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Workers’ Memorial Day — April 28, 2001 

Workers’ Memorial Day, April 28, 2001, is a designated time to remember workers 

who have died from work-related injuries or illnesses. Although there have been sub 

stantial improvements in occupational health and safety (7 ), work-related injuries and 

deaths continue to be a major public health concern. During 1980-1997, 103,945 work 

ers died from work-related injuries, an average of 16 deaths per day. In 1999, the most 

recent year for which data are available, economic costs of fatal and nonfatal uninten 

tional work-related injuries were an estimated $122.6 billion (2) 

This year, the date also marks the 30th anniversary of the Occupational Safety and 

Health Act and the establishment of the Occupational Safety and Health Administra 

tion and CDC's National Institute for Occupational Safety and Health (NIOSH). NIOSH 

was established to conduct research and make recommendations to prevent work 

related injuries, illnesses, and deaths 

Additional information on causes and prevention of work-related injury and illness 

is available from CDC, telephone (800) 356-4674 or at http://www.cdc.gov/niosh 

homepage.html 
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Baler and Compactor-Related Deaths in the Workplace — 
United States, 1992-2000 

Equipment that compacts and bales loose solid waste materials into denser, more 

easily transported units is common in refuse disposal and recycling and is used routinely 

at recycling centers, manufacturing facilities, and retail and wholesale stores to com 

press paper, textiles, metals, plastic, and other material*. Persons operating balers and 

compactors can become caught by the powered rams of the compression chambers 

while using these machines. Risk factors resulting from these incidents have been iden 

tified through surveillance findings and results of investigations conducted by CDC’s 

National Institute for Occupational Safety and Health (NIOSH) Fatality Assessment and 

*This report considers only stationary machines 
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FIGURE 1. Diagram of a stationary vertical downstroke compactor/baler and a 
horizontal baler and conveyor 
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Tennessee, Texas, and Washington). All 19 were men, aged 16-52 years (median: 36 

years), who sustained crushing or amputation injuries from the compacting ram after 

they reached into or entered the compression chamber of an operating machine. Injury 

related activities were identified through case reports; reaching or falling into the com 

pression chamber injured 12 persons, the presence of the worker in the compression 

hamber automatically activating the ram injured six, clearing jammed material from an 

operating machine injured five, co-workers activating the ram without kr owing thatthe 

worker was inside the compression chamber injured three, and attempting to retrieve 

inbalable material from an operating machine in t some incidents invoived 

yre than one factor 

Field nvestigations that ider tified injury risks were conducted for 11 incidents. Nine 

ved failure to implement effective power supply shutdown and ram pressure dissi 

yn procedures, six involved failure w standard procedures for clearing mate 

jams, six invoived attempting to « iaterial jams without shutting down the 

iachine’s automatic controls, five inv > 2rating machines with bypassed or defer 

; ive safety interlocks, and three involved workers operating a machir ithout deter 

ning the location of co-workers 

itiona for { ipational Safety ar 

Editorial Note: Baling and compacting 

ynfigurations; however, whether the machine |: compat to workers are 

exposec to similar injury risks Both types of machines compress retuse material throuc 

the action of a powered ram that moves verticz horizontally into and through a 

mopression chamber Using tons yf pressure ram ympresses the chamber contents 

to asmall. dense unit. Balers ¢ ompress ana D > material using wire or twine, ana 

4s compress the material into »r that is stored for later transport 

manufactured machines conforr rican National Standards Institute 

ons such as point-of-operation guards to prevent injury associated with reaching 

perating machine and interlocked co f to interrupt »verse the 

ram's motion when the compression chamber do are opened (7 t sver, some 

jer machines may not have guards and interlocks 

Automatically controlled machines operate when the control system senses the pres 

e of sufficient material to be compressed. Because ram motion may not have started 

may have ceased during a jam, workers may not recognize that the machine ts opera 

nal and the ram could activate inadvertently unless the power supply is disconnected 

and the ram pressure is dissipated. Employers may not recognize the need to standard 

ze jam clearing procedures to include both power supply shutdown and ram pressure 

dissipation procedures 

The findings in this report are subject to at least five limitations. First, because of the 

variety of industries and circumstances in which these machines were used and the 

mits of surveillance for fatal injuries, this report may underestimate the number of 

compactor- and baler-related deaths. Second, the FACE state component receives 

reports of work-related deaths from only 15 states. Third, because of limited injury 

descriptions in CFOI compared with FACE descriptions, the exact circumstances of injury 

often cannot be determined. Fourth, deaths identified by FACE from 1992 through 1998 

probably were included in CFOI although not necessarily identified as baler- or compactor 

related; therefore, FACE and CFOI cases overlap. Finally, the number of reported cases 

was small, thus limiting generalizability 
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nd Compactor Continued 

On the basis of information collected from FACE investigations, the following mea 

sures are recommended to reduce the risk for worker injury in compactors and balers: 1) 

employers should train workers to recognize the hazards of operating or working near 

balers and compactors; 2) before jams are cleared, authorized employees should verify 

that the machine’s electrical power has been disconnected, the disconnecting device has 

been locked and tagged, and the ram pressure has been dissipated (3); employers 

should implement appropriate power supply shutdown procedures whenever repair or 

maintenance is needed (4); 3) employers should implement standard procedures for 

managing common events such as material jams; 4) balers and compactors should be 

equipped with machine guards and safety interlocks to prevent worker injury and inter 

locks should be designed so that they cannot be bypassed; and 5) employers should 

require machine operators to account for the location of co-workers before activating 

ompactor or baler rams 
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Nonfatal Occupational Injuries and Illnesses 
Treated in Hospital Emergency Departments — United States, 1998 

r 
The National Electronic Injury Surveillance System (NEISS) includes data about non 

fatal occupational injuries and illnesses treated in U.S. hospital emergency departments 

EDs). This report summarizes 1998 injury and illness estimates based on NEISS, which 

indicate that the magnitude and patterns of nonfatal occupational injuries and illnesses 

were comparable to estimates reported for 1996 (7). Younger workers continue to have 

the highest rates of work-related injuries and illnesses; therefore, interventions should 

address the health and safety needs of young workers, most of whom lack substantial 

experience in the work place 

In 1998, NEISS identified approximately 47,000 work-related injuries and illnesses 

treated in 67 EDs derived from a national stratified probability sample of all U.S. hospitals 

with a minimum of six beds and a 24-hour ED.* The NEISS sampling frame for work 

related ED visits was updated in October 1997 based on the 1995 listing of U.S. hospitals 

with EDs. As a result, compared with earlier reports, the updated hospital sample had 

Through a collaboration between NIOSH and the U.S. Consumer Product Safety Commission 

CPSC), work-related injury and illness information was collected without limitations by 

age, consumer product involvement, or type of injury event at two thirds of the 101 NEISS 

hospitals used by CPSC for the collection of product-related injuries 
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hanges in the makeup of hospitals within each size stratum in the sample and the 
' statistical weights for cases, which are used to extrapolate to national estimates (7) 

Work-related ED visits for injury or illness were identified from admissions informa 

yn and ED chart review. A work-related case was defined as any | / or illness 

irred by a civilian worker while working for compensation, arriving or leaving work } 

inthe employers premises during transportation between locations as a part of the 

(excluding commuting to or from home), doing ;wricuitural produ tion activities, or 1 

ng as a volunteer for an organized gro (e volunteer fire department) (2) 

njuries, common illness cases (e ids ruses), routine drug and alcohol 

and revisits to an ED for a previously treated injury or illness were excluded 

oyment estimates, used to calculate injury rates, were 12-month averages for t 

irrent Population Survey (CPS) data based on full-time equivalent (FTE) workers 

1 FTE=2000 hours per year) (3). CPS is a monthly household survey of the U S. civilian 

ninstitutionalized population aged >15 years that includes wage and salary workers, 

self-employed workers, part-time workers, and unpaid workers who worked >15 hours a 

week in family-operated enterprises, but excludes volunteers for organized groups. How 

ever, cases involving volunteer workers were not removed from the njury/iiness esti 

‘ nates or rate estimates presented in this report because of difficulties in identifying 

»se workers in the NEISS database. Injuries and illnesses to workers aged <14 years 
| tal) were included tn the total in; illness estimates but were excluded from 

liness estimates in the rate caiculation ecause employment data for this age 

were not availiable 

1998, an estimated 3,600,000 (95 nfidence interval [Cl]=+600,000) occupa 

injuries and illnesses to workers of all ages were treated in EDs. The overall 

ipational injury and illness rate was 2.9 (95% Ci=+0.5) per 100 FTE workers aged >15 

years. The injury and illness rate for males (3.4; 95% Ci=+0.6) was 1.6 times the rate for 

females (2.1; 95% Cl=+0.3). The rate was highest for younger workers and decreased 

with increasing age (Figure 1) 

Workers aged 15-17 years had a particularly high rate of burns, ranging from two- to 

} righe nt for ¢ 2r workers (F >9) Rur 1d lacerz unted fc \ ) mic nan Me ‘oro WOrKel \ Z =i! ‘ sFAaALIONS at ul > )-fold higher than that for older workers (Figure Burns and lacerations accounted for 

yne half of injuries to workers aged <20 years and approximately one fourth to one third 

of injuries to workers aged >20 years 

In 1998, approximately 70% of injuries resulted in erations, punctures, amputa 

tions, and avulsions (27%); sprains and strains (25%); and contusions, abrasions, and 

hematomas (21%). Hands and fingers, the most commonly injured body parts (30%), 

were treated almost twice as frequently in EDs as injuries to other anatomic groups 

trunk, back, and groin (18%); head and neck (17%); lower extremities (17 and upper 

extremities (excluding hands and fingers) (15 

Nearly all of the estimated 3.6 million work-related injuries and illnesses were treated 

in EDs and released. Approximately 60,000 (95% Cl=+16,000) of these injuries/ilinesses 

resulted in hospitalization, and an additional 18,000 (95% Cli=+5,000) were transferred 

from the ED to another medical facility. Of hospitalized patients, 85% were males. The 

highest proportion of hospitalizations (35%) were the result of fractures and dislocations. 

Div f Safety Research, National Institute for Occupational Safety and Health 

Editorial Note: The findings in this report indicate that the number and distribution of 

work-related injuries/illnesses treated in an ED and the injury/illness rates, overall and 

by sex, were approximately equal for 1996 and 1998. These trends continue to be 



Vol. 50 / No. 16 MMWR 

Nonfatal Occupational Injuries Continued 

FIGURE 1. Estimated rates* of nonfatal occupational injuries and illnesses treated in 

hospital emergency departments, by sex and age group of worker — United States, 
1998 

18-19 20-24 25-34 35-44 45-54 55-64 ; All Ages 

Age Group (yrs) 

*Per 100 full-time equivalents 

FIGURE 2. Estimated rates* of nonfatal occupational injuries and illnesses treated in 
hospital emergency departments, by selected diagnoses and age group of worker — 
United States, 1998 

3 
0 Burns 

0 Contusion, Abrasion, 
Hematoma 

§ Laceration, Puncture, 
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8 Sprain, Strain 
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| 

15-17 18-19 20-24 25-34 35-44 45-54 55-64 265 All Ages 

Age Group (yrs) 
*Per 100 full-time equivalents. 

' The rate of burns to workers aged >65 years did not meet minimum reporting requirements. 
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Fatal Occupational Injuries — United States, 1980-1997 

CDC monitors deaths from occupational injuries through the National Traumatic 

Occupational Fatalities (NTOF) surveillance system (17,2). This report provides an over 

view of traumatic occupational deaths among civilian workers from NTOF from 1980 

through 1997, the most recent year for which data are available. The data presented in 

this report indicate a decrease in occupational deaths over this period with mining, agri 

ulture/forestry/fishing, and construction having the highest death rates; motor-vehicle 

rashes were the leading cause of injury-related deaths for U.S. workers. State health 

departments and others involved in prevention of occupational injuries can use the data 

tea ntior arame e intervention programs 

contains information obtained from death certificates from the vital statistics 

nits in the 50 states, New York City, and the District of Columbia (7 ).* Crude 

death rates per 100,000 workers were cz ated as the number of deaths among civilian 

f 2ach year divided by the number of employed civilians for each year 

estimates for rate calculations were obtained from the Bureau of Labor 

BLS) Current Population Survey (CPS), a population-based, household-sample 

survey of the civilian, noninstitutionalized population. These data were extracted from 

the BLS Employment and Earnings' and the CPS monthly microdata files (3). Employ 

ment data used for rate calculations were based on the number of workers 

National Estimates 

During 1980-1997, 103,945 civilian workers died in the United States from occupa 

tional injuries, an average of 16 work-related deaths per day. The annual number of 

traumatic occupational deaths declined 28%, from 7343 in 1980 to 5285 in 1997. The rate 

for occupational injury deaths for all workers decreased 45 from 7.4 per 100,000 

workers in 1980 to 4.1 in 1997 

Males accounted for 93% of all deaths, with a death rate approximately 11 times that 

»f females (Table 1). Although 85% of civilian workers who died were white, blacks had a 

higher fatality rate (5.6 per 100,000 workers) than whites (5.0). Workers aged 25-34 

years accounted for the largest number of occupational injury deaths, and workers aged 
+ 

-65 years had the highest age-specific death rate (Table 1 

ertificate submiss to the NTOF database include 1) age >16 

years ; rnal f death (/nternational Classification of Diseases, Ninth Revision 

codes E800-E999); an ’ t ) item marked positive by the certifier 

Employment estimates were based on household data annual averages from the BLS monthly 

publications of the Employment and Earnings. These estimates are extracted from each of 

the January issues for 1980-1997 
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TABLE 1. Number and rate* of traumatic occupational deaths, by sex, race, and 

age group — United States, 1980-1997 

Characteristic No (% Rate 

Sex 
AA 

f 

103,945 

icle crashes th > accounted r24 yf deaths and were the leading 

ited death for U.S. wi rs 1 iomicides became the second 

occupational injury deaths (14 Su Issing machine-related deaths 

Deaths caused by falls and electro ns accounted for 10% and J 

ited deaths, respecti vely 

The industries in which the largest nur rs geatns occurred were constrt 

179 deaths [19% of reported deaths transp¢ ation/communications/public utilities 

and manufacturing (15,490 [15 ). Industries with the highest death 

30 per 100,000 workers), agriculture/forestry/fishing (19), and con 

The risk for specific causes of death varied by industry. Machinery was the leading 

ause of death in agriculture/forestry/fishing, mining, and manufacturing. Falls were the 

most prevalent in construction, followed by motor-vehicle crashes, and machinery 

Motor-vehicle crashes were the leading cause of death in transportation/communica 

tions/public utilities, wholesale trade, and public administration. Homicide was the iead 

ing cause of death in retail trade, finance/insurance/real estate, and services 

The occupation categories in which the largest number of deaths occurred were 

precision production/craft/repairers (21,412 deaths [21%]), transportation/material mov 

ers (18,251 [18%]), and farmers/foresters/fishers (13,597 [13%]). Occupation categories 

with the highest death rates were farmers/foresters/fishers (21.4 per 100,000 workers) 

ransportation/material movers (21.3), and handlers/equipment cleaners/helpers/labor 

ers (13.4) 

State Estimates 

The greatest number of fatal occupational injuries occurred in California (10,712 deaths 

(10%]), Texas (10,294 [10%]), Florida (6,269 [6%]), Illinois (4,582 [4%]), and Pennsylvania 
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4,402 ). Fatal occupational injury rates were highest in Alaska (22.7 per 100,000 

workers), Wyoming (15.8), Montana (11.8), Idaho (10.4), and West Virginia (10.1). The 

causes of death varied for each of these five states. For example, water trans 

ounted for the most deaths in Alaska (33%), compared with approximately 29 

‘ited States, and air transport was the second or third leading cause of death in 

1 with being the seventh overall cause of death nationally 

Health 

ings in this pO icate a general decrease during 1980-1997 

f deaths and the anni rates of occupational deaths in the United 

vave changed through the 1990s. Although 

these temporal trends, changes in the 

+r targeted regulations, improved hazard awareness, 

ble factors (4 ). In addition, changes in the 

of the workf 4) and improvements 

to these decreases 

sive fatal occupational injury 

for examining temporal 

tools for identifying 

only 67 90 

as the source of 

Injury at Work? 

earlier application of 

2d solely from 

ti databases, resulting in 

presented in this report do not 

\ours per week 

a multi 

includ 

reports, me ca er an oroner 

reports, information from other federal , 
f 

CFOI l t data sources and re 

wo of these sources, leading to 

uracy. NTOF and CFOI identified 

ection for the two 

Q7c5 
O/7< » DY 

th objectives for 2010 is to reduce the rate of work-related 

nj death to 3 r 100,000 workers (objective 20-1a ). Surveillance data, such as 

those gathered through NTOF and CFOI, provide the basis for strategies to prevent 

traumatic work-related deaths by profiling high-risk worker groups and leading causes of 

death. This information can be used to develop targeted injury-prevention efforts J 

In 1992, national guidelines for comple the “Inj t rk?” item were developed and 

jisseminated by the Association for tal Records and Health Statistics (now the National 

Association for Public Health Statistics and Information Systems), NIOSH, the National 

Center for Health Statistics, and the National Center for Environmental Health (7 
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about NTOF is available m NIOSH, telephone (800) 356-4674 
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d Health Assemt 

Substantial progress towar 
, nr A ft zation (WHO 

»r 2000 compared with 30 in 1999. WHO has prepare Va 
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> Mass Campaigns), suDdnation n lé mass 

arge areas of acountry 1d mop if > mass camp C 

The | supplemental nds veral ¢ to weeks and usually target 

doses. Since 1999, countries 

d improved the quality of supple 

ountries hel mor yuNds in 2000 than in 1999, and an 

40% of children received O m health-care workers going house-to 

ng January 1999-—May 2000, the number of countries where polio is endemic 

reased from 30 to 2 Af 24 (13 in Africa, seven in the Eastern Mediterranean, and four in 

ith-East Asia) (Figur Transmission was detected in 20 countries during the 

half of 2000 

Despite improved surveillance, the number of reported polio cases decreased by 

from 7141 in 1999 to 2849 as of April 3, 2001 (Table 1). From 1999 to 2000, the global 

cas, Eastern Mediterranean, Ex >, South-East Asia, and Western Pacific 
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Global Poliomyelitis Continued 

FIGURE 1. Reported number of confirmed wild poliovirus cases — by country, 2000 

TABLE 1. Performance indicators for acute flaccid paralysis (AFP) surveillance — 
by World Health Organization Regions, 1999-2001* 

1999 2000 

No % AFP No % AFP 

reported Nonpolio with Confirmed reported Nonpolio with Confirmed 

AFP AFP adequate polio AFP AFP adequate polio 

Region cases rate’ specimens’ (wild virus cases rate specimens (wild virus) 

7,141 (1,887) 

nonpolio acute flaccid paralysis (AFP) rate, an indicator of surveillance sensitivity, 

increased from 1.3 per 100,000 population to 1.5, and the proportion of persons with AFP 

with adequate stool specimens increased from 67% to 75%. Type 2 wild poliovirus has 

not been detected since October 1999 (3). 

By late 2000, 128 (87%) of the 147 laboratories in the polio laboratory network had 

received WHO accreditation (i.e., attained a standardized quality level). The network 
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FIGURE I. Selected notifiable disease reports, United States, comparison of 
provisional 4-week totals ending April 21, 2001, with historical data 

ymparabie, and 

hed area begins 

TABLE !. Summary of provisional cases of selected notifiable diseases, 
United States, cumulative, week ending April 21, 2001 (16th Week) 

Cum. 2001 Cum. 2001 



TABLE Il 
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Provisional cases of selected notifiable diseases, United States, 
weeks ending April 21, 2001, and April 22, 2000 (16th Week) 

Reporting Area 

AIDS Chlamydia Cryptosporidiosis 

Escherichia coli 0157:H7* 

NETSS PHLIS 

Cum ] Cum Cum Cum Cum 

2001 

Cum 

2000 

Cum 

2007" | 2000 

Cum 

2001 2000 

Cum 

2001 2000 

, 

Cum 

2001 2000 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending April 21, 2001, and April 22, 2000 (16th Week) 

Hepatitis C Lyme 
Gonorrhea Non-A, Non-B Legionellosis Listeriosis Disease 

Cum Cum Cum Cum Cum. | Cum Cum Cum Cum 
Reporting Area 2001 : 2000 2000 2001 2001 2000 2001 2001 

¥ 

2000 
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(Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending April 21, 2001, and April 22, 2000 (16th Week) 

Reporting Area 

Malaria Rabies, Animal 

Saimonellosis* 

NETS 

Cum 

2001 
Cum 

2000 
Cum Cum 

2001 2000 

; 
Cum 

2000 
Cum 

2001 
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TABLE Il. (Cont’d) Provisional cases of selected notifiable diseases, United States, 
weeks ending April 21, 2001, and April 22, 2000 (16th Week) 

Shigellosis* 

NETSS PHLIS 
Syphilis 

(Primary & Secondary) Tuberculosis 

Cum 

2001 | Cum Cum Cum Cum Cum | Cum 
2000 Reporting Area 2000 2001 

¥ 

2000 
Cum 

2001 2000 2001 

3,499 

of 
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TABLE Ill. Provisional cases of selected notifiable diseases preventable 
by vaccination, United States, weeks ending April 21, 2001, 

and April 22, 2000 (16th Week) 

Reporting Area 

H. influenzae 

Invasive 

Hepatitis (Viral), By Type Measles (Rubeola 

A 8 indigenous Imported* Total 

Cum | Cum 

2001 
Cum Cum 

2001 

Cum 

2000 

Cum 

2001 2001 

Cum 
2001 2001 

Cum Cum | 

2001 2000 2001 

Cum 

2000 2000 
x . 
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TABLE Ill. (Cont’d) Provisional cases of selected notifiable diseases preventable 
by vaccination, United States, weeks ending April 21, 2001, 

and April 22, 2000 (16th Week) 

Meningococcal 

Disease Mumps Pertussis Rubella 

Cum | Cum | Cum | Cum Cum 
2000 2001 2001 2000 1 

Cum Cum 

Reporting Area 2001 2000 _ 2001 | 2001 



Reporting Area All 

TABLE IV. Deaths in 122 U.S. cities,* week ending 
April 21, 2001 (16th Week) 

All Causes, By Age (Years 

Ages 

P&l 

Total 

April 27, 2001 

& 45-64 fas | 24 | <1 

¥ 

Reporting Area 

All Causes, By Age (Years 

All i 

P&i 

Total 
| 65 }45-64 [25-44 | 1-24 <1 

Ages 

rs * 
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Global Poliomyelitis Continued 

with AFP. Uttar Pradesh and Bihar in northern India remain the foci of poliovirus transmis- 

sion along with a few scattered areas. During 2000, each campaign that targeted the >15 

presumed virus reservoir outside northern India involved vaccinating approximately 1 

million children aged <5 years. Despite improved surveillance, one wild poliovirus 

associated case was reported in Bangladesh near Dhaka. However, virus sequence 

information suggested that transmission may not have been detected earlier in 2000 

Myanmar reported two confirmed wild poliovirus cases near the border with Bangladesh, 

and Nepal reported four cases from its border with Uttar Pradesh and Bihar, India 

1 by: Vaccines and Biologicals Div, World Health Organization, Geneva, Switzerland 

and Respiratory Viruses Br, Div of Viral and Rickettsial Diseases, National Center for 
ous Diseases; Vaccine Preventable Disease Eradication Div, National Immunization Pro 

m, CDC 

Editorial Note: Progress toward interrupting wild poliovirus transmission, particularly in 

India, the largest country where polio is endemic, underscores the feasibility of eradication. 

The goal of interrupting transmission globally by the end of 2000 could not be achieved 

for several reasons, including delayed implementation of the polio eradication strategies 

in some regions, difficulties in accessing populations in war-torn countries, and slow 

progress toward raising the quality of both supplemental vaccination and surveillance 

During 2000, progress toward eradication included a 60% decline in reported cases 

globally within 1 year, the certification of the Western Pacific as polio-free, the accelera 

tion of activities in Africa as indicated by the 16 West African countries conducting syn 

chronized national campaigns in the fall of 2000, and the public commitment to a polio 

free world by international leaders and polio partners at the polio summit at the United 

Nations in September 2000 

Challenges during 2000 included poliovirus importations from countries where polio 

is endemic to polio-free areas, which demonstrated the fragility of polio-free status and 

highlighted the importance of maintaining high polio vaccination coverage and certifica 

tion-standard surveillance. The 17 deaths in Cape Verde associated with poliovirus im 

ported from Angola underscore the severity of poliovirus infection even in areas that 

have been polio-free for years and the risk for transmission if population immunity is not 

maintained. On Hispaniola Island, the outbreak of vaccine-derived poliovirus would not 

have occurred had the population been vaccinated adequately; the outbreak confirms 

the need to maintain high vaccination coverage and sensitive AFP surveillance for early 

detection of and response to such outbreaks 

During 2001, the major objective of the eradication process is to continue vaccination 

activities in countries where polio is endemic, including war-torn areas. Success will 

depend on negotiated cease-fires during vaccination rounds, enhanced access to all 

children, and the continued support of external partners 
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