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Executive summary 

The International Coordinating Group (ICG) on Oral Cholera Vaccine Provision held its annual 
meeting in Geneva from 11 to 12 July 2017. The aim of the meeting was for partners and 
stakeholders to: review relevant epidemic response activities and lessons learned during 2016 
and 2017; discuss the anticipated stockpile size, composition and funding for the period 2018–
2020; and exchange information with the extended group of ICG partners and stakeholders, 
including vaccine manufacturers. 
 
Participants included representatives of the World Health Organization (WHO) headquarters 
(HQ), including ICG Secretariat, the WHO Regional Office for Africa (AFRO), the WHO 
Regional Office for the Eastern Mediterranean (EMRO), the Pan American Health Organization 
(PAHO), United Nations Children’s Fund (UNICEF), with participants both from HQ and the 
Supply Division (SD), Médecins sans Frontières (MSF), and the International Federation of Red 
Cross and Red Crescent Societies (IFRC). Other participants included representatives of the 
Gavi, the Vaccine Alliance (GAVI), and a team of Hera consultants, which has been 
commissioned to evaluate the ICG.   
 
Representatives of vaccine manufacturers also attended the second day of the meeting to 
present their plans for current and future vaccine production and supply.  
 
Vaccine requests 
Five requests were received from four countries during 2016, followed by eight requests from 
five countries in 2017. One request from South Sudan was withdrawn and one from Malawi was 
refused.  
 
Vaccine responses 
Between August 2016 and July 2017, a total of 8 541 656 doses of vaccine were requested and 
5 134 750 were released. 
 
As of 12 July 2017, the overall oral cholera vaccine (OCV) emergency stockpile comprises 
approximately 2.6 million doses.  
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1. Epidemiological update 2016–2017 

The ICG secretariat, presented the current state of oral cholera vaccine (OCV) supply and 
demand. 
  
While supply has been improving rapidly, it is still overtaken during large-scale demand, as has 
been the case most recently with Haiti, Malawi, South Sudan and Yemen. Although EU 
Biologics has confirmed it will improve supply with the introduction of plastic tube production, 
this is still under consideration by the prequalification (PQ) team. The ICG Secretariat now has 
two main suppliers, Shantha Biotechnics and EU Biologics, but more suppliers are needed, 
especially for more vaccine supplies. 
 
In terms of demand, more countries are expressing interest in introducing OCV, but the lack of 
multi-year or long-term plans in most countries impedes the ability to effectively and confidently 
forecast for the medium-term. In terms of procurement, it has been agreed that there is a single 
stockpile with a guaranteed availability of a minimum of 2 million doses for use in an emergency. 
As far as shipments are concerned, there have been some delays due to in-country regulatory 
approvals and delivery logistics. 
 
Table 1 shows suspected and confirmed cases, and deaths, during cholera outbreaks in 2016–
2017. 
  
Table 1. Cholera outbreaks 2016–2017 in AFRO, EMRO and PAHO 

   
Country Suspected/confirmed 

cases 
Deaths 
(among 

confirmed 
cases) 

Confirmed 
fatality 
rate (%)  

Comment 

Democratic 
Republic of 
Congo 

43 073 1 200 2.83 Ethnic conflict led to population 
displacement 
Suspected cases in 20/26 provinces 

Haiti 7 503      84 0.84* (2017 figure. 
2016 was 41 421 
 

Kenya    581        7 1.2 10 counties reporting cases 
19% cases laboratory confirmed 

Somalia 54 994 808 1.5 Cases reported in 48 districts in 16 
regions 

Sudan 21 781 418 1.9 15/18 states affected 
 

Yemen 300 000 1600  0.6 Suspected cases in 20/22 
governorates 

* In institutions. 
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By June 2017, the total number of reported cholera cases was 64 664 with 1465 deaths since 
the beginning of 2017 and an overall confirmed fatality rate (CFR) of 2.3%. A considerable 
number of cases and deaths have been reported in the Democratic Republic of Congo, Ethiopia, 
Kenya, Malawi, Mozambique, Nigeria, South Sudan, the United Republic of Tanzania, and 
Zimbabwe.  
 
In the Democratic Republic of Congo, the cumulative caseload for 2016–2017 is 43 073 
cases, with 1220 deaths. Suspected cases have been reported in 20 of the country’s 26 
provinces. In 2016, there were 29 352 suspected cases and 817 deaths. A further 13 721 
suspected cases were estimated by June 2017 with 403 deaths. During 2017, ethnic conflict 
has led to population displacement and resulted in a high number of suspected cholera cases. 
The epidemic continues to spread.  
 
Cholera has been reported in 10 of Kenya’s counties, with five managing to control the 
outbreak. By 1 June 2017, a total of 581 cases had been reported with seven deaths. Of these, 
19% were laboratory-confirmed cases. The understanding of the dynamics of the epidemic in 
the capital is hampered by insufficient information, as is the proper assessment of the risk of a 
major outbreak.  
 
In Somalia, increased rainfall in early 2016 led to flooding and displacement, which in turn 
facilitated outbreaks of several diseases, including cholera and typhoid. In January 2017, the 
number of cases of cholera continued to rise in the south because of flood-related contaminated 
water sources, and in the central region because of the scarcity of water. A cumulative total of 
53 015 cases and 795 deaths have been reported since the first week of the outbreak. One 
million people have been vaccinated, with the number of reported cases and deaths beginning 
to decrease. 
 
In Sudan’s Blue Nile state, an outbreak that began in August 2016 had, by April 2017, spread 
rapidly throughout the country, with 15 out of 18 states affected. The White Nile is host to a 
large south Sudanese refugee population and has experienced the highest number of cases so 
far. By June 2017, there were 21 781 suspected cases and 418 deaths. The response has been 
limited, compounded by both an underfunded health system and inadequate water, sanitation 
and hygiene (WASH) facilities. 
    
In Yemen, where the health system is failing, an outbreak began on 27 April 2017, with cases 
reported in 20 of the 22 governorates. So far, with 300 000 suspected cases, there have been 
more than 1600 deaths. Treatment is not standardized and laboratory confirmation is relatively 
rare. 
 
Since the cholera outbreak began in Haiti in October 2010, 850 000 cases have been reported, 
including 10 000 deaths. However, the number of cases reported so far during 2017 has been 
lower than in the previous two years. 
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2. ICG response and performance 

Factors that can impede vaccine supply and implementation include failure to secure regulatory 
approvals and the timeliness of countries to make requests and delayed campaign planning. 
 
Also, the long lead-time between the arrival of the vaccines and the start of the vaccination 
campaign is also due to the uncertainty linked to the vaccine’s arrival in-country as the 
requested deadline of seven days’ approval is not always respected, and similarly, the date of 
the vaccine’s arrival is not respected or communicated in due time. 
 
Tables 2 and 3 show that five requests were received from four countries during 2016, and eight 
requests from five countries in 2017 (as of July 2017). One request (South Sudan) was 
withdrawn and one (from Malawi) refused. Between August 2016 and July 2017, a total of 
8 541 656 doses of vaccine were requested and 5 134 750 released. 
 
Table 2. Summary of requests received, responses and performance, 2016 

Country Reception 
to 

circulation 

Additional 
information 
submitted 
by country 

Decision 
by ICG 

Decision 
to 

reception 

Vaccination 
starts after 
reception 

No. of 
doses 

released 

Comment 

Mozambique Same day N/A 2 days 32 days 21 days 425 490 Delays in 
obtaining 
green light 
from country 
(inspection) 

South 
Sudan 

Same day  – – –  Cancellation 
requested 

– 

Zambia Same day N/A 2 days 10 days 41 days 293 720 Changes in 
implementing 
partners 

Democratic 
Republic of 
Congo 

Same day 2 days 3 days 11 days 17 days 680 750 – 

Malawi Same day – – – – Not 
approved 

– 

Democratic 
Republic of 
Congo 

Same day N/A Same day 11 days N/A 
Additional 
doses for 
2nd round 

70 000 – 

N/A: not applicable. 
 
Table 3. Summary of requests received, responses and performance, 2017 

Country Reception 
to 

circulation 

Additional 
information 
submitted 
by country 

Decision 
by ICG 

Decision 
to 

reception 

Vaccination 
starts after 
reception 

No. of 
doses 

released 

Comment 

South 
Sudan 

Same day 3 days 1 day 4 days 3 days 69 125 – 
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South 
Sudan 

Same day N/A 2 days 8 days Same day 474 985 – 

Somalia Same day 2 days Same day 16 days 9 days 1 171 800 – 
Mozambique Same day N/A 1 day 23 days 10 days 709 100 Delays 

obtaining 
green light 
from 
country 
(waiver) 

Malawi Same day N/A Same day 14 days 2 days 120 000 – 
Yemen Same day 2 days Same day – – 500 000 Vaccine 

currently in 
Djibouti 

Somalia – – – – – – Referred to 
GTFCC  

Somalia – – – – – – Referred to 
GTFCC*  

N/A: not applicable; * Global Task Force on Cholera Control. 
 
 

The table below shows average days of ICG decision-making.  
 

Table 4. Average days of ICG decision-making 

 Reception 
to 

circulation 

Additional 
information 
submitted 

Decision 
by ICG 

Decision 
to 

reception 

Vaccination 
starts (after 
reception) 

 
Average 
(days) 

 
0 

 
2.2 

 
1.1 

 
14.3 

 
13.1 

 
 
 
In relation to ICG’s monitoring and evaluation of performance, there was concern that, as 
currently framed, the key performance indicators (KPIs) are not limited to ICG members’ 
specific, respective responsibilities and actions. This is because they relate to factors that are 
beyond their control such as delays at customs, pre-approvals etc.  
 
It was proposed that the KPIs should be revised to reflect the respective responsibilities, i.e. 
ICG (requests review and decisions); UNICEF SD (delivery of vaccines to countries); and 
countries and requesting partners (implementation including conducting a coverage survey).  

3. Vaccine supply, procurement and forecasting 

Vaccine procurement 
Key issues that were raised in the discussion with manufacturers included the challenge of 
predicting production capacity, the availability of reliable forecasts and responding to demand. 
Governments may request considerable numbers of doses only to discover that they have 
exceeded capacity and are not able to implement a vaccination campaign. 
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Discussion also included the preference for plastic over glass vials, particularly for use in mass 
vaccination campaigns. 
   
In terms of developing new vaccines, manufacturers need to anticipate existing and potential 
competition, as well as PQ and registration processes, which may include the production and 
submission of further data. 
 
A study evaluated the effect of Shanchol™ on pregnancy outcomes during an effectiveness trial 
of the vaccine in urban Bangladesh and found no excess of adverse foetal outcomes associated 
with OCV.1  
 
A further study conducted in Bangladesh showed that the safety and immunogenicity profile of 
Shanchol™ was maintained when stored at elevated temperatures of up to 42 °C for 14 days.2 
Eubiologics produces two cholera vaccines – Euvichol, which is on the market and Euvichol-
Plus (plastic vial presentation), which is currently under consideration for WHO PQ.  
 
Hilleman Laboratories, a partner with the UK-based Wellcome Trust, is not a manufacturer per 
se, but rather focuses upon high-risk investment in research and development (R&D) and proof 
of concept for developing vaccines specifically for impoverished populations, which are 
investments few manufacturers are likely to consider. Currently they are trialing cholera 
vaccines, one in Bangladesh, with a view to PQ by 2021. Although they are based in south Asia, 
they are also willing to consider research in African countries.  
  
The manufacturers’ efforts to scale-up production was appreciated. 
 
Forecasting 
As of 12 July 2017, the overall OCV emergency stockpile comprises approximately 2.6 million 
doses. 
  
GAVI forecasted the vaccine demand at 10 million doses in 2017 increasing to 21 million by 
2020, largely due to an increase in endemic use. A longer term forecast of demand is needed to 
feed into GAVI‘s Vaccine Investment Strategy’s (VIS) to develop costs and impact estimates. 
This forecast is the first step in developing the long-term 20-year strategic view required by 
GAVI’s Board for future investments in endemic response. 

4. Evaluation of the ICG 

Consultants representing Hera, the company contracted to conduct the external evaluation of 
the ICG, observed the meeting and presented on the purpose and progress of the evaluation.  
 

                                                
1 https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5341737/ (accessed 11 November 2017). 
2 https://www.ncbi.nlm.nih.gov/pubmed/26896684 (accessed 12 November 2017). 
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The evaluation was commissioned with a view to improving the governance of the ICG, 
mechanisms related to management and accessibility of disease-specific, emergency stockpiles 
and their composition, the transparency of ICG decision-making processes, and internal and 
external communication.  
 
The two specific objectives of the evaluation are to: highlight the strengths and weaknesses of 
ICG’s governance, effectiveness, efficiency and transparency of decision-making, funding and 
management; and to develop actionable options and recommendations for improving the 
functioning of the ICG and the ICG mechanism. 
 
The evaluation is based upon documentation reviews, key informant interviews, case studies of 
outbreak responses and social network analysis, together with online surveys among both ICG 
stakeholders and applicants. The anticipated timeline of the process is shown in Figure 1. 
 
Figure 1. Timeline for the ICG evaluation process 

 
 
 
 

4.1 GAVI request for observer status 

In 2016, GAVI requested observer status in ICG meetings. An interim memorandum of 
understanding (MoU) was subsequently agreed, allowing the GAVI representative to observe 
but not participate in the discussions, and to be bound by strict confidentiality. This agreement 
will remain in force until the end of 2017, pending the result of the ICG external evaluation.  
 

4.2 SAGE recommendations 

The SAGE recommendations were presented. The position paper can be accessed at: 
http://apps.who.int/iris/bitstream/10665/258763/1/WER9234.pdf?ua=1 

5. Discussion 

www.hera.eu

Timeline

Inception	
phase

(mid	June	–
25	July)

Data	
collection
(26	July	– 1	

Sept)

Data	
analysis
(1	– 22	
Sept)

Elaboration	
of	report
(25	Sept	–
10	Nov)
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During the discussions, participants raised several lessons learned that had been identified 
during the monitoring and evaluation of cholera vaccination campaigns that could be applied to 
planned or ongoing work of the ICG and its partners, including those summarized below. 
 

• With risk factors including lack of water and sanitation, poor surveillance and laboratory 
capacity, cholera is both a public health problem requiring medical intervention and an 
indicator of lack of development. 

• OCVs can provide a safe, effective means to control the spread of cholera. The stockpile 
maintains the virtuous cycle of increasing supply, demand and use. 

• A single dose can provide a degree of short-term protection and two doses protects for at 
least five years.  

• Countries are increasingly willing to employ OCV but, in some settings, there is political 
resistance to declare an outbreak of cholera.  

• While supply continues to improve and manufacturers have assisted by increasing 
production, demand exceeds supply. Responding to sudden large-scale requests remains 
challenging and forces choices to be made among the various requests. Thus, it is 
important that advocacy work to increase supply should continue.  

• In many settings, detection and surveillance need to be improved.  
• Country-level challenges in relation to vaccination can be symptomatic of a weak health 

system and thus would also benefit from health-system strengthening.  
• Vaccination is often conducted separately from WASH and thus potential opportunities for 

mutually reinforcing action are missed. While WASH requires resources and time for 
planning, both vaccination and WASH could be improved through better longer term, 
multi-year planning.  

• More evidence is needed to understand the nature and extent of the impact of OCVs on 
epidemics, as well as information concerning costs and different administrative strategies. 

• While procurement procedures have been simplified and a more flexible system 
developed, some countries still meet challenges with green light procedures. Also, in 
several countries, OCVs are not yet licensed.  

 

6. Action points 

No. Action point Responsible When 
 
 
1 

Ask requesting countries to demonstrate in advance of supply 
that they have the necessary import/customs authorization, and 
that implementation mechanisms are in place for effective receipt 
and delivery of the vaccine 

ICG Secretariat 
 
 

As soon 
as 
possible 
 

 
2 

Make public the MoUa between GAVI and ICG concerning the 
former’s observer status at ICG meetings with emphasis on 
respect for confidentiality regarding ICG internal discussions and 
communications.  

ICG Secretariat 
and GAVI 
Secretariat 
 
 

Q4 2017 
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3 

For maximum transparency, UNICEF SD should share with the 
ICG Secretariat a brief email outlining which suppliers have been 
selected for a specific request and the rationale for this (e.g. able 
to produce plastic presentation). 

UNICEF SD 
 
 

As soon 
as 
possible 
 

 
4 

To avoid delays in processing requests, during holiday periods 
and weekends, UNICEF SD should inform the ICG Secretariat of 
the contact details of on-call staff. 

UNICEF SD As soon 
as 
possible 

 
5 

As part of the evaluation process, or on its completion, review the 
KPIsb to ensure that these reflect the respective responsibilities 
of ICG members and are not dependent upon factors beyond 
their control (e.g. national authorization procedures in-country) 

Hera, ICG 
Secretariat 
 
 

Q1 2018 

 
6 

UNICEF SD is to provide ICG partners with stockpile information 
presented as: doses allocated; doses unallocated; and doses in 
production  

UNICEF SD 
 
 

October 
2017 
 

7 Keep a single stock with a buffer of 2 million doses for 
emergency requests 

UNICEF SD Sept 2017 

8 Countries and partners with a triage mechanism should 
immediately direct demands to ICG or the OCV WGc 

ICG Secretariat + 
GTFCCd 

Sept 2017 

a Memorandum of Understanding. 
b Key performance indicators. 
c Working Group.  
d Global Task Force on Cholera Control. 
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Annex 1. Agenda 

Objectives: 
Discuss the 2018–2020 stockpile size, composition and funding 
Discuss lessons learned from 2016/2017 
Exchange information with extended ICG partners and vaccine manufacturers 

 
DAY 1 
 
Session 1. Supply issues and stockpile forecasting 
 

Time Topic Presenter 

08:30–10:45 Arrival of participants  

 Opening remarks Alejandro Costa, WHO 
 Cholera epidemiological updates 2016/2017 WHO, AFRO and EMRO 

 ICG requests 2016/2017 and performance 
indicators 

Alexandra Hill, WHO 

10:45–11:15 Coffee break  
11:15–12:00 SAGE recommendations Dominique Legros, WHO 

12:00–13:00 Summary of GTFCC requests (2016/2017) 
Campaigns in 2016/2017 – overview 

Lorenzo Pezzoli, WHO 

13:00–14:00 Lunch  
14:00–15:30 Stockpile 2018–2021 

Additional award for 10 million doses 
Vaccine presentation progress (plastic vials 
versus glass vials) and procurement issues 

UNICEF SD (closed 
session) 

15:30–16:00 Coffee break  
16:00–17:00 Vaccine supply 2018–2021  

Vaccine demand forecast 
  UNICEF SD, GAVI 

17:00–18:00 Reception All – M cafeteria 
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DAY 2 
 
Session 2. Update of partners regarding ICG decisions and presentations from 
manufacturers 
 

Time Topic Presenter 

9:00–10:30 ICG evaluation Hera team 

 Vaccination campaigns in Haiti Mauricio Cerpa, WHO 

 Monitoring and evaluation activities during 
emergency campaigns 
Lessons learnt since the creation of the 
stockpile (2013-2017) 
(Single dose use, lessons learned from 
Somalia, decision delays) 

Lorenzo Pezzoli, WHO 

10:30–11:00 Coffee break  
11:00–13:00 Manufacturers production forecast 2018-2022 EuBiologics 

Hilleman 
Incepta 
PaxVax 
Shantha 
VaBiotech 

13:00–14:00 Lunch     All 
 Conclusions  
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30 Youngjin Lee EuBiologics skchoi1027@eubiologics.com 

31 Abdul Muktadir Incepta muk@inceptapharma.com 

32 Laura Efros PaxVax Lefros@paxvax.com 

33 Ajit pal Singh Hillman Labs ajitpal.singh@hillemanlabs.org 

34 Davinder Gill Hillman Labs davinder.gill@hillemanlabs.org 

35 Thanh Hieu Tran VabioTech tranphanhieu@vabiotech.com.vn 

Other partners 

36 Michael Thomas GAVI mthomas@gavi.org 

37 Melissa Ko GAVI mko@gavialliance.org 

38 Edward Baker GAVI ebaker@gavi.org 

39 Matthew Blakley GAVI mblakley@gavi.org 

34 Margarita Xydia-Charmanta GAVI mxydiacharmanta@gavi.org 

40 Stephen Sosler UNICEF SD ssosler@gavi.org 

41 Guillermo Gimeno UNICEF SD ggimeno@unicef.org 

Rapporteur 

42 Peter Gordon Consultant petergordon@blueyonder.co.uk 

Others 

43 Leen Jille LAUCO Evaluation & Training Leen.Jille@hera.eu 

44 Marieke Devillé LAUCO Evaluation & Training Marieke.Deville@hera.eu 
* Participant unable to attend; ** days 1 and 2 only. 
 
 
 


