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Business case for WHO immunizati
activities on the African continent

Highlights
It illustrates WHO'’s future plans for immun-
ization while responding to the evolving
needs of tomorrow. New frameworks and
developments on immunization are high-
lighted in this business case to include the:

4 2030 ambition to save 1.9 million lives

and avert 167 million VPD cases;

4 Paradigm change and new approach for

immunization as a core component of

Highlights

As the Global Polio Eradication Initiative ramps-down and closes on the African continent and countries conti-
nue to transition from Gavi support, WHO has a critical role to play to ensure steadfast support to countries.
Nevertheless, there is a recognized need for WHO to transform its way of working and enhance accountabil-
ity and impact.

In this context, WHO/AFRO and WHO/EMRO jointly developed the business case for WHO immunization
activities on the African continent 2018-2030 which aligns with the Director-General’s priorities that every-
one can live healthy, productive lives, regardless of who they are and where they live. This business case has
been developed to mobilize sufficient resources for WHO to continue supporting all 54 Member States of the
African continent to fully achieve the ADI commitments. It also provides an additional channel to communi-
cate and illustrate WHO’s future plans for immunization while responding to the evolving needs of tomor-

row. The business case was officially launched at the 2018 World Health Assembly in Geneva (23 May 2018
which clearly articulate WHQ's vision and approach to become the WHO that stakeholders want for immun-
ization.

UHC & health-SDGs;

Country categorization for the African
continent;

WHO immunization maturity grid to
drive impact in countries;

4 WHO new value proposition and coun-
try-tailored approach; and
4 WHO transformation of the immuniza-

tion programme.

7 speakers took part in the launch to include
the WHO Director-General, WHO Regional
Director for Africa, newly elected WHO
Regional Director for the Eastern Mediterra-
nean, a representative of the Ministry of
Health of Mali, CDC Director and two WHO
Assistant Director Generals. To learn of key
elements of this business case, please click
on the following video clip.

@ Video

District data completeness and coverage of8SDTP3 containing vaccine per country
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Highlights
This issue cover the data reported during the
period January — April 2018 compared to data
for the same period in 2017.
Regional data completeness was 87.7% in 2018
compared to 95% in 2017. Algeria and Ethiopia
did not report data for the period.

Regional administrative reported coverage for
DTP3 and Measles 1st dose for the period was
75 % and 73% compared to 90% and 87% for
same period in 2017. Completeness <90% and
absence of data of highly populated countries
such as Ethiopia and Algeria might have con-
tributed to this low coverage.

Thirteen countries reported coverage >90%
among which 4 with coverage above 100%
(Burkina Faso, Mali, Nigeria, Seychelles).
Another 5 countries (CAR, Equatorial Guinea,
Cape Verde, Guinea Bissau, South Sudan) re-
ported coverages <50% .


http://www.afro.who.int/publications/business-case-who-immunization-activities-african-continent-2018-2030
http://www.afro.who.int/publications/business-case-who-immunization-activities-african-continent-2018-2030
http://polioeradication.org/
http://www.afro.who.int/publications/business-case-who-immunization-activities-african-continent-2018-2030
http://www.afro.who.int/publications/business-case-who-immunization-activities-african-continent-2018-2030
http://www.afro.who.int/publications/business-case-who-immunization-activities-african-continent-2018-2030
http://afro.who.int/health-topics/immunization/the-addis-declaration-immunization
https://www.youtube.com/watch?v=swyXsrJaoD4

Number of children vaccinated with DTP3 containing vaccine and 1st dose of measles by country Jan— April 2018

3000 000 R
Highlights

Data reported by countries show that an esti-

- mated 2.4 million children (20%) are still

1 Not vaccinated Not vaccinated; missed while around 600,000 (5%) did not

2433115 ; R L
Drop out to DPT3 20% complete their vaccinations.

2500000

Majority of children missed are in DRC, Kenya,
Angola, South Africa, Ghana, Zambia, Came-
roon, Chad, Madagascar and South Sudan.

W Vaccinated DPT3

2000000

Nigeria who has the largest birth cohort did
not report unvaccinated children, but rather
reached a coverage >100% showing that the

Drop out to/

5 1500000 DPT3; 615317 implementation of emergency plan in Nigeria
£ %% seems to yield results. These still needs to be
2 confirmed by LQAS conducted every 3 months
in the country.
1000000 Vaccinated

However, despite the fact that many countries
report having reached the target, there are
still gaps in immunity as shown by numerous
outbreaks in countries. Poor mastering of the
denominator remains one of the issues.

DPT3; 9169
412 ;75%

500000

There is need for countries to ensure quality
microplanning and use a wide variety of strat-
egies (PIRI, strengthening fixed, outreach ,
mobile ...) to reach all population, including
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It is also capital to make sure that strong
Countries monitoring and verification mechanism are
put in place for all targets to be reached.

Note that Ethiopia has not reported data in 2018, the country is transitioning to DHIS2

Vaccines utilization (
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Reported country immunization coverage per antigen Jan-April 2018 vs 2017
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Capacity building workshop for immunization data and DHIS2 Experts in the WHO African Region

Accra, 22-25 May 2018

Highlights

S, A total of 42 participants were present repre-
4 — Groupphoto: | senting WHO and MOH Immunization Data
DHIS2and WHO | experts and DHIS 2 experts from different
immunization | H|Sp i the Africa region, Data experts from
Apptraining- | Hog cluster in the Africa Region as well as
Accra, Ghana | from the EIR teams in WHO HQ and data ex-
May 2018 perts from partners including GAVI, CDC,
CHAI, HISP.

The following countries were represented:
Angola, Cameroon, Chad, DRC, Ghana, Kenya,
Nigeria, Senegal, Tanzania, Togo, Uganda.

During the 4 days workshop DHIS2 experts
were trained on immunization indicators and
data with focus on critical data elements used
Highlights for indicators calculation and data quality

metrix. The same way Immunization data
From 22 to 25 April 2018, WHO AFRO organized in collaboration with GAVI and Oslo Univer- experts were trained first on genaral DHIS2

sity the first training of trainers on WHO immunization App and DHIS2 targeting WHO immuni- aspects and specifically on WHO immuniza-
zationdata experts and DHIS2 experts in the African Region. The training took place in Accra-
Ghana with 2 major objectives : To Build the capacity of DHIS2 expert on immunization data
metrics and indicators in order to better support immunization agenda with DHIS2 and to build
capacity of Immunization data experts on DHIS2 for them to better support countries in the DHIS experts were also trained how to install
context of DHIS2 expansion the WHO immunization App for them to be
ready to support the deployment process in
countries in coordination with immunization

tion App recently developed with support
from Oslo University.

data experts in the Region.

Updates on Hepatis B Birth dose in the AFR and plans for 2018-2020

Year BD was ighli
WHO sub region (IST) Country . % Coverage WUENIC 2016 Highlights
introduced

How are we doing?

Angola 2015 N/A There is a lack of data to truly estimate the
burden of HepB in the Afro region. Recent
Sao Tome* 2002 N/A modeling data suggested that the estimated
burden of the disease decreased from historical
Botswana 1998 N/A prevalence of 9.5% to 7.2% in the general popu-
N lation and 3.4% among children aged 5 years.
Mauritius Unknown N/A To date, all 47 countries in the WHO Africa
. Region have introduced HepB vaccine in combi-
Namibia — 87 nation with other vaccines into their routine
Algeria 2001 99 infant immunization schedule; however, the
coverage of the third dose of the vaccine has
been maintained at 74% over the past 3 years
Cabo Verde 2002 96 and only 9 countries have introduced universal
X HepB-BD in their routine immunization sched-
Gambia 1990 N/A ule whereas 2 countries provide the vaccine
. only to newborns whose mothers are screened
VTG L 61 positive for the hepatitis B virus surface anti-
Nigeria 2004 32 gen.
Senegal 2016 68

What are we doing?

Hepatitis B birth dose introduction by country and year, WHO Afro region, 2018 For the next couple of years, the regional office
)y

NB: * Provide birth dose only to infants with mothers positive to HBsAg plans to provide assistance for:
A . The introduction of HepB-BD in at least 14
nghllghts additional countries

The Global Health Sector Strategy (GHSS) on Viral Hepatitis, 2016—2021 sets a goal to eliminate Hepatitis B Post introduction evaluation in countries that
(HepB) by 2030, a strategy that contributes to the achievement of the 2030 Agenda for Sustainable Devel-  have recently introduced the birth dose.

opment. Subsequently, the WHO African Regional Committee endorsed a resolution for a HepB control Gathering data on the burden of the disease
goal by 2020 to reduce chronic HepB infection prevalence to < 2% among children less than 5 years of age, among children age 5 years, and estimating
attain 90% of HepB third dose vaccine coverage among infants , and have a least 25 countries introduce mother to child transmission as well as impact

of vaccine through the development of proto-

HepB birth dose (HepB-BD) vaccine. . .
cols and implementation of serosurveys.



Updates on Polio Eradication Initiative

Highlights

AFP surveillance indicators, 2018 (as of week 24, 2018)
At Global level

AFP cases Annualized % 2 Stools % stool in good
reported NP- AFP Rate | Within 14 days condition

2018 Data: Eleven WPV cases
have been reported from 2 endem-
ic countries and 0 from non-

0, 0,
Central 2272 54 86% 88% endemic countries. No WPV case
West 5824 6.3 88% 91% was reported from AFR (WHO/HQ,
th
South-East 2630 3.0 90% 89% 29" e 201
Regional 10726 4.8 88% 90%

At Regional level

cVDPV and WPV cases reported in the Region, 2018 2018 Data: as of 29" June, Four-
teen cVDPVs (seven cases and

seven from environment) were
cVDPV: reported in the Region.

No new cVDPV case was reported this week

The date of onset of most recent
case was 5" May 2018 from DRC
and date of sample collection from

No new cVDPV from environment was reported this week the environment was 9" April 2018
from, Nigeria.

The date of onset of most recent case was 5" May 2018 from Gethy district,
Ituri province (DRC)

The date of most recent sample collection was 9" April 2018 from Baba Roba
Valley, Gombe State, Nigeria.

AFP surveillance

WPV:

2017 Data: A total of 40 out of 47

(85%) countries achieved the rec-

The date of onset of most recent case was 21 August 2016 (Nigeria) ommended operational NP-AFP
rate of at least 2/100,000. (Data
source — WHO/AFRO, 2017, last
update 18" June 2018).

No new wild poliovirus case was reported this week:

Distribution Map of cVDPV cases in AFR, 2018

2017

cVDPVs by country: Week 1- 24

DRC

8
Kenya 0
Nigeria 0
TOTAL AFR 8

© O o©o o
0 O O ©®

2018

cVDPVs by country: Week 1- 24

Environment Total
COUNTRY
DRC

° cVDPVZ('Human) 6 0 6

® cVDPV2(ENV) Kenya 0 1 1
Population Density Nigeria 1 6 7
0 1 270 135,000 TOTAL AFR 7 7 14



Meeting of the African Certification Commission for poliomyelitis eradication,

18-22 June 2018, Abuja, Nigeria

Context

The Africa Regional Certification Commission (ARCC) met at Transcorp Hilton Hotel,
Abuja, Nigeria, 18- 22 June 2018 to review Certification status and documentation of
member countries in African Region. Eighty four (84) participants attended the
meeting, including participants from the 9 invited countries, ARCC members from 5/6
WHO regions, WHO/ secretariat (ISTs, AFRO and HQ), AFRO, partners (CDC) and in-
terpreters. A total of 128 participants (including the added forty four (44) national
invited guests, Dignitaries, NGO’s and partners) attended the opening and the closing
ceremonies that were covered by thirty (30) journalists/media.

ARCC meeting in Abuja, June 2018

Highlights

The meeting methodology of work
included: (i) Presentations followed
by discussions in plenary; (ii) Closed
Review sessions (Each country meets
with the ARCC) with focus on dis-
cussing Madagascar complete docu-
mentation; and annual progress/update
Reports of Nigeria, Central Africa
Republic, South Sudan, Equatorial
Guinea; Guinee Bissau, Kenya,

Angola and Mauritania; (iii) Closed
working sessions (ARCC and WHO
secretariat).

Following detailed review, ARCC
accepted complete documentation
from Madagascar supporting polio-
free status of the country. ARCC con-
gratulated the efforts and the quality of
reports presented by Angola, Bissau
Guinea, Equatorial Guinea, Maurita-
nia, South Sudan, Central African Re-
public, Kenya and Nigeria. The ARCC
provided general as well as specific
country recommendations.

Integrated Supportive Supervision January —June 2018 (ISS) Updates

11,898 Supportive visits in June-2018

Over 60,000 Active Case Search done in 2018
43 countries reporting in June-2018

The integrated Supportive Super-
vision( ISS) continues to gain

giant strides as more countries
come on board giving us a
glimpse of Routine Immunization
and Surveillance processes at
Health Facility level across the
breadth of the Africa region .

In January to June 2018 ,there
were 43 out of 47 countries Con-

Missed ﬁeporting: Unreported AFP Cases found
during Supervision Jan- June 2018

D 9

- Number of District with
unreported AFP case
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ducting Active Case Search with
Mobile Phones in the Africa re-
gion . This has culminated in over
60,000 active case searches con-
ducted in this first half of the
year.

The remaining 4 countries

(Algeria, Mauritius, Comoros and
Cape Verde) are in process and
being guided by the Inter Country
Support Teams ( IST)




Inter country workshop for the adaptation of the Revised AFRO RED Guide for WHO ESA countries

Nairobi Kenya 21-24, May 2018

A view of Outcomes
participants at

the workshop

All countries agreed that they would need an
abridged version of the RED guide for the
Health facility level. . The next steps were iden-
tified by allused to guide and to strengthen the
sessions.

At the end of the workshop,

4 all countries have developed their next
steps to advance the draft adapted guide-
lines & shared their draft country RED
guidelines for review by facilitators.

. . ¢ ltwas agreed that the WHO IST will moni-
nghllghts tor the finalization of the Draft country
Revised RED guide documents through
regular follow up as per the country plan.
Majority of countries intend to finalize

The Inter-country workshop to adapt the Revised 2017 Reaching Every District (RED) Guide was attended
by 57 participants from 17 countries of East and Southern Africa. The activity was facilitated by 19 facilita-

tors drawn from WHO regional office(1), IST ESA FRH (8) , and WHO HQ (2) Unicef regional office for East adaptation between Oct- November but

and Southern Africa, (3) JSI (3), USAID (1) & CDC (1) . few by January (Zam)

The workshop objectives were to ¢ The countries intend to adapt the tools at

# To train participants on understanding the principles and tools of the Revised RED guide for the adap- I-!ealth facili.ty level that suits their local
tation and use specific to each country context situation; will conduct stakeholder mee-

tings to endorse the draft adapted guide

and to allow inputs and further consulta-
tion by all relevant units prior to finaliza-
tion.

¢ Toreinforce the use of the standard full components of the RED strategies

>

To share lessons and practices on innovations of implementing the RED strategy

4 Toreinforce country capacity for improved planning and implementation to reach every community
and eligible target using the RED strategy guideline towards reaching the country, regional and global
immunization targets

¢ Toimprove the integration of essential services along the life course to generate demand, and to
strengthen routine immunization services and improve coverage

Subregional Working Group for Eastern and Southern countries, Nairobi: 25-26 May 2018

Highlights Outcomes

The first semi-annual face-to-face meeting in 2018 of the Regional Working Group (RWG) for Eastern and The one-and-half day meeting ended with the
Southern Africa took place in Nairobi, Kenya from 25 to 26 May 2018. The one-and-half day meeting was suggestion of practical and feasible actions that
attended by Gavi alliance member agencies from regional and global levels. Topics discussed included have clear responsibilities and timelines to
among others: address most of the challenges to program

. . . .- performance identified.
—> status of implementation of the recommendations from the last RWG meeting in November 2017

and key outcomes from the March 2018 EPI Managers’ meeting , status of implementation of activi- O Measures to strengthen the JA processes
ties to attain set milestones in their 2017 TCA plans by core and extended alliance partners (UNICEF, and improve its outcomes were suggested

WHO, JSl and CDC) . (use of pré JA lists, development of draft

—> outcomes of the meeting organized by WHO/AFRO to discuss access by MIC countries to affordable zero before the JA, participation of relevant

vaccines with the participation of immunization and other key stakeholders, stakeholders....)

—> Quality of the Joint Appraisal (JA) process in the region since it started in 2015 with observation of 0 The Working Group to improve the TCA

progressive improvement. However, there is still lack of improvement in the preparatory phase, ack of planning, implementation and monitoring
engagement by relevant in-country stakeholders and poor govt ownership of the process in some of process through (share point of annual
the countries. work plans, attendance to monitoring
TC's...
=—> The concern about the continued stagnation in routine immunization coverage in the region and low )
coverage of MCV2 in most of the countries it was introduced with main challenges being limited O Coordinate, monitor and provide additional
government ownership and political commitment, low community awareness and engagement and technical support to improve the CEF plan-
inadequate human and financial resources amongst other factors, ning processes in Lesotho, Rwanda & Tan-

=> The classification by WHO and CDC/Atlanta, of countries based on maturity grids, which allows for zania through:

the prioritization of countries for technical support by the agencies. The working group urged other O RWG members to familiarize themselves
partners to embark on similar classification of countries and explore ways for harmonization. with and regularly update the RWG Dash-
—> The recently updated WHO Immunization Repository, which stores data and information across the board on the WHO Immunlza?tlon Reposito-
various aspects of the program, making it easy for partners to access and use data for planning and ry platform aer use appltoprlate aspects.to
monitoring of core program performance indicators. regularly monitor and guide TA to countries

for improving their program performance
—> a proposed set of roles/deliverables that the Alliance Coordination Team (ACT) expects of the RWGs
with the objective of further strengthening the groups’ technical assistance to countries was present- Field joint missions to priority countries as
ed for feedback. part of efforts to strengthen programs

The implementation of the actions will be rigor-
ously monitored by the RWG through TCs and
f2f meetings



Highlights

A view of participants at the retreat

Highlights

Vaccine effectiveness (VE) against rotavirus hospitalizations Highlights
d u ring the firSt Vear Of Ilfe in SUb—SE] ha ran Africa If all countries in Africa introduced rotavirus

vaccine into their national immunization pro-

countw Vaccine — Year intro VE (95% C|) grams at vaccine coverage levels similar to

other routine infant immunizations, an estimat-

Botswana RV1 —-2012 52 (8'75) ed 273,000 rotavirus hospitalizations and
| . ] 47,000 rotavirus deaths could be prevented
l South Africa RV1-2009 54 (32_68) ] annually, Shah MP, Tate JE, Mwenda JM, Steele

Tanzania RV1 -2013 56 (-2-81) AD, Parashar UD. Estimated reductions in hospi-
‘ N ‘ talizations and deaths from childhood diarrhea
‘ Burkina Faso RV5 - 2014 58 (10'81) following implementation of rotavirus vaccina-

Rwanda RVS - 2012 65 (-80-93)- E‘léosn in Africa. Expert Rev Vaccines. 2017;16:987
Malawi RV1-2012 71 (34‘87) Several early introducing African countries
Ghana RV1 — 2012 78 (2_95)-- including South Africa, Ghana, Rwanda, Malawi,

Botswana, Tanzania, Togo, Zambia, and Zimba-
bwe, have previously evaluated the impact,
vaccine effectiveness, and/or cost effectiveness
of their routine rotavirus vaccination programs.

*Vaccine administered at ~10, 14, 18wee

come et 8l, Lancet 1D, 2014; Bar-Jeev et ol OD, 2018

CID, 2016; Arman etsl, CID, 2016; Tate et 8 CID, 2016; AbeiS etsl, AD, 2017; BONKOuUNgou et 8l, Vacting 2017

nghllghts U.nder conditions of rout'i.ne use, .rotavirus \{ac—
cine was 52-78% effective against rotavirus
In 2009, the World Health Organization (WHO) recommended use of rotavirus vaccine in all countries hospitalization during the first year of life.
globally, particularly those with high mortality due to diarrhea. Following this recommendation, South Mwenda et al, In Press, Vaccine July 2018
Africa, a middle-income country, became the first country in WHO’s African Region to introduce rotavirus Il ya une phrase a rajouter ici

vaccine into its national immunization program in 2009.

By the end of 2017, a total of 32 (68%) of 47 countries in the African Region had introduced rotavirus vac-
cine into their national immunization programs, including 27 countries that received financial support from
Gavi.

It is estimated that 135,000 rotavirus hospitalizations and 21,000 rotavirus deaths in children <5 years of
age were estimated to have been prevented in the 29 African countries that introduced rotavirus vaccine
into their national immunization programs.



