologists, lab 

technicians, nurses and hygienists. 

Many of the survivors work to help others who are 

infected with EVD. They are called ‘lullaby singers’ 

and they understand the seriousness of the 

disease but also the reluctance and the mistrust of 

the community in general. Survivors are involved in 

outreach to the community, speaking about their 

experiences. They encourage people not to resist 

the care that is being offered and to seek treatment 

as early as possible, rather than after they have 

exhausted all other measures. Others work in the 

ETCs and help to transport people from their 

homes to seek treatment, as often patients are 

refused emergency transportation.  

The trends are encouraging but security is key: if 

the armed groups can be kept at bay to allow the 

health workers access to the communities then 

recent trends will continue. The advances in 

vaccine approval and drug developments during 

this outbreak will hopefully ensure that this will be 

the last major EVD outbreak of this magnitude.

EBOLA STILL A GLOBAL HEALTH 
EMERGENCY BUT SHOWING 
PROMISING SIGNS 



  

 

 

 

 

 

 

 

 

The world’s leading influenza experts meet 

twice a year at the WHO headquarters to 

analyse all the surveillance data from the 

previous season in order to predict the four 

most likely strains of the ‘flu’ virus to include in 

the forthcoming season’s jab. 

 

There are two separate vaccines, one for the 

northern hemisphere and one for the southern 

hemisphere. Each vaccine contains the four 

strains that they decide are most likely to 

prevail in the coming winter season. In order 

to manufacture sufficient supplies to meet 

demand, the decision needs to be made six 

months in advance of the season and 

therefore there is an element of chance 

involved. 

 

The choice consists of:  

 

 One strain from each of the Influenza 

A viruses, H3N2 and H1N1  

 One strain from each of the B viruses, 

B/Victoria and B/Yamagata  

 

The problem is that the flu virus mutates so 

quickly that it is hard to pin down the 

prevailing strains. 

 

The northern hemisphere selection committee 

met last February to make their choices. They 

had a problem in that there was a wide 

variation in the principal strain of the H3N2 

that had affected the US and the one that 

affected Europe and Canada the previous 

year. They hedged their bets and delayed the 

decision-making process by one month to try 

to get a better idea. They eventually opted for 

the strain that was prevalent late-season in 

the US.  

 

However, it appears the virus that was 

ultimately selected is not the H3N2 that 

dominated during the Southern Hemisphere’s 

winter 2019 season. It doesn’t help that the 

H3N2 component is the least effective of all 

the strains. The H1N1 and B/Yamagata, 

however, are the same in the Southern 

hemisphere selection. 

 

Another potential danger is the almost total 

lack of B/Victoria activity in the 2018/19 

season, following a number of years of 

dormancy. Should there be an upsurge in this 

strain there will not be much natural immunity, 

a strain that particularly affects children. 

 

It is important for health professionals to 

recognise that vaccinated people may still 

contract influenza and to consider rapid 

treatment with antivirals. Likewise, people who 

are more susceptible to influenza because of 

age or underlying health problems should take 

precautions to avoid being around sick 

people, irrespective of having been 

vaccinated.  

 

 

DOUBTS OVER THE EFFECTIVENESS 
OF THE NORTHERN HEMISPHERE  
FLU VACCINE 



  

 

 

 

 

 

 

 

 
 

It has long been assumed that mosquitoes travel low to the ground and have a limited 
range of up to 5km in their short life-span. This has always confused epidemiologists 
who have tried to rationalise how mosquitoes have been found in the semi-desert 
regions south of the Sahara where there is no water for months on end. 
 

However, researchers from the National 

Institute of Allergy & Infectious Diseases 

(NIAID) from the US and local scientists in 

Mali have shown that mosquitoes are in fact 

not so limited in their range. It appears that 

they can travel, on the backs of prevailing 

winds, hundreds of kilometres in a single 

night, at heights of 300m and above. This is 

ground-breaking research that explains how 

mosquito populations can surge suddenly and 

without warning in areas previously free of 

mosquitoes.  

 

The researchers employed imaginative 

methods over a ten year period in four Malian 

villages. They used helium balloons to hoist 

vertical ‘sticky’ nets into the sky and then 

analysed their catch. Over 600 nights of 

trawling for insects yielded a ‘catch’ of 

461,000 insects including 2,748 mosquitoes, 

235 of which were Anopheles, the genus that 

carries the malaria parasite. They only caught 

mosquitoes during the wet seasons. 

 

 

 

The higher they looked (up to 290m) the 

higher the density of mosquitoes. Of the 

mosquitoes captured more than 80% were 

female, the sex that bites and spreads malaria 

- and of these, 90% had taken a blood meal 

before travelling. Interestingly, not a single 

mosquito contained malaria parasites, though 

the researchers do point out that in a normal 

population only 0.1-5% of Anopheles actually 

carry the parasite, and only 235 Anopheles 

were captured. There is no reason to doubt 

that malaria can be spread hundreds of 

kilometres by infected mosquitoes. 

 

This research throws into question the ability 

of individual countries to eliminate diseases 

from their regions, and increases the threat of 

the spread of insecticide-resistant species. 

Epidemiologists who study the spread of 

disease may have to revise their predictive 

algorithms to update the transmission model 

not only for malaria but also for the many 

other diseases that are transmitted by 

mosquitoes such as Rift Valley fever, dengue, 

Zika and so on. 

  

 

 

MOSQUITOES ARE LONG-HAUL 
TRAVELLERS AFTER ALL  



  

 

 

 

 

 

 

 

 

 
As the United States continues to struggle 

with the worst measles outbreak in over 25 

years, with more than 1,250 reported cases 

across 31 states, hundreds of visitors to 

Disneyland in southern California may have 

been exposed to the highly infectious disease 

after an infected person visited. The individual 

visited a Starbucks in Los Angeles in the 

morning, before proceeding to spend a day at 

the theme park in Anaheim on 16th October. 

 

In mid-August, a teenage girl from New 

Zealand who was sick with measles visited 

Disneyland, Universal Studios and California 

Adventure, as well as many other popular 

tourist stops across southern California with 

the potential to infect others. There have been 

no confirmed cases of measles following this 

incident. 

 

In 2015, a measles outbreak was traced back 

to the park after several Disneyland 

employees were diagnosed with the infection. 

This led to 147 cases in multiple states as well 

as international spread to Mexico and 

Canada. It took four months before health 

officials declared an end to the outbreak. It 

was the first time Disneyland employees were 

confirmed as part of an outbreak. California 

public health authorities subsequently moved 

to require schoolchildren to receive 

vaccinations unless there were medical 

reasons not to do so, closing a loophole that 

granted exemptions for personal or religious 

reasons. 

 

So far in 2019, a total of 19 measles cases 

have been reported among Los Angeles 

county residents, and 11 infected people are 

known to have travelled through the county. 

New Zealand, as well as many countries all 

over the world, is also struggling with a 

measles outbreak. Through mid-August, it had 

confirmed 639 cases of measles this year. 

 

Measles, considered one of the most 

contagious viruses in the world, infects 90% of 

exposed people who have not been 

immunised. Transmission can occur by 

airborne spread of the virus in droplets as well 

as direct contact, four days before any signs 

appear and up to four days after. Symptoms 

of the virus, which can cause severe 

complications and even death, include fever, 

cough, runny nose, red watery eyes and a 

characteristic rash which can appear up to 

three weeks following exposure. 

 

All venues with high visitor numbers are at 

high risk of this kind of potential exposure. 

Disney Parks maintain rigorous sanitation 

standards across the parks and have 

strengthened their educational resources and 

ongoing immunisation programme for all cast 

members and park staff. Public health 

authorities continue to educate the general 

public about the importance of being fully 

immunised against measles - to be fully 

immunised you need to have had two MMR 

vaccinations. 

 

 

LA COUNTY ISSUES MEASLES 
WARNING AFTER VISITOR WITH 

MEASLES ENTERS DISNEYLAND 



  

 

 

 
 
 

 
 
 
 
 
 
 
 

 

 

‘SALVA!’, a new saliva test for malaria, with results available within as short a time as 
five minutes, is about to enter field trials.  
 

If results are positive this new diagnostic tool 

could be available commercially within two 

years.  

 

The test detects a ‘bio-marker’ in the saliva of 

those carrying the mosquito-borne malaria 

parasite, before they develop any symptoms 

of the disease. It is easier to use on children 

because it is less invasive as it doesn’t rely on 

blood. The principal tool for malaria detection 

will remain direct microscopy of blood 

samples but it is hoped that the saliva test will 

reduce the reliance on lab testing.  

 

 

There are more than 200 million cases of 

malaria, with over 400,000 deaths, caused by 

Plasmodium parasites spread by the bites of 

infected female Anopheles mosquitoes, each 

year around the world. Africa bears the brunt 

of these cases with 85% of global deaths in 

2017 - Nigeria and the Democratic Republic of 

Congo account for more than a third of cases 

alone. 

A recent report by malaria experts published 

in the UK’s Lancet journal, suggested that 

malaria could be eradicated within a 

generation, by 2050. The incidence of the 

disease has already fallen by 36% and the 

death rate by 60% since the year 2000. 

 
 
 
 
 
 

 

 
 
 
 
 

 
 

NEW MALARIA DIAGNOSTIC TOOL 
ENTERS FIELD TRIALS 
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