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1. INTRODUCTION  

A regional workshop to review country experiences in pandemic (H1N1) 2009 vaccine 
deployment and vaccination activities was organized by the World Health Organization 
(WHO) Regional Office for the Eastern Mediterranean (EMRO) in Beirut, Lebanon, from 10 
to 12 May 2011. The pandemic (H1N1) 2009, first identified in April 2009, prompted WHO 
to declare an influenza pandemic on 11 June 2009. The H1N1 influenza virus had never 
before circulated among humans on a large scale. Most people, therefore, had little or no 
immunity to the infection. So far, there have been more than 60 000 pandemic (H1N1) 2009 
laboratory-confirmed cases and at least 1200 deaths in the WHO Eastern Mediterranean 
Region.  

The vaccine production chain included a number of steps and the lead time to produce 
the new vaccine was about five months. As a pre-deployment activity, WHO Regional Office 
for the Eastern Mediterranean conducted a regional workshop to train Expanded Programme 
on Immunization (EPI) managers on developing a vaccine deployment plan.  

Timely access to the required amount of vaccine was the main concern of Member 
States in the Region. Therefore, upon the availability of the vaccine in the global market, 
WHO supported vaccination initiatives in Member States through resource mobilization, 
supply of prequalified vaccines and deployment of vaccine and ancillary products during the 
pandemic. More than 24 million doses were supplied to the different countries of the Region 
but only about 3.5 million doses were administered, which is quite a low utilization rate. This 
was mainly because of the high rate of those declining the vaccine, even by those identified 
as priority groups for vaccination, especially health care workers. Early access to the vaccine, 
coordination, communication and social mobilization have all been identified as issues of 
concern, which need further investigation.  

The world has moved into a situation where recent influenza pandemic patterns have 
been replaced by seasonal patterns of influenza and the H1N1 virus is expected to continue to 
circulate as a seasonal influenza strain for the foreseeable future. However, the virus is also 
expected to change over time as a result of antigenic drift, and the threat of future pandemics 
looms. Accordingly and to optimize the effectiveness of future support to pandemics and 
similar public health threats, the objectives of the workshop were to: 

 share experiences among countries in the Eastern Mediterranean Region; 
 identify challenges, lessons learned and successes in implementation of deployment and 

vaccination activities; 
 update national deployment and vaccination plans taking into consideration of the 

lessons learnt during the pandemic; 
 develop a roadmap of actions to ensure integration of national deployment and 

vaccination plans into general pandemic preparedness and response plans. 
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2. THE MANAGEMENT OF, AND VACCINATION STRATEGIES FOR, 
PANDEMIC (H1N1) 2009 INFLUENZA VACCINE  

All countries had pandemic preparedness plans (PPP) that had been prepared for 
avian influenza. Most countries modified/updated their plans for pandemic influenza. 
These plans were updated with uncertainty due to the lack of information on the 
pandemic at the time of its emergence. Few countries updated their plans regularly as 
information started to be available.  

The PPP includes a small section on the use of the vaccine. In addition, separate 
detailed plans for vaccine deployment have been developed by most countries. The 
managers of the EPI for some countries have been involved in developing and 
implementing vaccine deployment plans while for other countries EPI managers were 
involved in the implementation but were not consulted during the preparations of the 
plan.  

In most countries a national high-level committee was created to oversee the 
overall management of pandemic influenza operations, including vaccine deployment 
and vaccinations. The committee headed by the minister of health or deputy minister of 
health also included representatives of different governmental sectors as members.  

The command and control structure, decision-making processes and command 
relationships, including job descriptions, were not documented in the vaccine 
deployment plans for most countries. However, the line of command at all levels was clear 
to all workers based on the experience of the people. Managers at every level in the chain of 
command received guiding instructions and submitted progress reports to those in the higher 
administrative levels, and in turn, provided guidance to, and received progress reports from, 
those working in lower administrative levels. For a few countries, the command and control 
structure was documented but did not include a job description of the workers.  

Access to vaccine was a big challenge at the beginning of the pandemic; therefore, 
countries had to use a stepwise approach in identifying priority groups for vaccination. The 
priority groups for vaccination were clearly stated in most vaccine deployment plans as 
was the time that each group should receive the vaccine. Some countries experienced 
difficulties at the beginning of the pandemic in identifying priority groups, but these 
became clear as the pandemic progressed and more information became available.  

The already existing structures of health-based facilities were used to vaccinate 
most priority groups for vaccination based on an assessment that was conducted in most 
countries to test the capacity of the existing structure to accommodate influenza 
vaccination and not to affect the continuity of the other EPI programmes. In addition, 
alternative methods were established to vaccinate groups that are not usually vaccinated 
within EPI programmes, such as mobile teams, campaigns and using facilities other than 
health care facilities to deliver the vaccine, such as schools. In very few countries, other 
sectors/partners facilities were used to deliver the vaccine. In a few countries it was 
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difficult to reach some of the priority groups, such as those with chronic conditions, and 
no strategy to vaccinate them was identified.  

Necessary human and financial resources were available to implement the plan in 
some countries, although, some countries lacked either the financial resources or human 
resources to do so.  

Challenges relating to strategies for pandemic influenza vaccination and the overall 
management of pandemic influenza vaccine operations were identified as follows. 

 The measure of longer than seven days for the deployment of the vaccine might be 
applied in some countries of the Region as registration and release of the vaccine is a 
long process.  

 Lack of accurate information on the real demand for the pandemic influenza vaccine 
at the country level. The amount of required vaccine in some countries was identified 
based on political decisions not scientific evidence. Accordingly, some countries had 
made purchase orders for huge amounts of the vaccine and were only able to utilize a 
small proportion of it.  

 High-income countries were able to access the vaccine before other countries and to 
reserve a larger amount than needed which affected other countries’ access to the 
vaccine.  

 Health care workers were aware that the newly-produced vaccine had to be used 
immediately and only very few clinical trials on the safety of the vaccine were 
conducted. The short shelf-life of the vaccine was a worrying factor to health care 
workers. Therefore, they not only declined the vaccine but also discouraged other 
people from being vaccinated, which made it difficult to implement the plans. 

 Reaching priority groups for vaccination was difficult. The mortality rate was higher 
among non-priority groups for vaccination.  

 Although it would have been a good idea to involve the private sector in the 
implementation of vaccine deployment activities, especially for filling in identified 
gaps in some areas in some countries this was rejected for fear of losing control over 
deployment and vaccination activities, especially in terms of the vaccine being sold in 
the private sector at a higher price.  

 Financing deployment activities was a challenge in some countries which had limited 
activities.  
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Solutions to address these challenges included: 

 strengthening the domestic capacity for vaccine production in order that countries of the 
Region would have access to the produced vaccine. Pooled procurement represented a 
solution for some countries in the Region, especially low-income countries.  

 involving all health sector and non-health sector partners in the planning and 
implementation of vaccine deployment and vaccination activities. 

 identifying priority groups for vaccination and creating a mechanism to reach them and 
deliver the vaccine. 

 identifying the demand for the pandemic vaccine based on scientific evidence, not other 
factors.  

 identifying the command and control structure in the plan, including job descriptions and 
the reporting mechanism. 

3. INFORMATION MANAGEMENT OF VACCINATION OPERATIONS  

A computer-based and manual information management system to track vaccine 
operations exists at the central, government and district level of the ministry of health, while 
a manual system exists at the health facility level in most countries of the Region. A 
computer-based and manual information system is available only at the central level, while a 
manual system exists at the other administrative levels in a few countries of the Region. 
Different telecommunication systems are also available at different administrative levels of 
countries to track and report on vaccine operations.  

The same system has been used to document and report information on vaccine 
operations, except for reporting forms and the frequency of reporting. New forms have been 
developed to report data on pandemic vaccine operations in order to accomodate the different 
groups for vaccination. Reporting was daily, not monthly, as was the case for other vaccine 
operations. A data quality audit was conducted at different administrative levels in all 
countries.  

There is not one comprehensive management system that includes information on 
human resources, information for tracking vaccine operations and information for managing 
waste collection and disposal. Each part is dealt with by a separate system. A comprehensive 
system would help in managing vaccine operations for future pandemics. Also, a back-up 
communication system would be useful in the disruption of the routine communication 
system under emergency conditions.  

4. SOCIAL MOBILIZATION AND COMMUNICATION  

The vaccine deployment plan includes a section on communication. This was 
developed with the assistance of communication officers in each country. However, 
discussions showed that these components were not clearly planned. Few countries had a 
separate detailed communication plan, and in most cases these plans were not developed 
based on the three phases of before, during and after vaccination. Although not mentioned in 
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most plans, targeting the public separately from health care workers through different 
activities was undertaken in many countries. This included training activities and developing 
advocacy material.  

Some internal and external partners were involved in the implementation of 
communication activities in most countries. Internal partners included the ministry of 
information, media contacts and private communication companies in some countries. 
External partners included WHO, Johns Hopkins University and the United Nations Relief 
and Work Agency for Palestine Refugees in the Near East (UNRWA) in several countries.  

All countries identified a list of emergency contacts and used different channels for 
responding to specific questions, such as hotlines, television interviews, ministry of health 
web sites and the production of advocacy material.  

The main challenges were identified as follows. 

 In some countries the communication plan was developed in a very comprehensive 
way, where the three phases were included and in each phase the five components of 
scope and objectives, target audience, key messages targeting the audience, main 
activities to be implemented and time line for each activity was also part of the plan in 
each phase. However, implementing these plans on the ground was challenging. 

 Inaccurate information was disseminated through the Internet and television. It was 
difficult for national authorities to monitor and control its impact on the population. 

 In some countries mistrust between governments and populations was a strong factor in 
the population’s mistrust of the vaccine and accordingly it was declined, especially as 
decision-makers in some countries refrained from being vaccinated and yet had to “sell” 
the idea of vaccination to the population.  

 Although communication plans were developed in coordination and collaboration with 
communication officers, the lack of communication and social marketing specialists in 
most countries was a challenge. Therefore countries were not prepared for rumours and 
were not able to deal with them. What made it worse was the lack of WHO guidance for 
these issues.  

 Conflicting messages from WHO. At the beginning of the pandemic WHO declared 
that the vaccine was available in small quantities, and countries had to use a stepwise 
approach in identifying priority groups for vaccination. In September 2009, WHO 
discovered that a single dose of the vaccine was enough so decided to expand on the 
groups to be vaccinated. This was perceived negatively by the media and had an impact 
on the population.  

 The shortage of budget for cover communication activities in some countries meant that 
many planned activities were turned down.  

 A lack of transparency about the pandemic status in countries affected vaccine-related 
decisions in neighbouring countries. 

 Religious factors were also a challenge. Many people who were going on hajj or umra 
in Saudi Arabia declined the vaccine, hoping to get infected and to die while doing the 
hajj or umra. Also, some people thought that the vaccine was originally made from a 
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virus strain taken from swine which is religiously forbidden. This iisue was not tackled 
by communication officers.  

 Monitoring and evaluating the behaviour of people and modifying their activities 
accordingly was not part of the plan. Therefore, most countries were not able to deal 
with the rumours related to side-effects of the vaccine and refusal of the vaccine 
continued.  

The following solutions were identified to overcome challenges related to social 
mobilization and communication. 

 There is a need to document the successes and failures related to social mobilization 
and communication for the vaccine and highlight lessons learned from the pandemic 
experience. Communication components/plans should be reviewed and updated 
accordingly.  

 Media and public behaviour/reaction regarding vaccination should be monitored and 
actions taken accordingly. This includes modifying key messages; using statistics to 
illustrate the objectives of the vaccine; ensuring transparency in managing vaccination 
campaigns; engaging popular personalities; and intensifying activities to target the 
main rejecters of the vaccine. 

 Involving and listening to civil society and using key leaders and responding to 
doubters are the core activities of social mobilization. It is important to be proactive, 
especially in handling the media. 

 Internal communication is as important as external communication; the involvement of 
internal health workers should start in the very early stages. 

 The difference between communicating with society and social mobilization should be 
clear in the minds of planners and implementers of the communication and social 
mobilization strategy, and adequate interest should be given to the use of social media, 
as well as traditional media. 

5. LEGAL AND REGULATORY ISSUES  

No country in the Region is producing the vaccine, therefore, four regulatory 
functions are required to regulate the vaccines. Two countries in the Region have fully 
functional national regulatory authorities. For those countries receiving the vaccine from 
UNICEF, only two functions are required. 

Country experience in regulating the influenza vaccine was as follows. 

 Iraq. Legal and regulatory requirement to procure and deploy the pandemic (H1N1) 
vaccine in seven days was not supported by the public health law of Iraq and no 
amendments were carried out to these requirements. Therefore, Iraq was not able to 
procure the vaccine.  

 Egypt and Syrian Arab Republic. A fast-track method was used to release the 
vaccine, a decision that was taken by the national high committee in both countries. 
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The non adjuvant was approved to be used for all groups while the adjuvant vaccine 
was approved to be used for all priority groups, except pregnant women.  

 Morocco, Oman and occupied Palestinian territory. A fast-track method was used 
to release and immediately use the vaccine, a decision that was taken by the 
national high committee in the three countries. 

 Islamic Republic of Iran. Islamic Republic of Iran had to use the same regulatory 
pathway that is usually used for routine vaccines; a process which took about a 
month. 

 Tunisia. A temporary license was issued to use the vaccine. This process took three 
weeks.  

 Saudi Arabia. A manufacturer delivered 500 doses of H1N1 vaccine batches to the 
Food and Drug Administration one month before the arrival of another quantity 
from the same batch to allow time for registration and national release. The normal 
process for regulating vaccines was followed but for a shorter time.  

 Jordan. The vaccine should be approved by the national Food and Drug Agency; a 
process that takes at least one month. However, for pandemic (H1N1) vaccine, an 
alternative was found. The vaccine was sent to the technical and scientific university 
with the capacity to license the use of the vaccine within a few days.  

 Yemen. Yemen followed the same procedure for regulating the routine vaccine, 
which is receiving an approval letter from UNICEF and immediately starting to use 
the vaccines. This process took two days.  

For WHO vaccine recipient counters. 

 Pakistan. Pakistan required a certificate from the drug controller, which 
necessitated the submission of a dossier of technical documents. A very small 
amount of the vaccine was used later on.  

 Afghanistan and Somalia. These two countries produced letters testifying to the 
absence of regulatory requirements and allowing importation under the authority of 
the ministry of health. The vaccine was used immediately in Afghanistan but not in 
Somalia as it arrived very late.  

 Sudan. Although registration was required, neither a waiver/exemption nor fast-
track mechanism was available. Shipment was done without further clarification. 
The cargo was received and cleared without any problem. However, the vaccine 
was not used as the ministry of health had different priorities at that time.  

The following challenges relate to the legal and regulatory requirements for 
purchasing and deploying the pandemic vaccine. 

 Most countries of the Region still lack the ability to evaluate the safety of the vaccine 
and to conduct potency testing and abnormal toxicity testing.  

 There are few people specialized in the legal and regulatory issues of the vaccine in the 
Region, so this is an area which needs further investment.  

 There were no background documents on the new vaccine. The fast-track registration 
followed by some countries was based on a field review conducted by EMEA.  
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 About 75% of the countries that received the WHO vaccine donation did not have an 
active regulatory system. The PQA system has some benefits. It was assumed that 
because in an emergency countries would accept the vaccine but this was not the case. 

 At the beginning there were many obstacles in vaccine production: liability, lack of 
information and contradictory information coming from the Centers for Disease 
Control and Prevention (CDC) and WHO; and country reliance on WHO 
prequalification, therefore, weaknesses started to appear in the situation of the 
pandemic. 

The following were identified as long-term solutions to overcome the challenges. 

 A faster process needs to be identified at the level of WHO in order to avoid the 
problems that emerged during the regulation of the vaccine. At the national level, the 
capacity of the national regulatory authorities should be strengthened in order to review 
documents provided by producers; laboratory capacity to conduct immunogenicity 
testing to evaluate the potency of the vaccine; and the dossier for marketing 
authorization in order to avoid any administrative delay in regulating the vaccine.  

 The regulatory pathway of a vaccine that needs to be used during a pandemic should be 
identified beforehand, as a routine regulatory pathway cannot be applied for new 
vaccines to be used under emergency conditions. Therefore, strengthening the 
regulatory and legal requirements is crucial for countries in order to use the fast-track 
method for the immediate use of a vaccine. A regional centre for the fast-track 
registration of vaccines, particularly pandemic vaccines, would be an option.  

 The capacity and exchange of information between vaccine regulators in the Region 
should be strengthened by establishing a network for vaccine regulators to evaluate the 
vaccine. A network for lot release has already been established and four countries in 
the Region are members of this network. This network needs to be expanded to include 
other countries. This would allow for the use of the vaccine in countries in the Region 
after registration in one country.  

6. MANAGEMENT OF WASTES FROM VACCINE OPERATIONS  

Although there is a system for managing the waste from vaccine operations of 
pandemic (H1N1), this component was addressed by only a few countries in vaccine 
deployment plans. No assessment was conducted on the management of the injection 
waste system in most countries. However, in most countries, inspection visits are usually 
conducted on a regular basis to waste management facilities as part of the EPI routine work. 
Most countries have contracted the private sector for the management of wastes, as the 
existing governmental system is not enough. 

The amount of medical waste that was generated from a mass vaccination of the 
pandemic vaccine was calculated in most countries. This included estimating the amount 
of safety boxes and sharp containers required at each vaccination site and the amount of 
waste to be dealt with for each disposal facility.  
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Data on waste management are managed in a separate information system than the 
information system that manages other data on the vaccine in most countries. The 
management information system for waste is integrated in the overall management 
information system for the vaccine operations in a few countries.  

A specific budget was allocated for waste management activities in a few countries but 
it was in the overall budget of the vaccine deployment plan for the other countries.  

The main challenges facing most countries were: 

 unavailability of general policy for implementation of waste management in some 
countries. A national policy on waste management exists in most countries but does not 
address some specific issues, such as the management of vials.  

 insufficient collaboration and monitoring of injection waste management in the private 
sector. Accordingly, inadequate supervision of injection waste disposal under the 
management of the private sector, and in some cases, under governmental management. 

Solutions to overcome these challenges include: 

 conducting an assessment of the existing system of injection waste management and 
developing/updating national guidelines for waste management, in coordination with 
the private sector for the implementation of the proper management of injection 
wastes. 

 establishing a sustained and systemic supervisory and monitoring system on proper 
implementation of waste management. 

 integrating information on injection waste management in the overall information 
system on vaccine operations. 

7. HUMAN RESOURCES AND SECURITY  

Some countries conducted an assessment of existing human resources based on 
qualifications and job matching at the different administrative levels. No additional 
human resources were hired as the existing human resources were enough to implement 
the required activities based on their experience. However, some countries realised during 
the pandemic that specialized human resources were required, especially in the area of 
communication, although additional human resources were required in very few countries.  

There were no written terms of reference for human resources in most countries, 
however, each one knew through experience which tasks needed to be done. No plans 
were available to update and retrain staff to perform their tasks during the deployment. 
However, in most countries staff received instructions on the tasks that needed to be 
conducted fromr their supervisors.  
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A few countries had a training plan and different training sessions were provided to 
human resources based on this plan. In other countries no training plan existed but many 
training sessions were provided to build human resource capacities in different fields. 

Some countries conducted training for supervisors to supervise their staff to carry 
out deployment activities in seven days. Other countries did not plan for this as they 
considered their supervisors able to do so based on both previous experience and guiding 
instructions issued to them. Only a few countries allocated a budget for training activities 
at the central level.  

Some countries had an agreement with the ministry of interior to ensure the safety and 
security of staff in order to implement activities properly, especially in accessing the hard-to-
reach areas.  

The following lessons were learnt. 

 Conducting an assessment of existing human resources and job matching is important 
ahead of time, followed by the hiring of needed specialties.  

 Establishing a plan of training is important to build the capacity of the human resources 
in the required areas. 

 Developing a security plan is important to guarantee the security and safety of human 
resources involved in vaccine deployment activities.  

8. SUPPLY CHAIN LOGISTICS  

Some countries conducted an assessment of logistical capacity of their existing 
system to receive and deploy the pandemic vaccine in seven days, while other countries 
relied on their experience in the field and accordingly their ability to deploy the vaccine 
in a few days without conducting assessment of the capacity of the system.  

All the vaccination points used the same inventory management system to store 
vaccines and ancillary products and all of them had the ability to provide information using 
the same reporting forms. However, the reporting time differed from country to country and 
in the same country from level to level. Some vaccination points had the ability to provide 
information on the spot but others, especially in countries in conflict, took three days to 
report the information.  

The existing resources of the EPI system were used to administer the pandemic 
influenza vaccine, in addition to other financial resources that were secured for most 
countries. Some countries identified gaps in the planning for the surge capacity of the 
logistical capacity (receiving, storing at warehouse, repacking, transporting vaccines and 
ancillary supplies to designated points within a country, management information system 
and budget).  

In the area of cold-chain logistics the following were identified as main challenges. 
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 Improper assessment of cold-chain capacity that matched the required vaccine volumes 
at national and governorate levels. 

 Inadequate training of health staff on proper maintenance of vaccine cold chain at 
district and health facility levels, especially in: 
– maintaining proper vaccine cold chain in emergency situations such as during 

electrical power cuts or when there was a mechanical or/and electrical problem in 
the refrigerators or freezers. 

– taking the proper action when vaccines were exposed to lower or higher than 
recommended temperatures. 

 Lack of experts in the maintenance of cold-chain equipment, especially cold rooms and 
ice-lining refrigerators and freezers. 

 Complicated administrative and financial regulations made dealing with any mechanical 
or electrical problem of cold-chain equipment in a timely way difficult. 

 Improper distribution of equipment, such as refrigerators, cold boxes, vaccine carriers, 
thermometers and freezing monitors, to vaccine stores and health facilities. 

 Shortage and transportation capacities. 

To overcome these challenges, solutions included: 

 building the capacity of human resources in the following areas: 
– proper assessment of cold-chain capacity required at all levels 
– selection of cold-chain equipment according to environmental factors and 

available energy resources 
– proper distribution of vaccines and cold chain equipment 
– proper actions to maintain proper vaccine cold chain in emergency situations 
– necessary actions to be undertaken if vaccines are exposed to lower or higher 

than recommended temperature in order to decide whether to keep the vaccine 
or to discard it. 

 establishing a regular and systematic supervisory and monitoring system on the 
proper maintenance of vaccine cold chain.  

 amending current administrative and financial regulations to enable taking timely 
action to overcome problems with vaccine cold chain.  

 expanding storage capacity in well-resourced countries and coordinating with other 
providers, especially the military for transporting the vaccine. Storage capacity is 
still a problem in some countries as the vaccines have not been utilized and are 
taking the space needed for other routine vaccines.  

9. SURVEILLANCE OF POST-MARKETING AND ADVERSE EVENTS 
FOLLOWING IMMUNIZATION (AEFI) 

Post-marketing surveillance to test the safety of a new vaccine is available in very few 
countries in the Region. Standard Operating Procedures (SOPs) are in place for a few 
countries for AEFI surveillance and investigation. However, reporting AEFI is the only 
functioning component of the system in most of these countries.  
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The same structure existing in the countries has been used for AEFI related to pandemic 
influenza vaccine. However, given the fact that the vaccine was a new vaccine for 
vaccinators, consent forms were required from guardians. Documents summarizing the AEFIs 
reported in association with the use of the vaccine were distributed among health care 
facilities in most countries. 

Few countries have provided training exercises to build the capacity of staff responsible 
for AEFI systems to support AEFI monitoring and management activities. No special budget 
was allocated for AEFI-related activities. 

A system for AEFI investigation is crucial to identify the frequency of the occurrence, 
the type of the AEFI and AEFI related to programmatic error in order to be corrected. AEFI is 
not restricted to new vaccines but also to traditional vaccines. Having good systems in place 
would identify any AEFI rate that exceeded a certain threshold and take corrective actions 
accordingly. Many vaccines have been withdrawn from the market based on results reported 
through the AEFI surveillance and investigation system.  

Post-marketing surveillance is one function among the functions required to regulate a 
new vaccine. However, this function can not be done by vaccine regulators. Workers in the 
EPI and the disease surveillance and pharmaco-vigilance have to be involved in this work. 
Information should be communicated to regulators after that and further to manufacturers in 
order to take action. 

Transparency, particularly with the media, is needed. Explaining that this is a new 
vaccine and known and unknown adverse events are expected. However, in terms of 
frequency and severity, the possibility of having the disease and complications associated 
with the disease is much higher than the possibility of having AEFI related to the vaccine. 

Vaccine is the most protective preventive measure so far. Therefore, efforts should be 
built up in order not to allow the global anti-vaccine campaigns to achieve their goal. 
Fighting these campaigns should be done based on scientific evidence. 

A global committee (Blue Print Project) with members from 11 countries has been 
formed to strengthen AEFI surveillance and investigation system and to harmonize 
procedures among countries. Egypt and Pakistan are members of this committee. 

The main challenges raised during the discussion were: 

 under-reporting of AEFI due to: 
– passivity of AEFI surveillance and lack of active surveillance activities. 
– inadequate participation of the private sector in reporting AEFI. 
– under-reporting of AEFI, especially for those that did not appear immediately 

after vaccination. Therefore, correlating the event to the vaccine became a 
challenge. 
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– misconception of health workers that reporting AEFI means a poor vaccination 
process and consequent punishment. 

– different vaccinated high-risk groups and sometimes groups were inaccessible, 
such as those returning from hajj or umra.  

 the requirement of consent forms from guardians added another burden on the already 
existing negative impact of rumours related to the vaccine. 

 lack of capacity to investigate AEFI. 

The following solutions were identified. 

 Advocating for AEFI surveillance as a component of advocacy for EPI targeting 
diseases surveillance for both governmental and private sectors. 

 Strengthening human resource capacity in AEFI surveillance and investigation, 
especially for those at district and health facility levels. 

 Raising awareness among workers and communities about vaccine and vaccine safety 
and the possibility of adverse events. 

 Integrating capacities at national level in order to be used for investigating any vaccine-
related AEFI, not focused only on specific vaccines (countries have the capacity to 
investigate AEFI related to polio vaccine).  

 Being proactive and transparent with the media with messages selected carefully for the 
different audiences.  

10. RESOURCE MOBILIZATION  

Governments in most countries of the Region have allocated a budget for vaccine 
purchase, however, the budget was limited for deployment and vaccination activities. Few 
governments were flexible in increasing the ceiling of the budget allocated for vaccine 
activities. The allocated budget was itemized for specific activities in some countries. A few 
activities, particularly social mobilization and communication in some countries, were 
financially supported by WHO, other UN agencies, international organizations and donors.  

Official procedures usually followed in emergency conditions were also followed to 
secure money for vaccine-related activities; direct funding requests submitted to the ministry 
of finance through the ministry of health. Also, proposals were submitted to UN agencies, 
donors and international organizations to finance some activities.  

The six low-resource countries and occupied Palestinian territory identified by WHO as 
eligible countries for vaccine donations, had to co-finance deployment and vaccination 
activities. Their experience was as follows. 

 Afghanistan had no budget to allocate for co-financing vaccine-related activities. 
Afghanistan had to use some of the money allocated by the World Bank for avian 
influenza activities. 
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 Pakistan had no budget to allocate for co-financing vaccine-related activities. Pakistan 
submitted a request to WHO to finance activities. WHO was able to mobilize resources 
from USAID to Pakistan.  

 Somalia had no budget to allocate for co-financing vaccine-related activities. It received 
the required amount of money from WHO. 

 Sudan had allocated a budget to co-finance vaccine-related activities, however, the 
vaccine arrived in April and the Government decided not to use it as they had different 
priorities at that time.  

 Djibouti and Yemen did not receive the vaccine as they had not completed the 
prerequisite requirements. Neither country had a budget to allocate for co-financing 
vaccine-related activities. 

 Occupied Palestinian territory had an allocated budget to co-finance vaccine-related 
activities; however, it refused to receive the vaccine from WHO as they had purchased a 
large amount of vaccine that was mostly not used.  

The main challenges in mobilizing resources were: 

 shortage of funds at national level in some countries. Lack of political commitment to 
secure funds for vaccine-related activities in some countries as the pandemic was mild 
and officials did not consider it as a threatening event. Therefore, many planned 
activities were not implemented.  

 some countries claimed that they were not able to identify the required budget for 
purchasing and deploying the vaccine as there was no information available on the price 
of the vaccine or the doses required.  

Lessons learned for mobilizing resources for other future pandemics included the need 
for:  

 the budget for emergency situations to be allocated in the national annual finance 
balance. 

 the vaccine deployment plan to include a section on the estimated budget, as well as on 
funding sources and the possibility of accommodating any other needs required during 
implementation. Estimation should be based as much as possible on scientific evidence, 
e.g. epidemiology of the disease and the expected burden. 

 decentralization of planning and implementation of vaccine deployment plan and 
accordingly for budget allocation. Allocated budget has to be broken down by activities. 

 enlisting other donors and nongovernmental organizations to assist in covering costs 
and to start country discussion on resource mobilization. 

 WHO to have a clear policy on financing operation activities at country level and 
countries to submit early funding requests to donors with the support of WHO.  

 pool procurement of vaccines in pandemic situations supported by WHO. This could 
work also for antiviral treatments needed for pandemic situations. This would ease the 
pressure on low-resource countries.  
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11. UPDATING PANDEMIC PREPAREDNESS PLANS AND VACCINE 
DEPLOYMENT PLANS 

It was expected that the Eastern Mediterranean Region would experience a severe 
pandemic, especially because of the presence of the H5N1 virus in Egypt and any assortment 
or reassortment of the virus was possible. Therefore, countries had to plan for the best- and 
worst-case scenarios in their PPPs.  

The VDP should be an integrated component of the PPP or an annex to the PPP. The 
different phases of the pandemic should be taken into consideration in developing the VDP, 
especially on how to use the vaccine in each phase. The deployment plan for the vaccine can 
be applied to any pharmaceutical product and not just vaccines. 

WHO declared phase 5 and phase 6 belatedly in order to further check the available 
information. Declaring phases was based on the definition of geographical distribution and 
not on the severity of the disease. WHO Regional Office has developed a tool to assist 
countries to define the severity of a pandemic at national level.  

After developing this plan, it has to be put into practice to see whether it can be 
implemented or not, whether it is a realistic plan and whether countries have overestimated or 
underestimated their capacity in the planning phase.  

Countries stated that based on the discussion, the PPPs and VDPs have to be reviewed 
and updated, however, some areas need to be taken into consideration as they were not 
properly described in their plans. Table 1 shows the areas that need to be specifically 
reviewed by countries. 
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Table 1. Areas to be reviewed by countries in their vaccine deployment plans 
Country  Areas requiring review 

Afghanistan  Mobilizing resources to secure budget for deployment activities. 

Strengthening the capacity of human resources. 

Strengthening the capacity of the cold chain management.  

Establishing/strengthening the diagnostic capacity as part of national influenza 
programme. 

Djibouti  Conducting simulation exercises of the plan.  

Presenting the plan to the high national committee for endorsement.  

Egypt  Conducting social mobilization and communication. 

Conducting simulation exercises of the plan. 

Islamic Republic 
of Iran  

Revising and updating plans each year. 

Enacting legal and regulatory requirement to deploy the pandemic vaccine in 7 days. 

Iraq Enacting legal and regulatory requirements to allow the purchase and deploy of the 
vaccine in 7 days. 

Conducting simulation exercises of the plan. 

Jordan  Conducting social mobilization and communication. 

Updating available SoPs for waste management.  

Lebanon  Revising and developing the PPP based on the pandemic phases and scenarios with a 
separate section on the vaccine deployment plan.  

Morocco  Integrating the vaccine deployment plan as one component of the PPP in the context of 
public health emergency of international concern under the IHR 2005. 

Defining vaccination strategies and how to reach priority groups for vaccination. 

Oman  Conducting social mobilization and communication.  

Assessing available resources of cold-chain logistics.  

Conducting simulation exercises of the plan. 

Updating SoPs for the different components.  

Strengthening diagnostic capacity as part of the national influenza programme. 

Pakistan  Documenting the pandemic experience.  

Conducting resource mobilization to secure budget for deployment activities. 

Conducting social mobilization and communication. 

Conducting simulation exercises of the plan. 

Decentralizing activities starting from planning. 

Occupied 
Palestinian 
territory 

Conducting social mobilization and communication. 

Defining vaccination strategies and how to reach the priority groups for vaccination.  

Expanding the supply chain logistics.  

Decentralizing activities and the funds allocated for each activity.  

Qatar  Conducting social mobilization and communication. 

Conducting simulation exercises of the plan. 

Annexing the VDP to the PPP. 

Saudi Arabia  Expanding and decentralizing the supply chain logistics. 

Building the capacity of the national human resources. 

Strengthening the diagnostic capacity and the surveillance capacity especially the AEFI 
surveillance. 

Amending the plan to be flexible to accommodate measures related to umra and hajj and 
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other measures requested from other countries. 

Somalia  Defining vaccination strategies and how to reach them especially the internal displaced 
people. 

Conducting resource mobilization to finance activities. 

Sudan  Revising the plan at a time when there are no other priorities. The occurrence of influenza 
coincides with other disease. Defining vaccination strategies needs to be taken into 
consideration.  

Syria  Defining strategies of pandemic vaccination. 

Tunisia  Conducting social mobilization and communication. 

Yemen  Conducting social mobilization and communication. 

Mobilizing resource to secure budget for deployment activities. 

12. CONCLUSIONS 

Public health communities and WHO performed well in many ways during the 
pandemic; however both of them were confronted with systemic difficulties and 
demonstrated some shortcomings. Therefore, public health communities and WHO were not 
well prepared to respond to a severe influenza pandemic or to any similarly global, sustained 
and threatening public health emergency with many uncertainties. 

The International Health Regulations (IHR 2005) helped to make the world better 
prepared to cope with public health emergencies. The core capacities called for in the IHR are 
not fully operational yet and are not on a path to timely implementation worldwide. However, 
beyond implementation of core capacities, global preparedness can be advanced through 
research, reliance on a multisectoral approach, strengthened health care delivery systems, 
economic development in low- and middle-income countries and improved health status. 

13. RECOMMENDATIONS 

To Member States  

1. Review and update the vaccine deployment plan based on the lessons learned from 
pandemic (H1N1) influenza as an integrated part of the pandemic preparedness plan 
with the involvement of all health sector and non-health sector partners. To ensure its 
effectiveness, conducting a simulation exercise of the plan is advisable.  

2. Strengthen the information management system and telecommunication system and 
equipment to be able to track vaccine operations and to establish a back-up reporting 
system for vaccine operations that functions during the disruption of the routine 
reporting system. 

3. Develop a social mobilization and communication plan for vaccination as a component 
of the vaccine deployment plan based on the three phases of before, during and after 
vaccination. Each phase has to address the five main components of: scope and 
objectives; target audience; key messages; main activities to be conducted; and timeline 
for each activity with a specific focus on health care workers. 

4. Include strategies to monitor and manage the impact of the media, including monitoring 
and addressing public reactions to media information and ensuring ongoing and 
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appropriate messages, with changes as needed. Special focus should be given to 
vaccine-related adverse events, misleading information and information related to 
changes in activities as needed.  

5. Strengthen all national regulatory authorities in the Region and consider developing a 
harmonized approach for each country regarding registration processes for new 
medicines, especially vaccines, in emergency situations. 

6. Strengthen systems for legal and procurement channels, including the connection to 
regulatory processes in order to speed up access and deliveries of the newly-produced 
vaccines. 

7. Conduct an assessment of the existing system of injection waste management and 
update national guidelines for injection waste management accordingly.  

8. Establish/strengthen a system for adverse events following immunization surveillance 
and strengthen the capacity of human resource in investigating AEFI. 

9. Conduct and have ready as a resource an assessment document outlining the capacities 
of the existing supply chain systems at all levels, including: cold chain, receiving, 
storing at warehousing, repacking into small quantities, transporting vaccines and 
ancillary supplies to designated points within a country and establish/reinforce a 
systematic supervisory and monitoring system on proper maintenance of vaccine cold 
chain at the different administrative levels.  

To WHO 

10. Organize a workshop with representatives from countries with national regulatory 
authorities; identify mechanisms to strengthen existing national regulatory authorities; 
and develop guidelines on fast-track registration of newly-produced vaccines. 

11. Support the establishment of a regional centre for excellence for development, 
production and regulation of vaccines to enable the building of capacities and 
facilitation of technology transfer. 

12. Establish a mechanism for regional vaccine pooled procurement.  
13. Assist Member States in approaching donors to finance response activities, including 

vaccine deployment activities. 
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