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Executive summary

The Regional Immunization Technical Advisory Group (RITAG), the principal advisory group to the WHO Regional
Office for Africa, met at the WHO Regional Office in Brazzaville, Republic of the Congo, on 14-16 November
2019. Akey aim of the meeting was to review progresstowards the objectivessetout in the RegionalStrategic
Plan for Immunization, with sessions dedicated to polio, measlesand rubella, human papillomavirus (HPV)
vaccination, malaria, yellow fever, Ebola, vaccination demand promotion, and pooled procurementin middle-
income countries and smallisland developing states. Asecond key aim was to discuss the proposed approach for

developinga successor regional immunization strategy, based on the global Immunization Agenda 2030(1A2030).

The meetingalso reviewed progresstowards previous RITAG recommendations. It also provided anopportunity
to discuss the recommendations recently made by the Strategic Advisory Group of Experts on Immunization

(SAGE) and toidentifyissuesof particular relevance to the African Region.

Progress in immunization
Immunization coverage ratesin the region continue to plateau, leaving significant numbers of children
unvaccinated or under-vaccinated. Gapsin coverage have led to major infectious disease outbreaks, particularly

of measles and circulating vaccine-derived poliovirus (cVDPV).

More positive trends include the continuing absence of wild poliovirus, paving the way for certification of wild
poliovirus eradication in the region in 2020. Also notable was the successful launch of the first malaria vaccine
implementation projectsin three countries in 2019, as well as the rapid introduction of the rVSV-ZEBOV-GP Ebola
vaccine in the Democratic Republic of the Congo (DRC) under compassionate use provisions in highly challenging
settings. The vaccine secured conditional marketing authorization from the European Medicines Agency in

November 2019, opening up the prospect of wider use in 2020.

Key RITAG opinions
RITAG identified several areas of key strategic importanceto the region:
. RITAG expressed concern at the potential limited availability of HPV vaccine in the region unless global

agreement can be reached on equitable access during a period of limited supplies.

e  RITAG applauded the dedication of frontline workers battling againstEbola in the DRC, under extremely
difficult circumstances and often at great personal cost. The availability of a safe and effective vaccine
could transform control of Ebola, the main obstacle to which is now gaining access to populations in

conflict-affected areas.



RITAG also saluted the efforts of all those who have contributedto regional efforts to secure polio
eradication. Certification of eradication wouldbe a tremendous achievement for the region. Even so,
the widespread emergence of cVDPV is of grave concern and, along with measles outbreaks, reinforces

the urgent need to strengthen immunization programmesin the region.

RITAG welcomed the collaborative efforts of middle-income countries and small-island developing
states to explore opportunities for pooled procurement. Such schemes have the potential to increase
the efficiency of procurement, improve the security of supplies, and reduce the costs of vaccine
procurement.

RITAG welcomed the creation of a framework for developing a new regionalimmunization strategy for

2021-2030, within the contextof1A2030.

Recommendations

RITAG also made a number of specificrecommendations:

Regional strategy and Framework for Action

The Regional Office is developing a new regional strategic plan and Framework for Action, a successor to the

Regional Strategic Plan for Immunization 2014-2020, to support implementation at the regional level of the

global immunizationstrategy, the Immunization Agenda 2030 (IA2030).

Data

RITAG welcomed the planned approach for developing ‘1A2030for Africa’ and the Framework for Action,

which provides a solid foundation for further consultation with countries and regional stakeholders.

RITAG recommended that the regional strategy and Framework for Action should stress the importance
of engagement with ‘non-traditionalsectors’ (e.g. private sector, financial community/potential
investors, technology companies) and discussion of the role that other stakeholders could playin

achievingregional immunization and disease control goals.

RITAG supported suggestions that the regional strategy should focus on bottom-up target settingat the
national level, aggregated to regionaltargets; countries should be encouraged to be ambitious but

realisticin their target setting.

RITAG suggested that the regional strategy should include a section on research strategy, including

country-specificimplementation research for addressing sub-optimal immunization coverage.

In light of the stagnating coverage and anticipated increase in birth cohort sizes over the coming decade,
RITAG recommended that the impact of projected population growth on future national resource

requirements forimmunizationshould be modelled, to guide resource mobilization efforts.

Improving coverage and reducing inequalities will depend on effective use of accurate and relevant data.

Countries are developing and implementing data improvement plans, supported by new health information

system tools.

RITAG emphasized the importance of making greater use of data to underpin decision-making and action
across all levels, and to promote a culture of data use within immunization programmes, particularly at

subnational levels.



RITAG encouraged countriesto include a strong focus on health care worker behaviour and the potential

need for behaviour change interventions as wellas technicaltrainingin dataimprovement plans.

RITAG recommended that renewed efforts are made to incorporate up-to-date knowledge and practice
related to vaccinesand immunization, including significant components on data quality and the use of
data for decision-making, into regional medical, public health and nursing curricula and in-service

training.

RITAG emphasized the need to develop and implementhealth information system tools that were
resilient to the challenges common in theregion, such asintermittent electricity supply, lack of internet

connectivity and inadequate computing infrastructure.

Measles and rubella

Regional elimination targets for measles and rubella by 2020 will not be achieved. Anew timeline may be needed

to galvanize action, but should be sensitive to individual country circumstances.

RITAG recommended that a consultative process be developed with global, regional and national
stakeholders (including donors and community-based organizations) to establish an evidence-based
timeline for regional measles and rubella elimination; intermediary elimination targets should be
identified, and discussions held with partners to ensurethat the necessary technical and financial

assistanceis available to achieve and validate measles andrubella elimination asrapidly as possible.

As some countries come close to elimination, high-resolution surveillance (case-based fever-rash
surveillance)is required, which has significant resource implications. RITAG suggested that a resource
mobilization strategy based on the regional surveillance investment case should be developed and
implemented to enable country adoption, when appropriate, of elimination-standard measles

surveillance.

Three countries in the region have yet to introduce the second dose of measles -containing vaccine
(MCV2), and MCV2 coverage remains sub-optimalacrossthe region. RITAG urged countries and NITAGs
to provide a two-dose measlesand rubellavaccine scheduleas soon as possibleifthey have not already

done so.

RITAG suggested that inter-programmatic collaboration with broader health and maternaland child

health programmes should be encouraged to enhance MCV1 and MCV2 uptake.

Use of ten-dose measles vaccine vials may lead to vaccine wastage or discourage vaccine use for small
groups. Five-dose vials have been developed asa more flexible alternative, but arenot yet being widely
used. RITAG recommended that advocacy strategies aredeveloped and implemented to raise awareness
of the benefits of five-dose vials and when their use should be considered, and countries encouragedto

introduce when appropriate.

The effectiveness of supplementary immunization activities (SIAs) is generally assessed in terms of the
population coverage achieved, without consideration of whether unvaccinated or under-vaccinated
children have been reached. RITAG urged those undertaking and supporting SIAs to recognize the critical

importance ofreaching ‘zero dose’ and under-vaccinated children when assessing the quality of SIAs;



countries should ensure that these children arere-engaged with routine immunization programmesto

ensure full immunization with all vaccines.

e SlAs are often organized according to set schedules or when resources become available, rather thanin
an evidence-based manner. RITAG recommended that immunization strategies, including the appropriate

timing and targeting of SIAs, should be based on population immunity profiles

e RITAG alsosuggested that the timeliness of outbreak responses should be monitored, to identify and

overcome barriers to rapidimmunization of at-risk populations.

The measlesoutbreakin the DRC has claimed more lives than the Ebola outbreak but has not been
addressed with the same degree of urgency or coordinationbetweenpartners. RITAG recommended that
a high-level advocacy visitto the DRC should be immediately undertaken to ensure greater coordination
of stakeholdersin the measles outbreak response, SIAplanning and implementation, and strengthening

of routine immunization and surveillance.

Polio
e  RITAG expressed grave concern at the spread of cVDPV outbreaks to 13 countries in the re gion,
particularly given their link to the introduction of monovalent oral poliovirus (mOPV) and its use in
outbreak control. RITAG recommended that alternative options to mOPV2 use in cVDPV2 outbreak

control should be urgently explored.

. RITAG recommended that use of inactivated poliovirus vaccine (IPV) for catch-up campaignsshould be

accelerated to boost immunity in cohorts that were missed due to recentglobal IPV shortages.
. RITAG recommended that countries are supported to implementthe 2019-2023 cVDPV strategy.

. RITAG was concerned that slow progressis being made in the development and implementation of
national polio transition plans, and thatsome plans may now need to be updated before
implementation. RITAG emphasized the need to prioritize 2018 and 2019 recommendationson

advocacy to promote stronger national ownership of the polio transition process.

e  RITAG noted that fragile countries are unlikely to be able to commit significantdomestic funding during
and after the polio transition and will require ongoing support from partners. RITAG urged donors to

coordinate their resourcing to ensure maintenance of essential polio functions in such countries.

e  RITAG recommended that measles SIAs areused as an opportunity to provide populations with access

to polio vaccine, and encouraged countriesto include bivalent OPVin such SlAs.

Ebola
The rVSV-ZEBOV-GP Ebola vaccine has received conditional marketing authorization from the EMA and has been
prequalified by WHO. However, it will continue to be deployed under compassionate use provisionsin the DRC, as
licensed vaccine will not be available until mid-2020. In addition, authorization currently applies only to usein
adults. A registration roadmap has been developed to facilitate rapid licensing decision-making in affected
countries.

e RITAG welcomed the authorization of rVSV-ZEBOV-GP and congratulated allthoseinvolved in its

development and clinical evaluation in the field. Given likely short-term limitations on supply, and



potential off-label use in childrenand pregnantwomen, RITAG encouraged SAGE to develop guidance on

preventive and off-label use of rVSV-ZEBOV-GP as rapidly as possible.

To avoid the need for off-label use, RITAG called on the manufacturer of rVSV-ZEBOV-GP to update label

indications toinclude usein children and pregnant women asrapidly as possible.

Since rVSV-ZEBOV-GP will continue to be deployed under compassionate use provisions in the DRC,
despite the EMAand WHO decisions, RITAG suggested that communication guidelines are develop ed to
ensure countries andother stakeholdersare clear on the status of rVSV-ZEBOV-GP and frameworks for its

use in different settings.

RITAG suggested that the possibility of extending the registration roadmap to countries at lowerrisk of

outbreaks but with personnelcontacts with at-risk countries should be considered.

To illustrate best practice in new vaccine development and to guide future initiatives, RITAG
recommended that a paper documents the successful public—private collaborations that led to the rapid

development, evaluation, regulatory appraisaland use of rVSV-ZEBOV-GP.

Measles and Ebola epidemics co-exist in the DRC, but little isknown about interactions between the two,
particularly the potential of measlesinfectionstoincreasesusceptibility to Ebola or affect vaccine
responses. RITAG suggested that research should be undertakento explore the potentialimpact of

measles infectionsand vaccination on responses to Ebola vaccination.

In light of the ongoing measles epidemic in the DRC, RITAG suggested that integration of measles

vaccination into the Ebolaringvaccination strategy should be considered.

As outbreaks typically deter health-seeking behaviourand disrupt health services, RITAG recommended

that post-Ebola recovery plansshould include activities to strengthen routineimmunization as part of

wider health system strengthening, mitigating the likelyimpactofan outbreak on coverage.

Human papillomavirus (HPV) vaccination

HPV vaccination will be pivotal to elimination of cervical cancer. Short-term shortagesin vaccine supply have led

to SAGE recommendations to delay vaccine use in multi-age cohorts, among boys and older women. However,

despite having the greatest burden of disease, the region may not receive sufficient vaccine supplies because of

use in groups other than young girlsin the global North.

RITAG suggested that the Regional Director should approach the WHO Director-General to raise the issue
of HPV vaccine access and global equity at the next World Health Assembly; asthe Africa Regionis the
most affected, RITAG argued that the Regional Office and RITAG representative should be included in any

forum discussing globalaccessto HPV vaccine.

RITAG recommended that a rigorousinvestigation should be undertaken, involvingall stakeholders, to
identify the reasons behind the currentshortage of HPV vaccine and how the risk of future vaccine

shortages can be mitigated.

SAGE has issued detailed guidelines on possible strategies for introductionof HPVin case of possible
shortages. RITAG recommended that the Regional Office develop guidance for countries to facilitate their
assessment of the complex range of social, logistical andeconomic factors influencing appropriate local

schedules and delivery platforms for HPV vaccination.



e RITAG requested that the Regional Office be appropriately resourced to provide advice to countries on

HPV vaccination.

Malaria vaccine implementation project (MVIP)
MVIP, taking place in three Africa countries, will provide key data to inform both WHO and funding decision-
making for the malaria vaccine RTS,S/AS01. However, ifvaccineisto be immediately available for use in
countries, vaccines manufacturing would need to start before these decision points, presenting a significant risk
to manufacturers.
e Giventhe importance of this vaccineto the region, RITAG called on stakeholdersto urgently address the
issues of de-risking and identify a mechanism to ensure continued manufacturing of RTS,S/AS01 and

timely accessin the event of positive WHO and funding decisions.

e MVIP reported that 400,000 doses of RTS,S/ASO1 are currently unallocated but havean imminent expiry
date. RITAG recommended that these doses should be used in the three pilot projects using appropriate

community engagement to reach additional eligible non-immunized children.

e RITAG recommended that MVIP pilot sites develop a better definition of the eligible target populationto

calculate andreport recruitmentachievements.

Demand creation

The quality of services is an important factor affecting the take up ofimmunization services. A deeper
understanding of the barriers to and facilitators of service use can inform the development of more people-
centred services and encourage greater take up. The quality of services is very dependent on the behaviour and
attitudes of health workers, which, along with service organization and delivery, are key factors affecting ta ke up

of services.

RITAG recognized the importance of effective community engagement and enhancing the quality of people-
centred immunization services in order to increase take up. It noted that the Reaching Every District strategy,
recently updated, and Immunization in Practice resource provide guidance on how this can be done effectively,

although more complex contexts may require a deeper analysis of community attitudes and behaviour.

e  RITAG recommended developing the capacity ofimmunization programmesand healthfacilities and
health care workers to make full use of existing resources such as Reaching Every District and
Immunizationin Practice to understand and respond to local issues affecting take up ofimmunization
services; for complex social contexts, additional proven tools for socio-behaviouralanalysis should be

employed.

Yellow fever
Yellow fever control has been affected by vaccine shortages. These issues have now been significantly improved,
although perceptions remain that vaccine supplies are limited.

. RITAG recommended that countries and other stakeholders are made aware of the current picture of

vaccine availability to inform planning processes for preventive mass vaccination campaigns.

e  RITAG noted that laboratory testing of potentialyellow fever cases in Nigeriais generating high levels

(>90%) of negative results. Itis often unclear what infections (ifany) such patients have. RITAG



recommended that a research project should be undertaken to identify causative agents when yellow

feveris excluded, to inform future laboratory testing strategies for suspectedyellow fever cases.



Introduction

The Regional Immunization Technical Advisory Group (RITAG) serves as the principal advisory group to the WHO
Regional Office for Africa, providing strategic guidance on regional immunization policiesand programmes. The
RITAG meeting at the WHO Regional Office, the Congo, on 12-14 November 2019 provided an opportunity to
review progress towards regionalimmunization goals and to discuss a range of key issues in the control of

vaccine-preventable diseases.

In addition to RITAG members, participants included representatives from SAGE, regional and global partner
organizations, Member States, and National Immunization Technical Advisory Groups (NITAGs). Illustrating the
importance attached to RITAG by the Regional Office, in attendance at various points of the meeting were senior
stafffrom other areas ofthe WHO Regional Office, including Dr Francis Kasolo, Director a.i. of the Office of the

Regional Director.

Participantsat the meeting were welcomed by Dr Matshidoso Moeti, WHO Regional Director, speaking via
videolink from WHO headquarters. Dr Moeti expressed her gratitude for the work of RITAG and noted that its
guidance and support was highly valued. She encouraged RITAG to be rigorous inits scrutiny of the Regional

Office’s activities and to offer constructive criticism when required.

Dr Moeti discussed some of the key challengesfacingimmunization in the region. Coverage rates remain too low,
too many children are missing out on the benefits ofimmunization, and theregion is experiencing multiple
infectious disease outbreaks. Specific mechanisms are needed to address the challenges of fragile and conflict-

affected countries, within the contextof wider humanitarian efforts.

Even so, progress has beenmade. The region is on course to achieve certification of wild poliovirusin 2020,
malaria vaccine implementation projects have begun in Kenya, Malawiand Ghana, and an effective Ebola vaccine

has been usedinthe DRCin a highly challenging context and in neighbouring countries.

Looking forward, Dr Moeti suggested that there was a need to further enhance political commitments to
immunization, leveraging the Addis Declaration on Immunization (ADI). The African Union summit earlyin 2020
will be an opportunity to remind heads of state of their ADI commitmentsand to present data on national
progress to date. It will also be important to take advantage of the global momentum towards universal health
coverage, to which immunization canmake a significant contribution as part of integrated primary health care

systems.

Professor Helen Rees, Chair of RITAG, noted RITAG’s desire to be of service to the WHO Regional Office. Close
engagement could enable itto offer advice and supportive constructive criticism. Professor Rees suggested that
one key role of RITAG was to examine SAGE recommendations and to discuss theirimplementation in the region

and adaptation when necessary in light of regional context and constraints.

Professor Rees alsowelcomed two new RITAG members. Dr Richard Adegbola, now an independent consultant,
brings extensive experience ofimmunization across multiple sectors, having previously worked in academia, at

the Bill and Melinda Gates Foundation, and in industry. Dr ljeoma Edoka (Wits School of Public Health, South



Africa) is a health economist who will strengthen RITAG’s capacity in this key area. Professor Rees also expressed
her deep gratitude to the RITAG members completing theirterms of office —Dr Mohamed-Mahmoud Hacen and

Dr Clarisse Loe Loumou.

Welcoming participants, Dr Richard Mihigo, Immunization, Vaccinesand Biologicals Programme Manager, also
paid tribute to two recently deceased WHO staff members who had beenkey figures in immunization in the
region. Dr Kwame Chiwaya joined WHOin 2007 and was the EPI focal point in Malawi, supporting routine
immunization. Dr Evariste Mutabaruka joined WHO in 2001 and made major contributions to the development of

mid-level management training materials for immunization staff.

RITAG and SAGE updates

Dr Andre Bita (WHO Regional Office) discussed progressin follow up of RITAG recommendations from 2018 and
January 2019. Six recommendations have been completed, 18 are in progress and two have yet to start. Of
particular note is a planned conference on African-led research in immunization, scheduled for the fourth quarter
of 2020, as part of a wider meeting on health research in Africa. This is anticipated to be the firstin a regular

programme of such conferences, potentially to be held biennially.

Joachim Hombach (WHO headquarters)summarized key points from the SAGE meeting held in October 2019.
The meeting endorsed the review ofthe Global Vaccine Action Plan (GVAP) and the new global immunization
strategy, the Immunization Agenda 2020 (IA2030). SAGE also recommended that, although measles eradication is
technically feasible, it should not be considered untilmore progress has been made in measles controlglobally.
For rubella, SAGE recommended a change in policy removing the option of vaccination campaigns only among
women of reproductive age, due to the risk of population immunity gaps and rubella outbreaks, recommending

gender-neutral approachesinstead.

SAGE alsorecommended a series of actionsto enhance access to human papillomavirus (HPV) vaccine and to
accelerate eradication of polio and improve control of cVDPV outbreaks (discussed below). Full details of SAGE
decisions and supporting evidence can be found on the WHO website 1, and SAGE recommendations have also

been published in the Weekly Epidemiological Record?.

Regional updates

Regional Strategic Plan for Immunization

The Regional Strategic Plan for Immunization 2014-2020 (RSPI) is drawingto a close, and its successor will take
its lead from the global 1A2030, to be presented to the World Health Assembly for endorsementin May 2020.
1A2030 sits within the wider global context of the Sustainable Development Goals, particularly SDG 3, to ensure
healthy lives and promote well-being for all at allages. Slow progress towards this goalhas led to the

development of a Global Action Plan for Healthy Lives and Well-being For All3, launched at the UN General

! https://www.who.int/immunization/sage/meetings/2019/october/en/
2 Meeting of the Strategic Advisory Group of Experts on Immunization, October 2019: conclusions and recommendations.
Weekly Epidemiological Record. 2019. 94(47):541-560. Available at: https://www.who.int/wer/2019/wer9447/en/

3 https://www.who.int/sdg/global-action-plan
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Assemblyin September 2019. The Global Action Plan noted that extra efforts would be required if health-related

SDGs were to be met by 2030 and calledfor greater global collaboration andalignment.

Within the region, population growth has continued, in partdue to high birth rates. Urbanizationrates in sub-
Saharan Africa are now the world’s highest. Like other regions, sub-Saharan Africa has been affected by major
measles outbreaks over the pasttwo years, particularly in the DRC, Madagascar and Nigeria. The Ebola outbreak

inthe DRC has also been ofgreat regional andglobal concern.

The RSPI’s overall aimisto achieve universal immunizationcoverage in theregion. Progress towards itsfirst
objective, increasingimmunization coverage, has been limited, with coverage plateauing for traditionalvaccines
(Figure 1). Aimost half of the world’s unvaccinated and under-vaccinatedchildren live in African region. Projected
increases in thesize of birth cohorts will present a further challenge to immunization coverage.
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Figure 1: Trends in coverage for commonly used vaccines in the African Region.

Inequities withincountries remain an outstandingissue, with many countries showing wide variation in coverage

levels between districts. Dropout rates are particularly high for measlesvaccination.

More positively, the firstmalaria vaccine implementation projects launched in Malawi, Kenyaand Ghana
(discussed further below). HPV vaccine has been introduced in more countries and coverage rates achieved

compare well with those in other regions (see below).

For the second RSPl objective, polio eradication, three years have now elapsed sincethe last detection of wild
poliovirus, and the region is on course for certification of polio eradication in 2020. However, cVDPV outbreaks

have affected 13 countries.

Progress towards the third objective, measles and rubella elimination, hasstalled. As wellas major outbreaks,

most countries are reporting measles cases above the levelrequired for elimination status to be considered.

For the fourth objective, control of other vaccine-preventable diseases,two additional countries achieved
maternal and neonataltetanus elimination (MNTE) in 2019, DRC and Chad, and 41 out of 47 countries have now
validated MNTE at a national level. Following the introduction of MenAfricaVacin 2010, MenA epidemics have

been virtually eliminated although other meningococcal strains have emerged.



Key issues for the region therefore include the persistently large numbers of unvaccinated and under-vaccinated
children, outbreaks, coverage inequities and inadequate demand. Political instability and conflict, population
movements, urbanization, and population growth all presentmajor challenges to service delivery. Responses
include the implementation of the immunization business case for the region, the launch of the conceptual
framework for integrated surveillance, leveraging of technological opportunities, and various country-specific

approaches.

Health information systems

Health information systemsin the region are often underdeveloped.Systems are often fragmented and labour-
intensive —up to a third of health worker time can be spent on datarecording and reporting, and lack of
coordination betweenpartners canleadto the need to report on numerous different indicators for the same
disease. Some countries are using dozens of different data systems and reporting tools. More efficient and

integrated approachesare essential, exploiting the explosive growth of mobile phone use.

Data should be used to inform immunization programme activities, but the reliability of data is often in doubt. A
third of countries show differences between UNICEF/WHO and administrative coverage rates of >5%, and

typically a quarter of districts are reporting coverage of >100%.

Efforts are beingmade to addressdatachallengesat both the subnational/operational and national levels. An
analysis of challenges hasidentified those thatrelate directly to health information systems,and can therefore
be addressed by technologicalinnovations, and those that relate to external issues which require alternative

solutions.

These analyses have underpinnedthe development of app-based information packages based on shared access
to data at different levels (local and national). These tools enable datato be visualized in ways that better enable

health workers to monitor performance and identify appropriate corrective actions.

Most countries in the region have adopted (or are in the process of adopting) WHO’s DHIS2 health information
system. Efforts are underway to integrateimmunization datatoolsinto DHIS2, including surveillance data.
Ultimately the visionis for an integrated regional and nationalinformation system, supporting users atall levels

of the health system (Figure 2).
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Figure 2: A model of an integrated regional health information system forimmunization.

RITAG members welcomed the progress being made on health information systems, recognizing that dataheld
the key to monitoringimmunization programme performance and identifying how it can be improved. The
crucial importance of focusing on data use andensuring data are fit for purpose was noted. Ensuring dataare
used was seen to be the most effective way to improve the quality of data collection. It was noted that training
would be essential, particularly of new cohorts of health workers, but also that behavioural interventions might

be necessary among staff to promote greater commitment to the useofdata and instill a culture of data use.

Post-2020 regional immunization strategy

With the RSPl comingto an end, work is beginning on a new regional immunization strategy, based on the global
strategy, IA2030. A highly productive I1A2030 regional consultation was held inJuly 2019, identifying a range of
regional priority issues. To ensure continuity with RSPI, ‘lA2030for Africa’ is on the agenda for the WHO Regional

Committee meeting to be held in August 2020.

Development of the next strategy needsto consider five key questions: Who is the strategy for? How should
objectives, outcomesand outputs be aligned? What are the principles that should guide its development? What

strategic shifts are critical? And what are the critical enablers of success?

In terms of the first question, past strategies have been ambiguous on target audiences and accountability, but in
practice have primarily addressed countries.Recent global strategies, such asthe Global Action Plan3, are placing
a greater emphasison transparent partner accountability. While RSPl was clearly defined asa framework for
countries and described roles and responsibilities and accountabilities, there were few mechanisms to enforce
accountability. The new strategy is therefore intended to act asa framework for countries, implementing
partners and regionalstakeholdersin line withthe Global Action Plan and including a clear accountability

framework.

Looking forward, major new vaccines arelikely to become available during the second half of the decade. The
new strategy will therefore be flexible and based on two five-year frameworks, the first focusing on improving

coverage and equity and the second potentially preparing for the introduction of major new vaccines.

In terms of aligning objectives, outcomes and outputs, a high-level IA2030 for Africa strategic document will be
developed for the Regional Committee. Amore implementation-oriented Framework for Action will be jointly

developed by countries, partnersand other stakeholders and presented to RITAG in December 2020.

A set of principles have been identified to guide developmentofthe strategy (Figure 3). Strategic shifts includea
core focus on coverage and equity, integration ofimmunization into primary health carealong the life course,
using measles asa tracer of coverage and equity, comprehensive surveillance, and integrated datasystems.
Operationally, the Framework for Action will emphasize differentiated support according to country needs,
innovative approaches for fragile states, a focus on the specific issues facing middle-income countries, enhanced

partner and stakeholder coordination, andensuringa smooth poliotransition.
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Figure 3: Guiding principles for IA2030 for Africa.

Critical enablersinclude high-level political will, leveraging the ADI, policy and strategic guidance (in particular
through RITAG and NITAGs), enhanced partner coordination and accountability, and expanded monitoring and

evaluation.

A possible approach for taking this strategic agenda forward would be a matrix based on three key constituencies
—countries, regionalimplementing partners, and regional stakeholders (Figure 4). For each constituency, the
matrix would identify specificambitions, mission, strategicframework, operational accelerators, monitoring and

evaluation framework, governance mechanism, and accountability mechanism.
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RITAG warmly welcomed the suggested approach for developing the I1A2030 for Africa and the Framework for
Action. RITAG noted that it provided an excellent starting point and a solid basis for further consultation with

countries, partnersand other stakeholders.

RITAG also emphasized the importance of ensuring that country ownership is centralto the new strategy,
building on the ADl and emphasizing that ownership implies commitment of additional domestic resourcesand a
long-term vision to ensure national self-sustainability. RITAG suggested thatthe strategy should have a strong
focus on country-defined agendas for the development of nationalimmunization programmes, developed in
conjunction with partnersand with clarity on roles and responsibilities and accountability for results, with

support tailored according to the maturity of countries’ immunization programmes.

Consistent with the country-basedapproach, RITAG noted the potential for bottom-up target setting at the
country level, aggregated to regionaltargets. It encouraged countries to be ambitious but realisticin their target

setting.

RITAG noted thatimmunization should be seen an asimportant component of primary health care contributing
to universal health coverage, and supported use of measles asa tracer of coverage and equity. The group
stressed the importance of engagement with ‘non-traditional sectors’ (e.g. privatesector, financial
community/potential investors, tech companies) and discussion of the role thatother stakeholders could playin

achievingregional goals.

RITAG also suggested that the strategy should include aresearch component, including country-specific
implementation research to enhance immunization coverage. This couldbe included as an operational

accelerator.

Discussions noted the potential to focus on regulatory processes in the strategy, particularly harmonization of

processes between countries to expedite the introduction and improve the availability of new vaccines.

It was noted that there was a high degree of strategicalignment amongglobal partners, even ifthey have their
own strategic plans. Amajor challenge would be to ensure good coordination and integration of activities at a

national level, based on very clear shared understanding of ownership, governance and accountability.

One specific challenge will be the projected growth in the size ofthe populationin the region, increasing
demands onimmunization services. It was suggested thatmodelling could be carried out to quantify the

potential impactofdemographic changes on immunization resource needs, to inform future planning.

Measles and rubella

Regional overview
Dr Balcha Masresha (WHO) reported that MCV1 coverage has increased slightly since 2013, from 70% to 74% in
2018. MCV2 coverage has increased from 7% to 26%; 30 out of 47 countries have introduced MCV2 and

introductions are plannedin a further 10 countries in 2019 and 2020.



Two MCV2 indicators have beenproposed: coverage 280% of MCV1 coverage within 3 years of introduction and
an MCV1-2 dropout rate of <10%. Although 15 countries have achieved the former, dropout ratesare <10% in

just six countries.

One possible way toincrease coverage would be to make more use of recently developed five-dose vials.
Currently used 10-dose vials lead to significantwastage, and health care workers may be reluctant to open vials
for a small number of attendees at vaccination sessions. A controlled pilot study in Zambia, led by JSI, found that

five-dose vials led to biggerincreases in MCV2 coverage and lowerdropout rates, andalmost halved wastage.

Although per-dose costs are higher for five-dose vials, afteradjusting for reduced wastage, costs for 10-dose vial
use are comparable. They would require a 5% increase in cold chainspace but no additional transport costs or

vaccination sessions.

Surveys continue to point to deficienciesin measlesSIAs, revealing coverage lower than thatimplied by
administrative data and generally wellbelow the 95% target. The quality of SIAs is being improved through
monitoring of zero-dose children and introduction of comprehensive readiness assessments before campaigns

are launched.

The potentialisalso being explored in a small number of countries for targeted SIAs focused on specific areas of
low coverage as an alternative to nationwide campaigns, as recommended by SAGE. This is dependent on the

quality of subnationaldatain countries.

The incidence of measles declined significantly between 2013 and 2017, but increased sharplyin 2018 and is
likely to rise againin 2019 (Figure 5). DRC and Madagascar have both been badly affected by measles outbreaks
in 2018 and 2019, with more than 220,000 cases reported in each country.
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Figure 5: Distribution of measles cases since 1990 and MCV coverage.



As for rubella, 27 countries have introduced rubella-containing vaccine (RCV). SIAs are planned for an additional
four countries in 2019 and all remaining countries are due to have introduced RCV by 2024. Rubella SIAs have

proven highly effective in reducing the incidence of rubella.

A measles Regional Verification Commission has been established and 11 countries have set up National

Verification Committees. Measles elimination has not yet been verified in any country in the region.

Tailored strategies sensitive to country contextare needed to boost MCV1 coverage and reduce MCV1 -2
dropout rates. Strengthening of outbreak preparedness and responsesis also required. As countries come closer
to elimination, enhanced ‘elimination standard’ surveillance will be required to ensure sufficient sensitivity in

case detection.

A revised regional elimination target date willneed to takeaccountofthe fact that the timelines of regional
elimination willdepend on progress in countries with highlyimmature immunization programmes. Stepwise
elimination couldbe envisaged, asincreasing numbers of countries achieve elimination, a nd the more tractable

challenge of rubella elimination could also be achieved soonerthan measles elimination.

Measles in the DRC

Dr Guillaume Ngoie Mwamba (Ministry of Health, DRC) described the ongoing outbreakin the DRC and efforts to
control it. Despite establishing a strategic plan for elimination of measles by 2020, the DRC has experienced
multiple cases of measlesover the pastdecade, culminatingin a large-scale epidemicin 2019 affecting more than
230,000 people. Case fatality rates have been extremely high due to a combination of factors, including

widespread malnutrition, late seeking of care, and insufficient case management.

Inresponse to the 2019 epidemic, the DRC has launched a three -stage vaccination campaign (Figure 6). In phase
1, nearly 4 million children under the age of 5 years werevaccinated in seven provinces. The second and third
waves of vaccination were due to take placein November and December 2019, in nineand ten provinces,
respectively. Campaigns have included microplanning, readiness assessments and independentmonitoring with

feedback to inform corrective actions.
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Figure 6: Three phases of planned measles SIAs in the DRC.



As well as SlAs in areas affected by the epidemic, the DRC has also beenstrengthening other aspects of measles
control, including surveillance, outbreak response, pharmacovigilance, community engagement, measles case

management and routine immunization.

Strengthening of routine immunization hasfocused on identifying under-vaccinated children andimplementation
of the national ‘Mashako plan’. This hasbeen increasing the numberofhealth centres providing vaccination
services, enhancing supervision and monitoring, and introducing other innovations to improve coverage. Cold
chain capacityisbeingenhanced and plansare being made to introduce MCV2 in 2021 and to provide catch-up

vaccination during the second year of life.

Measles in Madagascar

Dr Yolande Masembe Vuo (WHO/Madagascar on behalf of Ministry of Health, Madagascar) providedan update
on measles outbreak control activities in Madagascar. Communicable diseases remain the leading cause of
morbidity and mortality in Madagascar, which in recent years has experienced epidemics of cVDPV, plague and
measles. Control ofinfectious diseases ishampered by lack of resources, insecurity, lack ofaccessto health

facilities in rural areas, and limited use of modern medicine for culturaland economic reasons.

Madagascar last experienced measles outbreaks in 2003and 2004. Amuch larger outbreak began in September
2018, which had affected more than 240,000 people by November 2019. More than 30,000 people have been

hospitalized with measles and over 1000 people have died; nearly fourin ten casesare children under the age of

5years.
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Figure 7: Measles cases and MCV coverage in Madagascar.

The epidemic response encompassed sixelements —strengthening coordination, improving case management,
improving surveillance, vaccinationcampaigns,communication and social mobilization, and revitalization of
routine immunization. Activities have been backedby political commitments at the highestlevel, including the

active involvement of Madagascar’s President.

The measles epidemic reflected major gaps in coverage, and has provided an opportunity for the country to
reassessitsroutine immunization system in preparation for the introduction of MCV2 in 2020. Aroadmap has
been developed for revitalization of routine immunization, prioritizing expanding equitable coverage and
improving data quality —administrative coverage figures have beenconsistently much higher than WHO-UNICEF

estimates.



The roadmap has included implementation of a ‘reaching every target’approach, launch of a data improvement
plan, and creation of a NITAG. A platform for vaccination in the second year of life is being developed and the

national immunization programmeis being reorganized.

Madagascar’s response to the measles epidemic wasrecognized in a commendation from the Measles and
Rubella Initiative in September 2019. The response has proven the trigger for multiple further actions, including
revitalization of routine immunization, with a focus on effective micro-planning, improving equity, improving
services in urban areas, and developing approaches for insecure areas of the country. Action is still needed to
strengthen cold chain capacity, improve data management and monitoring, and enhance community

engagement.

In discussions, RITAG considered the development of five-dose vialsas a positive step, but careful advice needed
to be given to countries on when their use was justified (in many situations, such as SlAs, ten-dose vials remain

the most cost-effective option).

It was suggested that focusing on zero-dose children in SIAs was extremely important, and the numbers
identified should be seen asa key success criterion in campaigns. The importance oflinking such children to
routine immunization was emphasized, as wasthe potentialto add additional vaccination and other services into
SIAs (e.g. polio, tetanus toxoid vaccination, vitamin Asupplementation, de-worming). Recording of campaign
doses was seen asa key challenge, while closer links to primary health care could strengthen the case for the

introduction of birth registration systems that would benefit multiple health services.

A continued push toincrease MCV2 coverage was seen asvital, including the need for a better understanding of
the factors affecting dropout rates. Understanding the perspectives of caregivers, particularly women, could help

toidentify barriers to service use.

Risk assessments were seen asan important way to identify priority populations for SIAs in countries, although
they are dependent on the availability of reliable subnational data. At a national level, MCV coverage levelscan
be used to identify countries at risk of outbreaks dueto the build up in the number of under-vaccinated and
susceptibleindividuals over multiple years. Madagascar is using risk assessments to plan its campaigns,and is
also modelling the economic impact of outbreaks to bolster the case forinvestment in routine immunizationand

health systems strengthening to prevent outbreaks.

RITAG members were concerned about the measlesresponse in the DRC, including the effectiveness of phase 1
campaigns and readiness for further phases.Lack of coordination across in-country partners was seen asa
particularissue,as wasthe prioritization andresourcing of the measles response compared to Ebola, even

though measles hasclaimed more lives.

Polio eradication and endgame strategy

Progress towards certification



Dr Ticha Johnson Muluh (WHO) noted that a revised Polio Endgame Strategy 2019-2023 hasbeen developed?,
focusing on eradication of wild poliovirus and control of cVDPV outbreaks, integration of polio functions into
routine immunization, and certification and containment. Wild poliovirus type 3 was declared eradicated globally
in October 2019, and the region has reported no new case of wild poliovirus since August 2016 (Figure 7). The
countdown has therefore begun towards regional certification of eradication. The African Regional Certification
Commission (ARCC) has accepted submissions from 43 countries, and submissions from the four remaining

countries —Nigeria, Cameroon, Central African Republic and South Sudan —are pending.
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Figure 7: Cases of wild poliovirus in the region since 1997.

Nevertheless, many challenges remain. Chiefamongthem is the emergence of cVDPV outbreaks, now
documented in 13 countries.The quality of surveillance isa concernin some areas, as are low levels of
population immunity. Polio control activities are affected by high staff turnover and a lack of government
commitment in some countries, whileinsecureand inaccessible areas continueto pose major challengesto

vaccination teams andsurveillance.

cVDPV outbreaks reflect low levels of herd immunity, due to poor routine immunization and suboptimal SlAs.

Type 3 oral poliovirus vaccine (OPV3) coverage has scarcely changed over the past threeyears, although some

improvement in inactivated poliovirus vaccine (IPV) coverage hasbeen seen.

Analysis of cVDPV outbreaks has provided importantinformation to guide future control efforts. One of the most
serious outbreakswas of NIE-JIS-1 in Nigeria, which spread to 13 statesin Nigeria and seve nadditional countries
between 2018 and 2019. Dissemination was associated with populationmovements, including nomadic
populations, displacement due to insecurity, seasonal migration and movements lined to trade. Notably,
effective control in Niger may have been promoted by wide-scale use of mMOPV2 and preventive campaigns

targeting a range of mobile populationsand routes of movement to halt dissemination.

The DRC has seen multiple cVDPV outbreaks. Notably, there is some evidence that populations surrounding areas

where mOPV2 responses take place may be vulnerable to the spread of cVDPV.

In summary, the experience of the past two years suggests thatmOPV2 responses have successfully halted

cVDPV2 outbreaks that pre-dated the switch from trivalent OPV and most post-switch outbreaks. New outbreaks

* http://polioeradication. org/wp-content/uploads/2019/06/english-polio-e ndgame-strategy. pdf



may be occurringin areas next to districts in which mOPV2 responses have been undertaken. Long-range
transmission of mMOPV2 has been seen, aswellas rapid mutation of cVDPV2 after mOPV2 use. In addition, IPV use

after mOPV2 use in areas of Nigeria seemsto have been effective in controlling outbreaks.

These findings suggest that controlshould focus on targeting wider geographic areas, and in particular routes of
population movements. The population immunity of surrounding areas s hould also be considered when
responses are being planned. There is also a need for catch-up campaignsto reach those affected by IPV
shortages in 2015-2018. There is also potentialto use IPV after rounds of mOPV2 if transmission persists.
Control would also greatly benefitfrom use of novel OPV2, currently being tested, which is much less likely to

revert to virulence?.

Assistance isalso being provided to countries to improve surveillance and outbreak responses. New GIS-based
and mobile technologiesare being more widely introduced for community-basedsurveillance, and
environmental surveillance is being expanded. Rapid response teams are being set up to undertake risk

assessmentsand to coordinate preparedness and response activities.

Polio in Nigeria

Dr Joseph Oteri (Ministry of Health, Nigeria) noted that wild poliovirusin Africa was lastdetected in conflict-
affected Borno state in August 2016. Since then, major efforts have been madeto vaccinate populationsin
remote and insecure areasand to improve surveillance (Figure 8). With the support of the military, vaccination
teams have been ableto reach more children, with the numbers of unreached children under 5 yearsfalling from

162,000 in September 2017to 44,000 in June 2019.
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Figure 8: Increasing access in Borno.
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Reporting of acute flaccid paralysis cases hasincreased significantly in insecure areas, and environmental

surveillance has expanded from three to 113 sites across 29 states.

The country switched from trivalentto bivalent OPVin 2016. Throughout 2018 and 2019, it has been affected by
multiple cVDPV cases, including NEI-JIS-1, which has spread both internally and internationally. However, there
are signs of progress, as the number of affected states hasfallen to sixin the last6 months. Five states have been
affected by the 2018 outbreaks and two states have seen new emergences (Sokoto state has been affected by

both)and the number of cases has been falling.

At the time of the switch from trivalent to bivalent OPV, coverage in Nigeria was just 33%; in ten states, it was
20% or lower. cVDPV outbreaks have been concentratedin states with low routineimmunization coverage
(Figure 9). Three large-scale mOPV2 campaigns have been organized in 2018 and 2019, with gradually improving
coverage (89% of districts achieving 90% coverage in September 2019). High-risk areas have also been targeted in

IPV routine immunization intensification.
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Figure 9: Correlation between coverage and cVDPV outbreaks.

Wider efforts to improve population immunity have been basedon the National Emergency Routine
Immunization Coordination Centre (NERICC), launched in 2017.NERICC has driven integrated approachesto
enhance routine immunization in target states, mobilizing the support of state governors. These efforts are
beginning to have an impact, with some gradual improvements in coverage in focus states over the past two

years.

Risk assessments have identified an emerging challenge of declining type 2 immunity, particularly in the south of
the country. Routine immunization intensification with IPVis being planned for high-risk districtsin thisarea.

Bivalent OPV campaigns are also plannedfor underperforming districts nationwide.

Polio transition planning
Mr Brian Tisdall (WHO headquarters) explainedthat the StrategicAction Plan on Polio Transition® was endorsed
atthe World Health Assemblyin 2018 and isdue to be implemented in 2019-2023in 20 priority countries. It

aims to sustain a polio-free world after eradication, strengthen immunization systems, andenhance emergency

6 https://www.who.int/polio-transition/strategic-action-plan-on-polio-transition-may-2018.pdf?ua=1



preparednessand response capabilities. The Strategic Action Plan isbeing taken forward by the WHO Deputy
Director General, illustrating the importance attached to it. Akey taskis to support the development and

implementation of national plansfor polio transition.

Responsibility is gradually being transferred from WHO headquarters to regions and countries. To ensure post-
eradication sustainability, US$667m for polio transition has been transferred into the WHO base budget for

2020-2023.

Seven priority countries arein the African Region, and six have approved transition plans. However, only Angola
has so far taken steps towards implementation, having secured initial funding from Gavi and the World Bank for
health systems strengthening activities linked to immunization. In Cameroon, Chad and Ethiopia, cVDPV
outbreaks have stalled progressin implementation. In the DRC, polio transition planningisat an early stage and
is not a high priority given ongoing outbreaks. Due to cVDPV outbreaks, there islittle appetite to move forward

with transition in Nigeriaand no progress has been made in South Sudan.

In Angola, the polio transition plan hasbeen costed atUS$22.9m, mainly for polio surveillance activities, for
2019-2024. Staff costs account for almost two-thirds of this sum. Gavi has committed US$1.7m and the World

Bank USS$2.5m and other donors are being sought.

Further joint planning visitsto priority countries are planned, and a global communication andadvocacy strategy
is being developed to promote greater country commitment to transition planning. Adashboard is being
developed to map progress in implementation of polio transition plans. Ahigh-level mission to the region, led by

the Deputy Director General,is due to take placein January 2020.

RITAG members congratulated countries, the Regional Office and the many partners who had worked together
to achieve wild poliovirus eradicationin the region. Professor Rose Leke, Chair of the ARCC, briefly discussed the
certification process, given the persistence of cVDPV outbreaks. Asequential certification processis being
adopted, whereby wild poliovirus would be declared eradicated in 2020 (assuming all eradication criteriaare
met). Nevertheless, it was felt that communication around certification would need to be carefully managed
given the very stronglikelihood that cVDPV outbreaks would still be occurring and thatcases ofacute flaccid

paralysis from other causes would still occur.

Continuinguse of mOPV2 to extinguish cVDPV outbreaks was queried, given the potential for it to seed new
outbreaks. The key challenge isthat the main alternative, IPV, does not stimulate mucosal immunity, so is
unlikely to be effective againstcVDPV outbreaks.However, now that IPV supplies have improved, greater use of
IPV could be envisaged, to boost population immunity and to protectareas surrounding those where mOPV2
campaigns are organized. As mucosalimmunity continuesto wane in populations, there isa significantrisk that
additional cVDPV outbreaks will occur —emphasizing the importance of accelerating development of novel OPV2

to provide a more effective tool to combat outbreaks.



It was also noted that polio vaccination could be included in other campaigns, such as those in response to
measles. The reverse, adding measles vaccinationto polio campaigns, would be more challenging, given the

door-to-door nature of such campaigns.

Delays in the implementation of polio transition plans, previously highlighted by RITAG, remain a major concern.
Further advocacy, potentially coordinated with global efforts, wasfelt to be essential. It was queried whether

transition planswere truly influencing actions of countriesand partners on the ground as anticipated. It was also
acknowledged that some might now need to be updated, for example through implementation annexes to avoid
re-opening formally approved documents. RITAG suggested that future meetings could includefirst-hand reports

from countries on progress in transition planning.

The issue of domestic resourcing was also raised, and the extent to which countries would be contributing to the
identified costs. The long-term goal is for countries to be self-sustainable, but it was notedthat the assimilation
of large numbers of staff was a major challenge. It was also acknowledgedthat fragile and conflict-affected states
were unlikely to be able to commit significantdomestic resources for the foreseeable future and would require

special attention.

Ebola virus disease

Ebola vaccines

Dr Ana-Maria Henao Restrepo (WHO headquarters) noted that eight Ebolavaccinesare undergoingclinicaltrials
or have been licensed in their country of origin. rVSV-ZEBOV-GP (Merck) has undergone the most extensive
clinical testingand hasbeen used in the DRC under compassionate use provisions (expanded access protocols).
rVSV-ZEBOV-GP is a one-dose schedule, while the next most extensively tested vaccine, Ad26-ZEBOV (Johnson &

Johnson), requires a two-dose schedule given 56 days apart.

While neithervaccineis in short supply, a Global Ebola Vaccines Security Plan is being developed to ensure
coordinated accessto vaccine accordingto need. The aim is to ensure access to vaccines for outbreak responses,
for preventive vaccinationwhen warranted by evidence, and to facilitate research on additional candidate

vaccines.

This process is designed to ensurea fair distribution supported by transparent and evidence -based decision-
making. It will also address the key issues of affordable pricing and sustainability of supplies. Amechanism will be
developed to oversee allocation of licensed vaccines, similar to the International Coordinating Group (ICG)

moderating global accessto other vaccine stockpiles (Figure 10).
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Figure 10: A roadmap for development of rVSV-ZEBOV-GP in 2020.

The EMA agreed provisional marketing authorization for rVSV-ZEBOV-GP in November 2019 and it was pre-
qualified by WHO a day later. However, the first supplies of licensed vaccine will not be distributed until the
middle of2020. rVSV-ZEBOV-GP will continue to be used in the DRC under compassionate use provisions and the
existing protocol. Aroadmap hasbeen developed by the WHO regulatory affairs team with the manufacturers
and partners, including the African Vaccine Regulatory Forum (AVAREF), to promote a coordinated assessment

by national regulatory authorities and thereby to accelerate national registration.

WHO has also worked with neighbouringand at-risk countries to promote preparedness for use of Ebola vaccine
and therapeutics. Healthcare workers and otherfrontline workers have been vaccinated with rVSV-ZEBOV-GP in

areas bordering affected areas in the DRC as well asin South Sudan, Uganda, Rwanda and Burundi.

The Ad26.ZEBOV+MVA-BN-FILO vaccine combination is beingtested amonglower-riskindividuals and those
ineligible for rVSV-ZEBOV-GP in the DRC. A phase Il study, ZEBOVAC, has been launched in Ugandaamong
healthcare workersand other frontline workersto assess safety and efficacy and perceptions of recipients. A

similartrialtargetingan at-risk population (traders) has begun in Rwanda.

Ebola in the DRC

Dr Guillaume Ngoie Mwamba (Ministry of Health, DRC) provided an update on the responseto Ebola and Ebola
vaccine use in the DRC. The first case of Ebola was detected on 27 July 2018 and confirmed on 31 July 2018. An
epidemic was declared on 1 August 2018 and thefirst responseteam deployed on 2 August 2018. The first

vaccination occurred on 8 August 2018.

The epidemic has affected two provinces, North Kivu and lturi, characterized by high population density, high
population mobility and persistent insecurity. The area borders several other countries, with frequent cross-

border travel.

A ringvaccination strategy hasbeen employed, with vaccination of contacts, contacts of contacts, healthcare
workers and frontline workers in affected areas, and potential contacts. Infants and pregnant women began to
be offered vaccination in June 2019. After initial observation, only the two lattergroups are now being actively

followed up (at 21 days and at delivery).



Vaccination activities are being carried out in highly challenging security-compromised circumstances, with high
levels of community mistrust in the health system and Ebolavaccine. Community engagement has been crucial
to gain support and assure security for vaccination activities. Strategies used include ‘pop up’ vaccination sites,
often at a distance from contacts to avoid stigmatization, and targeted geographic vaccination, with teams
present at multiplesecured locations. Strategies are flexible to deal with the circumstances ofindividualcases.
Activities are led by 36 teams, including more than 400 locally trained responders, with support from partners

including researchers from Guinea, one ofthe countries affected by the 2014-2016 Ebola outbreak.

Even with the security challenges, ring vaccination has been achieved around >90% of cases, and >95% of cases
in October—-November 2019. By November 2019, more than 250,000 people have beenvaccinated and consent
rates among contactsand contacts of contacts have been >98%. Only around 0.2% of vaccinated individuals have
developed Ebola virus disease, mainly healthcare workers; most Ebola casesare among people who have not
beenvaccinated (Figure 11). By November 2019, there were encouraging signs that the epidemic was being
brought under control and confined to the region in which it first emerged. Access to affected areasremains the
main factor preventing eradication of the outbreak.
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Figure 11: Cases of Ebola among vaccinated and unvaccinated individuals.

The DRCis developinga post-Ebola resilience plan, which will include strengthening of routine immunization. It is
also establishing a centre of excellence for continuing education in Ebola virus disease in North Kivu to pro mote

trainingin Good Clinical Practice and to support preparedness for future responses.

RITAG strongly commended the dedication, bravery and self-sacrifice ofall those involved in the battle against
Ebola in the DRC, particularly those at the frontline exposed to life-threatening risks on a daily basis. Many have

died helpingto ensure the safety of others and the world more generally.

The importance of community engagement under highly challenging circumstances and learning lessons for the

future was discussed. Resources such asthe global Ebola Vaccine Implementation Tool and Good Participatory



Practice guidelinesfor research in epidemics are being updated to take account of the DRC experience. With
speed of the essence, rapid response teams have prioritized contact with community leaders (and rebel leaders
when necessary)to securevaccination team access. The campaign has been ableto update messaging about

vaccination, to communicate that a safe and effective vaccine is now available to protect individuals.

The importance of SAGE recommendations, often developed atgreat speed, wasalso seen ascritical. Further key
qguestions for SAGE now include the preventive use of rVSV-ZEBOV-GP and its potential use off-label —initial
indications will be for use only in adults (not children or pregnant women). Off-label use is generally a risk—
benefit assessment, and in outbreak situations the benefits clearly outweigh the risks. However, preventive off-
label use would require careful consideration. Off-label use should always be treated with caution given

uncertainties about accountability.

RITAG also warmly welcomed the efforts that have made to coordinate regulatory assessments and develop a
licensing roadmap, including coordinationacross national regulatory authorities. Licensing in countries will be
important to ensure timely use in countriesifrequired. It was suggested that the roadmap might be extended to
countries not directly atrisk but with citizens who might travel to affected areas as part of humanitarian or
peacekeeping efforts. RITAG was also strongly supportive of the continued development and evaluation of

alternative Ebolavaccinesin the pipeline.

Since rVSV-ZEBOV-GP will continue to be deployed under compassionate use provisions in the DRC, and would be
if outbreaks were to occur before licensed vaccine becomes availablein mid-2020, RITAG suggested that clear
communication was needed to ensure countries and other stakeholders were aware of the status of rvVSV-

ZEBOV-GP and frameworks for its use.

In parallel with regulatory approvals, Gavi has a meeting scheduled to discuss funding for development of a
global repository of Ebola vaccine to ensure ready availability for preventive and emergency use”.In the longer
term, as additional vaccines becomeavailable, it will be important to conduct cost-effectiveness studiesand to
analyse programmatic issues to enable countries to make informed decisions on choice of vaccine and when they

should be used.

Given the existence ofa measlesaswell as an Ebola epidemicin the DRC, it was suggestedthat Ebola responses
and resources could also be used to deliver measles vaccination. Important questions exist about interactions
between the two infections, including the potential impact of prior measles i nfections and measles vaccinations

on susceptibility to Ebola and responses to Ebola vaccination.

Finally, the importance of pharmacovigilance systems to detect and investigate potential adverse events
following Ebola vaccination was noted. With other vaccines for emerging and re-emerging infections undergoing

clinical evaluation (e.g. Lassafever), a more generalneed for pharmacovigilance infrastructure was noted.

7 Gavi subsequently announced plans to support development of a global ERbola vaccine stockpile; https://www.gavi.org/news/media-

room/gavi-board-approves-new-ebola-vaccine-programme



Human papillomavirus (HPV) vaccination

HPV introductions in the African Region

Dr Phionah Atuhebwe (WHO Afro) reported that HPV vaccination has been introduced in 100 countries,
including 15 in the African Region. Afurther seven countries have received approvalfrom Gavi for HPV
introduction. Compared with otherregions, countries in the African Region have achieved excellentcoverage and
low dropout rates (Figure 12). HPV vaccine is central to elimination of cervical cancer, which claims the lives of
50,000 womenin the region every year. All the top 15 countries in the worldwith the highest incidence of

cervical cancer are in Africa8.

Uganda-|
Seychelles |
5.Tome & Prin. 4
Botswana |
Ethiopia

Rwanda 4

Mauritius |
Zimbabwe +
South Africa 4
Tanaarin | () [
on Ho e e
@ HPV Firstdose @ HPV Lastdose

Source: JRF July 2019

Figure 12: HPV vaccine coverage in the African and other regions.

Introductions to date have revealed several issues with planning and preparation. Countries have not always
been as prepared asassumed,identification of target populations has not always been accurate, and some
countries have experienced anti-HPV vaccine campaigns. Challenges to implementation haveincluded confusion
following a switch from school-to health facility-based vaccination, lack of coordination across different

departments and civil society organizations (CSOs), and use of vaccine outside target age groups.

Notable successstoriesinclude Zimbabwe, which took advantage of an existing highly functioning school health
programme to achieve coverage of >93%, and Rwanda, which achieved good and rising coverage despite not

havinginitially run a demonstration programme asin most other countries.

Among the lessons learned arethe need for systematic preparation, including prior communication with schools
and communities, and use of multiple sources of data to determine denominators. Comprehensive school

engagement strategies are critical. Delivery strategies strongly depend on local circumstances with both school -
based and health facility-based strategies (and mixed models) being used successfully. Notably, lengthy consent

procedures used by some countries generally increase refusal rates.

8 https://www.wcrf.org/dietandcancer/cancer-trends/cervical-cancer-statistics



The global shortage of HPV vaccine was alsonoted. This has affected theimplementationof planned
introductions to multi-age cohorts of girls aged between 9 and 14 years. Most countries have had to introduce

the vaccine to single-age cohorts. This will disrupt plans for cervical cancer elimination.

SAGE recommendations on HPV

Dr Paul Bloem (WHO headquarters) reviewed discussions held in October 2019, when SAGE considered several
issues related to HPV vaccineintroductionsand use. One concern has been limitations in global supply of HPV
vaccine. In 2019, most countries have been ableto secure sufficientvaccine for single-age cohorts, although local
stockouts have occurred in some countries. Gavi-funded countries have been able to introduce HPV vaccine for
routine cohorts, including eight in the African Region, although several were not ableto vaccinate multi-age

cohorts as originally planned. One middle-income country has had to postpone HPV introduction.

Currently, two manufacturers make HPV vaccine, although other producersare poisedto introduce new products
within the next few years. Likely demand for HPV vaccine has been estimated through to 2030 and compared
with the projected availability of supplies. With baseline supply, short-term (1-3 year) shortages are predicted
for all usage scenarios except two-dose schedules with a three-year interval (Figure 13). Even in this scenario,
supply and demand are finely balanced and factors such as greater useamong alternative groups (such as boys

orolder women) or country preferences for particular suppliers could have a major impact on availability.

| Base Supply | | Low Supply

Demand Scenarios | Short-Term (1-3) | Mid-Term (4-6) | Long-Term (6-9) | | Short-Term (1-3) | Mid-Term (4-6) | Long-Term (6-9)
#1 2-dose + MACs

#2 2-dose No MACs

#3 1-dose + MACs

#4 1-dose No MACs

#5 3y Extended Interval

#6 5y Ext. Int. + 14yo

#7 14yo, Later 9yo

Figure 13: Supply-demand analyses for HPV vaccine.

An analysis hasalso been carried out of the effectiveness of one-dose HPV vaccine schedules. Data are mostly
from observationalstudiesrather than trials, and suggest that a single dose elicits more antibodies than no dose
of vaccine but less than two or three doses. Itisnot clearthat these differences have any clinicalimpact, but data
are limited. However, a range of trials of one-dose HPV schedules are being carried out and will begin to deliver

high-quality evidence in 2021.

In light of these analyses, SAGE made no change to its recommendations, suggesting that there was currently
insufficient evidenceto warrant use of one-dose schedules. It notedthat all current HPV vaccines have

equivalent clinical impact in terms of preventing cervical cancer.

However, SAGE was concerned about the potential for near-term shortagesin HPV vaccine supply. It
recommended that all countries should postpone multi-age cohort vaccination, gender-neutral vaccination (i.e.
vaccination also of boys) and vaccinationin older age groups (215 years) untilall countries have secure access to

vaccine.



It noted that this would avoid disadvantaging countries with the highest burden of cervicalcancer —the number
needed to vaccinate to avoid any HPV-related canceris 78 Ugandan girls, 560 Canadian girls, 5480 Canadian

boys, and 8500 middle-aged US women.

To ensure accessto two doses of HPV vaccine, SAGE recommended that countries weigh up the advantages and
disadvantages of two alternative strategies.The first would be to target older girls (14-year-olds), so the benefits
of vaccination areachieved sooner. One disadvantage of this strategy is thatthe numbersofgirls in schools
decline with increasing age, so school-based delivery would miss more girls. When supplies improve, countries

could maintain thisapproach or shift vaccination to earlier ages.

The second model is to adopt a ‘1+1’ schedule, with an extended interval of 3-5 years between doses. This would
capture more girls initially but would represent off-label use of vaccineand it could be challenging to track girls
over this extended time period (although evidence may soon be availableto show that a single dose affords

effective protection and a second dose would therefore not be necessary).

SAGE also calledupon WHO and global partners, including manufacturers, to begin urgent dialogue to discuss

global access.

RITAG concurred with SAGE’'s recommendations, and acknowledged that choice of delivery strategy and platform
could only be made at a nationallevelbased on local progra mmatic contexts. It suggested that the Regional
Office develop guidance to help countriesand NITAGs investigate the complex range of factors that needed to be

considered before such decisions were made.

RITAG was also greatly concerned about the potential for disruption in the availability of HPV vaccine in the
region, particularly given its high burden of disease. It urged the Regional Office to take up the issue at the

highest possible level within WHO, and requested that it be involved in any discussions on globalaccess.

Given that several othervaccine shortages have been experienced in recent years, RITAG also argued thata
thorough investigation should be undertaken to determine why vaccine supply has not been sufficient to meet
global demand. It noted that postponement of multi-age cohort HPV vaccination would inevitably lead to
additional avoidable deaths of women in the region. Key lessons learned from such an investigation could reduce

the riskthat similar situations arise in the future.

Malaria Vaccine Implementation Project (MVIP)

Update on the MVIP Framework for Policy Decision Planning

Dr Phionah Atuhebwe (WHO Afro) provided an update on implementation of the malaria vaccine RTS,S/ASO1.
Given the high burden of disease in malaria-endemic countries—malariastill claims the lives of more than
400,000 people a year,most ofthem childrenin Africa —the level of protection provided by RTS,S/AS01 could

deliver major public health benefits (Figure 14).



PROVEN RESULTS Children receiving four doses of RTS,S suffered significantly fewer cases of
malaria, including severe life-threating malaria, in comparison with those
who did not receive RTS,S.

nearly
fewer cases fewer cases fewer cases fewer cases fewer cases
Clinical malaria Severe malaria Severe malaria Blood Malaria
anaemia transfusion hospitalization

Figure 14: Benefits of RTS,S/ASO1 use.

In 2015, RTS,S/ASO1 received a positive scientificopinion from the EMA. Followingthis, SAGE and the Malaria
Policy Advisory Committee (MPAC) recommended undertaking pilot studies to explore the feasibility of reaching
children with four doses, to follow up on phase Ill safety signals,and to exploreissuesrelating to routine use. The
implementation pilots would introduce RTS,S/AS01 through national immunization programmesand include
three evaluations: a WHO-led pilot evaluation focusing on sentinel hos pitaland community-based mortality
surveillance; a qualitative and cost-effectiveness analysis led by PATH; and an independent phase IV

pharmacovigilance study led by the manufacturers.

A Framework for Policy Decision has been developed, designed to provide a rationale for decision-making once
data from the project become available. This Framework was endorsed by SAGE and MPAC in 2019. Long-term
follow up from the pivotal phase il trial® found that efficacy remained positive during 7 years of follow up;
hence, efficacy demonstrated in the first4 yearsafter vaccination —when children are at highest risk of clinical
malaria or severe malaria — was maintained. In addition, children receiving only three doses werenot at
increased risk of severe malaria. Efficacy was good even for three doses, and mathematical modelling suggested

that the fourth dose may provide only a smallincremental benefit.

Based on these findings, the Framework for Policy Decision considers safety data to be the primary factor
affecting a policy decision, followed by efficacy, and thenfeasibility. The feasibility of delivering the fourth dose

should not be a major factor influencing decision-making.

However, the timeline for decision-making has createda potential supply challenge. AWHO policy decision could
be made as early as late 2021, the soonest thatsafety data might be available, anda funding decision could be
made soon after, perhaps early in 2022. Timings depend on the acquisition of safety data, which could extend
into 2023. However, assurance of supply after the pilots are completed would require manufacturing to continue
after the 10 million donationdoses have been manufactured but before a policy decision has been made. This

presents a financial risk thatthe manufacturer may not be willing to take. Because of manufacturing lead times,

°Tinto H, Otieno W, Gesase S, Sorgho H, Otieno L, Liheluka E, Valéa |, Sing'oei VV, Malabeja A, Valia D, Wangwe A, Gvozdenovic E, Guerra Mendoza
Y, Jongert E, Lievens M, Roman F, Schuerman L, LusinguJ. Long-term incidence of severe malaria following RTS,S/ASO1 vaccination in children and

infants in Africa: an open-label 3-year extension study of a phase 3 randomised controlled trial. Lancet Infect Dis. 2019;19(8):821-832.
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initiating productionafter WHO and funders’ decision-making would lead to gap in vaccinesupply of at leasta
year and potentially longer in the pilotcountries anda delay before vaccine could be made available for wider

use within the pilot countries or in new countries (Figure 15).
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Figure 15: Timelines for RTS,S/AS01 policy and funding decision making.

A furtherissue is that 400,000 doses of RTS,S/AS01 will reach their expiry datein August 2020. No decision has

yet been taken on how these doses should be used, ifatall.

MVIP in Malawi

Temwa Mzengeza (Ministry of Health, Malawi) provided a briefupdate on Malawi’s pilot implementation
project, which began in April 2019. By September 2019, it had delivered 34,804 doses, around halfits target.
Dropout rates between the firstand second and the firstand third doses have been significant (27% and 35%,

respectively). Uptake hasbeenlower than for DTP3 and MCV1, but has been improvingsinceJune 2019.

Challenges have includedhealthcare worker confusion about age eligibility, lack of community sensitization,
some problems with data collectionand management and with adverse event (AESI/AEFI) reporting, and the high
rate of dropout. Mitigation measuresinclude intensified supportive supervision and training as wellas enhanced

social mobilization.

To date, the project has shown that countries like Malawi can introduce severalvaccinesat the same time. The
decision to go for a low-key launch may have led to low initial uptake, and more active demand generationis
now being pursued. Support and training for staff has been essential. Key challenges have included movement of

people between implementation clusters.

Steps are beingtaken to address these issuesand to improve data managementby incorporating malariavaccine
reporting into DHIS2. A post-introduction evaluation is due to take placeearlyin 2020. No AESIs associated with

RTS,S/ASO1 have been reported and none of six RTS,S/ASO1-associated AEFIs requiredinvestigation.

MVIP in Ghana
Dr George Bonsu (Ministry of Health, Ghana)described progressin the Ghana pilot, also launched in April 2019.
By September 2019, it had delivered 101,000 doses to 46,000 children,around 66% ofthe age-eligible target



population. Dropout rates have varied from 1 to 13% acrossregions. Coverage initially matched comparator
vaccines, but dipped markedly a month after launch, after which it stabilized. No AESIs associated with

RTS,S/ASO1 have been reported and no RTS,S/ASO1-associated AEFIs required investigation.

The dipinJune 2019 may have reflected anti-vaccine messages on social media from outside the country, which
were promptly addressed by the Ministry of Health. Other challenges have included data consistency, caregiver

knowledge on vaccination schedules,and low reporting of potential adverse events.

Responses include additional supervision, coaching and training, adaptation of DHIS2, and a greater emphasison

community mobilization. Ghana willalso be organizing a post-introduction evaluation early in 2020.

RITAG members welcomed the programme, recognizing the importance of tackling a disease responsible for such
a high burden of disease. While supplies for the pilot sites are secure for the duration of the pilots, RITAG was

concerned at the possible halt in production and the potential for delayed introductions in other countries. Gavi
is due to consider providing funding to establish an inventory, and other possible mechanisms of ris k-sharing are

being explored by WHO, Gavi, the manufacturer and other stakeholders.

RITAG members were keen to ensure that the 400,000 doses due to expireshortly did not go to waste. It was felt
that pilot sitesin the three MVIP countries were the only sitessetup to make use of these doses, which could be

used to expand coverage.

Demand promotion

Increasing health and immunization services take up

HelenaBallester Bon (UNICEF) described some of UNICEF’s work on ‘human-centred design’ and the use of
behavioural science to improve take up of health services. Even when vaccinesare available to communities,
individuals may not take up immunization services. The reasons for sub-optimal vaccine uptake arevaried, but
focusing on the quality of services and interactions between healthworkers and caregivers may be a productive

route to increase service use.

Surveys are often used to explore why caregivers have not taken advantage ofimmunization services. These
generally reveal a widerange of barriers, but responses are not always helpful in identifying underlying root
causes or factors thatare amenable to change. More human-centred approaches, to understand the
perspectives and needs of both service usersand health workers, may be a way to identify specificissuesthat

can be addressed through the design of services.

To create an organizing structure for the barriersand drivers that affect service uptake, UNICEF has developed a
framework known as the ‘journey to health and immunization’10, It has been designed asa perpetual cycle with

six key stages (Figure 16). The model focuses on the journey of a caregiver, from the development of knowledge

% \www.hcd4health.org
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and beliefs about immunization, through an intention to act, preparationfor a clinic visit, the visititselfand the

vaccination experience, and follow up.
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Figure 16: The journey to health and immunization.

This model can be used by local service providers to explore and categorize barriers and drivers, focusing on
underlying causes. In turn, these can form the basis of targeted actionsto lower barriersand promotedrivers of
service use. It can be particularly helpful to identify ‘influencers’ at each pointin the cycle, who have most
influence on caregiver behaviour and where behaviour change interventions could have most indirect impacton

caregivers’ actions.

A growing evidence base exists on the mosteffective approaches for influencing caregiver behaviourl!, There is
limited evidence that influencing thoughts and feelings, for example through education a nd promotional
campaigns, affects behaviour. Exploiting social processes, for example through social media, is showing promise.
However, the most effective approachis not to attempt to shift thoughts and feelings but to make it aseasy as

possible for people to turn intentionsinto action.

This can again be achieved by focusing on the key pointsin the journey to health. The foundationof success
therefore lies in building trust between health workers and individuals and communities, engaging with
communities to ensure that services meetlocal needs, reducing barriers to take up of services, and using

methods (such as calendars or text messaging) to turn intentionsinto actions.

JSI pilots

' Brewer NT, Chapman GB, Rothman AJ, Leask J, Kempe A. Increasing Vaccination: Putting Psychological Science Into Action.

Psychol Sci Public Interest. 2017 Dec;18(3):149-207.
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Adelaide Shearley (John Snow, Inc., JSI) described how JSI has been exploring human-centred approachesto
increase take up immunizationservicesin pilot projectsin Africa. These pilotsare based on the principle of deep
community engagement, including collaborative planning, implementationand monitoring, to createa s hared

sense of purpose and joint accountability (Figure 17).

Shared sense of

purpose & Transformational
accountability, step

credibility

Figure 17: Promoting co-ownership of immunization activities.

One example is the ‘My Village My Home’ (MVMH) initiative and use of vaccination cardsin Zimbabwe. Home-
based records are a valuable way to track vaccination status, but the extent of their use varies widely. The
MVMH initiative aims to make home-basedrecordsa more useful tool, containing additionalinformation and
advice about immunization12. Aposter-sized record shaped like a house has a row for every child in the
community, and a ‘brick’ is added every time an infantis immunized —symbolizing that a strong community, like

a stronghouse, is built on a strong foundation.

JSI has piloted MVMH in ten health facilities in two districts, using the new cards. Volunteer health workers track
participation and defaulters at a community level. The cards play a critical role, linking caregivers, health workers,
community health workers and volunteer health workers. Initial results from the two districts suggested that the
MVMH has increasedvaccine coverage, and the Government of Zimbabwe hassupported a scale up to include 16

priority districts with low coverage.

In Ethiopia, JSI has been exploring the use of Quality ImprovementTeams (QITs), in which service providersand
communities come together to discuss challenges, identify responses, and test solutions collaboratively13. The
teams meet regularly to ensure joint ownership. The approach has been focused on increasing coverage among

hard-to-reach nomadic communities.

QITs therefore act as a criticallink between the health system and the community, helping to build knowledge
and trust, shape appropriately designed services, and mobilize communities to trace defaulters. These activities

have led to a significant increase in coverage among target populations.

As discussed by Ms LisaMenning (WHO headquarters), demand promotion places great emphasis on the quality

of immunization services. The quality of health servicesis a complex concept, encompassing multiple elements

2 https://www.jsi.com/JSlInternet/IntiHealth/project/display.cfm?ctid=na&cid=na&tid=40&id=22541
3 http:// uifhs. jsi.com/wp-content/uploads/2018/08/UI-FHS-Mid-Program- Review-rep ort. p df
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(Figure 18)14. The behaviour of health workers is crucialto the quality ofimmunization services, as they are the
point of contact with services usersand often the most trusted advisor on vaccination decision-making. However,
health workers typically find it difficult to manage non-vaccination, may have limited knowledge, and may have

their own concerns about vaccines.

People-
centredness

Integration

Figure 18: Different aspects of health service quality.

Evidence suggests that improving health care provider practices depends on the use ofa combination of
approaches, the mosteffective beinga combination of community support, strengthened infrastructure,
supervision, other management techniques and training?s. All strategies should be backed up by monitoringand

evaluation.

A range of practical toolkits have been developed to support the developmentof people -centred immunization
services. These include UNICEF’s Interpersonal Communication for Immunization 16 and the Sharing Knowledge

about Immunization (SKAI) resource?l?.

To address high dropout rates, Ms Menning suggested that immunization programmes need first to ensure they
have an enabling policy environment, then to engage with communities to understand needs and perspectives,
and to jointly develop services underpinned by healthworkers with a strong commitmentto people-centred
approaches. Avariety of data sources, including coverage and surveillance data as well as behavioural and social

data as discussed above, can supportevaluation of these efforts and guide course corrections.

Take up of services is influenced by the behaviour and actions of both caregiversand service providers—and,
crucially, interactions betweenthe two. Adeeper understanding of the drivers of behaviour among comm unities
and individuals can help identify where to focus efforts. Engaging communities in the design of servicesthat

overcome barriers to service use will be the most productive way to improve take up of services.

“WHO. Quality in primary health care. 2018. WHO WB OECD. Delivering quality health services. 2018.

> Rowe AK, Rowe SY, Peters DH, Holloway KA, ChalkerJ, Ross-Degnan D. Effectiveness of strategies to improve health-care
provider practices in low-income and middle-income countries: a systematic review. Lancet Glob Health. 2018
Nov;6(11):e1163-e1175.

'8 https://ipc.unicef.org/

7 http://www. ncirs.org.au/our-work/sharing-knowledge-about-imm unisation
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In discussions, RITAG noted the importance of adopting a people-centred approach to the design of
immunization services, and of engaging with communitiesto ensure services meetpeople’s needs. Akey
challenge is how this is done in practice. Existing tools suchas Reaching Every District 18 and Immunization in
Practicel®include guidance on community engagement. In some settings, more in-depth socialand behavioural
research might need to be conductedto examine how behavioural factorsamong health workers andservice
users affect service uptake. It wasalso stressed that interventions targeting these factors should be based on a
sound evidence base, including their impacts on coverage, and with due regard for programmatic

implementability and financial sustainability.

It was also noted that the models discussed emphasized the artificiality of distinctions between supply and
demand. In reality the two are strongly interlinked, with demand (service seeking) highly sensitive to the nature
as well as availability of services. Demand promotion therefore needsto be seen asgoing far beyond
communication, embracing the building of relationships and trust with communities through active engagement
andinvolvementin all stages of service planningand delivery. At a local level, immunization should be seenas a

joint enterprise between communities and health service providers.

Yellow fever control

Progress in yellow fever control in the African Region

Dr Blaise Bathonoli (WHO Afro) described regional progressin implementation of the Eliminating Yellow Fever
Epidemics (EYE) strategy. Yellow fever is endemic in 27 countriesin Africa. An effective vaccine has been
available for manyyears, and preventive massvaccine campaigns had a significant impact on disease burden in
the mid-20th century. Since then, however, the disease hasrebounded, including a large outbreak in Angola and

the DRCin 2016-2017.

Three endemic countries haveyet to introduce yellow fever vaccineinto routineimmunization —Ethiopia, South
Sudan and Uganda (Figure 19). Ethiopia is planning to submitan applicationto Gaviin 2020, South Sudan has
planned future vaccine use butis notin a position tointroduce it yet,and Uganda has prioritized yellow fever
vaccination behind MCV2 and MenA. In countries that have introduced the vaccine, coverage remains low —64%
in 2018. Coverage has typically been lower than MCV1 coverage, although this gap hasbeen closingin recent

years.

18 https://www.who.int/immunization/programmes_systems/service_delivery/red/en/

19 https://apps.who.int/iris/handle/10665 /193412
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Figure 19: Introduction of yellow fever vaccine in the region.

The EYE strategy encompasses a global coalition of countriesand partners committed to tackling the disease. It
has three key objectives —to protect at-risk populations, to prevent intemational spread, and to contain

outbreaks rapidly.

It aims to improve population coverage through catch-up campaigns and strengthening routine immunization
systems. It alsoaimsto work with the measlesand rubella initia tive and others to improve coverage in the first

year of life and to establish platforms for catch up in the second year of life.

A total of 15 out of 27 at-risk countries in the region have completed preventive mass vaccination campaigns and
two others are in progress. Between three and five campaigns arelikely to take place in 2020. Ten countries have

yet to complete national campaigns.

Between January and August, 7280 suspected cases of yellow fever were reported in the region, but 95% tested
negative in nationalreferencelaboratories. Just 1% of samples tested positive in regional reference laboratory

analysis. Thesefindings pointto shortcomings in case definitions used in the field.

Nearly 20 million doses of yellow fever vaccine have beenmade available by the ICG from the global stockpile for
outbreak responses. Campaigns have beencarried out in Nigeria, the DRC, Ethiopia and Sudan between 2017 and

2019. Earlier vaccine shortages led to use of fractional dosing, but vaccine is now available again globally.

Challenges include limited political commitment to yellow fever controlin several countries, suboptimal
implementation of control strategies, and low routine immunization coverage. IHR processesare also not being
fullyimplemented, increasing risks to global health security. Better methods of case definition may also be

needed.

Yellow fever in Nigeria

Dr Joseph A. Oteri (Ministry of Health, Nigeria) described Nigeria’s attempts to control yellow fever. Nigeria
introduced yellow fever vaccination into routineimmunization in 2004. In 2008, following a risk assessment
exercise, allstates were prioritized for PMVCs. However, for various reasons, including globalvaccine shortages

and competing priorities, campaigns only began to take placein 2018 and 2019, when Nigeria adopted the EYE



strategy. More than 40 million people have been reached in preventive and reactive campaignsin these two

years.

Through the EYE strategy, Nigeria aims to control yellow fever by 2026. Key objectives include regular risk
analyses and outbreak response planning, high-quality PMVCs, enhancing routineimmunization coverage,

improving surveillance and strengthening IHR capacities.

Ariskanalysisin October 2019 identified six high-risk and 27 medium-risk states; insecurity in Borno state may
alsoincrease the risk of outbreaks. Nationally, routine coverage of yellow fever vaccine remains suboptimal, at

under 70%.

Up to October 2019, more than 200 cases have been confirmed by WHO’s Regional Reference Laboratoryin
Dakar, Senegal (Figure 20). Amuch larger number of suspected cases are being reported, with positive test
results obtained in less than 5% of cases. All age groups are affected, with a peakin childhood and early
adulthood. Reactive campaigns have been launched in the most affected areas, with more than 11.4 million

people aged 9 months to 45 years vaccinated in 2017-2019.
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Figure 20: Yellow fever cases in Nigeria.

Nigeria’s yellow fever laboratory network has expandedto six laboratories, reducing the time taken for sample

testing. The Nigerian CDC National Reference Laboratory is now operational and two others are being developed.

Remaining challengesinclude the unavailability of vaccine, insecurity and delaysin confirmation of cases. Low
coverage in routine immunization remains a concern, while a lack of resourcing, high staffturnover and reagent

supplies present multiple practical challenges.

The country has PMVCs planned for 2020, 2021 and 2022, to be complemented by other public health
interventions. The NERICC routine immunization strengthening initiative willbe used to improve routine
coverage. Nigeria will also be seeking accreditation of its national yellow fever serological laboratories and for

molecular testingin its National Reference Laboratory.



RITAG again urged Ethiopia, South Sudan and Uganda to introduce yellow fever vaccination into their routine
immunization programmes asrapidly as possible, and for all at-risk countries to prioritize yellow fever control. A

highly effective vaccine has long beenavailableand globalsupplyisno longer a significant constraint.

Strengthening routine immunization and yellow fever vaccine coverage was seen asa critical activity. Years of
low coverage is creating a large pool of susceptible individuals, while high population mobility in many countries
is exposing people to risk ofinfection and promoting wider dissemination. It was also suggested that EYE should

not attempt to actindependently but seek to strengthen routineimmunization through its activities.

Supply of yellow fever vaccine appeared to be a point of confusion. Not all countries may be aware that yellow
fever vaccine supply shortages have been overcome. Although unexpected outbreaks could lead to vaccine
shortages, there may be potential for countriessuchas Nigeriato bring forward their mass campaign schedules.
Good communication and planning at global and nationallevels areneeded to ensure that yellow fever vaccine

stocks are used optimally.

Development of laboratory capacity was also seen as critical, to improve the speed of case confirmation. Gavi’s

willingness to supportcapacity building and the supply of materials was warmly welcomed.

Non-human primates are a potentialreservoir of yellow fever virus and, unlikein South America, primate
infection is not associated with die-offs that act aswarning signs of yellow fever risk. Vector monitoring could
provide additionalinformation onrisk, and a Framework on the Implementation of the Global Vector Control
Response in the region, which includes surveillance, was approvedat the WHO Regional Committee meetingin

August 2019.

A final point made was that surveillance was generating a wealth of datathat could be analysed to provide new
insights into disease epidemiology. There was also a need to understand what infections (if any) the 95% of cases

testing negative for yellow fever might have.

Middle-income countries and vaccine procurement

Middle-income countries

Dr Amos Petu (WHO Afro) described progress being made to establish pooled procurement mechanisms across
the region’s middle-income countries (MICs). In the absence of Gavi support and access to preferential pricing,
MICs in the region have struggled to introduce and sustain new vaccines. These challenges have been
exacerbated by the decliningeconomic fortunes of many MICs in the region. MICs are also often associated with

high levels ofinequality, with a high proportion of their populations living in poverty.

MICs report feelingisolated, typically procureindependently, and pay very different prices for vaccines. In April
2018, representatives from 17 countries met in Brazzaville to discuss possible ways to improve access of MICs to
affordable vaccines.As well asenhanced political commitmentand greater national investment, the workshop
concluded that there wasscope to improve procurement and regulatory processesto enhance availability and

affordability.



A consultation identified a range of issues, including weak in-country decision-making systems, burdensome
regulatory environments,complex contracting procedures and a lack of skills in procurementand contracting,
and limited use of market information. Addressing procurement issues can deliver significantbenefits —Eswatini

achieved savings of more than 10% in vaccine costs by procuring through UNICEF.

At a further workshop held in Eswatini in October—-November 2019, representatives from MICs, WHO, partner
organizations and vaccine manufacturers met again to discuss collaborative approachesto enhancevaccine
availability and affordability. The workshop considered four models of pooled procurement, ranging from sharing
of information to support more informed procurementthrough to fully integrated models with a centralagency

procuring on behalf of multiple countries (Figure 21).
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Figure 21: Different models of pooled procurement.

A pre-workshop questionnaire had revealed thatseveral countries had non-functional NITAGs. Key potential
benefits were seen to be lower vaccine pricing, a reduction in the costs of procurement, and more reliable

supplies of vaccine.

As a result ofthe meeting, countries resolved to coordinate market research and share information on suppliers
and prices, to create aweb-based community platform to connect MICs, and to strengthen NITAGs and their
input into decision-making. The potentialto include vaccinesin fast-tracking product registration mechanisms
will be explored. Advocacy would be undertaken to mobilize funding from domestic and other sources, and
capacity building would be undertakento promote greater use of the Market Information for Access (MI4A) tool

and to enhance the forecastingand planning capabilities of nationalimmunization programmes.

Small-island developing states

Dr A. Loua (WHO/AFRO) described how the potentialfor pooled procurement of vaccinesis alsobeing explored
by small-island developing states (SIDS), as part of wider initiatives to collaborate on sourcing of medical
products. The SIDS scheme is one of several such regionalinitiatives, with others being managedby the African

Association of Central Medical Stores and by the Southern Africa Development Community (SADC).

The SIDS initiative encompasses six countries and focuses on particularly expensive products and those where

availability can be a challenge (vaccinesand medicines for non-communicable diseases). It includestechnical



cooperation and capacity building, shared procurement to achieve economies of scale, and collaboration on
quality assurance procedures. By harmonizing processes and collaborating, the countries aim to secure lower

prices, ensure continuous supplies, and improve efficiency.

The first technical meeting on pooled procurement was held inJuly 2018 and anoperational plan hasbeen
developed. This is due to be endorsed by ministers of health in December 2019, leading to the formal launch of
the SIDS pooled procurement mechanism. The WHO Regional Office is supporting the initiative by actingas

secretariat and providing technical assistance.

The initiative has had a number of challenges to overcome. These have included language differences, variation
in processes between countries, and a weak regulatory and policy environmentin severalcountries. As wellas
the pooled procurement scheme, countries are exploring other ways to enhance the regulatory and policy

environment for medicines and vaccines.

RITAG welcomed the progress that is being made towards pooled procurement in the region. It recognized that

such initiatives were ambitious and complex, but had the potential to achieve significant impact.

It was also noted that the drivetowards more affordable pricinghad to be balanced with the need for
sustainable markets to ensure the continuing development and availability of vaccine products. The ideal
scenariois one in which pricingis not a barrier to the introduction of vaccinesto address unmet needsand also
ensures the long-term financial sustainability of vaccine developersand manufacturers. It was noted that the
vaccine marketplace is unusual, being characterized by a relatively small number of manufacturersand a lack of
generic products. While greater transparency and pooled procurement may be ableto exert downwardpressure

on pricing, manufacturers also stand to benefitfrom increased volumes and longer-term certainty in orders.

Future years will see more countriesin the region graduating out of Gavi support. Gavi has recognized the risks
posed by transitions, and now has a strong focus on development of programmaticcapacities, including

procurement capabilities, to ensure long-term sustainability of programmes.

It was suggested that lessons couldbe learned from other regions, particularly the Re gion of the Americas, which
have successfully introduced pooled procurement mechanisms. The involvement of a single large country, Brazil,

may have been a key factor in ensuring the success of this approach in the Americas.

The importance of regulatory simplification and harmonization was also recognized, to reduce barriersto the
introduction of new vaccines and accelerate access. It was also stressed that therole of the WHO Regional Office
was to facilitate efforts at regulatory harmonization, policy development and collaboration between countries on

pooled procurement, but not to negotiate with manufacturersdirectly.





