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GOAL BY 2015 BY 2020

VACCINATION  
COVERAGE 

90% national coverage and 80%  
in every district for DTP3 vaccine

90% national coverage and 80%  
in every district for all vaccines  
in national programme

NEW AND  
UNDER-UTILIZED 
VACCINES

Introduction of one or more new or 
underutilized vaccines in at least 90  
low- and middle-income countries 

Introduction of one or more new  
or underutilized vaccines in all low- 
and middle-income countries

POLIO 
No new cases of polio after 2014 
(“interruption of transmission”)

Certification of polio eradication 

GLOBAL AND  
REGIONAL  
ELIMINATION  
TARGETS

Globally eliminate neonatal tetanus 

Eliminate measles in at least four  
WHO regions

Eliminate rubella in at least two  
WHO regions

Measles and rubella eliminated  
in at least five WHO regions

MILLENNIUM  
DEVELOPMENT  
GOAL (MDG) 4

Reduce under-five mortality by  
two-thirds from 1990

Exceed the MDG 4 target for reducing 
child mortality

Immunization is among the most effective public 

health interventions available. In recent decades, 

vaccines have contributed to substantial reductions 

in childhood disease burden globally, saving millions 

of lives. Immunization was the fundamental strategy 

for the eradication of smallpox– one of the greatest 

achievements in the history of public health. Polio is 

now on the brink of eradication thanks again to the 

power of vaccines. More children than ever before 

now live healthy lives, free of vaccine-preventable 

diseases, because of immunization. Moreover, the 

impact of vaccines extends beyond public health 

to children’s educational performance, increases in 

household incomes and, ultimately, greater national 

economic growth.    

This report highlights the achievements made 

in expanding access to vaccines in Africa and 

 Immunization in Africa:  
A Time for Action

SECTION 1

discusses some of the remaining challenges to 

achieving universal access to vaccines. The timing 

of this report coincides with the halfway point 

of the implementation of the Decade of Vaccines, 

a 10-year vision of the global health community 

to expand access to vaccines and immunization 

services to all by 2020. In 2012, all 194 Member States 

of the World Health Assembly (WHA) endorsed The 

Global Vaccine Action Plan (GVAP), a framework 

to achieve this vision. This report also reflects 

established commitments, priorities and plans to 

achieve immunization targets for the continent, as 

expressed by the World Health Organization (WHO) 

Africa and Eastern Mediterranean Regional offices. 

While immunization efforts involve a myriad of local 

and global actors, this report focuses largely on the 

achievements, roles and responsibilities of African 

governments, societies and leaders. 

The Global Vaccine Action Plan (GVAP)–endorsed by the 194 Member States of the World Health Assembly in 

May 2012–is a roadmap to prevent millions of deaths by 2020 through more equitable access to vaccines for all 

people regardless of where they are born, who they are or where they live.

The GVAP’s specific targets include:
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Immunization coverage has improved dramatically in almost all 

countries in Africa in recent decades. As a result, millions of children now 

have access to lifesaving vaccines. Cases of many vaccine-preventable 

diseases, such as measles and meningitis, have fallen in many African 

countries. Campaigns to raise awareness around the importance of 

immunization, including Africa Immunization Week, have contributed 

to these successes. However, in recent years, attempts to increase 

immunization coverage on the continent have slowed. Additional 

commitments are needed to increase coverage to levels high enough 

to interrupt transmission of diseases and introduce new vaccines into 

country immunization systems.

Africa has gone more than a year and a half without a case of wild polio, a 

monumental milestone that reflects the contributions of political leaders, 

health officials and communities across the continent. Yet challenges 

remain to ensure sustainability of this success in Africa, including 

improvements in coverage of the oral polio vaccine (OPV), sustained 

surveillance and outbreak response capacity, and introduction of the 

inactivated polio vaccine (IPV) into routine immunization systems.

Reaching all children, strengthening immunization systems and 

introducing new vaccines require strong political support and regular 

funding. Countries and development partners must continue to increase 

the amount of funding available to meet national immunization 

targets, especially in middle-income countries that are not eligible for 

international vaccine funding support. Civil society and community 

leaders must also do their part to strengthen demand for vaccines and 

hold governments to account. Ensuring that children are able to live 

healthy lives and maximize their full potential depends on governments 

and their partners–local, national and international–closing funding 

gaps, increasing country ownership and ensuring financial sustainability 

of immunization programs. 

At this pivotal time, leaders from across Africa, including from 

government, civil society and communities, are convening to discuss the 

commitments and actions that will be necessary to ensure the future 

envisioned by the GVAP. Economies in Africa have been growing faster 

than elsewhere in the world, bringing with them new opportunities and 

advances across sectors, from technology to infrastructure[1,2]. Taken 

together, these factors are contributing to a palpable optimism around a 

better future for Africa. Improved health systems, and immunization in 

particular, are essential to ensuring this future. 

Gavi, The Vaccine 
Alliance: A Critical 
Partner in Delivering 
Vaccines Throughout 
Africa

Gavi, the Vaccine Alliance, is an international 

public-private partnership committed to 

the mission of saving lives and protecting 

health by expanding access to vaccines in 

the world’s poorest countries. Gavi supports 

73 countries around the world by providing 

funding for 11 new and underused vaccines, 

including the pentavalent vaccine, which has 

now been introduced in all Gavi countries, 

and the inactivated polio vaccine –a key 

component of the global polio eradication 

strategy. In addition, the alliance also 

provides financial support for immunization 

systems and health systems strengthening. 

The new Gavi 2016–2020 strategy has put 

achievement of equitable and sustainable 

coverage at the center of the Alliance’s effort. 

Work has started with countries across 

the continent to better align and prioritise 

interventions to address those gaps. 

As a critical partner in delivering vaccines 

in developing countries, Gavi is able to 

bring down vaccine prices by pooling 

country demand; working with donors 

and countries to secure predictable, 

long-term funding; and creating healthy 

vaccine markets. Since 2000, Gavi support 

has contributed to more than 500 million 

children receiving immunizations, saving 

an estimated 7 million lives.

photo: Frederic Courbet / Bill & Melinda Gates Foundation
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Routine Immunization Coverage
SECTION 2

The WHO launched the Expanded Programme 

on Immunization (EPI), to bring immunization to 

children around the world, in 1974[3]. Since then 

and through national, regional and global efforts to 

expand routine immunization, coverage in Africa 

has increased substantially. However, despite rapid 

improvements in the decades following the launch 

of the EPI, progress toward improving routine 

immunization coverage in Africa has stagnated in 

recent years[4,5]. 

Coverage with the third dose of diphtheria-tetanus-

pertussis (DTP3) is commonly used to measure 

the strength and reach of routine immunization 

programs. This requires reaching children with 

vaccines three times at appropriate intervals. The 

GVAP specifies two targets for DTP3 coverage for 

countries by 2015: (1) at least 90% coverage nationally, 

and (2) at least 80% coverage in every district[6]. 

ISSUE AT A GLANCE

•  Routine immunization coverage has 
increased considerably across Africa–
average diphtheria-tetanus-pertussis 
(DTP3) coverage increased from 57% in 
2000 to 80% in 2014. However, progress 
in recent years has slowed.

•  Fewer than half of African countries 
have already met the GVAP target to 
increase DTP3 coverage nationally above 
90% in 2014. Five African countries have 
an estimated coverage of less than 50%.

•  Meeting coverage targets requires 
ensuring hard-to-reach children have 
equitable access to lifesaving vaccinations.

DTP3 
Coverage  
by Country
2014

1According to WHO-Unicef estimated coverage
2DTP is almost universally delivered as a combination vaccine that also includes vaccines for Haemophilus influenzae type b (Hib) and hepatitis B vaccines in a single vial. 7



Country DTP1 
COVERAGE

DTP3 
COVERAGE

MCV2 
COVERAGE

GAMBIA 98 96 73

GHANA 99 98 67

LESOTHO 97 97 85

MAURITIUS 99 99 95

MOROCCO 98 98 95

RWANDA 99 99 77

SEYCHELLES 99 99 98

SWAZILAND 99 98 89

TANZANIA 99 97 29

TUNISIA 98 98 95

In 1980, no African country among those with available data (12 

countries) reported DTP3 coverage greater than 90%, and only one 

(Mauritius) reported coverage above 80%–the original global coverage 

target[3]. By 2014, the proportion of countries in Africa that had already 

met the GVAP target for national DTP3 coverage was estimated to be 

43% (23/54 of countries)[7]. Coverage of measles-containing vaccine 

(MCV) is another indicator used by the WHO to assess the strength of 

immunization systems. In 2014, coverage of one dose of MCV in Africa 

was 74%[7]. However, control of measles requires high coverage with two 

doses of MCV. Less than half of African countries (48%) have introduced 

a second dose of MCV and as a result, continent-wide coverage of the 

second dose of MCV is approximately 17%[7].

Understanding the 
Determinants of  
Vaccine Coverage

In addition to addressing health systems 

constraints (e.g., poor infrastructure, 

insufficient numbers of health workers), 

addressing individual, family and 

community factors associated with missed 

and untimely immunizations [9–14] can 

improve immunization coverage. In many, 

though not all, African countries, caregiver 

education, family size, sex of child, migrant 

status and birth order of children have 

all been associated with whether a child 

is fully immunized or not. A systematic 

review of studies conducted in low- and 

middle-income countries found that 

gender inequality can be an underlying 

aspect of low demand for immunization[14]. 

The researchers found that the low social 

status of women negatively affects access 

to vaccination for women because of 

their limited decision-making power over 

resources and lack of autonomy[14]. For this 

reason, vaccine coverage could be improved 

in some settings by involving fathers and 

communities in vaccination activities. 

Understanding the social determinants of 

immunization coverage is an important 

exercise that allows policymakers and 

health program managers to improve and 

refine immunization program strategies. 

The estimate of average DTP3 coverage in Africa increased only from 

74% in 2010 to 80% in 2014[7, 8]. In addition, there are disturbing disparities 

among countries. Most countries in Northern Africa reported national 

coverage above 90% –the GVAP target–while most countries in sub-

Saharan Africa have experienced more limited progress[7]. Five African 

countries reported DTP3 coverage below 50%[7]. 

In 2014, only 17% of countries in Africa (9/54) met the GVAP target of at 

least 80% DTP3 coverage in all districts in 2014, highlighting geographic 

disparities within the remaining countries[7]. Disparities in immunization 

coverage within countries also exist between poor and wealthy 

populations. This is particularly troubling, as children in poor households 

are at much greater risk of dying from vaccine-preventable diseases than 

children in relatively wealthier households. Increased focus on equity is 

needed to ensure that immunizations reach children of varying geographic 

and socioeconomic communities in every district nationwide.  

Top-10 Best Performing Countries in Africa  
by Coverage Targets in 2014
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Another method for assessing the strength of a 

country’s immunization program is to measure 

dropouts, or the difference between the number of 

children who received an initial dose of DTP (DTP1) 

and the number who received all three doses (DTP3). 

A difference of less than 10% with high coverage 

suggests that children are likely to have received 

all three required doses of DTP, indicating a high 

level of immunization performance[15]. In 2014, the 

difference in coverage between DTP1 and DTP3 

was estimated to be approximately 9% across all 

of Africa[7,8]. However, some countries in Africa 

reported a difference of more than 20%, indicating a 

large proportion of dropouts. The largest proportion 

of dropouts was found in countries where very few 

children receive even the first dose of DTP[7]. 

Understanding national vaccine coverage is 

critically important for monitoring the performance 

of immunization programs, identifying areas 

within immunization systems that require 

improvements, and preparing for the introduction 

of new vaccines[16]. The WHO/UNICEF Estimates 

of National Immunization Coverage (WUENIC) 

are based on administrative and survey data and 

country official estimates[16]. The surveys used are 

limited by their data collection methods–namely, 

reviewing immunization cards in the home, asking 

the caretaker about immunization history, or both 

together. These challenges are compounded in 

resource-poor settings. Strengthening immunization 

data quality and coverage estimates, and using 

the data for improving immunization program 

performance, are critical steps toward improving 

coverage in Africa.

Country Leadership, the case 
of Rwanda: Improving Routine 
Immunization and New Vaccine 
Introductions  
Rwanda has made substantial improvements in the health of 
mothers and children in recent years. Through strong national 
leadership, the country has prioritized equity in access to 
health services, and used strategies to decentralize health care 
and strengthen community health workers. In response, child 
mortality fell by 73% (152 to 42 deaths per 1,000 live births) 
from 1990 to 2015, surpassing the country’s Millennium 
Development 4 (MDG4) target[17].

Rwanda has taken a multisector approach to improving health. 
Routine immunization–as a critical part of the primary health 
care system–has contributed to the impressive gains in child 
survival. In 2014, DTP3 reached 99% of eligible children, and 
more than 90% of children in 2011 were fully immunized with 
all routine vaccines[7]. To attain this coverage, officials have 
integrated innovative approaches, such as incentivizing health 
workers to reach every child in their catchment area, offering 
immunization in schools, and focusing on health education 
and communication. 

Rwanda has also led the way in the introduction of new 
vaccines. The country was among the first in Africa to 
introduce the Pneumococcal conjugate vaccine (PCV) in 2009[18]. 
Two years later, Rwanda introduced the human papillomavirus 
(HPV) vaccine, providing girls protection from cervical cancer–
the most common cancer among women in the country[19]. 
Rwanda subsequently followed up with introductions of the 
rotavirus vaccine in 2012 and the combined measles-rubella 
vaccine in 2014.  

Rwanda’s example highlights the power of high-level political 
engagement with immunization combined with a broad 
commitment to strengthening health systems.

2 99% is the highest possible coverage estimate for countries in the WHO/UNICEF annual vaccine coverage estimates. 

Continent-
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Immunization and the Potential  
for Disease Elimination

SECTION 3

ISSUE AT A GLANCE

•  Immunization is a powerful intervention 
for the elimination and, in some cases, 
eradication of disease. 

•  The world is on the brink of eradicating 
polio; however, several challenges 
remain, including conducting high-
quality immunization campaigns, 
improving routine immunization, 
introducing the inactivated polio 
vaccine (IPV), and addressing security 
challenges to reach every child. 

•  Other diseases targeted for elimination 
in the GVAP, including measles and 
neonatal tetanus, persist in Africa and 
efforts are needed to increase coverage 
for vaccines against them.   

Through an unprecedented global effort, immunization strategies led to 

the eradication3 of smallpox in 1977, the only human disease so far to have 

received this distinction. To build on this success and the power of vaccines 

to control diseases, as part of the GVAP, countries and international 

partners identified several other vaccine-preventable diseases–including 

polio, maternal and neonatal tetanus, measles, and rubella–as targets 

for eradication or elimination. Many of these diseases pose a particular 

challenge for Africa. 

Recent improvements in immunization coverage, driven by support 

from countries and international donors, have resulted in fewer 

vaccine-preventable diseases among children in Africa[20]. Deaths from 

measles, for example, declined by 86% between 2000 and 2014 in the 

African Region, and the continent has been without wild poliovirus 

transmission for more than a year[20–22]. Despite these achievements, 

other critical diseases, including measles and neonatal tetanus–which 

have been eliminated or nearly eliminated in most regions of the world– 

remain endemic in Africa[20].

Polio Eradication 
Polio Eradication: Globally, transmission of polio is now restricted to only two countries, Afghanistan and Pakistan. 

Africa has been free of wild polio since 11 August 2014, when the last case of wild poliovirus type 1 (WPV1) was 

identified in Somalia[23]. Transmission of WPV2 and WPV3 were interrupted earlier in the African Region, in 1999 

and 2012, respectively. However, major threats to the eradication of polio still exist in Africa. For instance, there 

is the risk of reintroduction of the virus if routine immunization coverage with three doses of polio vaccine–

currently 79% across Africa–is not increased and sustained. Oral polio vaccine (OPV) can on rare occasions mutate 

into “circulating vaccine-derived poliovirus” (cVDPV) in undervaccinated populations. This highlights the need to 

intensify surveillance for acute flaccid paralysis (AFP), strengthen routine immunization systems, and introduce 

inactivated polio vaccine (IPV)[22].

3 “Eradication” is the global reduction of disease transmission to zero. “Elimination” refers to the reduction of disease transmission to zero in a specified geographic area. “Control” is 

the reduction of disease burden below a specified number of cases. 

 
                                 

cVDPV Cases, 
2015
Cases of circulating 
vaccine-derived 
poliovirus in 2015
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Measles Elimination 
Measles Elimination: An estimated 48,000 measles deaths occurred in the 

African Region in 2014, representing 42% of global deaths due to the disease[20]. 

Because measles is a highly infectious virus, its control requires more than 

95% coverage with two doses of measles-containing vaccine (MCV) in all 

districts, administered through routine immunization or supplemental 

immunization activities (SIAs)[21]. Despite the WHO’s recommendation for a 

two-dose schedule, less than half (48%) of African countries have integrated 

MCV2 into their routine immunization programmes[24]. In 2014 coverage of 

MCV1 and MCV2 in Africa were 75% and 19% respectively[7].

Tetanus Elimination 
Tetanus Elimination: The world has made substantial progress toward 

maternal and neonatal tetanus elimination, defined as less than one 

case per 1,000 live births in every district. However, about a fifth of 

African countries are yet to eliminate tetanus cases, representing 13 

of the 23 countries not having reached this achievement worldwide. 

Although tetanus cannot be eradicated (tetanus spores exist in the 

environment), highly effective interventions and strategies, including 

maternal immunization and clean delivery and cord care practices, are 

essential and available to control the disease. In 2014, 77% of African 

children were protected from neonatal tetanus at birth through 

maternal immunization[7].  

Polio-Free Nigeria:  
A Historic Public Health 
Accomplishment

As recently as 2012, Nigeria–the only 

endemic country in Africa and long 

regarded as the epicenter of polio 

transmission–accounted for more than 

half of all polio cases worldwide. Since 

then government officials, health workers, 

traditional and religious leaders, civil 

society, and international partners came 

together to improve their immunization 

program with local innovations, reaching 

tens of millions of children, in even the 

most remote parts of the country. The 

result of this great effort is clear: Nigeria 

has not recorded a case of wild poliovirus 

since July 24, 2014. 

With Nigeria’s success, only two countries, 

Pakistan and Afghanistan, have ongoing 

wild-type poliovirus transmission globally. 

However, in addition to stopping global 

transmission of wild poliovirus, several 

other challenges remain.

A series of effective interventions and 

strategies have been put into place 

to stop polio transmission. Crucially, 

routine immunization systems must be 

strengthened to reach every child with 

the polio vaccine and ensure a high 

level of immunity in the community. 

Governments also need to maintain strong 

disease surveillance and outbreak control 

programs to prevent resurgence of the 

disease. Finally, with support from Gavi, 

countries will introduce and scale up 

coverage of the inactivated polio vaccine 

(IPV), which is key to preventing outbreaks 

of “circulating vaccine-derived poliovirus” 

(cVDPV).      

Nigeria has brought the world closer 

to one of the greatest achievements 

in human history. It is critical that the 

global community seize this opportunity 

to end polio for good and ensure future 

generations of children are free from this 

devastating disease.

Measles-
Containing 
Vaccine (MCV2) 
2 Doses of Measles 
Vaccine in National 
Immunization 
Schedule

Tetanus 
Elimination
Less than one case of 
neonatal tetanus per 
1,000 live births in 
every district 
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New and Underutilized Vaccines 
SECTION 4

ISSUE AT A GLANCE

•  The introduction of new vaccines in 
Africa has been a major success. The 
GVAP target of at least 90 low- and 
middle-income countries introducing 
one or more new or underutilized 
vaccines is on track to be met globally, 
in large part due to successes across 
Africa driven by African leaders in 
partnership with Gavi.

•  Many countries in Africa have 
introduced multiple new vaccines, such 
as pneumococcal conjugate vaccine and 
rotavirus vaccine, at the same time. 
This highlights the high priority of 
vaccination among political leaders in 
Africa. 

•  The ultimate impact of new vaccines 
in Africa–as measured by lives saved 
and illnesses averted–is dependent on 
the number of children immunized. 
Countries will need to continue 
improving routine immunization 
coverage to achieve the full promise of 
these vaccines. 

In the past two decades, the world has made tremendous advances 

toward developing and introducing new vaccines. Today, 25 diseases 

are preventable with vaccines. In the past, many low- and middle-

income countries, including those with the highest child mortality 

rates, have been slow to adopt new vaccines, due to myriad factors 

including relatively high vaccine costs and competing health priorities. 

Fortunately, this has changed in recent years due to increased national 

and subnational political will, unprecedented support from the global 

community, and funding support from Gavi.  

In 2013, all WHO member countries committed to ensuring that at least 

90 developing countries introduced one or more new or underutilized 

vaccines before 2015[6]. Countries in Africa have contributed substantially 

toward realizing this target and, as a result, it is on track to be met[25]. As 

of 2014, 128 new vaccines have been introduced in developing countries 

around the world, including many African countries–some countries 

have introduced multiple new vaccines. Looking ahead, the GVAP 

specifies that all low- and middle-income countries should introduce one 

or more such vaccines by 2020. 

There are several issues that countries must consider when assessing 

whether or not to introduce a new vaccine. Some of the issues include 

disease burden, the strength of the immunization program, the cost 

and effectiveness of available vaccines, and political will. To ensure 

country ownership and to guide vaccine decision-making, many 

countries have set up independent technical advisory groups, as 

recommended by the GVAP[6]. 

photo: Ricardo Gangale / Bill & Melinda Gates Foundation12



New and/or underutilized vaccines relevant to Africa 

include the following:

Haemophilus influenzae
type b vaccine
Haemophilus influenzae type b (Hib) is a bacterium 

that can cause severe diseases such as pneumonia 

and meningitis among children. In 2000, when only 

two countries in Africa were using Hib vaccine, it 

caused approximately 180,000 deaths in Africa[26]. 

All countries in Africa are now immunizing children 

with Hib vaccine, primarily in combination with 

four other antigens (i.e., diphtheria, tetanus, 

pertussis, and hepatitis B). With sufficient coverage, 

Hib vaccine can virtually eliminate this serious 

infection from populations[27–29]. 

Pneumococcal conjugate vaccine 
Like Hib, pneumococcus can cause life-threatening 

pneumonia, sepsis and meningitis among children. 

It is one of the leading causes of vaccine-preventable 

deaths globally, having caused approximately 

300,000 deaths in the Africa Region in 2008[30]. At the 

time, no country in Africa was using pneumococcal 

conjugate vaccines (PCV)[18]. Today, 41 countries in 

Africa are using PCV in their routine immunization 

programs[18]. 

Inactivated polio vaccine
Polio, a highly contagious viral infection that can 

lead to paralysis or death, is now endemic in only two 

countries globally. Africa has not reported a case of 

wild-type polio since August 2014. The introduction 

of at least one dose of IPV, in conjunction with OPV, 

is a critical component of the Polio Eradication and 

Endgame Strategic Plan, as it will help reduce the risk 

of outbreaks associated with use of OPV.  Adoption of 

IPV in Africa has increased significantly recently. Of 

the 17 countries in Africa that have introduced IPV, 

all but one introduced in either 2014 or 2015[18].  

Meningitis A vaccine
Group A meningococcus was one of the most 

common causes of meningitis in Africa, causing 

severe seasonal outbreaks of meningitis that killed 

thousands and disabled many more in an area of 

sub-Saharan Africa known as the “meningitis belt.” 

Through a unique global partnership, an affordable 

and effective group A meningococcal conjugate 

vaccine was developed specifically for use in Africa. 

The vaccine was licensed in 2010 and is now used 

in preventive campaigns in the meningitis belt. 

Group A disease has been virtually eliminated from 

the region, constituting a tremendous public health 

success. However, studies indicate that it could make 

a resurgence if high coverage is not maintained 

through routine immunization programs[31]. 

Rotavirus vaccine
Rotavirus is the leading cause of severe diarrhea 

among children around the world[32]. Without 

vaccination, nearly every child will suffer a rotavirus 

infection by his or her third birthday. Unlike other 

causes of diarrhea, it cannot be prevented with 

improvements in water and sanitation alone and 

cannot be treated with antibiotics. Rotavirus vaccines 

are now considered one of the most cost-effective 

interventions for preventing diarrheal death and 

disease[33]. As of 2015, 30 African countries, many 

with some of the highest child mortality rates on the 

continent, have introduced rotavirus vaccines[18]. 

Human papillomavirus vaccine 
Because of poor access to screening and treatment 

services, cervical cancer is a leading cause of cancer 

death among women in developing countries. 

Two vaccines that provide protection against the 

strains of human papillomavirus (HPV) that cause 

approximately 70% of cervical cancer cases are now 

available in most developed countries. However, 

high prices and delivery challenges (HPV vaccines 

are given to adolescents) have been barriers to 

widespread routine use of HPV vaccines in many 

countries in Africa. With Gavi support, eight 

countries are now using HPV vaccines routinely 

in Africa and an additional 21 countries on the 

continent are conducting demonstration projects 

with HPV prior to widespread routine use[34]. 

While the introduction of new vaccines has been 

promising in recent years, efforts to increase 

routine immunization coverage, particularly among 

those most at risk of diseases, will be critical to 

ensuring that the new vaccines reach their full life-

saving potential.  

13



Breaking the Cycle: 
Meningitis Vaccine 
Virtually Eliminates a 
Devastating Disease 

In 1996, an epidemic of group A 

meningococcus swept through the 26 

countries in sub-Saharan Africa known 

as the “meningitis belt.” The disease, 

which appears in this region every 

seven to 14 years, resulted in more than 

250,000 cases and 25,000 deaths. After 

the epidemic, African leaders, including 

several ministers of health, called for the 

development of a vaccine to break this 

devastating cycle. 

Less than 15 years later, a conjugate 

vaccine– MenAfriVac– was introduced 

through mass vaccination campaigns 

with support from Gavi, reaching over 220 

million children and adults in 16 countries 

across the meningitis belt between 2010 

and 2015. The vaccine was developed 

through a partnership between the WHO, 

PATH and the Serum Institute of India 

with support from the Bill & Melinda 

Gates Foundation. It was specifically 

designed for use in sub-Saharan Africa, 

including the ability to withstand higher 

temperatures and an affordable price of 

under US $0.50 per dose. 

Today, meningitis due to meningococcal 

type A has been virtually eliminated–in 

2013 only four cases of the disease were 

reported in the meningitis belt among 

unvaccinated people. MenAfriVac has 

been heralded as a stunning success 

and example of how country leadership 

and global partners can come together 

to control a disease affecting millions of 

people.

However, challenges remain. Countries 

in the meningitis belt must maintain 

coverage of MenAfriVac–through routine 

immunization programs–to prevent a 

waning of immunity that could lead to 

resurgence of the disease[31].   
photo: Bill & Melinda Gates Foundation
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Immunization and the Importance 
of Strong Health Systems

SECTION 5

Routine immunization is an integral part of the overall health system. 

While some components of the immunization program operate 

independently, in general, they share several functions and resources 

with the overall health system. These include health workers, primary 

health infrastructure, and planning and management systems. Vaccines 

can and should be a core, integrated part of health services. This includes 

general maternal, child and adolescent health, as well as other common 

services, such as malaria prevention and treatment. The effective delivery 

of vaccines relies on the health systems building blocks identified by the 

WHO and serves to fulfill the goals and outcomes of a functioning health 

system. Strong immunization programs can provide health workers 

with opportunities to reach communities with other important health 

services, including antenatal care, postnatal checkups, and reproductive 

health counseling services.  

Without strong health systems, the performance of routine immunization 

systems can be seriously undermined. Immunization programs achieve 

the highest coverage when positioned within strong health systems 

that provide a range of high-quality services. As part of its assistance to 

countries, Gavi supports strengthening health systems, with the goal of 

increasing immunization coverage and equity as part of overall health 

improvements.

ISSUE AT A GLANCE

•  Immunization systems 
and health systems 
are closely linked. A 
weak health system 
will result in poor 
immunization coverage. 

•  Health systems 
are affected by 
conflict and public 
health emergencies 
and without 
additional resources, 
immunization systems 
can suffer in such 
situations. 

•  Introducing new 
vaccines can sometimes 
help to improve 
immunization and 
health systems.

SYSTEM  
BUILDING BLOCKS

OVERALL GOALS/ 
OUTCOMES

ACCESS
COVERAGE

QUALITY
SAFETY

Improved Health 
(level and equity)

Responsiveness

Social & Financial 
Risk Protection

Improved Efficiency

Service Delivery

Health Workforce

Information

Medical Products,  
Vaccines & Technologies

Financing

Leadership/Governance
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The lack of health infrastructure and shortage of 

skilled health workers can also adversely affect 

immunization services especially in conflict-affected 

situations and during public health emergencies. 

Vaccine coverage can decline substantially in post-

conflict settings; in some cases DTP3 coverage was 

found to be as low as 6% in such situations[35]. More 

recently, the Ebola epidemic in West Africa had a 

tremendous impact on health services, including 

vaccination. In some affected areas, health programs 

reported increased cases of measles and pertussis–

both vaccine-preventable diseases. Misinformation 

regarding the origin and transmission of Ebola 

exacerbated the situation in Guinea, Liberia and 

Sierra Leone, leaving some communities unsure 

about the safety of routine immunization. In 

response, the WHO issued series of guidelines for 

immunization programs in the context of the Ebola 

epidemic. While the Ebola epidemic in West Africa 

appears to have ended, the lessons learned could 

help prevent immunization systems from faltering 

during future public health emergencies. 

The introduction of new vaccines can sometimes 

have positive effects on immunization programs 

and even the broader health system. For example, 

in some settings, the introduction of new vaccines 

can strengthen the immunization system through 

upgrades to the cold chain systems and capacity-

building activities. New vaccines can also create 

new opportunities for additional contacts with 

target populations, leading to improved access for 

some communities and age groups[37]. However, 

several factors contribute to the overall effect of 

new vaccines on health systems. These include 

local context and the existing strengths and 

weaknesses of the health system. 

Mozambique: Closing the 
Immunization Gap with Next-
Generation Supply  
Chain Design 
Delivering vaccines to health center facilities remains a complex 

challenge in many countries because supply chains are out of 

sync with the growing demands placed on them by new and 

more expensive vaccines. With support from the international 

organization Village Reach, Mozambique has been a leader in 

implementing and expanding an innovative approach to vaccine 

distribution throughout the country.

The new approach streamlined the entire vaccine distribution 

system –optimizing transport, reassigning roles and 

responsibilities, increasing data visibility, and integrating 

supervision and cold chain maintenance into monthly 

distributions. This new immunization supply chain system 

started in one province and has now expanded to serve half of 

the country. The supply chain system design changes included 

incorporating dedicated logisticians responsible for direct delivery 

to health facilities, enhanced electronic data collection tools and 

reporting, and optimized transport loops. 

One key factor in Mozambique’s progress has been the 

engagement of national and provincial leaders at the Ministry of 

Health who have demonstrated openness to new and different 

approaches to supply chain models, based on evidence generated 

by modeling of the supply chain as well as global best practices. 

These “champions of change” provide powerful evidence to the 

global community regarding the importance of leadership in 

implementing next-generation immunization supply chains. 

Their willingness to adopt new models will ultimately ensure all 

Mozambican children are reached with life-saving vaccines.

photo: UNICEF/Pflanz
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Financing Immunization in Africa
SECTION 6

Vaccines provide benefits beyond health outcomes, including 

averted medical costs and reduced time spent by parents and 

health care workers caring for sick children. These savings 

accrue to families, communities and nations as improvements 

in education, economic growth and poverty reduction[38]. One 

study reported that increased coverage of new and underutilized 

immunizations delivered in Gavi-eligible countries could deliver  

a rate of return on investment of 18% by 2020[39]. 

Earlier, routine vaccines represented approximately 20% of overall 

immunization program costs in low- and middle-income countries[15]. 

As countries began to introduce newer, more expensive vaccines at the 

start of the century, the cost for vaccine programs in many developing 

countries has doubled and sometimes tripled[37]. New vaccines, in 

particular, provide an unprecedented opportunity to protect children, 

often with lifelong immunity, from diseases for which there were 

previously no preventative options. And despite increased costs–due in 

part to research and development costs and use of more complicated 

technologies–vaccines remain one of the most cost-effective 

interventions in public health. As countries look to maximize the health 

impact of immunization, additional funding will be needed to meet these 

costs and provide equitable access to vaccines for children across Africa. 

ISSUE AT A GLANCE

•  Vaccines provide 
benefits to families, 
communities and 
countries in the form of 
both improved health 
outcomes and economic 
growth. 

•  Government funding for 
immunization in African 
countries has increased 
in recent years, 
complemented by Gavi 
and other donor funds.   

•  In many countries 
across Africa, additional 
funding, domestic 
and international, is 
required to ensure that 
vaccines are delivered 
to every child, and 
that new vaccines 
can continue to be 
introduced. 

Return on Investment 
Investments in immunization from 2011 to 2020 will yield a 16-times greater return in averted illness costs, 
money that can be spent on other priorities.
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The GVAP calls on countries and development partners to increase the 

amount of funding available for immunization to meet national targets[6]. 

The financial sustainability of immunization programs depends on 

governments, both national and subnational, providing adequate 

domestic resources with regular evaluation of needs. Efficient routine 

immunization programs and resource mobilization from partners 

can help meet funding gaps[6]. The absolute amount of funding for 

immunization has increased substantially due to rising immunization 

program costs[40]. However, the proportion of vaccine funding provided 

by countries has remained relatively constant between 2010 and 2014[40]. 

Additionally, the proportion of domestic funding varies widely across 

African countries, ranging from 0% to 100%[40]. Only 15 African countries 

fund more than 50% of their national immunization expenditure[40]. 

Gavi has invested heavily in Africa, supporting 70% of countries on the 

continent (38/54 countries) as they increase access to new and underused 

vaccines. Cofinancing for vaccines through Gavi requires that countries 

gradually increase their contribution toward the goal of eventually 

covering the full cost of vaccines. Sixteen countries on the continent do not 

meet Gavi’s GNI eligibility threshold, requiring them to fully self-finance 

their immunization programs. Moreover, in 2016, two African countries, 

Angola and Republic of Congo, are preparing to transition out of Gavi 

support and will face the challenge of increasing their domestic funding 

to maintain their immunization programs. As with all Gavi transitioning 

countries, these countries will still receive access to vaccines at Gavi 

prices for a five-year period post-transition. As additional countries 

transition and join those shouldering the full costs of their immunization 

programs, increasing country ownership and financial sustainability of 

these programs will be increasingly imperative. 

Prioritizing 
Immunization in the 
Face of Conflict: Libya 
Allocates Resources  
for Vaccination

Conflict situations can negatively affect 

health systems and routine immunization 

programs. After the Libyan revolution 

in 2011, the additional demand for 

health services left the system unable 

to cope and in near collapse[42]. With 

strong support from the WHO, the Libya 

Ministry of Health sought to rebuild and 

strengthen its public health program by 

focusing on the six fundamental building 

blocks of a strong health system[42]. 

Despite numerous challenges in Libya, 

the country has maintained high routine 

immunization coverage, with DTP3 

coverage not dropping below 94% since 

the start of the conflict[7]. 

The government has made large strides 

toward introducing new vaccines since the 

start of the revolution. PCV and rotavirus 

vaccine were both introduced at the same 

time in October 2013, a difficult task under 

ideal situations[20]. Libya also introduced 

IPV, as part of a combination vaccine, less 

than six months later and the HPV vaccine 

in 2015[20, 35]. The country also introduced 

the varicella (chickenpox) vaccine and a 

combination meningococcal vaccine that 

provides protection against four strains of 

meningococcus, including group A. 

As a middle-income country, Libya is not 

eligible for Gavi support and therefore must 

fully fund its vaccines and immunization 

system. The high cost of the new vaccines 

that Libya has introduced and the need to 

improve immunization delivery systems 

posed an additional challenge for Libya. 

During times of conflict and shifting 

financial priorities, maintaining high 

immunization coverage and introducing 

new vaccines require concerted political 

effort with strong support from global 

development partners. 

photo: Mulugeta Ayene / Bill & Melinda Gates Foundation
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Future Visions for  
Immunization in Africa
Immunization is undeniably one of the most 

successful and cost-effective public health 

interventions available. Tremendous progress has 

been made to improve immunization coverage 

and introduce new vaccines in Africa. While many 

challenges remain, including the emergence of new 

infections and sustaining progress in the fight against 

polio, there are reasons to be optimistic. Political 

will and government funding for immunization 

are growing. Communities and civil society are 

increasingly recognized for their critical role in 

shaping immunization systems and improving 

vaccine coverage by increasing demand and holding 

governments accountable. 

In addition, new vaccines are on the horizon, including 

vaccines for malaria and Ebola. While children are 

typically the focus of routine immunization systems, 

vaccines have the potential to benefit individuals 

throughout life. Introducing vaccines intended for 

adolescents and adults could help reduce the burden 

of cancer and other major causes of deaths. 

The GVAP provides a strong framework for 

overcoming challenges toward achieving 

immunization for all in Africa. Comprehensive 

strategic immunization plans are also now in place 

for the African and Eastern Mediterranean Regions 

that outline specific approaches for achieving 

immunization targets. Governments, communities 

and individuals must work collectively to put these 

plans into action. Together, we can help ensure a 

healthy future for African children and support 

economic development across the continent. 

photo: Mulugeta Ayene / Bill & Melinda Gates Foundation
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Coverage & Vaccine 
Introduction

95%

80%

70%

95%

91%

95%

95%

87%

47%

46%

80%

90%

67%

80%

78%

94%

24%

94%

77%

70%

96%

9
8

%

5
1

%

8
0

%

8
1

%

9
6

%

5
0

%

9
4

%

7
3

%

9
1

%

7
7

%

8
4

%

9
7

%

99
%

78
%

88
%

68
%

66
%

99
%

95
%

89%

99%

83%

42%

70%

39%

94%

98%

87%

98%

78%

97%

86%

91%

PentavalentDTP-3
in 2014

Pneumo Rotavirus HPV IPV

Algeria

Angola

Benin

Botswana

Burkina Faso

Burundi

Cabo Verde

Cameroon

Central African Republic

Chad

Comoros

Congo

Côte d'Ivoire

Dem
ocratic Republic of the Congo

Djibouti
Egypt

Equatorial G
uinea

Eritrea
Ethiopia

G
ab

on
G

a
m

b
ia

G
ha

na
G

u
in

ea

G
u

in
ea

-B
issa

u
K

en
ya

Leso
th

o

Lib
eria Li

b
ya

M
a

d
a

g
a

sc
a

r

M
a

la
w

i

M
a

li
M

a
u

ri
ta

n
ia

M
a

ur
it

iu
s

M
or

oc
co

M
oz

am
b

iq
ue

N
am

ib
ia

N
ig

er
N

ig
er

ia
Rwanda

Sao Tom
e a

nd P
rin

cip
e

Senegal

Seychelle
s

Sierra Leone

Somalia

South Africa

South Sudan

Sudan

Swaziland

Togo

Tunisia

Uganda

United Republic of Tanzania

Zambia

Zimbabwe

Vaccine not introduced

20



95%

80%

70%

95%

91%

95%

95%

87%

47%

46%

80%

90%

67%

80%

78%

94%

24%

94%

77%

70%

96%

9
8

%

5
1

%

8
0

%

8
1

%

9
6

%

5
0

%

9
4

%

7
3

%

9
1

%

7
7

%

8
4

%

9
7

%

99
%

78
%

88
%

68
%

66
%

99
%

95
%

89%

99%

83%

42%

70%

39%

94%

98%

87%

98%

78%

97%

86%

91%

PentavalentDTP-3
in 2014

Pneumo Rotavirus HPV IPV

Algeria

Angola

Benin

Botswana

Burkina Faso

Burundi

Cabo Verde

Cameroon

Central African Republic

Chad

Comoros

Congo

Côte d'Ivoire

Dem
ocratic Republic of the Congo

Djibouti
Egypt

Equatorial G
uinea

Eritrea
Ethiopia

G
ab

on
G

a
m

b
ia

G
ha

na
G

u
in

ea

G
u

in
ea

-B
issa

u
K

en
ya

Leso
th

o

Lib
eria Li

b
ya

M
a

d
a

g
a

sc
a

r

M
a

la
w

i

M
a

li
M

a
u

ri
ta

n
ia

M
a

ur
it

iu
s

M
or

oc
co

M
oz

am
b

iq
ue

N
am

ib
ia

N
ig

er
N

ig
er

ia
Rwanda

Sao Tom
e a

nd P
rin

cip
e

Senegal

Seychelle
s

Sierra Leone

Somalia

South Africa

South Sudan

Sudan

Swaziland

Togo

Tunisia

Uganda

United Republic of Tanzania

Zambia

Zimbabwe

Vaccine not introduced

21



References 
1.  Asongu, SA, The impact of mobile phone penetration on African 

inequality. 2012.

2.  Kwasi, A, Institutions and African Economic Development: A 
Concise Review. Centre for the Study of African Economies 
(CSAE), University of Oxford: Oxford, UK.

3.  WHA Resolution. WHO Expanded Programme on Immunization. 
Twenty-seventh World Health Assembly, Geneva, 1974.

4.  Arevshatian, L, et al., An evaluation of infant immunization 
in Africa: is a transformation in progress? Bull World Health 
Organ, 2007. 85(6): p. 449–57.

5.  Machingaidze, S, CS Wiysonge, and GD Hussey, 
Strengthening the expanded programme on immunization 
in Africa: looking beyond 2015. PLoS Med, 2013. 10(3): p. 
e1001405.

6.  Global Vaccine Action Plan. Decade of vaccine collaboration. 
Vaccine, 2013. 31 Suppl 2: p. B5-31.

7.  WHO and UNICEF estimates of national immunization coverage. 
2014.

8. Nations, U, World Population Prospects. 2014.

9.  Gibson, DG, et al., Individual level determinants for not receiving 
immunization, receiving immunization with delay, and being 
severely underimmunized among rural western Kenyan children. 
Vaccine, 2015. 33(48): p. 6778-85.

10.  Ahanhanzo, CD, et al., Determinants of routine immunization 
costing in Benin and Ghana in 2011. Vaccine, 2015. 33 Suppl 1: 
p. A66–71.

11.  Clark, A and C Sanderson, Timing of children’s vaccinations 
in 45 low-income and middle-income countries: an analysis of 
survey data. Lancet, 2009. 373(9674): p. 1543–9.

12.  Canavan, ME, et al., Correlates of complete childhood 
vaccination in East African countries. PLoS One, 2014. 9(4): p. 
e95709.

13.  Awoh, AB and E Plugge, Immunisation coverage in rural-urban 
migrant children in low and middle-income countries (LMICs): a 
systematic review and meta-analysis. J Epidemiol Community 
Health, 2015.

14.  Merten, S, et al., Gender Determinants of Vaccination Status in 
Children: Evidence from a Meta-Ethnographic Systematic Review. 
PLoS One, 2015. 10(8): p. e0135222.

15.  Maurice, JM and S Davey, State of the World’s Vaccines and 
Immunization. 2009: World Health Organization.

16.  Burton, A, et al., WHO and UNICEF estimates of national infant 
immunization coverage: methods and processes. Bull World 
Health Organ, 2009. 87(7): p. 535–41.

17.  Unicef, Committing to Child Survival: A Promise Renewed. 
Progress Report. 2015: United Nations Children’s Fund, The 
(UNICEF).

18.  VIMS Report: Global Vaccine Introduction. September 2015. 
International Vaccine Access Center (IVAC). 2015: Johns 
Hopkins Bloomberg School of Public Health.

19.  Human papillomavirus and related cancers in Rwanda: Summary 
report 2010, in WHO/ICO Information Centre on HPV and 
Cervical Cancer. 2010: Geneva.

20.  Liu, L, et al., Global, regional, and national causes of child 
mortality in 2000–13, with projections to inform post-2015 
priorities: an updated systematic analysis. Lancet, 2015. 
385(9966): p. 430–40.

21.  World Health Organization (WHO), Global control and 
regional elimination of measles, 2000–2012, . Weekly Epid. Rec., 
2014. 89(6): p. 45–52.

22.  World Health Organization (WHO), Report on the status of 
polio eradication to WHO’s Executive Board. 2015.

23.  Independent Monitoring Board of the Global Polio 
Eradication Initiative, Now is the time for peak performance. 
2015.

24.  World Health Organization (WHO), Measles vaccines: WHO 
position paper. Weekly Epid. Rec. , 2009. 84: p. 349–360.

25.  2015 Assessment Report of the Global Vaccine Advisory Action 
Plan. 2015.

26.  Watt, JP, et al., Burden of disease caused by Haemophilus 
influenzae type b in children younger than 5 years: global 
estimates. Lancet, 2009. 374(9693): p. 903–11.

27.  Adegbola, RA, et al., Elimination of Haemophilus influenzae 
type b (Hib) disease from The Gambia after the introduction of 
routine immunisation with a Hib conjugate vaccine: a prospective 
study. Lancet, 2005. 366(9480): p. 144–50.

28.  Cisse, MF, et al., The Elimination of Haemophilus influenzae type 
b meningitis following conjugate vaccine introduction in Senegal. 
Pediatr Infect Dis J, 2010. 29(6): p. 499–503.

29.  Lewis, RFK, A; Gessner, B D; Duku, C; Odipio, J B; Iriso, R; 
Nansera, D; Braka, F; Makumbi, I; Kekitiinwa, A, Action 
for child survival: elimination of Haemophilus influenzae type b 
meningitis in Uganda. Bull World Health Organ, 2008. 86(4): 
p. 292–301.

30.  World Health Organization; Immunization, V.a.B. Estimated 
Hib and pneumococcal deaths for children under 5 years of age, 
2008. 2013  [cited 2016].

31.  Karachaliou, A, et al., Modeling Long-term Vaccination 
Strategies With MenAfriVac in the African Meningitis Belt. Clin 
Infect Dis, 2015. 61 Suppl 5: p. S594–600.

32.  Kotloff, KL, et al., Burden and aetiology of diarrhoeal disease 
in infants and young children in developing countries (the Global 
Enteric Multicenter Study, GEMS): a prospective, case-control 
study. Lancet, 2013. 382(9888): p. 209–22.

33.  Paternina-Caicedo, A, F De la Hoz-Restrepo, and N Alvis-
Guzman, Epidemiological and Economic Impact of Monovalent 
and Pentavalent Rotavirus Vaccines in Low and Middle Income 
Countries: A Cost-effectiveness Modeling Analysis. Pediatr 
Infect Dis J, 2015. 34(7): p. e176–84.

34.  Cervical Cancer Action.  [cited 2016; Available from: http://
www.cervicalcanceraction.org/home/home.php].

35.  Bustreo, F, et al., Improving child health in post-conflict 
countries: Can the World Bank contribute? 2005: World Bank.

36.  de Savigny, D and T Adam, Systems Thinking for Health 
Systems Strengthening. Alliance for Health Policy and Systems 
Research; 2009. 2012.

37.  Lydon, P, et al., Introducing new vaccines in the poorest 
countries: what did we learn from the GAVI experience with 
financial sustainability? Vaccine, 2008. 26(51): p. 6706–16.

38.  Bloom, DE, Valuing vaccines: deficiencies and remedies. 
Vaccine, 2015. 33 Suppl 2: p. B29–33.

39.  David, E, DC Bloom, and M Weston, The value of vaccination. 
World Econ, 2005. 6(15–39).

40.  World Health Organization; Immunization, V.a.B. 
Immunization surveillance, assessment and monitoring. 2015.

41.  El Oakley, RM, et al., Consultation on the Libyan health systems: 
towards patient-centred services. Libyan J Med, 2013. 8.

22





MINISTERIAL CONFERENCE ON IMMUNIZATION IN AFRICA
www.ImmunizationinAfrica2016.org

       @africavaxconf  |  #MCIA16

cover photo: Jiro Ose / Bill & Melinda Gates Foundation


