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Executive Summary  

 

Introduction 

This report, prepared by Cambridge Economic Policy Associates (CEPA), presents the results 

of an online questionnaire for the Global Action Plan for Influenza Vaccines (GAP) on 

progress made and remaining gaps ahead of a consultation in November 2016 to mark the 

initiative’s closure. 

 

Survey timelines and respondent profile  

The survey, which was open for submissions between 16 December 2015 and 29 February 

2016, received 77 responses from a range of stakeholders, although not all key groups were 

represented. Most respondents were from the vaccine manufacturing, research, and 

biotechnology fields, and the rest came from government, medicine, civil society, and 

multilateral organisations. No respondents identified themselves as representatives of national 

regulatory authorities, donors and foundations, or health promotion centres. Just over half were 

based in high income countries and most of the rest were from middle income countries. Only 

one response was received from a low income country. Almost all respondents were familiar 

with GAP. 

 

Survey results  

Survey results support the following findings: 

• The overall goal agreed at the 2011 GAP II consultation - that in order to bring 

pandemic virus transmission under control, 70% of the global population should be 

immunized with two doses of vaccine within six months of the pandemic candidate 

vaccine virus being available - is widely considered to still be relevant.  

 

• On average, respondents considered global progress made under GAP objectives 1 and 

2, and overall, to be good. Feedback was less positive about progress under objective 3. 

Feedback can be summarised as follows: 

o Objective 1: Good progress has been made to increase awareness, distribution 

and use of seasonal vaccines, but improvements have been unevenly spread and 

barriers to progress in developing countries remain. 

o Objective 2: Capacity has increased in terms of seasonal vaccine production, the 

number of countries with production capabilities, strengthening of National 

Regulatory Authority systems, and the number of seasonal vaccines receiving 

WHO pre-qualification status. However, long-term sustainability is in doubt, 

and barriers to vaccine release and distribution remain. 

o Objective 3: Despite large efforts, there has been no ‘breakthrough discovery’ in 

terms of a universal influenza vaccine or a significant improvement to vaccine 

efficacy and effectiveness, although there has been an increase in the number of 

novel vaccines in development. Respondents hold mixed views on whether any 

major breakthroughs are forthcoming, and what further steps should be taken to 

promote research and development. 
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• Respondents cited GAP’s biggest successes as capacity building in developing 

countries; raising international awareness of global needs in the event of a pandemic; 

and collaborative alignment of influenza stakeholders.  

 

• The most commonly reported shortcomings of GAP were limited progress in 

development of a broadly protective or universal vaccine; and the perceived failure to 

generate increases in seasonal demand. Some respondents noted that the GAP initiative 

could not be expected to bring about significant increases in demand or research and 

development given limited resources, and that these responsibilities are shared with 

other stakeholders. 

 

• On average, respondents considered the existing evidence base to be stronger on the 

burden of disease than on vaccine effectiveness. Evidence was considered to be 

relatively weak for pregnant women, and strongest for the elderly. 

 

• Most respondents expected that vaccine production capacity will have increased in ten 

years’ time, but others felt that, in the absence of a severe influenza pandemic, and with 

low seasonal demand, the motivation for governments to maintain current commitments 

to vaccine production will be too weak. Others reported that global capacity is already 

in excess of seasonal requirements so further expansion seems unlikely. 

 

• Respondents did not think that the estimate of 5-6 months to make the first doses of 

vaccine available in the event of a pandemic could, on the whole, be shortened. 
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1 Introduction 

 Background 1.1
The Global Action Plan for Influenza Vaccines (GAP) was launched in 2006 as a ten year 

initiative to address the anticipated shortfall in vaccine supply in the event of an influenza 

pandemic. GAP aims to reduce the global shortage of influenza vaccines for seasonal 

epidemics and pandemics through three key objectives and areas of work: 

1. Increase in the evidence-based use of vaccines to protect against seasonal influenza 

2. Increase in vaccine production and regulatory capacity 

3. Research and development in influenza vaccines 

 

Over the ten years of GAP, progress has been made towards each of the three GAP objectives, 

yet some outstanding or ongoing work still remains. 

 

A consultation in November 2016 will mark the end of the GAP initiative. In preparation for 

this consultation, WHO commissioned a survey to engage with key stakeholders and to identify 

areas where continued action is needed after GAP’s closure. The survey, which included 22 

questions relating to GAP and wider influenza vaccine issues, was open for submissions from a 

broad range of stakeholders from 16 December 2015 to 29 February 2016.  

 

This report, prepared by Cambridge Economic Policy Associates (CEPA), presents an analysis 

of the survey results. The findings summarised in this report will feed into the development of 

background materials for, and shape the agenda of, the final GAP consultation in November 

2016. 

 

 Methodology 1.2
The consultation survey included multiple-choice and written feedback questions. Following 

survey closure, survey responses were collated and analysed in depth. Apart from removing 

initial “test” responses, results were not manipulated in any way prior to analysis (for example, 

by applying weights to different respondent sub-groups). 

 

Multiple-choice responses were analysed quantitatively, beginning with a comparison of the 

raw data. Responses were then converted into average scores to increase comparability. For 

example, if a question asked respondents to choose whether a certain factor was “very 

important”, “somewhat important” or “not important”, answers were given scores of 1, 0 and -1 

respectively and averaged across the group. After this stage, results were analysed based on 

respondent characteristics such as country of origin or field of work.  

 

Written responses were read in detail to identify common themes, informative points, and areas 

of strong opinion.  

 

 Limitations 1.3
We note that, given time and resource constraints, the consultation survey and this report were 

subject to the following limitations: 

• Sample size. The number of survey respondents is too low to permit informative 

statistical analysis of the results. However, we do not consider this to be a major 

shortcoming since demonstrating statistical significance is not essential for the purpose 

of this study. The number of respondents was sufficient for the purposes of gauging 

stakeholder opinion. 

• Stakeholder representation. Although the survey attracted a broad mix of respondents, 

not all stakeholder groups are represented: specifically, there were hardly any responses 
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from low-income countries and none from national regulatory authorities, donors and 

foundations, or health promotion centres (as described further in section 2 below). We 

recognise that the mix of respondents cannot be interpreted as a perfectly representative 

sample of all influenza vaccine stakeholders. As such, we indicate where responses 

from individual sub-groups contrast markedly with other stakeholders’ views. 

• Barriers to access. The consultation survey was only available in the English language, 

and in an online, written format. Potential respondents from other languages or who do 

not have good access to the internet may have been deterred, though the majority of 

stakeholders targeted are expected to have had adequate internet connectivity and 

knowledge of English. 

• Respondent familiarity. Although almost all respondents reported that they were 

familiar with the GAP initiative, certain technical questions could only be informatively 

answered by a small sub-group of respondents. Where relevant, we have tried to 

highlight written responses which seem particularly well-informed, without neglecting 

the views of other stakeholders. 

 

 Outline of the report 1.4
The rest of the report is set up as follows: 

• Section 2 describes the characteristics of survey respondents; 

• Section 3 presents an analysis of results, including progress made under GAP 

objectives, issues specific to objectives 1, 2 and 3, and certain cross-cutting issues;  

• Annex A provides a copy of the survey questionnaire; and  

• Annex B provides summary charts for each survey question. 
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2 Profile of Respondents 
The survey received 77 responses in total, not counting initial tests. Respondents did not 

answer every question. The least answered question received only 29 responses. 

 

Field of work (question 1) 
The survey was answered by respondents from a wide range of fields with an interest in 

influenza vaccination. More than half the responses were from vaccine/pharmaceutical 

manufacturing (26%), vaccine research (22%) and biotechnology (10%). Non-governmental 

organisations (NGOs), medical professionals, surveillance and disease control centres, national 

influenza programmes/centres, national policy/planning departments, WHO collaborating 

centres, multilateral organisations, and country expanded programmes on immunisation were 

also represented. No respondents identified themselves as representatives of national regulatory 

authorities, donors and foundations, and health promotion centres. This may have been, in part, 

because of the overlap between options given, for example between health promotion centres 

and medical professionals. 

 

Geography (question 3) 
The survey received responses from 28 different countries in all six WHO regions, as shown in 

figure 2.1 below. Just over half of the responses were from high income countries (55%), as 

defined by the World Bank for the 2016 fiscal year
1
.  Responses from the USA were 

particularly common, making up almost a quarter (25%) of the total. Although middle income 

countries were well represented (44%), there was only one response from a lower income 

county - Benin. Very few responses were received from the WHO Africa region (4%). This is a 

consequence of the fact that the majority of the respondents were from manufacturing and 

research fields of work which are concentrated in the global north. 

 

Figure  2.1: Origin of survey respondents - by (left) WHO region and (right) WB income status 

 
In section 4 we present results by World Bank income status whenever responses from 

developed and developing countries appear to be significantly different.  

 

Familiarity with GAP (question 4) 
Almost all respondents were at least somewhat familiar with GAP (96%), and more than half 

considered themselves to be very familiar (53%). There was no meaningful difference in levels 

of familiarity between respondents in different fields of work.  

 

                                                
1
 http://data.worldbank.org/about/country-and-lending-groups 
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3 Results 

 Progress under GAP 3.1

Relevance of the goal agreed at the GAP II consultation (questions 5&6) 

The GAP II consultation, held in 2011, agreed that in order to bring pandemic virus 

transmission under control, 70% of the global population should be immunized with two doses 

of vaccine within six months of the pandemic candidate vaccine virus being available, given 

the effects of herd immunity. 

 

The survey asked whether this goal is still relevant. Of 74 responses received for this question, 

the majority (84%) agreed that it was, and only one disagreed (figure 3.1), the rest giving no 

opinion. 

 

Figure  3.1: Relevance of the target agreed at the GAP II consultation: summary chart 

 
 

The only respondent to have disagreed did so based on concerns about whether the objective 

was realistic. They noted that the time taken to meet the current goal was highly dependent on 

factors such as the vaccine’s immunogenicity. The only alternative goal suggested was to 

reduce the target from two doses to one effective dose within six months. 

 

Global progress made under GAP objectives 1, 2, and 3, and overall (questions 

10,15,18,20) 
The survey asked respondents how they would rate global progress under each of GAP’s three 

objectives, as well as progress across all three objectives. As noted previously, these 

objectives are: 

1. Increase in the evidence-based use of vaccines to protect against seasonal influenza 

2. Increase in vaccine production capacity 

3. Research and development in influenza vaccines 

 

Figure 3.2 shows that, although feedback was generally good, respondents were the least 

positive about progress under objective 3. A third (33%) considered global progress under 

objective 3 to have been poor, and one respondent thought it very poor - though several 

respondents felt that slow progress is to be expected given the nature of the universal vaccine 

challenge. Objectives 1 and 2 were considered to have made better progress. Respondents were 

similarly positive about overall progress across the three objectives. 
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Figure  3.2: Global progress under GAP’s objectives: average score  

 

 
 

Examining the responses by respondent field of work, it is apparent that respondents 

representing vaccine manufacturers are much more positive about progress towards objective 

3, as shown in figure 3.3 below. This may either reflect their better knowledge or lower 

expectations of what constitutes good progress. Conversely, they feel relatively negative about 

progress under objective 2. This may be because, as noted below, several manufacturer 

respondents emphasised commercial concerns around sustaining capacity given low seasonal 

demand. 

 

Figure  3.3: Global progress under GAP’s objectives - by field of work: average score (Very 

poor=-2, Poor=-1, No opinion=0, Good=1, Very good=2) 

 

 
 

We summarise some of the comments, both positive (+) and negative (-), that respondents used 

to justify their choices: 

 

Objective 1: 

+ Distribution, and use of seasonal vaccines has been increasing at the global level.  

 

+   Awareness of disease burden. There has been growing awareness of influenza’s 

contribution to the overall disease burden in many populations, with information 

becoming more readily available in developing countries. Increased awareness of and 

demand for seasonal vaccines in developing countries often follow panic responses to a 

sudden spurt of cases being reported by the media. 

 

-   Mixed progress for different sub-groups. Progress has been uneven - geographically and 

between sub-populations. For some countries paediatric vaccine uptake is being 

encouraged, but this is limited to urban settings and based more on the level of 

Q.
How would you rate 

global progress under:

No. of 

responses

Very poor

-2

Poor

-1

No opinion

0

Good

1

Very good

2

10. GAP objective 1 58

15. GAP objective 2 53

18. GAP objective 3 48

20. GAP objectives overall 41

1.02

1.00

0.98

0.39

-2.00 -1.50 -1.00 -0.50 0.00 0.50 1.00 1.50 2.00

Overall

Objective 3

Objective 2

Objective 1

Vaccine/pharmaceutical manufacturing Other



6 

 

advocacy by the paediatrician, and uptake among health care workers, the elderly, high 

risk groups and the healthy adult population are minuscule. 

 

-   Barriers to progress in developing countries. Despite some good progress, competitive 

health priorities, high costs, healthcare worker / vaccination hesitancy, and low 

awareness continue to present barriers to further uptake. 

 

Objective 2: 

+   Global production capacity has increased in terms of trivalent seasonal vaccines; the 

number of countries producing influenza vaccines; and strengthening of National 

Regulatory Authority systems. Some seasonal influenza vaccines have received WHO 

pre-qualification status. 

 

-   Long-term sustainability is still questionable.  

 

-   Work remains to further streamline global activities and remove barriers to facilitate 

vaccine release and distribution. Technology transfer can be very slow and places 

considerable resource strain on transferors. 

 

 

Objective 3: 

+  More novel vaccines in development. There has been an increase in the past few years in 

the total number of novel vaccines in early and late state clinical development. 

 

+   High-dose influenza vaccines. “There are still some studies on high-dose influenza 

vaccines which could illicit a stronger immune response in the elderly and individuals 

with underlying diseases”. 

 

+   No “breakthrough discovery”. Although high quality work has been carried out, there 

have not been any substantial advances in the influenza vaccine field in recent years. 

“Many new technologies are being tried out with limited success”, but “no 

breakthrough technology is visible on the horizon so far”.  

 

-   Few results despite large efforts. “Despite a lot of work in recent years, we really do not 

yet have any better vaccines in our hands”. 

 

-   Demands for greater funding. Several manufacturing respondents felt that large long-

term investment in clinical research has been lacking. One respondent noted that GAP’s 

research and development objective “can only, really, be progressed with considerable 

financial input from Government” as “there is little or no commercial gain to be made 

from investing in influenza vaccine development”.  

 

Respondents stated differing opinions on progress towards achieving a universal influenza 

vaccine:  

+   Some respondents were hopeful that current work would support a breakthrough in the 

near future: reporting steady progress with more commitments from governments and 

NGOs. One respondent felt that it “would appear to be a question of time before some 

measure of success is achieved”.  
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-   Others were less positive. “We are a long way away from achieving the goal of 

universal vaccines, or simply more efficient and effective vaccines”.  

 

In general, respondents accepted that current work could drive future progress, noting that 

“several concepts for a universal vaccine are being advanced but the results will not be known 

for some time”. 

 

Main successes and shortcomings of GAP (questions 21&22) 

Respondents were asked what they saw as GAP’s main successes and shortcomings. Their 

responses are summarised in table 3.4, with the most common themes listed first. 

 

Table  3.4: Main successes and shortcomings of GAP: summary table 

Successes Shortcomings 

• Capacity building in developing countries 

- both in terms of production and National 

Regulatory Authority strengthening. 

• Raising international awareness in 

relation to the needs of the global 

community in the event of a pandemic. 

• Collaborative alignment of influenza 

stakeholders in different countries and 

sectors. 

• Increased global manufacturing capacity. 

• Sharing evidence on the efficacy and 

effectiveness of seasonal vaccination in 

various populations. 

• Assessing projected needs for global 

pandemic vaccine. 

• Insufficient dedicated resources to make a 

substantial and sustained impact. 

• Limited progress in development of a 

broadly protective or universal vaccine. 

• Failure to generate a major increase in 

demand for seasonal influenza vaccine. 

• Vaccine production capacity and 

competencies are still in the hands of a 

few and not yet spread enough (i.e. to low 

and middle income countries) to face a 

pandemic. 

• Product registration processes are still too 

slow. 

• WHO tends to distance itself from 

industry and does not always show strong 

leadership.
2
 

 

 Objective 1 – Increase in seasonal vaccine use 3.2

Adequacy of existing evidence base (questions 7&8) 

The WHO Strategic Advisory Group of Experts on Immunization (SAGE) recommends that 

countries with an influenza vaccine programme should consider immunizing at-risk groups 

against seasonal influenza. The survey asked whether there was adequate data on disease 

burden and vaccine effectiveness for the at-risk groups identified in the SAGE 

recommendation (pregnant women; children aged 6 to 59 months; the elderly; healthcare 

workers; and those with “high-risk” conditions). 

 

On average, the 58 respondents to this question felt that the existing evidence on the burden of 

severe influenza was stronger than on vaccine effectiveness, as shown in figure 3.5. This result 

may be unsurprising given the ethical and practical barriers to running clinical trials on at-risk 

groups. This interpretation is consistent with the gap being particularly large for those with 

“high risk” conditions. Healthcare workers were an exception to this finding.  

 

                                                
2
 This factor was highlighted by an industry respondent, but we note that other respondents (e.g. NGOs) may have a different 

view.  



8 

 

Figure  3.5: Do we have adequate data on disease burden and vaccine effectiveness to 

understand the following at-risk groups? Average score (No=-1, No opinion=0, Yes=1) 

 
Results suggest that the evidence base is weakest with respect to pregnant women and strongest 

for the elderly. The adequacy of evidence concerning children aged 6 to 59 months, health care 

workers, and those with “high risk” conditions all fall in between.  

 

For each group, respondents identified the main areas where improved data is required: 

• Pregnant women. More data on vaccine prevalence, effectiveness and long-term 

impact would be helpful. Improving the evidence on disease burden and impact of 

influenza in pregnancy on birth outcomes will also be important in seeking to improve 

vaccine uptake. 

  Children aged 6-59 months. Vaccine effectiveness, particularly for live attenuated 

vaccines, appears to be in question. More evidence will also be needed to understand 

the benefits of vaccinating children as a means to reduce infection in older populations, 

which some studies suggest will be very effective. 

• The elderly. Better risk assessments, burden analysis and vaccine effectiveness 

measurements would be helpful for different groups of elderly people (i.e. urban and 

rural; with or without underlying medical conditions; severity of illness in relation to 

mortality; and those with influenza-only as opposed to those with multiple pathogens 

detected).  

• Healthcare workers. Compelling evidence is required to motivate higher rates of 

healthcare worker vaccination. 

• Those with “high-risk” conditions. There are many chronic communicable and non-

communicable high risk conditions, so it would help to be able to prioritise between 

them. Vaccine effectiveness data would be valuable for malnourished and HIV-positive 

persons. More generally, better risk assessments, disease burden and vaccine 

effectiveness evidence would be useful for all risk conditions (i.e. chronic hepatitis; 

HIV, tuberculosis, obesity, cardiovascular diseases, diabetes, chronic obstructive 

pulmonary disease, neurological diseases, cancers etc.). 

 

Respondents also noted the need to communicate existing evidence to key partners more 

effectively. 
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Importance of factors for facilitating introduction and uptake of seasonal influenza 

vaccines (question 9) 
Respondents were asked to rate the importance of different factors in terms of their role in 

facilitating the introduction and uptake of seasonal influence vaccines. Figure 3.6 ranks the 

factors in order of importance based on the 58 responses received for this question. 

 

Figure  3.6: Importance of factors for facilitating introduction and uptake of seasonal influenza 

vaccines: average score (Not important=-1, Somewhat important=0, Very important=1) 

 

 

As shown in figure 3.6, availability of better vaccines was considered the most important 

factor, while additional investment in activities to reduce vaccination hesitancy was ranked the 

lowest. It should be noted, however, that all of the factors listed in this question were 

considered to be important by the majority of respondents. For example, in this last case 89% 

of responses were either “very important” or “somewhat important”, and only 11% did not 

think it important at all.  

 

This summary result hides some important differences in opinion between respondents from 

high and middle income countries. In particular, when results are broken down by income 

group it appears that, although cheaper vaccines are not considered to be particularly important 

by respondents from high income countries, the opposite picture prevails for middle income 

countries - as shown in figure 3.7. This figure also shows three other factors for which country 
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income status seems to have affected respondents’ answers, suggesting that understanding of 

the disease and economic burdens associated with influenza, and investment in reducing 

vaccine hesitancy, are more important for increasing seasonal uptake in lower-middle income 

settings.  

 

Figure  3.7: Importance of factors for facilitating the introduction and uptake of seasonal 

influenza vaccines - by WB income status: average score (Not important=-1, Somewhat 

important=0, Very important=1) 

 

 

 Objective 2 - Increase in vaccine production capacity  3.3

Need to increase the number of influenza vaccine manufacturers in LMICs (question 11) 

Respondents were asked whether there is a need to further expand the number of influenza 

vaccine manufacturers in low and middle income countries (LMICs), given the 16 which are 

currently working to establish production capacity. As shown in figure 3.8, 70% of the 53 

respondents to this question thought that more low and middle income manufacturers were 

needed, and 19% disagreed. 

 

Figure  3.8: Need to increase the number of influenza vaccine manufacturers in LMICs: 

summary chart 

 

 
As figure 3.9 shows, respondents from lower-middle income countries were more likely to 

think that more LMIC manufacturers were needed.  

 

 

 

 

 

-1.00 -0.80 -0.60 -0.40 -0.20 0.00 0.20 0.40 0.60 0.80 1.00

Additional investment in activities to reduce

vaccination hesitancy

Better understanding of economic burden

associated with influenza

Better understanding of disease burden associated

with influenza, particularly severe influenza disease

Availability of cheaper vaccines

Lower-middle Upper-middle High

0% 20% 40% 60% 80% 100%

Is there is a need to further

expand the number of influenza

vaccine manufacturers in LMICs?

Yes No No opinion



WHO Global Action Plan for Influenza Vaccines – Report on online survey for the GAPIII Consultation 

11 

 

Figure  3.9: Need to increase the number of influenza vaccine manufacturers in LMICs - by WB 

income status: average score (No=-1, No opinion=0, Yes=1) 

 
Several of the respondents who answered “no” agreed that greater pandemic production 

capacity was definitely needed, but were not convinced that encouraging more manufacturers 

would help to achieve that goal: “unless the awareness and in turn the demand for seasonal 

influenza vaccine goes up, sustaining the influenza vaccine manufacturing program would be a 

difficult task”. Instead, they invited more focus on increasing seasonal demand which “might 

drive expansion of production lines in current manufacturers as a better means to expand global 

doses available”.  

 

One respondent representing a middle-income country manufacturer emphasised that there 

should be a clear business plan before encouraging new LMIC producers, since the investment 

required to establish new, and maintain existing capacity is “very high in terms of cost, time 

and expertise”. 

 

Other respondents were concerned that GAP’s achievements in this area could be reversed 

without sufficient time and support from WHO, governments and global funders. 

 

Future production capacity for influenza vaccines (question 12) 
Respondents were asked whether they expected vaccine production capacity to increase, 

decrease, or stay the same in 10 years’ time. Of the 53 respondents, 76% thought it would 

increase, 20% thought it would remain the same, and just two (4%) thought it would fall, as 

shown in figure 3.10. 

 

Figure  3.10: Expected change in future vaccine production capacity: summary table 

 

 
Respondents who expected capacity to fall or remain the same provided the following 

explanations: 

• In the absence of a severe influenza pandemic, and with poor uptake of seasonal 

vaccine in some countries, the motivation for governments will be too weak to maintain 

current commitments to vaccine production. 

• Given that capacities are already in excess of seasonal requirements, even with the 

advent of quadrivalent vaccines, it is extremely unlikely that additional capacity will be 

made available.  
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• Even with increased local production the number of doses LMIC can realistically make 

and sell is small, so their impact on overall production is likely to be minor. 

• Capacity is only likely to increase if demand for seasonal vaccines grows, for example 

following a pandemic; increased awareness in LMIC countries (probably requiring 

heavy WHO and donor inputs); or development of a new type of vaccine with better 

cross-protection potential and manufacturing yield. A significantly better vaccine will 

not, however, be available to the public for many years.  

 

Importance of factors for sustaining existing vaccine production capacity (question 13) 

Respondents were asked to rate the importance of different factors in terms of their role in 

ensuring that additional production capacity remains sustainable. 

 

A figure 3.11 shows, the factor rated most important on average was a demonstrated value 

proposition for influenza vaccine programme investment in LMICs (of 53 responses, 80% were 

“very important” and the rest “somewhat important”). The potential to export to other countries 

was considered least important (49% of responses were “very important” and 6% didn’t think it 

was important at all). 

 

Figure  3.11: Importance of factors for sustaining existing vaccine production capacity: 

average score (Not important=-1, Somewhat important=0, Very important=1) 

 

 
This summary masks some variation by country income levels. Figure 3.12 presents three 

examples. Functioning national regulatory agencies and competitively priced vaccines both 

scored relatively low overall, though respondents from poorer countries tended to view these as 
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priorities. Favourable procurement policies for locally produced vaccines also divided opinion. 

Respondents from lower-middle income countries ranked this factor as most important of all, 

but those from high income countries put it second lowest. 

 

Figure  3.12: Importance of factors for sustaining existing vaccine production capacity - by WB 

income status: average score (Not important=-1, Somewhat important=0, Very important=1) 

 

 
There was also some variation by respondents’ fields of work. Vaccine and pharmaceutical 

producers rated favourable procurement policies higher than others, on average, and the 

availability of a more efficacious vaccine lower, as shown in figure 3.13. On the former factor, 

we note that producers’ stance on favourable procurement policies is to be expected.  

 

Figure  3.13: Importance of factors for sustaining existing vaccine production capacity - by 

field of work: average score (Not important=-1, Somewhat important=0, Very important=1) 

 

 
How vaccine production timelines can be shortened in the event of a pandemic (question 

14) 
The survey referenced the estimate that, following the declaration of an influenza pandemic by 

WHO and the WHO recommendation for the vaccine virus strain, it will take about 5-6 months 

before the first doses of vaccine will be available to the general population. The time allocated 

to each of the steps necessary to make the vaccine available was presented and respondents 

were asked if any of these steps could be shortened. 

 

On the whole, most of the 53 respondents did not think that many of the steps could be 

completed any faster, as figure 3.14 shows. The only steps which respondents on average 

thought could be shortened were regulatory approval and shipment of Candidate vaccine 

viruses (CVVs) and reagents. However, this could be because the time requirement for these 

steps was listed as “dependent on…” rather than giving an estimate. Moreover, responses to 

this question may not have been well informed given that no national regulatory authorities (or 

logistics organisations) responded to the survey. 
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Of the other steps, respondents were relatively hopefully that the three months required for 

generation of reagents for potency testing of CVVs could be reduced. 

 

Figure  3.14: How vaccine production timelines can be shortened in the event of a pandemic: 

average score 

 

 
 

Where respondents thought that a step could be shortened, they gave the following 

explanations (which are presented in order of average score from the least to most potential to 

be shortened, as in figure 3.14): 

 

• Vaccine batch production and quality control of bulk vaccine. This step could only be 

shortened through the use of new and novel technologies (i.e. recombinant rather than 

egg-based).  

• Filling and release of vaccine. Release timing is normally dependent on sterility testing 

results. This could be shortened by use of new 'rapid' sterility test methods. Release 

timing can also be shortened if the regulatory authorities can conduct the quality control 

testing in parallel to the manufacturer’s in-house quality control testing. 

• Clinical trials (if required). In the event of a pandemic it was assumed that vaccine 

production would start based on a “core” or “mock-dossier” pandemic study conducted 

at an earlier time. In 2009 this did not happen and a new precedent of clinical trial 

requirements was established. This needs to be re-visited. Moreover, clinical trials for 

live attenuated vaccines should be restricted to safety testing since there are no well-

defined immunological attributes to live attenuated vaccines. 

• Testing of CVVs. The PR8 backbone has been in use for decades & has not shown any 

tendency to pathogenicity. We are able to predict which genetic positions confer 

pathogenicity. There are many shorter, newer testing methodologies that could replace 

current animal tests for pathogenicity. 

• Optimization of virus growth conditions. This step can be conducted at a small scale 

well prior to manufacture, possibly with optimised backbone strains for re-assortment 
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or synthetic viruses. Some time may be reduced with rapid virus dosification methods 

and a stronger experience plan. 

• CVV Generation. This step can be shortened using synthetic virus candidates, but use is 

constrained in some countries by agricultural GMO regulations or by intellectual 

property rights to reverse genetics. Removing these barriers could save some time in the 

event of a pandemic. 

• Generation of reagents. Close examination of the current process is needed to see 

where timelines could be made more efficient. For example, the generation of antisera 

using wild type viruses rather than CVVs would eliminate the need to wait for CVVs to 

be generated first. Current tests should be replaced with alternative potency assays 

which may not require so much time to generate standards: such as assays with 

correlation to single-radial immunodiffusion (SRID) which could bi-pass the need to 

generate reagents. Alternative tests should be evaluated and, in the event of a pandemic, 

promising alternatives which do not require reagents should be allowed. It was noted 

that recombinant pure protein vaccines overcome this step, though few recombinant 

products are currently licensed. 

• Shipment of CVVs and reagents. No shipments will be needed if genetic sequence data 

is used for CVV. Otherwise, early involvement from the WHO to communicate with 

regulatory and custom bodies regarding the safety of the CVV could help with 

obtaining import licences quickly. More broadly, anticipating custom requirements and 

provider/supplier collaboration is essential.  

• Approval by regulatory agency. Scope for expediting approval will be agency-

dependent. A collaborative procedure would be particularly helpful for reducing 

timelines in developing countries. More broadly, early communication with regulatory 

agencies is essential. 

 

 Objective 3 - Research and development 3.4

Challenges to Research and Development (question 16) 
The survey asked respondents what they saw as the major challenges to research and 

development of better vaccines that illicit a broader, longer lasting immune response: with 

respect to regulatory science; scientific knowledge; financial availability; intellectual property 

rights; and other factors. Responses highlighted the following challenges: 

 

Regulatory science 

• Finding a regulatory pathway based on T-cell mediated correlates of protection, or more 

broadly, correlates beyond the haemagglutination-inhibition (HAI) assay method which 

may not be sufficient for testing new vaccine approaches. 

• Clinical trial requirements may impose prohibitive time, information and resource costs 

given the modest returns available from producing influenza vaccines.  

• Regulatory scrutiny in general presents a major challenge to timely production of 

effective vaccines. 

• Requirement to licence vaccines with regulatory agencies in multiple countries. 

 

Scientific knowledge 

• Recombinant vaccines have relatively weak immunogenicity and require stronger 

adjuvants which are not yet licensed. 

• The protective mechanism to influenza infection is not yet sufficiently well understood. 

The major challenge is finding a "universal" antigen for a changing influenza virus. The 
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antigens required to develop a universal vaccine, or at least a vaccine with high cross 

protection against similar subtypes, are therefore hard to identify.  

 

Financial availability 

• In the absence of strong profit incentives, research and development of better influenza 

vaccines is dependent on government and donor commitments. Short-term, intermittent 

funding can also create challenges. 

• The lack of a strong annual market for seasonal vaccines may diminish industry 

investment. 

• Influenza faces strong competition from other global health vaccine challenges. 

 

Intellectual property rights 

• Intellectual property rights are currently preventing full exploitation of synthetic 

generation and the reverse genetics of influenza viruses. Making reverse genetics 

accessible under more favourable financial terms would be welcome. 

• Although intellectual property rights are important for encouraging innovation, it can 

also hamper technology transfer to LMIC manufacturers.  

 

Other factors 

• Maintaining commitments towards influenza research despite the frustration of recent 

years. 

• Maintaining stakeholder collaboration. 

 

Desirable characteristics of a universal influenza vaccine (question 17a) 
Respondents were asked what characteristics of a “universal” vaccine would be the most 

desirable, other than eliminating the need for annual vaccination while maintaining protection. 

Respondents advised that it would be desirable for a universal vaccine to be: 

• highly effective; 

• highly immunogenic, requiring just a single dose rather than two; 

• without serious side-effects, with a good safety profile in all targeted populations; 

• affordable, without intellectual property barriers limiting production to a single 

manufacturer; 

• able to induce durable memory responses, requiring infrequent boosters; 

• inclusive of other immune targets which have demonstrated broadened protection 

against multiple subtypes and types, especially to novel A subtypes; 

• easy to deliver - a vaccine which can be inhaled rather than injected would be helpful, 

especially for child populations; and 

• long-lasting to allow stockpiling. 

 

Barriers to developing a universal influenza vaccine (question 17b) 
Respondents were asked what they saw as the major barriers to developing such a vaccine. 

Responses identified the following barriers - listed in rough order of frequency: 

• Risk. The tendency for the influenza virus to mutate and drift is the fundamental 

obstacle to creating a successful vaccine. There is a risk that no solution will ever be 

found. Apart from the possibility that the nature of the virus could be an insurmountable 

barrier, it could also deter investment from risk-averse organisations. 

• Costs versus returns. Private investment is being deterred by the prospect of insufficient 

returns given high upfront costs. In the event that a universal vaccine does enter the 
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market manufacturers expect high initial demand which will tail off rapidly, and make 

most seasonal products redundant.  

• Insufficient government and donor funding. 

• Regulatory burden. A universal vaccine would have to undergo “massive clinical 

trials… to demonstrate both duration and efficacy of protection”. Regulatory 

requirements can also be unclear, hindering planning. 

• Insufficient scientific knowledge of influenza immunology and the potential vaccine 

target. 

 

 Cross-cutting issues 3.5

Priorities for ensuring timely vaccine availability in the event of a pandemic (question 19) 
Respondents were asked to rate the importance of steps to ensure timely availability of 

sufficient pandemic influenza vaccines. On average, the 41 respondents to this question ranked 

promoting research and development of better vaccines the highest, as shown in figure 3.15. 

Promoting research and development of a universal influenza vaccine was also considered very 

important and was ranked third, behind a decision making mechanism for switching from 

seasonal to pandemic production. Addressing vaccine hesitancy and generating more studies on 

disease burden and vaccine effectiveness were considered relatively unimportant in the event 

of a pandemic.  

 

Figure  3.15: Priorities for ensuring timely vaccine availability in the event of a pandemic: 

average score (Not important=-1, Somewhat important=0, Very important=1) 
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ANNEX A Survey questionnaire  

 

A.1. Introduction 
The Global Action Plan for Influenza Vaccines (GAP) was launched in 2006 as a ten year 

initiative to address the anticipated shortfall in vaccine supply in the event of an influenza 

pandemic. GAP aims to reduce the global shortage of influenza vaccines for seasonal 

epidemics and pandemics through three key objectives/ areas of work: 

• Objective 1: Increase in the evidence-based use of vaccines to protect against seasonal 

influenza 

• Objective 2: Increase in vaccine production and regulatory capacity 

• Objective 3: Research and development in influenza vaccines 

 

GAP works alongside other existing influenza programmes and represents only one aspect of 

the World Health Organisation’s (WHO’s) efforts towards pandemic influenza preparedness. 

 

A consultation in November 2016 will mark the end of the ten years of GAP.  Over these years, 

much progress has been made in each of the three GAP objectives outlined above, however key 

gaps also remain. WHO is issuing this questionnaire to solicit feedback on the progress made 

to date and remaining gaps, which will feed into the development of the agenda for the final 

GAP consultation.  

 

The questionnaire comprises a total of 22 questions, of which 14 require responses and 8 are 

optional or dependent on previous answers. The questionnaire should take approximately 20 

minutes to complete. The majority of the questions included in the survey are general 

influenza-related questions and can be answered even if you are not familiar with GAP. The 

survey will close on 29 February 2016. All responses will be treated in confidence and 

aggregated in anonymised formats. 

 

If you have any questions on the survey please contact sparrowe@who.int. 

 

For more information on GAP, please visit: www.who.int/influenza_vaccines_plan/en/ and the 

2006-2013 Progress report: 

apps.who.int/iris/bitstream/10665/112307/1/9789241507011_eng.pdf?ua=1  

 

Additional information on WHO’s influenza-related programmes can be accessed here:  

 

Global Influenza Programme (GIP): www.who.int/influenza/en/   

Influenza Research Agenda: www.who.int/influenza/resources/research/about/en/ 

Pandemic Influenza Preparedness (PIP) Framework: www.who.int/influenza/pip/en/ 

WHO programme for strengthening national regulatory systems: 

www.who.int/immunization_standards/national_regulatory_authorities/strengthening/en 

WHO prequalification programme for vaccines:  

www.who.int/immunization_standards/vaccine_quality/pq_system/en/  

 

WHO appreciates you taking the time to complete this survey. 

 

A.2 Background information on respondent 

1. Field of work/study (please check all that apply): 

• Vaccine/pharmaceutical manufacturing 

• Vaccine research 
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• Biotechnology 

• Medical doctor 

• Healthcare worker 

• National Influenza Centre 

• Country Expanded Programme on Immunization 

• National influenza programme 

• National regulatory authority 

• National policy/ planning department  

• Surveillance/disease control centre 

• Health promotion centre 

• WHO Collaborating Centre 

• Donor/ foundation 

• Multilateral organisation 

• Non-governmental organisation/ Civil Society Organisation 

• Other (please specify) 

 

2. Name of organization (optional): 

 

3. Country: 

 

4. How familiar are you with the Global Action Plan for Influenza Vaccines? 

• Very familiar  

• Somewhat familiar  

• Not familiar  

 

A.3. Overall goal of the GAP 

The GAP II consultation, held in 2011, agreed that in order to bring pandemic virus 

transmission under control, 70% of the global population should be immunized with two doses 

of vaccine within six months of the pandemic candidate vaccine virus being available, given the 

effects of herd immunity. 

 

5. Is this goal still relevant? 

• Yes 

• No  

• No opinion 

 

6. If your answer to the above question is "no": 

• Please explain why you do not think that this goal is relevant (limit 500 characters) 

• Please suggest a revised goal/ target (limit 500 characters) 

 

A.4. Objective 1 – Increase in the evidence-based use of vaccines to protect against 

seasonal influenza 
To ensure pandemic influenza preparedness through the availability of pandemic vaccines, 

countries are encouraged to increase the evidence-based use of seasonal influenza vaccines. 

Increased use of seasonal vaccines will reduce the disease burden of seasonal influenza 

infections; provide a distribution system that works routinely and can be scaled up in the event 

of a pandemic; contribute towards country preparedness to respond to an eventual pandemic; 

and motivate industry to develop increased capacity for manufacturing vaccines.  
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There has been an increase in the global use of seasonal influenza vaccination over the years, 

with 46 countries reporting to having a seasonal influenza vaccination policy to vaccinate at 

least one “at-risk” population group in 2006, increasing to 72 countries in 2012 and 102 

countries in 2014.
3
 There has also been an increase in the total number of doses of seasonal 

influenza vaccine distributed between 2004 and 2013 by 87% (from approximately 262–490 

million doses).
4
 However, seasonal vaccine uptake remains low or absent in many countries, 

especially in low and middle income countries (LMICs); and in some regions there has been a 

decrease in seasonal vaccine use.  

 

The WHO Strategic Advisory Group of Experts on Immunization (SAGE) recommends that 

countries with an influenza vaccine programme should consider immunizing the at-risk groups 

shown in the table below against seasonal influenza (with pregnant women being the highest 

priority).
5
   

 

7. In your opinion, do we have adequate data on disease burden and vaccine effectiveness to 

understand the following at-risk groups identified in the SAGE recommendations for 

influenza vaccination? (Yes, No, Don’t know) 

• Pregnant women 

• Children aged 6 to 59 months 

• Elderly 

• Health care workers 

• Those with “high risk” conditions 

 

8. If you have selected “no” for any of the at-risk groups above, please explain the main 

areas where improved data is required. 

 

9. Please score the items below as “very important”, “somewhat important” or “not 

important” in terms of their role in facilitating the introduction and uptake of seasonal 

influenza vaccines: 

• Availability of better vaccines 

• Availability of cheaper vaccines 

• Better understanding of vaccine-attributable reduction of severe influenza disease 

• Better understanding of disease burden associated with influenza, particularly severe 

influenza disease 

• Better understanding of economic burden associated with influenza 

• Better understanding of influenza vaccine performance in additional sub-populations 

and risk groups 

• Better understanding of cost-effectiveness of influenza vaccines 

• Additional investment in activities to reduce vaccination hesitancy 

• Addressing of strain mismatch 

• Greater efforts towards advocacy and educational programmes  

• Lack of financing for countries   

• Poor infrastructure and supply chain in countries  

                                                
3
 WHO-UNICEF Joint Reporting Form (JRF)   

4
 Abraham Palache, Valerie Oriol-Mathieu, Mireli Fino, Margarita Xydia-Charmanta: “Seasonal influenza vaccine dose 

distribution in 195 countries (2004–2013): Little progress in estimated global vaccination coverage”, Vaccine, Volume 33, 

Issue 42, Pages 5598-5605.  
5
 www.who.int/wer/2012/wer8747.pdf?ua=1 
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• Competitive health priorities in countries  

• Other (please specify)  

 

10. How would you rate the global progress made under objective 1 of GAP? 

• Very good 

• Good 

• Poor 

• Very poor 

• No opinion 

Please explain your response 

 

A.5. Objective 2 – Increase in vaccine production capacity 
The second GAP objective is to increase pandemic vaccine production capacity towards the 

target of producing enough doses of vaccine to vaccinate at least 70% of the world’s population 

in the event of a pandemic. A further objective is to spread production across the world to 

facilitate rapid and equitable access, and to align national production capacity with a 

corresponding functional national regulatory agency (NRA) according to WHO’s indicators for 

functional NRAs.
6
 

 

In 2006, annual global production capacity of trivalent seasonal influenza vaccines was 

estimated to be 500 million doses. In 2013 this capacity was estimated to have grown to 

1.5 billion doses of seasonal influenza vaccine (or the potential to generate as many as 

6.2 billion doses of monovalent influenza vaccine in the event of a pandemic). This is enough 

to vaccinate 45% of the population with two doses.  Preliminary results from a survey 

conducted in 2015 suggest this figure has further increased, however will still fall short of the 

GAP goal to immunize 70% of the world population with two doses of pandemic vaccine. 

Production capacity has also increased in terms of the number of countries producing influenza 

vaccines with 16 low- and middle-income countries (LMICs) working to establish production 

capacity, however global production continues to be inequitably distributed, with some regions 

such as Africa without production capacity and others where only minimal production is taking 

place.  

 

There has been much progress in the strengthening of national regulatory systems, both in 

vaccine producing and non-producing countries, empowering them to approve locally produced 

and imported influenza vaccines. During the past five years, at least half a dozen seasonal 

influenza vaccines received WHO prequalification status, both from developed and developing 

country vaccine manufacturers; and there are additional influenza vaccines which have been 

submitted or expected to be submitted for prequalification in the near future. 

 

11. Is there is a need to further expand the number of influenza vaccine manufacturers in 

LMICs? 

• Yes 

• No 

• No opinion 

Please provide comments if any (limit 1000 characters) 

 

 

                                                
6
 www.who.int/immunization_standards/national_regulatory_authorities/role/en 
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12. In 10 years’ time, do you expect the production capacity for influenza vaccines will have: 

• Increased 

• Decreased 

• Remained the same 

• No opinion 

If you have selected "decreased" or "remained the same", please explain your response and 

suggest possible solutions 

 

13. Please score the items below as “very important”, “somewhat important” or “not 

important” in terms of their role in ensuring that additional production capacity remains 

sustainable: 

• Demonstrated value proposition for influenza vaccine programme investment in LMICs 

• Availability of a more efficacious vaccine 

• Predictable demand in terms of a seasonal influenza vaccine market 

• Favourable procurement policies for locally produced vaccines 

• Effective communications about the benefits of influenza vaccination 

• Functioning national regulatory agencies 

• Competitively priced vaccine 

• Increased political will to support influenza programmes 

• Existence of a national seasonal influenza vaccination policy that is implemented in 

practice 

• Potential for export to other countries 

• Pooled procurement options for “small” countries (i.e. countries with a small demand) 

• Sound business planning by vaccine manufacturers 

• WHO vaccine prequalification to allow UN agency procurement 

• Other (please specify) 

 

14. It is estimated that following the declaration of an influenza pandemic by WHO and the 

WHO recommendation for the vaccine virus strain, it will take about 5-6 months before the 

first doses of vaccine will be available to the general population. This is taking into account 

timelines to complete the following steps (note that some steps can be completed in parallel): 

Activities Time required (approx.) 

Activities at WHO Collaborating Centres: 

Generation of the candidate vaccine viruses 

(CVVs) 
3 weeks 

Testing of the CVVs growth and safety 3 weeks 

Shipment of CVVs to manufacturers dependent on import/customs permits 

Generation of reagents for potency testing of 

CVVs 
3 months 

Shipment of reagents to manufacturers dependent on import/customs permits 

Activities at vaccine manufacturers: 

Optimization of virus growth conditions to 

produce working seeds  
3 weeks 

Vaccine batch production 

2 weeks per lot - volume will depend on the facility 

capacity and yield per egg (if egg based 

production) 
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Quality control of bulk vaccine 2 weeks 

Vaccine filling and release of vaccine (testing 

for sterility, potency and safety in animals)  
2 weeks 

Clinical trials (if required) at least 4 weeks 

Activities at regulatory agency: 

Review and approval by regulatory agency dependent on regulatory agency 

 

Could any of these steps be shortened?  

• Yes 

• No 

• No opinion 

If yes, how? 

 

15. How would you rate the global progress made under objective 2 of GAP? 

• Very good 

• Good 

• Poor 

• Very poor 

• No opinion 

Please explain your response  

 

A.6. Objective 3 – Research and development in influenza vaccines 
The scientific community is engaged in the development of better influenza vaccines that are 

quicker to produce, broader in protection and/or provide longer duration of protection when 

compared with traditional egg-based inactivated influenza vaccines. These novel vaccines may 

overcome challenges associated with current vaccines and could be better suited to the needs of 

developing countries faced with budget constraints, competing priorities and weak delivery 

infrastructures. Such vaccines would make a substantial contribution to the control of influenza 

seasonal epidemics and potential pandemics. 

  

While there has been an increase in the past few years in the total number of novel vaccines in 

early and late stage clinical development, the number coming to market is still relatively low. 

Novel vaccines licensed since 2006 all still require seasonal strain updates (Live Attenuated, 

Quadrivalent, Cell based and Recombinant). 

 

16. In order to develop better vaccines that illicit a broader, longer lasting immune response, 

what do you see as the major challenges to R&D in terms of: (limit 1000 characters per line) 

• Regulatory science  

• Scientific knowledge  

• Financial availability  

• Intellectual Property rights  

• Other factors  

 

17. The highly desirable characteristics of a “universal” influenza vaccine profile would be 

to eliminate the need for annual vaccination while maintaining protection. In this regard: 

• What other characteristics should a universal influenza vaccine comprise?  

• What do you see as the major barriers in developing such a vaccine? 
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18. How would you rate the global progress made under objective 3 of GAP? 

• Very good 

• Good 

• Poor 

• Very poor 

• No opinion 

Please explain your response 

 

A.7.  Cross-cutting questions 

19. Please score the items below as “very important”, “somewhat important” or “not 

important” in terms of whether they should be prioritized to ensure timely availability of 

sufficient pandemic influenza vaccine in the event of a pandemic. 

• Strengthening influenza surveillance 

• A decision making mechanism in place on switch from seasonal vaccine production to 

pandemic vaccine production 

• Generating more studies on burden of severe disease and vaccine effectiveness  

• Generating studies on vaccine impact on reduction of severe influenza disease  

• Addressing vaccine hesitancy to increase uptake of seasonal influenza vaccines 

• Increasing further the capacity of current vaccine production using current technologies 

• Continued strengthening of NRAs 

• Promoting R&D of better vaccines 

• Promoting R&D of universal influenza vaccines 

• Premarket commitments for poor countries 

• Other (please specify)  

 

20. How would you rate the global progress made under the objectives of GAP? 

• Very good 

• Good 

• Poor 

• Very poor 

• No opinion 

 

21. What do you see as the main successes of the GAP? 

 

22. What do you see as the main shortcomings of the GAP? 
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ANNEX B Summary charts 

 

Question 1. Respondent characteristics - Field of work/study (77 responses) 
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Question 3. Respondent characteristics - Country (77 responses) 

 

 
 

Question 4. Respondent characteristics - How familiar are you with the Global Action Plan for 

Influenza Vaccines? (77 responses) 
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Question 5. Is the goal agreed at the GAP II consultation still relevant? (74 responses) 

 
 

Question 7. In your opinion, do we have adequate data on disease burden and vaccine 

effectiveness to understand the following at-risk groups identified in the SAGE 

recommendations for influenza vaccination? (58 responses) 
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effectiveness in reducing severe illness

Elderly - Burden of severe influenza

disease

Elderly - Vaccine effectiveness in

reducing severe illness

Health care workers - Burden of severe

influenza disease

Health care workers - Vaccine

effectiveness in reducing severe illness

Those with “high risk” conditions -

Burden of severe influenza disease

Those with “high risk” conditions -

Vaccine effectiveness in reducing …

Yes No Don't know
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Question 9. Please score the items below as “very important”, “somewhat important” or “not 

important” in terms of their role in facilitating the introduction and uptake of seasonal 

influenza vaccines (58 responses) 

 

 
 

Questions 10. How would you rate the global progress made under objective 1 of GAP? (58 

responses) 

 

 
  

0% 20% 40% 60% 80% 100%

Availability of better vaccines

Availability of cheaper vaccines

Better understanding of vaccine-attributable reduction

of severe influenza disease

Better understanding of disease burden associated with

influenza, particularly severe influenza disease

Better understanding of economic burden associated

with influenza

Better understanding of influenza vaccine performance

in additional sub-populations and risk groups

Better understanding of cost-effectiveness of influenza

vaccines

Additional investment in activities to reduce vaccination

hesitancy

Addressing of strain mismatch

Greater efforts towards advocacy and educational

programmes

Lack of financing for countries

Poor infrastructure and supply chain in countries

Competitive health priorities in countries

Very important Somewhat important Not important Don't know

0% 20% 40% 60% 80% 100%

Obj.1

Very good Good Poor Very poor
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Question 11. Is there is a need to further expand the number of influenza vaccine 

manufacturers in LMICs? (54 responses) 

 
 

Question 12. In 10 years’ time, do you expect the production capacity for influenza vaccines 

will have (53 responses) 

 

 

  

0% 20% 40% 60% 80% 100%

Is there is a need to further expand

the number of influenza vaccine

manufacturers in LMICs?

Yes No No opinion

0% 20% 40% 60% 80% 100%

In 10 years’ time, do you expect 

the production capacity for 

influenza vaccines will have:

Increased Decreased Remained the same
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Question 13. Please score the items below as “very important”, “somewhat important” or 

“not important” in terms of their role in ensuring that additional production capacity remains 

sustainable (53 responses) 

 

 

  

0% 20% 40% 60% 80% 100%

Demonstrated value proposition for influenza vaccine

programme investment in LMICs

Availability of a more efficacious vaccine

Predictable demand in terms of a seasonal influenza

vaccine market

Favourable procurement policies for locally produced

vaccines

Effective communications about the benefits of

influenza vaccination

Functioning national regulatory agencies

Competitively priced vaccine

Increased political will to support influenza

programmes

Existence of a national seasonal influenza vaccination

policy that is implemented in practice

Potential for export to other countries

Pooled procurement options for “small” countries 

(i.e. countries with a small demand)

Sound business planning by vaccine manufacturers

WHO vaccine prequalification to allow UN agency

procurement
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Question 14. Could any of these steps (to make the first doses of vaccine available to the 

general population following WHO declaration of an influenza pandemic and recommendation 

for the vaccine strain) be shortened? (54 responses) 

 

 

Question 15. How would you rate the global progress made under objective 2 of GAP? (53 

responses) 

 

 

 

Question 18. How would you rate the global progress made under objective 3 of GAP? (48 

responses) 

 

 

 

 

 

 

 

 

0% 20% 40% 60% 80% 100%

CVV Generation

Testing of CVVs

Generation of reagents

Shipment of CVVs and reagents

Optimization of virus growth conditions

Vaccine batch production and quality control of bulk

Filling and release of vaccine

Clinical trials (if required)

Approval by regulatory agency

Yes No Don't know

0% 20% 40% 60% 80% 100%

Obj.2

Very good Good Poor Very poor

0% 20% 40% 60% 80% 100%

Obj.3

Very good Good Poor Very poor
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Question 19. Please score the items below as “very important”, “somewhat important” or 

“not important” in terms of whether they should be prioritized to ensure timely availability of 

sufficient pandemic influenza vaccine in the event of a pandemic (41 responses) 

 

 

Question 20. How would you rate the global progress made under the objectives of GAP? (31 

responses) 

 

 

 

 

 

 

  

0% 20% 40% 60% 80% 100%

Strengthening influenza surveillance

A decision making mechanism in place on switch from

seasonal vaccine production to pandemic vaccine production

Generating more studies on burden of severe disease and

vaccine effectiveness

Generating studies on vaccine impact on reduction of severe

influenza disease

Addressing vaccine hesitancy to increase uptake of seasonal

influenza vaccines

Increasing further the capacity of current vaccine production

using current technologies

Continued strengthening of NRAs

Promoting R&D of better vaccines

Promoting R&D of universal influenza vaccines

Premarket commitments for poor countries

Very important Somewhat important Not important Don't know

0% 20% 40% 60% 80% 100%

Overall

Very good Good Poor Very poor
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