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Executive summary 

The meeting of the International Coordinating Group (ICG) on Vaccine Provision for Cholera 
was held on 19 September 2018 in Geneva as part of three days of back-to-back meetings from 
18–20 September. The aims of the meeting were for partners and stakeholders to: review 
relevant epidemic response activities in 2017 and 2018, including lessons learned in terms of 
campaign implementation; discuss the anticipated demand for OCV and stockpile size for the 
coming years; and exchange information with the extended group of ICG partners and 
stakeholders, including vaccine manufacturers. 
 
After the opening remarks, participants were updated on the epidemiological situation and 
vaccine shipments from the ICG cholera stockpile. This included an overview of recent 
campaigns, including missed opportunities, and a presentation on monitoring and evaluation 
activities during emergency campaigns. UNICEF-SD gave its update on vaccine shipments 
during 2017 and 2018, and the ICG Secretariat a review of its key performance indicators. 
WHO Headquarters then presented progress towards implementing its 2030 roadmap, while 
Gavi, the Vaccine Alliance, shared its vaccine demand forecast and details of its vaccine 
investment strategy for cholera. After lunch, UNICEF-SD presented its procurement update 
and availability timeline. This was followed by a discussion by participants on the size of the 
global cholera stockpile and the minimum size of the reserve for emergency campaigns. 
Vaccine manufacturers then gave their production forecasts for the period 2018–2022. Finally, 
the ICG Secretariat presented the results of the recent external evaluation of the ICG 
mechanism, and its proposals for its Governance and Oversight Committee and new ICG 
Mechanism Accountability Framework. 
 
During, 2018 cholera outbreaks occurred in a number of countries including the DRC, Malawi, 
Nigeria, Niger and Zimbabwe, in addition to the ongoing humanitarian crisis in Bangladesh. A 
total of 10 requests were made from January to August for a total of 7,891,326 vaccine doses. 
Of these, nine requests for 4,295,750 doses were approved for response to outbreaks and 
humanitarian emergencies in the DRC, Malawi, Bangladesh, Nigeria, South Sudan and Lao 
PDR. The ICG’s key performance outcomes in 2018 were comparable with the previous two 
years. 
 
All participants agreed that ICG and UNICEF Supply Division (SD) should establish a working 
group on delivery lead times and to identify and evaluate bottlenecks in the procurement and 
delivery process. Importantly, ICG members and partners recommended that the stockpile of 
OCV should contain a revolving buffer of 8 million doses, of which 3 million available at all time. 
(as a lowest acceptable level) 
 
It was also agreed that presentations from countries participants on campaign implementation 
and use of vaccines on the ground should be part of the annual meeting. The participants also 
highlighted the need for vaccination campaigns to take place as part of multi-sectorial strategies 
integrating long-term measures for risk reduction—particularly in known “hotspots” where 
outbreaks are predictable and recur on a regular basis. 
 
Efforts are also underway to implement the recommendations of the external review of the ICG, 
which was presented to the ICG Secretariat in October 2017. The ICG has established its new  
Governance and Oversight Committee and is beginning to implement the ICG Accountability 
Framework, which will be effective from 2019 onwards.   
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Introduction 

Cholera is an acute diarrhoeal infection caused by the bacterium Vibrio cholerae. While control  
measures include treatment of cases with rehydration therapy, treatment with antibiotics and 
use of oral cholera vaccines (OCVs), improving water, sanitation and hygiene (WaSH) 
conditions is essential for a sustained reduction in risk. 
 
The ICG brings together four founding agencies: The International Federation of Red Cross and 
Red Crescent Societies, Médecins Sans Frontières (MSF), the United Nations Children’s Fund 
(UNICEF) and the World Health Organization (WHO). It also consults with extended partners 
including technical experts and vaccine suppliers. Gavi, the Vaccine Alliance, is the principal 
funder of the three vaccine stockpiles. 
 
The ICG’s objectives are: 
 
• To rapidly deliver vaccines in response to infectious disease outbreaks. 
 
• To provide equitable vaccine allocation through careful and objective assessment of risk, 

based on epidemiological and operational criteria 
 
• To coordinate the deployment of limited quantities of vaccines and other essential 

medicines. 
 
• To minimize wastage of vaccines and other supplies. 
 
• To advocate for readily-available, low-cost vaccines and medicines. 
 
• To work with manufacturers through UNICEF SD and WHO to guarantee availability of 
vaccine emergency stock supplies at the global level. 
 
• To follow standard operating procedures and establish financial mechanisms to 

purchase emergency vaccine supplies and ensure the sustainability of stocks. 
 
The 2018 annual meeting of the ICG on Vaccine Provision for cholera was held on 19 
September in Geneva. Participants included representatives of the World Health Organization 
(WHO) headquarters (HQ), including ICG Secretariat, the WHO Regional Office for Africa 
(AFRO), 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, the International Federation of Red Cross and Red Crescent Societies (IFRC) and 
Gavi, the Vaccine Alliance. Representatives from vaccine manufacturers were also in 
attendance. 
 
The primary objectives of the meeting were to review the epidemiological situation of cholera 
worldwide for 2017–2018, review the emergency requests for OCV in 2017–2018 and provide a 
summary of the related OCV campaigns; discuss the lessons learned from 2017/2018 including 
the management of operational costs for campaigns implementation; present the global cholera 
elimination strategy for 2030; discuss the vaccine demand forecast; and discuss the vaccine 
supply and future development plans with the manufacturers 
 
The meeting follows on from that of the previous year, which took place on 11–12 July 2017. 
Participants highlighted the need to ensure that individual requesting countries have the 
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necessary import and customs authorization in advance of vaccine deliveries, and to confirm 
implementation mechanisms are in place for effective receipt of vaccines and transportation to 
the site of outbreaks. Other discussion points included the role of Gavi as observer during the 
requests deliberations. It was agreed that the ICG’s performance indicators should be reviewed 
and revised to reflect respective organizational responsibilities following the completion of the 
external evaluation of the ICG which was commissioned in June 2017 and whose conclusions 
were presented to the ICG Secretariat in October 2017. 
 
Other themes to emerge from the 2018 meeting included the need to streamline procurement 
procedures, advocate for greater OCV supply from manufacturers. 
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1. Epidemiological update 2018 

Background 

Cholera outbreaks occur in all WHO regions. Although forecasting the time and severity of 
individual outbreaks remains a major challenge, outbreaks regularly recur in known high-risk 
hotspots where longer-term, multi-sectorial interventions are needed. It is estimated that 4–8% 
of the population in the AFRO Region lives in such hotspots.  
 
Emergencies can take the form of outbreaks or humanitarian crises. In the former, cholera is 
already present and the objective is to prevent further spread. In the latter, an outbreak may or 
may not have already occurred, but risk is estimated to be high. A significant quantity of doses 
are also employed in non-emergency situations, where vaccination should be employed 
alongside other control interventions with the aim of both prevention and risk reduction. 
 

The epidemiological situation in 2018 

 
Over 2017 there were more than 1.2 million cases of cholera reported to WHO. This represents 
a significant increase compared with previous years; from 2013–2016 annual cases globally did 
not exceed 200,000. Countries with over 100 cholera deaths during 2017 included DRC, Haiti, 
Nigeria, Somalia and South Sudan. 
 
A number of significant outbreaks were reported in 2018. In the DRC, there were multiple 
outbreaks with total of 18,710 reported cases and 623 deaths by late August (epidemic weeks 
1–35). The case fatality rate (CFR) in epidemic zones was high, at 3.3%. Outbreaks occurred in 
Kinshasa in January, in addition to the hard-to-reach river islands of Yumbi and Mai-Ndombe 
and the province of Kasai-Oriental. In the latter outbreak, lethality was particularly high, with 
3693 cases and 206 deaths (CFR: 5.6%). 
 
A total of 24,106 cases and 444 deaths (CFR: 1.8%) were reported in Nigeria in epidemic 
weeks 1–35 with over 50% of cases occurring in 40 local government areas which are home to 
only 6% of the population. A major outbreak occurred in Borno State, with 5,363 cases and 61 
deaths (CFR: 1.1%) followed by a recurrent outbreak in September with 1,273 cases and 23 
deaths CFR: 1.8%) mainly affecting the state capital Maduguri. Other outbreaks occurred in 
Bauchi (9,331 cases and 35 deaths, CFR: 0.4%), Yobe (449 cases, 17 deaths, CFR: 3.6%) and 
Adamawa states (1,736 cases and 27 deaths, CFR: 1.5%) beginning in epidemic weeks 9, 13 
and 19 respectively. An outbreak, believed to be related to epidemic activity in Nigeria, was 
declared in around the city of Madarounfa in the Maradi Regon in Niger in epidemic week 27 
with 3,081 cases and 62 deaths (CFR: 2.0%) as of 7 September. 
 
Tanzania, which has been experiencing significant outbreaks since 2015, reported 3,739 cases 
and 68 deaths (CFR: 1.8%) over weeks 1–35 of 2018. No cases have been reported on 
Zanzibar in over one year. A multi-sectorial cholera elimination plan will soon be implemented in 
Zanzibar, and initial steps are being made to formulate a similar plan for mainland Tanzania. In 
Somalia, where only 16% of the at-risk population was vaccinated during OCV campaigns in 
2017, 6,245 cases and 42 deaths (CFR: 0.7%) were reported in epidemic weeks 1–34. The 
majority of cases were in and around Mogadishu. Neighbouring Kenya has experienced a 
persistent cholera outbreak since 2014, and the country reported 5,756 cases and 78 deaths 
(CFR: 1.4%) over weeks 1–34 primarily in its north western and eastern regions. Hotspots in the 
country are being mapped in preparation for a multi-sectorial cholera control programme. 
Cholera cases also occurred in the Afar and Somali regions of Ethiopia. 
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In Cameroon, an outbreak occurred in North Province with 165 cases, 16 deaths (CFR: 8.8%) 
over weeks 20–35. A small outbreak, which has now been resolved, also occurred around the 
capital Yaoundé with 28 cases and one death. In Zimbabwe, cholera cases began to appear in 
and around Harare from January to May 2018 at the same time as a persistent typhoid outbreak. 
By 5 September, 25 suspected cholera cases had been reported with a potential 1 million 
people at risk in Harare and nearby unincorporated slums and 500,000 people living in areas 
with confirmed cases. Angola reported 997 cases, 22 deaths over epidemic weeks 1–35. While 
an outbreak occurred in Luanda Province over weeks 21–30 with 95 cases with 7 deaths (CFR 
7.4%) in fourteen districts in Luanda Province, the largest outbreak affected Uíge Province with 
899 cases and 13 deaths (CFR: 1.4%). WaSH interventions were still ongoing into September. 
Mozambique also reported residual cases during 2018 following an outbreak in the north of the 
country which ran from 14 August 2017 to 11 February 2018 with 1,799 cases and one death. 
 
Yemen, a country which has been grappling with a widespread cholera epidemic in the wake of 
its on-going civil war, has reported 1,165,172 cases and 2,419 deaths (CFR: 0.2%) since 
August 2016, including 142,738 cases and 181 deaths (CFR: 0.1%) over weeks 1–35 of 2018. 
Finally, in Algeria, 217 people from seven provinces in the north of the country were 
hospitalized with cholera-like symptoms from 7 August to 6 September, of which 83 have been 
confirmed as Vibrio cholerae and two have died. 
 

PAHO Region update 

Although cases and deaths were reported in the Dominican Republic, and imported cases 
reported in other countries, Haiti is the only country in the PAHO Region to have experienced 
significant transmission of cholera since 2017. During 2018, Haiti reported 3,111 cases and 37 
deaths (CFR: 1.2%) over epidemic weeks 1–36. This represents an improvement over previous 
years, and annual cases have been falling over time, from 4,580 to 70 per 100,000 persons 
from the period October 2010–September 2011 to October 2017–September 2018. The 
proportion of cases among children aged under five years has increased, however. The country 
has made notable improvements in case management, and cholera treatment centres dispatch 
over 80% of diarrhoeal samples to laboratories for case confirmation. 
 
Since 2013, vaccination campaigns in endemic areas have been ongoing—primarily in the 
south of the country. Haiti is nearing the completion of its second medium-term national plan for 
cholera control encompassing a range of interventions, which ran from June 2016 to the end of 
2018. While there is scope for a third national plan, a universal vaccination programme for 
2017–2020 is currently underway to target 2.8 million people for two vaccine doses in 2017 
followed by 3.3 million in 2018, 3.6 million in 2019 and 3.0 million in 2020. 
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2. ICG response and performance outcomes 

Over 2017 the ICG received 16 emergency requests for cholera vaccines from nine countries. 
Of these, 12 were approved and a total of 6,293,260 doses were released for response to 
outbreaks and humanitarian emergencies in Bangladesh, Malawi, Mozambique, Nigeria, Sierra 
Leone, Somalia and South Sudan. From January to August 2018, 10 requests originated from 
seven countries, including the DRC, Malawi, Bangladesh, Nigeria, South Sudan, Lao PDR and 
Niger, for a total of 7,891,326 doses. Nine of these requests were approved (of which six were 
fully approved) for 4,295,750 cholera vaccine doses. Around half of these doses released 
between January and September 2018 (2,193,490) were dispatched to Nigeria, just under one 
quarter (1,001,200) to Malawi and just under one fifth (849,806) to Bangladesh. 
 
Requests made through the GTFCC mechanism resulted in the delivery of 
3,743,055 cholera vaccines in 2017.  
 
From January to August 2018, a total of 7,160,860 doses were delivered to Somalia, Zambia, 
Malawi, South Sudan, Uganda and Yemen. 
 

Table 1. Summary of emergency requests to the ICG for cholera vaccines, 2018 
 

Request 
number and 

country 

Request 
date 

Days for 
request 

circulation 

Days for 
additional 

information 

Days 
decision 

time 
Approval 

Days 
delivery 

time 

Days to 
campaign 

Vaccine 
doses 

requested 

Vaccine 
doses 

approved 

#1 DRC 01/01/2018 same day 4 days same day Approved N/A N/A* 2,381,416 2,381,416 

#2 Malawi 01/03/2018 same day same day same day Approved 14 days 31 days 1,001,200 1,001,200 

#3 Bangladesh 01/03/2018 same day 23 days same day Approved 11 days Unknown 849,906 849,806 

#4 Nigeria 01/03/2018 same day 15 days 1 day 
Partially 
approved 

13 days 11 days 1,315,152 1,182,988 

#5 Nigeria 01/05/2018 same day NA 2 days 
Partially 
approved 

8 days 0 days 291,000 252,872 

#6 DRC 01/05/2018 3 days 7 days 1 day Approved N/A N/A* 69,846 158,917 

#7 Nigeria 01/06/2018 same day NA 4 days Approved 9 days 18 days 757,630 757,630 

#8 South Sudan 01/06/2018 1 day 4 days 2 days 
Partially 
approved 

16 days 0 days 105,886 96,260 

#9 Lao PDR 01/08/2018 same day 3 days 1 day Approved 5 days 0 day 19,638 19,638 

#10 Niger 01/08/2018 same day NA 2 days Not approved N/A N/A 1,099,652 N/A 

*request cancelled by country ministry of health 
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Over January to August 2018, the ICG received 10 requests. Nine of these (90%) were 
approved and seven were fulfilled. The DRC made two requests in 2018 (#1 and #6) which 
were both approved by the ICG. The first was submitted in response to a major cholera 
outbreak in Kinshasa in January and was approved after the ministry of health submitted further 
information. Despite its approval, the request was cancelled at decision of national cholera 
coordination team following decline in cases; suggesting that vaccines would arrive too late in 
the epidemic to have a significant impact. Similarly, the second request, which was made 
following an outbreaks on the islands of Yumbi and Mai-Ndombe, was also approved but 
subsequently cancelled as the number of new cases per day was already declining and the 
country’s ministry of health made no attempt at follow-up. 
 
A request by Malawi (#2) for around 1 million doses following rise in the number of cases in the 
country was circulated and approved the same day by the ICG. A request from Bangladesh 
(#3) was also fully approved to respond to a developing humanitarian crisis caused by heavy 
rains, flooding and the continuing presence of refugees in the country. Nigeria made three 
requests in 2018 (#4, #5 and #7). The first two requests, for campaigns in the north of the 
country, were partially approved while the third request in response to the outbreak in Adamawa 
State was in July fully approved. The same month, a request from South Sudan (#8), which 
had been undertaking mass vaccination campaigns under the GTFCC mechanism since late 
2017, was approved to vaccinate a non-covered district where suspected cases had been 
reported. A request for 19,638 doses from the Lao PDR (#9) was fully-approved as a preventive 
measure following flooding in the south of the country. In August, a request submitted by Niger 
(#10) was not approved as it was considered to have arrived too late to effectively respond to 
the outbreak in the in the Maradi Regon. 
 
Regarding the ICG’s key time performance indicators, the mean decision time for the 10 
requests made over January to August 2018 was 1.3 days (range: 0–4) and mean delivery time 
for the seven approved requests for which vaccines were released was 10.9 days (range: 5–16). 
This resulted in a mean ICG process time, from receipt of requests to arrival of vaccines in 
requesting countries, of 18.9 days (range: 8–34) for approved and fulfilled requests. Mean time 
to campaign start in-country was 10.0 days (range: 6–31). By comparison, in 2017, there were 
15 requests of which 12 (80%) were approved and 11 for which delivery of vaccines went ahead. 
Performance indicators in January to August 2018 were similar with those in 2017, when mean 
decision time was 1.2 days (range: 0–3), mean time for delivery of vaccines was 13.9 days 
(range: 4–31), and mean time until the start of vaccination campaigns was 11.9 days (range: 
10–66). 
 

Table 2. Summary of ICG performance indicators for emergency cholera vaccine 
requests, 2018 
 

Number of 
requests 

Number 
additional 

information 
requested (%) 

Number 
approved (%) 

Mean days 
decision time 

(range) 

Mean days 
delivery time 

(range)* 

Mean days 
ICG process 

(range)** 

Mean days 
reception to 
campaign 

start (range)** 

10 7 (70%) 9 (90%) 1.3 (0–4) 10.9 (5–16) 18.9 (8–34) 10.0 (6–31)1 

*approved requests; **approved and fulfilled requests; 1days from reception to campaign start was not available for one request 
(#3/2018). 
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The ICG currently has three key performance targets: requests are circulated to ICG members 
within one working day; the ICG decision-making body reaches a decision on approval of 
requests within two working days; UNICEF-SD delivers approved vaccines to the requesting 
country within seven days. 
 
Eight out of 10 requests in 2018 (80%) were circulated to ICG members the same day and 
another the following working day. Decisions were reached within two days for nine (90%) of the 
ten requests made in 2018. Delivery time was within seven days for one of seven approved 
requests (14%). These outcomes were similar to those in previous years, and compare with 
100%, 91%, and 0% respectively in 2016, and 100%, 87% and 18% in 2017 
 
As indicated by the ICG performance outcomes, time taken to deliver vaccines from 
manufacturers to requesting countries continues to represent a major area for improvement. 
According to UNICEF SD, one of the constraint on timeliness of delivery is the need to secure 
approval for importation of vaccines from national customs authorities, and UNICEF-SD 
estimates that customs approval can account for over four days of the total delivery time. Each 
country has its own regulatory requirements, and not all national authorities are willing to sign 
provide waivers for vaccines destined for emergency response. In addition, UNICEF-SD 
highlighted that the seven-day delivery target may not be realistic for all requests due to limited 
transport connections and infrastructure.  
 
The ICG and UNICEF-SD agreed to establish a working group on delivery lead times and to 
identify and evaluate bottlenecks in the procurement and delivery process. Its work will focus on 
steps involved and lead times/delays at the different stages of the process after reception of a 
confirmation/request from ICG secretariat: issuing of PO, processes at manufacturer and freight 
forwarders, product registration, delays in providing waivers and time taken for customs to give 
the green light.  Working group will also look in roles and responsibilities for each process too. It 
was highlighted that manufacturers can play a role in reducing delays in vaccine delivery by 
sharing information on their product registrations and the progress of applications for product 
registration. In addition, it was emphasized that it should be made clear to individual countries 
that vaccine could be imported with an authorisation to import and use. 
 
Countries also have an important role to play in effective vaccine response not only in terms of 
detecting and confirming outbreaks, but also submitting requests to the ICG and implementing 
vaccination campaigns. Delivery of vaccines did not occur in response to requests from DRC 
(#1 and #6) and Niger (#10) as these came too late in the epidemic. Time taken to obtain the 
necessary information to prepare an ICG request is dependent on surveillance and confirmation 
capacity at the country level. In addition to the time needed to provide additional information 
after an initial request has been made can postpone decision-making by the ICG and, by 
extension, vaccine response; as was the case for seven out of 10 requests from January to 
September 2018. Over all 10 requests, this resulted in an average delay of 5.6 days (range: 0–
23). What occurs after vaccines arrive in-country, in terms of their transport, deployment and 
complementary use of other preventive measures such as WaSH, can also influence the 
effectiveness of vaccine campaigns.  
 

3. Vaccine supply, procurement, forecasting and deployment 

Currently (as of September 2018) the cholera ICG vaccine stockpile stands at just over 2 
million doses.  
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During the 2018 annual meeting, the ICG and partners recommended that the stockpile of 
OCV should contain a revolving buffer of 8 million doses, of which 3 million available at 
all time (as a lowest acceptable level). 
 
UNICEF-SD informed that the global OCV supply increased from around 5 million in 2010 to an 
expected 27 million in 2018, demand for both emergency and non-emergency use has also 
increased. The ICG members agreed that increasing the stockpile’s size could not only respond 
to this growing demand, but also provide a positive signal for both suppliers and individual 
countries to increase the availability and use of OCVs. The expanded stockpile could also 
reduce the likelihood of planned preventive campaigns in endemic areas being delayed due to 
redirection of vaccines for emergency response. All participants acknowledged, however, that 
stepping up engagement with manufacturers to increase both output and reliability of supply 
would be key to making the expanded stockpile a reality. 
 

Vaccine procurement 

UNICEF SD noted that while the current vaccine demand currently outstrips supply, both 
current suppliers to the ICG stockpile are making investments in increased production capacity. 
Discussions on extending supply agreements with manufacturers are ongoing, and UNICEF-SD 
expects to confirm multi-year tenders in the near future which will be sustained by continuing 
high demand from countries such as Haiti, Somalia, South Sudan, Malawi, Yemen, Zambia, 
Uganda and Nigeria. UNICEF-SD will also seek opportunities to improve timing and accuracy of 
demand forecasting to facilitate production planning by manufacturers. 
 
Operational challenges include the fact that OCV requires a two dose schedule of the same 
vaccine type; although the second dose can be given with a delay (max. 6 months) if supply 
constraints occur (often the case). Opportunities for improvement in vaccine delivery times 
include early contact with vaccine suppliers and freight forwarders as soon as ICG requests are 
received to allow advanced preparation for vaccine release; waiving countries requirement to 
receive shipping documents five to seven days prior to delivery; and encouraging countries to 
allow acceptance of vaccine shipments during weekends. 
 
The ICG members agreed that despite all the efforts deployed at forecasting the demand from 
countries, this is a challenging activity. 
 
UNICEF-SD’s priorities over the next year include finalizing supply agreements for 2019, 
monitoring the development of Gavi’s Vaccine Investment Strategy with the view to securing 
access to vaccines in 2020 and beyond, and evaluating options for an enhanced mechanism for 
staging large multiyear vaccine requests. 
 

Manufacturer updates 

Two manufacturers, EuBiologics (South Korea) and Shantha (India), currently supply vaccines 
to UNICEF-SD for use in the ICG cholera stockpile. 
 
EuBiologics has provided Euvichol to UNICEF-SD since 2016 and, starting in 2018, has 
provided Euvichol-Plus. While Euvichol has a glass vial presentation and Euvichol-Plus a 
plastictube presentation, both products come in one-dose vials and have a 24 month shelf-life. 
Furthermore, both products have WHO prequalification in addition to registration in Korea for 
export. EuBiologics is working to secure registrations in more countries, and its products are 
registered in four countries including Nigeria and in countries covered by the Caribbean 
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Regulatory System. The company is currently applying for registration in four countries and will 
submit another application in the near future. EuBiologics is in the process of constructing a 
new manufacturing facility which is expected to be operational from March 2019 onwards. This 
will give the company scope to increase output should demand for OCV rise in the near future, 
either at its new site from 2021 or on a new production line at its existing site from 2022. The 
company is also investing in the development of new products and improvements in the quality 
of existing products and production processes. 
 
Shantha, a wholly-owned subsidiary of Sanofi Pasteur (France), currently produces Sanchol 
OCV for use in the ICG stockpile. The vaccine, which comes in a single-dose glass vial and has 
a shelf-life of 30 months, received WHO prequalification in 2011 and is licensed by the Drugs 
Controller General of India (2009). In addition, the vaccine is registered in 29 countries including 
Nigeria. The company has submitted applications for Shanchol’s registration in 11 countries, 
including Bangladesh and DRC, which are pending approval. Submissions for registration are 
currently underway for two additional countries and there are plans to submit an application to 
one more country by the end of 2018. 
 
Manufacturers were in agreement on the utility of more frequent demand updates from 
UNICEF-SD for planning future output. They also noted the challenges associated with 
increasing the size of the stockpile. Although suppliers are encouraged by the prospect of 
increased procurement and use of OCV going forward and are already making investments in 
new capacity, efforts will be required to scale up production, not only of vaccines but of other 
components such as packing materials, to meet larger orders to supply the stockpile. 
Manufacturers may also face increased costs associated with storage of increased quantity of 
vaccines, and revenue recognition would be delayed for stored vaccines. 
 

OCV use 

The use of OCV in both emergency and non-emergency campaigns has increased markedly 
over the past 20 years, and this trend has accelerated since the ICG for cholera was 
established. From 1997 to 2013 there were 13 WHO-supported cholera campaigns delivering a 
total of 1.5 million doses. By contrast, from 2013 to September 2018, 29 million doses have 
been used in more than 90 campaigns covering 20 countries. Over time the GTFCC framework 
has comprised an ever-growing proportion of total OCV doses delivered for both emergency 
and non-emergency campaigns even after the establishment of the ICG for cholera. Requests 
for OCV doses through the GTFCC have increased from 200,000 in 2013, to 2 million in 2015 
and to 3.7 million in 2017. Average size of requests both the ICG and GTFCC mechanisms has 
increased over time, from less than 250,000 in 2013 to nearly 2 million by 2018. 
 
Vaccines are released for use via two parallel mechanisms. The ICG mechanism is optimized 
for specific emergency situations such as outbreaks and humanitarian crises where the 
opportunity for other interventions is limited and rapid response is vital for preventing further 
disease transmission. In general, one request corresponds to a one campaign in a defined 
geographic area. The GTFCC mechanism, by contrast, is adapted for long term vaccination 
plans in non-emergency scenarios, and a single request can cover multiple campaigns over a 
longer period of time. The GTFCC mechanism requires requesting countries to clearly identify 
high-risk make commitments to go beyond vaccination and to implement long-term, multi-
sectorial strategies—encompassing improved case management, WaSH and other measures—
as part of a national cholera control plan. 
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Most countries receiving OCVs are endemic for cholera also typically experience outbreaks 
emergencies or humanitarian crises, and the distinction between “fragile” or “in crisis” can often 
be difficult to make. Furthermore, a number of countries (e.g. Malawi, South Sudan and 
Zambia) have conducted emergency and non-emergency campaigns simultaneously under a 
mix of frameworks. The participants agreed on the need for flexibility between mechanisms and 
clear procedures for vaccine allocation for each to ensure that countries access the doses they 
need strategically.  

Vaccine investment strategy 

Gavi is currently developing a new Vaccine Investment Strategy (VIS) for its 2021-2025 
strategic period as set out in the Gavi Roadmap. Recommendations for new vaccine 
investments will be developed at the November 2018 Gavi Board meeting and finalized by the 
end of 2018. 
 

The GTFCC and the 2030 Roadmap 

The current overarching objective of the GTFCC, is to end cholera as a public health threat in 
20 countries and reduce deaths by 90% by 2030. 
 
The global roadmap focuses on 3 axes: 
 
 

• Early detection and quick response to contain outbreaks 
 

• A targeted multi-sectoral approach to prevent cholera recurrence 
 

• An effective mechanism of coordination for technical support, advocacy, resource 
mobilization, and partnership at local and global levels 

 

4. Evaluation of the ICG 

In 2016 the ICG commissioned an independent external evaluation of its activities by the 
consultancy Hera. The results of the evaluation were presented to the ICG Secretariat in 
October 2017 at a high-level meeting on the evaluation of the ICG. Specific recommendations 
included the need for a clear definition of roles and responsibilities among key actors in the ICG, 
to more formally involve UNICEF-SD during the decision-making process to ensure the 
decisions take the context of the global stockpile situation and production capacity better into 
account, and to share a more standard response with the countries on how the criteria were 
applied during decision-making on whether to approve requests for emergency vaccines. In 
addition, the evaluation report highlighted how the ICG’s links with the Eliminate Yellow Fever 
Epidemics (EYE) Strategy and The Global Task Force on Cholera Control (GTFCC) are 
complementary at the programmatic level, and the need to enhance coordination between the 
ICG and these disease control initiatives. For example, emergency response for yellow fever 
outbreaks is a key pillar of the EYE Strategy. Importantly, the evaluation proposed that the role 
and responsibilities of requesting countries’ governments should also be formalised with 
regards to the promptness of request submissions following confirmation of cases, resolving 
issues around licensing and customs, and ensuring effective implementation of vaccination 
campaigns with adequate reporting. In terms of the ICG’s governance, the evaluation proposed 
the formation of a new body for managerial oversight, consisting of senior staff from stakeholder 
organizations. 



International Coordinating Group on Vaccine Provision for Cholera, Annual Meeting 2018 

 

13 

 

The ICG Governance and Oversight Committee 

An action plan for implementation of improvements to the ICG process was drawn up following 
the high-level meeting on the evaluation of the ICG in October 2017, and called for changes in 
three key areas.  
 
In response to the recommendations of the external evaluation to improve its governance, the 
ICG launched the Governance and Oversight Committee in February 2018. Its objectives, set 
out in its terms of reference, are: 
 
• To provide strategic direction to the ICG mechanism to review performance of the 

process against agreed performance indicators. 
 
• To ensure alignment of the mechanism with ICG’s founding principles, such that the 

mechanism provides vaccines in a timely manner based on technical needs assessment 
and according to principles of equitable access. 

 
• To advise on linkages between activities and decisions in other disease control 

initiatives for yellow fever, cholera and meningitis. 
 
Committee members will not be directly involved in the work of the ICG mechanism and will 
comprise senior staff drawn from the WHO, IFRC, MSF, UNICEF and Gavi. Its functions are set 
out in its terms of reference, which also set out specific guidelines for its areas of competence, 
composition, decision-making process. 
 
In terms of the ICG’s mechanisms and processes, the action plan called for the ICG 
Secretariat to attend biweekly meetings of the EYE Secretariat and GTFCC Secretariat to 
enhance complementarity of the ICG’s activities with these initiatives, and for the ICG 
Secretariat to attend meetings with manufacturers together alongside UNICEF-SD and Gavi. 
 
To improve communication and transparency, the ICG Secretariat will continue to give 
regular updates on vaccine availability, the size of the stockpile versus doses contracted, and 
the outcomes of requests for emergency vaccines. Going forward, the ICG will disseminate 
information through the following channels:  
 
• Online ICG dashboard 
 
• ICG decision summaries 
 
• Regular conference calls between the ICG Secretariat and UNICEF-SD 
 
• ICG annual meeting reports including performance indicators 
 
To date, the committee has published its performance outcomes for 2016 and 2017, and will 
continue to do so on an annual basis with the addition of new indicators. 
 

The ICG Accountability Framework 

The activities of the Governance and Oversight Committee will be guided by the ICG 
Mechanism Accountability Framework, which sets out the actions and responsibilities of the ICG 
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and each partner, including individual country governments, at each stage of the ICG process. 
These encompass request preparation, decision and review, vaccine procurement, campaign 
cost review, communication on request status, vaccine deployment, vaccine delivery, campaign 
implementation, monitoring and evaluation of campaigns, campaign finding, payment and 
reimbursement for Gavi eligible and non-eligible countries, financial reporting, vaccine supply 
and demand forecasting, vaccine market shaping, and communication and coordination with 
WHO disease control programmes.  
 
The Accountability Framework includes a Monitoring and Evaluation Framework, setting out 
expected results and performance indicators for each stage of the ICG process, along with 
associated targets and frequencies of reporting for each. Importantly, performance indicators 
are assigned to a specific organization or ICG partner to which they will be accountable going 
forward. The ICG Secretariat will report on each indicator on an annual basis. A draft of the 
accountability framework was circulated among members for written feedback, and the three 
days of ICG meetings provided an opportunity for participants to give their final input and 
comments. 
 
For cholera specifically, these indicators will be reported on for emergency outbreak response 
and humanitarian response separately going forward. 
 
Finally, going forward, the ICG will hold biannual meetings with partners to review the progress 
of the implementation of evaluation report’s recommendations. The ICG will also continue to 
examine its future role, and whether there is scope for the mechanism to encompass new 
vaccine stockpiles (for example, Ebola). 
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5. Discussion 

The most significant development to emerge from the meeting was the recommendation by the 
ICG and partners that the stockpile of OCV should contain a revolving buffer of 8 million doses, 
of which 3 million available at all time. It is hoped that this decision will trigger a positive cycle in 
which increased supply leads to more widespread use of OCVs in both emergency and non-
emergency contexts; precipitating further efforts to scale up supply. Already it has been noted 
that countries are “less shy” in engaging with both the ICG and GTFCC mechanisms, and the 
increase in the size of the stockpile will encourage more proactive use of OCV for both 
emergency and preventive campaigns. 
 
Participants emphasized “availability, agility and speed” as vital to effective emergency vaccine 
response. On the ICG’s performance outcomes, time to delivery was identified as an important 
area for improvement. This requires the process to be broken down into more discrete stages to 
better identify where bottlenecks exist. Although it may not be feasible to improve all parts of the 
vaccine delivery process, the ICG and UNICEF-SD can play an active role in supporting vaccine 
prequalification and registration in individual countries to reduce delays associated with 
securing approval for importation of vaccines from national customs authorities. 
 
Most countries endemic for cholera also experience outbreaks or humanitarian crises. The 
epidemiological characteristics of cholera necessitate a mix of frameworks for accessing OCVs, 
and flexibility for when situations change. The need to clarify mechanisms and procedures to 
access vaccines via both the ICG and GTFCC mechanisms was highlighted, in addition to the 
establishment of standard mechanisms for large multiyear requests. 
 
Vaccination is often conducted separately from WaSH and thus potential opportunities for 
mutually reinforcing action, such as social mobilisation and wider healthcare strengthening, can 
often be missed. OCV may even at times be used as a short-term solution as a substitute for 
longer-term strategies. All participants highlighted the need for vaccination campaigns to take 
place as part of multi-sectorial strategies integrating long-term measures for risk reduction—
particularly in known hotspots. 
 
In many instances, diagnostic capacity at the country level remains a major weakness (which 
could be mitigated by the wider use of rapid diagnostic test kits). This can result in delays in 
detecting outbreaks and collecting the necessary information to make requests to the ICG—as 
occurred in Niger. The need to catalogue lessons learned from specific campaigns was 
highlighted, and all participants agreed that greater representation of countries at future ICG 
meetings would be beneficial. 
 
The ICG has established its new Governance and Oversight committee and is moving forward 
with the implementation of the Accountability Framework. These developments will improve the 
transparency of the ICG mechanism and ensuring the ICG and partners’ roles (including that of 
requesting countries) are clearly defined and that they are accountable for meeting their 
responsibilities. 
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6. Action points 

Several common themes and issues were raised over the three consecutive days of ICG 
meetings. Common action points identified from all three meetings included: 
 
• The ICG and UNICEF-SD are to set up a working group on delivery lead times and to 

identify and evaluate bottlenecks in the procurement and delivery process. 
 
• Among these, this group will examine delays related to product registration, delays in 

providing waivers and time it takes for customs to give the green light. 
 
• The ICG is to include time from declaration of outbreaks to submission of emergency 

vaccine requests and time required for laboratory confirmation of cases as performance 
indicators in future years. The ICG will report on this indicator annually going forward. 

 
In addition, the ICG also identified the following actions specific to the cholera vaccine 
stockpile: 
 
• The cholera stockpile is to be expanded from its current level of 2 million doses. ICG 

members and meeting participants recommended that the stockpile of OCV should 
contain a revolving buffer of 8 million doses, of which 3 million available at all time. (as a 
lowest acceptable level) 

 
• The ICG is to review campaign implementation and use of vaccines on the ground. 
 
• The ICG is to present performance indicators for requests for emergency outbreak 

response and humanitarian response separately from 2019. 
 
• Further efforts are to be made for improving demand forecasting for cholera vaccines. 
 
• UNICEF Supply Division is to give more frequent demand updates to suppliers. 
 
• Cold chain capacity at the country level is to be evaluated to improve programme 

implementation. 
 
• The need for greater representation of countries at future ICG meetings was identified. 
 
 
The participants agreed on the action points by consensus and expressed their commitment to 
moving forward with their implementation over the coming year. 
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Annex 1: Meeting agenda 

 

ICG OCV Annual Meeting  
WHO Headquarters, Geneva 

19 September 2018, Salle C 

Draft agenda 

 
Objectives 

- Present the epidemiological situation of cholera worldwide for 2017/2018 

- Review the emergency requests for OCV in 2017/2018 and provide a brief 
summary of the related OCV campaigns 

- Discuss the lessons learned from 2017/2018 including the management of 
operational costs for campaigns implementation 

- Present the global cholera elimination strategy for 2030 (incl. role of OCV) 

- Discuss the vaccine demand forecast 

- Discuss the vaccine supply and future development plans with the manufacturers  
 

 

Time Topic Presenter  

 

08h45 – 10h45

  

Arrival of participants  

 Opening remarks WHO, ICG Sec. 

 Cholera epidemiological situation 2017/2018 

and ICG related requests  

 

Overview of campaigns with OCV in 

2017/2018 (ICG related) and missed 

opportunities 

 

Monitoring and evaluation activities during 

emergency campaigns: brief update on 

lessons learned and minimum requirements  

WHO HQ and regions 

10h45 – 11h00  Coffee Break  

11h00 – 13h00 

 

Vaccine shipments, 2017-2018  

 

UNICEF SD  
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ICG performance indicators – review of key 

indicators 

 

Update on the global cholera elimination 

strategy 2030 

 

Vaccine demand forecast and roadmap 

ICG Sec. 

 

 

WHO HQ 

 

 

Gavi 

 

13h00 -14h00 Lunch   

14h00 – 15h30 Vaccine supply 2018-21: tender update 

(awards) and availability timeline 

 

Minimum emergency reserve as part of global 

stockpile of vaccine 

 

Manufacturers production plans and future 

vaccine developments  

 

UNICEF SD 

 

 

All participants 

 

 

Vaccine manufacturers 

 

15h30 – 15h45  Coffee Break  

15h45 – 17h00 Manufacturers production plans and future 

vaccine developments (continue) 

 

Implementation of ICG evaluation 

recommendation 

 

Conclusions – wrap up 

Vaccine manufacturers 

 

 

ICG Sec. 

 

 

All participants 

17h00-18h00 Reception All – M cafeteria  
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Jason Peat IFRC jason.peat@ifrc.org 

Frank Mahoney * IFRC frank.mahoney@ifrc.org   

Dominique Legros WHO legrosd@who.int 

Lorenzo Pezzoli WHO pezzolil@who.int 

Countries representatives     

Joseph Wamala * WHO South Sudan wamalaj@who.int 

WHO regional offices     

Linda Awad Omar * WHO AFRO hajl@who.int 

Mamoudou Djingarey * WHO AFRO djingareyh@who.int 

Socé Fall * WHO AFRO socef@who.int 

Andrea Vicari WHO PAHO vicarian@who.int 

Sirenda Vong * WHO SEARO vongs@who.int 

Abdinasir Abubakar * WHO EMRO abubakara@who.int 

WHO HQ     

Sylvie Briand WHO Geneva/IHM briands@who.int 

Gaya Gamhewage * WHO Geneva/IHM gamhewageg@who.int 

William Perea WHO Geneva/IHM pereaw@who.int 

Helen Matzger WHO/IVB matzgerh@who.int 

Phionah Atuhebwe * WHO IVB/AFRO atuhebwep@who.int 

Tom Grein * WHO/EMO greint@who.int 

Vaccine manufacturers     

Rachel Park Eubiologics rachel.park@eubiologics.com 

Chankyu Lee Eubiologics cklee@eubiologics.com 

Yeongok Baik Eubiologics yobaek@eubiologics.com 

Youngjin Lee  Eubiologics skchoi1027@eubiologics.com 

Francoise Griguer Sanofi Pasteur Francoise.Griguer@sanofipasteur.com  

Amit Kumar Shantha Biotech dramit.kumar@shanthabiotech.co.in 

Abdul Muktadir * Incepta muk@inceptapharma.com 

Laura Efros  PaxVax Lefros@paxvax.com 

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

Davinder Gill Hillman Labs davinder.gill@hillemanlabs.org 

Hui Gruo * 
Shanghai United 
Cell Biotechnology guoh@sac.gov.cn, sucbtrd@sucb.sh.cn 

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

Other OCV partners     



International Coordinating Group on Vaccine Provision for Cholera, Annual Meeting 2018 

 

 20 

Michal Thomas  Gavi mthomas@gavi.org 

Michael Clark Gavi mclark-external-consultant@gavi.org 

Margarita Xydia Gavi mxydiacharmanta@gavi.org 

Heather Deehan * UNICEF SD  hdeehan@unicef.org 

Hans Christiansen UNICEF SD  hchristiansen@unicef.org 

Tina Lorenson 
Bill and Melinda 
Gates Foundation tina.Lorenson@gatesfoundation.org 

ICG Secretariat     

Tim Nguyen WHO Geneva nguyent@who.int 

Alexandra Hill WHO Geneva hilla@who.int 

Eduardo Vargas WHO Geneva vargase@who.int 

Ioana Ghiga WHO Geneva ghigai@who.int 

Rapporteur     

Sol Richardson Consultant  sol_richardson@hotmail.co.uk 
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