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The first workshop aims at defining the parameters of the prioritization methodology, 

it could leverage results from an online survey

Timeline Vaccines Criteria

Defining the time horizon and target 

recurrence of the prioritization exercise

Shortlisting vaccines to be further 

prioritized

Selecting the final list of criteria used for 

prioritization

Example charts from the Niger workshop

+ Plan for data collection
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The process of selecting criteria and vaccines is done in three steps leading to the first 

workshop

Secretariat presents 
extended list of vaccines 
and criteria to NITAG

Secretariat prepares, 
shares and analyses 
preference 
questionnaire

NITAG discusses the 
results during WS1 and 
select vaccines / criteria

1 2 3
• Start from the 1.3 NVI-PST 

Online session template, 
including presentation of 
the list of criteria

• Prepare high-level 
information on all 
proposed vaccines (~20 

vaccines)

• Organize an online session 
with NITAG members and 

present criteria and 

vaccines

• Prepare an online 
questionnaire, using 1.2 
NVI PST Criteria & Vaccines 

questionnaire (or GGform

equivalent) as a base

• Share the link at the end or 

after the Online session 
with a deadline before 

workshop 1

• Analyse results from the 

questionnaire using the 1.4 

NVI PST workshop 1 

template

• During workshop 1:

• Discuss vaccines: use 

survey results as a starting 

point and build consensus 

to select 5-7 vaccines

• Discuss criteria: use survey 

results as a starting point 

for each criteria category 

and build consensus to 
select max 16 criteria

• Prepare data collection for 

Vaccine X Criteria matrix

Focus of 
today



An extensive literature review was carried out to create a comprehensive list of 

criteria

Author(s)YearTitle

L.J. Erickson, P. De Wals, L. Farand2004An analytical framework for immunization programs in Canada

Burchett et al.2011National decision-making on adopting new vaccines: a systematic review

Burchett et al.2012New vaccine adoption: qualitative study of national decision-making 

processes in seven low- and middle-income countries

Guruprasad Madhavan, Kinpritma Sangha, Charles 

Phelps, Dennis Fryback, Tracy Lieu, Rose Marie 
Martinez, and Lonnie King

2012Ranking Vaccines: A Prioritization Framework: Phase I: Demonstration of 

Concept and a Software Blueprint

WHO2017SAGE Guidance for the development of evidence-based vaccination- related 

recommendations

Morgane Donadel, Maria Susana Panero, Lynnette 

Ametewee, Abigail M. Shefer

2021National decision-making for the introduction of new vaccines: A systematic 

review, 2010–2020

Guillaume et al.2022Factors influencing the prioritization of vaccines by policymakers in low- and 

middle-income countries: a scoping review

Pamela Gongora-Salazar, MSc, Stephen Rocks, 

MSc, Patrick Fahr, DPhil, Oliver Rivero-Arias, DPhil

2023The Use of Multicriteria Decision Analysis to Support Decision Making in

Healthcare: An Updated Systematic Literature Review

WHOCAPACITI Tool & Manual

GAVIVaccine Investment Strategy (VIS) process



These criteria relate to 10 topics and are categorized based on the prioritization stages

7

Disease and vaccine Program factors

Burden & 

epidemiology of the 
disease

Benefits of the 

vaccine

Vaccine safety

Strategy

Logistics

Service delivery

External factors

Market availability

Finances & 

economics

Legal & ethical

Acceptability of the 

vaccine

Prioritization stage

Importance

Feasibility



71 criteria have been identified in total

Sud-categoryCategoryCriterion

Perception of target 
population of the vaccine

Acceptability of the vaccineEthical, programmatic, reputational or social issues that may affect 
acceptability of the vaccine to the target population (e.g. reputation of 

the country producer, halal)

Perception of target 
population of the vaccine

Acceptability of the vaccineLevel of use in HICs, thought-leader or neighbouring countries (e.g. 
related to safety)

Perception of target 
population of the disease

Acceptability of the vaccinePerception of the target population of the disease risk, severity, fear 
and demand for disease control

Perception of target 
population of the vaccine

Acceptability of the vaccinePerception of the target population on the desirable and undesirable 
effects of the vaccine

Perception of target 
population of the vaccine

Acceptability of the vaccineAcceptability of schedule (e.g. multiple injections, additional visits)

Demand generationAcceptability of the vaccineAvailability of resources for marketing and communication

Direct impactBenefits of the vaccineCoverage of active serogroups or serotypes in the country

Direct impactBenefits of the vaccineEffectiveness of the vaccine including in different populations/age 
groups/cohorts

Direct impactBenefits of the vaccineEfficacy and immunogenicity of the vaccine in target population

Direct impactBenefits of the vaccineDuration of protection and waning of immunity

Direct impactBenefits of the vaccineNumber needed to vaccinate to prevent a case

Indirect impactBenefits of the vaccineImpact on resistance to antibiotics & antivirals

Indirect impactBenefits of the vaccineHerd immunity / protection

Indirect impactBenefits of the vaccineEffect of the vaccine on transmission

Economic impactBurden & epidemiologyCost of the disease to the health system

Economic impactBurden & epidemiologyDirect & indirect costs to patient & families

Economic impactBurden & epidemiologyShort- and long-term use of health care (e.g. treatments, 
hospitalization)

Economic impactBurden & epidemiologyProductivity losses e.g. linked to work & school absenteeism linked to 
the disease

EpidemiologyBurden & epidemiologyBurden inequity

EpidemiologyBurden & epidemiologyIncidence including in different sociodemographic and age groups

EpidemiologyBurden & epidemiologyPrevalence including in different sociodemographic and age groups

EpidemiologyBurden & epidemiologyOutbreak potential incl. past occurrence of outbreaks and potential for 
international spread, and epidemic and pandemic risk

Health impactBurden & epidemiologyHospitalization rate

Health impactBurden & epidemiologyMortality and lethality incl. in different sociodemographic and age 
groups

Social impactBurden & epidemiologyIntensity of suffering/severity of disease symptoms 

Social impactBurden & epidemiologyLong-term complications of disease

Social impactBurden & epidemiologyDisability-adjusted life years (DALYs)

Social impactBurden & epidemiologyLoss of quality-adjusted life years (QALYs)

AlternativesBurden & epidemiologyAbsence of satisfactory alternatives to prevent/treat the disease

BenefitsFinances & economicsSocial and economic benefits including reduction in health care costs, 
improvement in life expectancy, in quality of life for individuals, 

families, caregivers and communities, productivity gains

BenefitsFinances & economicsIndirect benefits (i.e. reduced antimicrobial resistance, reduced 
emergency room overcrowding)

CostFinances & economicsDirect costs (cost of vaccine, materials, vaccinators, delivery)

CostFinances & economicsIndirect costs (e.g. training of health-care workers, supply chain 
expenses)

CostFinances & economicsPerspective on vaccine price

CostFinances & economicsAvailability and sustainability of funding to cover the total cost of the 
program (incl. GAVI eligibility)

Sub-categoryCategoryCriterion
RatioFinances & economicsNet present cost benefit ratios (from health care and societal perspectives) of vaccine vs. 

alternative strategies (per life saved, case prevented, life year gained, quality-adjusted 

life year gained)

LegalLegal & EthicalAbsence of legal constraints concerning use of vaccine (i.e. departure from 

manufacturers’ recommendations/off license use of the vaccine, mandatory, recording, 

potential compensation for adverse events, incentives) 

LegalLegal & EthicalLicensing by foreign NRA

LegalLegal & EthicalPrequalified by WHO

LegalLegal & EthicalLicensing by national RA

EthicalLegal & EthicalAccessibility and equity of vaccination for the target population

EthicalLegal & EthicalEthical, market and diplomatic issues that may affect acceptability of the vaccine to 

stakeholders

Product aspectLogisticsCompatibility of the presentation of the vaccines with the expected uses in the country 

(e.g. to population spread in the country)

Cold ChainLogisticsEase of conservation (volume & cold chain requirements)

Cold ChainLogisticsShelf life of the vaccine

Cold ChainLogisticsAvailability of adequate cold chain equipment at all levels or ability to procure CCE 

required to store the vaccine

DistributionLogisticsReadiness of the existing distribution channels in the country

WastageLogisticsIndicative wastage rate

WastageLogisticsAbility to maintain wastage at expected levels

WastageLogisticsAbility to manage waste

Product aspectLogisticsAdequacy of the labels to the local language

AvailabilityMarket availabilityMarket availability of the vaccine and supplies over the selected time period

AvailabilityMarket availabilitySustainability of the market availability of the vaccine and supplies in the longer term

ProcurementMarket availabilityEase of procurement of the vaccine

SafetyVaccine safetySafety issues related to the product being similar to an existing vaccines or drugs

SafetyVaccine safetyRisk at population level (e.g. risk of displacement of average age of infection, potential 

impact of strain selection or emergence of non-vaccine serotypes)

SafetyVaccine safetyRisk at individual level incl. Type, severity, consequences and frequency of AEFI, including 

reactogenicity profile & capacity to mitigate known adverse events

SafetyVaccine safetyContraindications and precautions for vaccination (e.g. requirement to check 

background especially factoring risk groups or risk factors)

SafetyVaccine safetyInterference with other vaccines regarding immunity/protection

Human ResourcesService deliveryEase of preparation, reconstitution & administration (open-vial policy, CTC)

Human ResourcesService deliveryExpected impact of the introduction on the human resources

Human ResourcesService deliveryImpact on existing immunization services or other health sectors - risk of overload

SystemsService deliveryAvailability of information systems to manage the vaccine supply chain and measure 

related performance metrics (i.e. coverage and vaccine utilization)

OpportunitiesStrategyInterchangeability with alternative or future products/presentations

OpportunitiesStrategyContribution to national/regional/global goals (e.g., eradication, control, elimination, 

reduction)

OpportunitiesStrategyOpportunity to pair introduction with other planned program (e.g. other vaccine 

introduction or switch with same target population)

OpportunitiesStrategyExisting recommendations / guidelines for use (e.g. SAGE, professional organizations)

TargetStrategyAccessibility of the target population (age, gender, special risk)

IntroductionStrategyEase of the considered immunization strategies - incl. geographic (stepwise or 

nationwide) and target populations (selective/stepwise or universal)

AdministrationStrategyAdministration strategy (single dose, routine primary series only, booster, campaigns)

AdministrationStrategyFeasibility of the program delivery strategy (physicians, CHW, nurses, pharmacists, 

school-based)



Criteria have been pre-classified as essential, significant or other to ensure simplicity 

and readability of the framework - but the NITAG will finalize these classifications as 

relevant to their context and priorities

Criteria were pre-classified selected based on:

• Is this criteria more important for decision-making than 
other criteria? 

• Is there potential for the data to singularly impact decision-
making?

Relative 
importance of 

criteria
1

• Is there a reasonable expectation that country-specific data 
is available that is current, representative and credible?

• Is there regional or global data that exists and is made 
available?

• If no published evidence is expected to be available, are 

there experts that can provide advice and considerations?

Expected 
availability of 

data
2

• Will the data vary sufficiently to differentiate between 
vaccines, or are all vaccines expected to have similar results?

Ability to easily 
differentiate 

among vaccines
3

The pre-classification presented in the following slides is only a starting point for discussion. The NITAG will have the 
final say on the criteria selected, including a 4th consideration for selection: applicability to the country’s context.

Criteria classifications

Essential criteria will have a higher weight 

and are globally relevant

Significant criteria will have a lower weight 

and should be chosen based on country-

specific relevancy and priorities

Other criteria will have the lowest weight 

and are chosen based on country-specific 

relevancy and priorities.

Essential



Criteria review: Burden & epidemiology of the disease
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Source typeTypeGroupCriteriaSub-category

Direct source / ModeledQualitativeImportance
Burden inequity (highest prevalence in poorer / at risk populations / gender 
inequity)

Epidemiology

Direct sourceQuantitativeImportanceIncidence including in different sociodemographic and age groups

Direct sourceQuantitativeImportancePrevalence including in different sociodemographic and age groups

Direct sourceQuantitativeImportance
Outbreak potential incl. past occurrence of outbreaks and potential for 
international spread, and epidemic and pandemic risk

Direct sourceQuantitativeImportanceHospitalization rateHealth impact

Direct sourceQuantitativeImportance
Mortality and lethality including in different sociodemographic and age 
groups

ModeledQuantitativeImportanceIntensity of suffering/severity of disease symptoms Social impact

Direct sourceQuantitativeImportanceLong-term complications of disease

ModeledQuantitativeImportanceDisability-adjusted life years (DALYs)

ModeledQuantitativeImportanceLoss of quality-adjusted life years (QALYs)

Direct source / ModeledQuantitativeImportanceCost of the disease to the health systemEconomic impact of the 
disease

ModeledQuantitativeImportanceDirect & indirect costs to patient & families

Direct source / ModeledQuantitativeImportanceShort- and long-term use of health care

ModeledQuantitativeImportanceProductivity losses

Direct sourceQualitativeImportanceAbsence of satisfactory alternatives to prevent/treat the diseaseAlternatives

Essential Significant



Criteria review: Benefits of the vaccine
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Source typeTypeGroupCriteriaSub-category

Direct source / ModeledQuantitativeImportance
Coverage of active serogroups or serotypes in the country (for serogroup- or 
serotype-specific vaccines)

Direct impact

Direct sourceQuantitativeImportance
Effectiveness of the vaccine including in different populations/age 
groups/cohorts

Direct sourceQuantitativeImportanceEfficacy and immunogenicity of the vaccine in target population

Direct sourceQuantitativeImportanceDuration of protection and waning of immunity

Direct sourceQuantitativeImportanceNumber needed to vaccinate to prevent a case

Direct source / Modeled
Quantitative / 
Qualitative

ImportanceImpact on resistance to antibiotics & antivirals
Indirect impact

Direct sourceQuantitativeImportanceHerd immunity / protection

Direct sourceQuantitativeImportanceEffect of the vaccine on transmission

Essential Significant



Criteria review: Vaccine safety
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Source typeTypeGroupCriteriaSub-category

Direct sourceQualitativeFeasibility
Safety issues related to the product being similar to an existing vaccines or 
drugs

Safety

ModeledQualitativeFeasibility
Risk at population level (e.g. risk of displacement of average age of infection, 
potential impact of strain selection or emergence of non-vaccine serotypes)

Direct sourceQuantitativeFeasibility

Risk at individual level incl. Type, severity, consequences and frequency of 
AEFI, including reactogenicity profile & capacity to mitigate known adverse 
events

Direct sourceQualitativeFeasibility
Contraindications and precautions for vaccination (e.g. requirement to check 
background especially factoring risk groups or risk factors)

Direct sourceQualitativeFeasibilityInterference with other vaccines regarding immunity/protection

Essential Significant



Criteria review: Market availability
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Source typeTypeGroupCriteriaSub-category

Direct sourceQuantitativeFeasibilityMarket availability of the vaccine and supplies over the selected time period
Availability

Direct sourceQuantitativeFeasibility
Sustainability of the market availability of the vaccine and supplies in the 
longer term

Direct sourceQualitativeFeasibility
Ease of procurement of the vaccine (e.g. ability to procure through UNICEF, 
procurement timeline, delivery speed)

Procurement

Essential Significant



Criteria review: Finances and economics
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Source typeTypeGroupCriteriaSub-category

ModeledQuantitativeImportance

Social and economic benefits including reduction in health care costs, 
improvement in life expectancy, in quality of life for individuals, families, 
caregivers and communities, productivity gains

Benefits

ModeledQualitativeImportance
Indirect benefits (i.e. reduced antimicrobial resistance, reduced emergency 
room overcrowding)

ModeledQuantitativeFeasibilityDirect costs (cost of vaccine, materials, vaccinators, delivery)
Cost

ModeledQuantitativeFeasibilityIndirect costs (e.g. training of health-care workers, supply chain expenses)

Expert opinionQuantitativeFeasibilityPerspective on vaccine price

Direct sourceQuantitativeFeasibility
Availability and sustainability of funding to cover the total cost of the 
program (incl. GAVI eligibility)

ModeledQuantitativeImportance
Net present cost benefit ratios (from health care and societal perspectives) 
of vaccine vs. alternative strategies (per life saved, case prevented, life year 
gained, quality-adjusted life year gained)

Ratio

Essential Significant



Criteria review: Legal and ethics
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Source typeTypeGroupCriteriaSub-category

Direct sourceYes/noPreselection
Absence of legal constraints concerning use of vaccine (i.e. departure from 
manufacturers’ recommendations/off license use of the vaccine, mandatory, 
recording, potential compensation for adverse events, incentives) 

Legal

Direct sourceYes/noPreselectionLicensing by foreign NRA

Direct sourceYes/noPreselectionPrequalified by WHO

Direct sourceYes/noPreselectionLicensing by national RA

Expert opinionQualitativeFeasibiliyAccessibility and equity of vaccination for the target population

Ethical

Direct sourceYes/noFeasibiliy
Ethical, market and diplomatic issues that may affect acceptability of the 
vaccine to stakeholders

Essential Significant



Criteria review: Strategy
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Source typeTypeGroupCriteriaSub-category

Direct sourceQualitativeFeasibilityInterchangeability with alternative or future products/presentations
Opportunities

Direct source
Quantitative/ 
qualititative

Importance
Contribution to national/regional/global goals (e.g., eradication, control, 
elimination, reduction)

Direct sourceYes/noFeasibility
Opportunity to pair introduction with other planned program (e.g. other 
vaccine introduction or switch with same target population)

Direct sourceYes/noImportance
Existing recommendations / guidelines for use (e.g. SAGE, professional 
organizations)

Direct source / ModeledQualitativeFeasibilityAccessibility of the target population (age, gender, special risk)
Target

Direct sourceQualitativeFeasibility
Ease of the considered immunization strategies - incl. geographic (stepwise 
or nationwide) and target populations (selective/stepwise or universal)

Introduction

Direct sourceQualitativeFeasibility
Administration strategy (single dose, routine primary series only, booster, 
campaigns)

Administration

Expert opinionQualitativeFeasibility
Feasibility of the program delivery strategy (physicians, CHW, nurses, 
pharmacists, school-based)

Essential Significant



Criteria review: Logistics
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Source typeTypeGroupCriteriaSub-category

Direct sourceQualitativeFeasibilityEase of conservation (volume & cold chain requirements)
Cold chain

Direct sourceQualitativeFeasibilityShelf life of the vaccine

Direct sourceQuantitativeFeasibility
Availability of adequate cold chain equipment at all levels or ability to 
procure CCE required to store the vaccine

Modeled / expert opinionQualitativeFeasibliityReadiness of the existing distribution channels in the country
Distribution

Direct sourceQuantitativeFeasibilityIndicative wastage rate
Wastage

Expert opinionQualitativeFeasibilityAbility to maintain wastage at expected levels

Direct sourceQualitativeFeasibilityAbility to manage waste

Direct sourceQualitativeFeasibility
Compatibility of the presentation of the vaccines with the expected uses in 
the country (e.g. to population spread in the country)

Product aspect

Direct sourceYes/noFeasibilityAdequacy of the labels to the local language

Essential Significant



Criteria review: Service delivery
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Source typeTypeGroupCriteriaSub-category

Modeled / expert opinionQualitativeFeasibilityEase of preparation, reconstitution & administration (open-vial policy, CTC)
Human resources

Modeled / expert opinionQualitativeFeasibility
Expected impact of the introduction on the human resources (e.g. additional 
workload due to the schedule, complexity of the administration, flexibility of 
the schedule, level of training requirements for human resources)

Expert opinionQualitativeFeasibility
Impact on existing immunization services or other health sectors - risk of 
overload

Direct sourceYes/noFeasibility
Availability of information systems to manage the vaccine supply chain and 
measure related performance metrics (i.e. coverage and vaccine utilization)

Systems

Essential Significant



Criteria review: Acceptability of the vaccine
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Source typeTypeGroupCriteriaSub-category

Direct sourceYes/noFeasibility
Ethical, reputational or social issues that may affect acceptability of the 
vaccine to the target population (e.g. reputation of the country producer, 
halal)

Perception of target 
population of the 
vaccine

Direct source / ModeledQuantitativeFeasibility
Level of use in HICs, thought-leader or neighbouring countries (e.g. related 
to safety)

Expert opinionQualitativeImportance
Perception of the target population of the disease risk, severity, fear and 
demand for disease control

Direct sourceQualitativeFeasibility
Perception of the target population on the desirable and undesirable effects 
of the vaccine

Direct source / ModeledQualitativeFeasibilityAcceptability of schedule (e.g. multiple injections, additional visits)

Direct sourceQualitativeFeasibilityAvailability of resources for marketing and communication
Demand generation

Essential Significant



Summary – Essential and Significant criteria
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IMPORTANCE: Which vaccines are the most important to introduce? FEASIBILITY: Which vaccines are the easiest to introduce?

Reminder: This pre-classification was completed at a global level and is only a starting point for discussion. 

The NITAG will review, discuss and amend this list as appropriate for country context and needs.

Essential criteria Significant criteria

Acceptability of the vaccine

Ethical, reputational or social issues that may affect acceptability of the vaccine to the 
target population

Acceptability of schedule

Acceptability of the vaccine

Perception of the target population of the disease

Benefits of the vaccine

Effectiveness of the vaccine including in different populations/age groups/cohorts

Efficacy and immunogenicity of the vaccine in target population

Duration of protection and waning of immunity

Herd immunity / protection

Coverage of active serogroups or serotypes in the country

Burden & epidemiology of the disease

Cost of the disease to the health system

Direct & indirect costs to patient & families

Burden inequity

Incidence

Prevalence

Outbreak potential

Hospitalization rate

Mortality and lethality

Disability-adjusted life years (DALYs)

Absence of satisfactory alternatives to prevent/treat the disease

Finances and Economics
Direct costs

Availability and sustainability of funding

Logistics
Availability of adequate cold chain equipment at all levels

Readiness of the existing distribution channels in the country

Market Availability
Market availability of the vaccine and supplies over the selected time period

Sustainability of the market availability of the vaccine and supplies in the longer term

Service Delivery
Ease of preparation, reconstitution & administration

Expected impact of the introduction on the human resources

Impact on existing immunization services or other health sectors

Strategy

Contribution to national/regional/global goals
Strategy

Accessibility of the target population

Vaccine Safety

Vaccine safety



Indicators are used to translate criteria into easily comparable measures
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DRC and Niger both selected Market availability of the 
vaccine and supplies as a criteria for their prioritization. To 

assess this criteria, it was broken down into several 

indicators each representing one aspect of the criteria, such 

as : number of available suppliers, Volumes secured by 

UNICEF in Long Term Agreements, Total global demand for 

the vaccine per year (millions of doses), Estimated Available 
Supply for Commercialization (ASC) (millions of doses)

DRC and Niger both selected Market availability of the 
vaccine and supplies as a criteria for their prioritization. To 

assess this criteria, it was broken down into several 

indicators each representing one aspect of the criteria, such 

as : number of available suppliers, Volumes secured by 

UNICEF in Long Term Agreements, Total global demand for 

the vaccine per year (millions of doses), Estimated Available 
Supply for Commercialization (ASC) (millions of doses)

For vaccine effectiveness, specificity regarding the 

population and prevented disease is key. One example arose 

from the comparison of HPV and Cholera vaccine. For HPV, 

vaccine effectiveness can be measured by the % of cervical 

cancer avoided, but also % of CIN3 avoided, and depends on 

the number of doses received and the age of immunization. 

For Cholera, vaccine effectiveness in endemic contexts 
should be separated from vaccine effectiveness in epidemic 

contexts

For vaccine effectiveness, specificity regarding the 

population and prevented disease is key. One example arose 

from the comparison of HPV and Cholera vaccine. For HPV, 

vaccine effectiveness can be measured by the % of cervical 

cancer avoided, but also % of CIN3 avoided, and depends on 

the number of doses received and the age of immunization. 

For Cholera, vaccine effectiveness in endemic contexts 
should be separated from vaccine effectiveness in epidemic 

contexts

Some practical examples

• Criteria are broad standards representing one aspect of the vaccine 

prioritization decision-making. 

• To effectively evaluate these criteria, they need to be broken down into 

specific, measurable indicators. 

• Indicators provide concrete data that reflect how well the criteria are 
being met, making the decision-making process clearer and more precise.

• Indicators therefore need to be:

• Specific (e.g. vaccine effectiveness is not specific enough, vaccine 

effectiveness in preventing cervical cancer among women aged 18 or more is 

specific)

• Measurable (e.g. vaccine hesitancy is not measurable, while % of the 

population expressing doubts about the vaccine is measurable) – for 

qualitative criteria, scales (e.g. high/medium/low) can be defined to mitigate 

the absence of measurable values

• Consistent with the criteria (e.g. Number of new cases per year cannot be 

used for the Prevalence criteria)

• Consistent with the vaccine (e.g. availability of cold chain must be limited 

to either positive or negative cold chain depending on the vaccine)

Criteria need to be broken down into indicators
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In the first workshop, the NITAG defined the methodological scope of prioritization, 

selecting 6 vaccines and 13 criteria over a 5-year timeframe.

Timeframe Vaccines Criteria

R
e

su
lt

s
N

o
te

s

• Periodicity can be discussed at the end of the 

second workshop

• 1 additional vaccine (Rabies) was selected, to be 

discussed separately from NVI-PST to ensure re-

introduction of a Rabies stockpile

• Reminder: Meningitis Multivalent funding by 

GAVI is accessible to country having introduced 

MenACV

• ENITAG decided to add a “Absolutely critical” 

category to highlight the importance of criteria in 

this category, with a higher weight

• The ENITAG recommended a period of 5 

years

• No decision was taken regarding the 

periodicity of the NVI PST exercise

• 6 vaccines were selected for the NVI-PST 

exercise :

• Meningitis Multivalent

• Measles-Rubella

• Hexavalent

• Cholera (preventive campaigns)

• TCV

• RSV

• 13 criteria were selected:

o 4 absolutely critical criteria (weight: 3):
 Effectiveness of the vaccine, 
 Incidence
 Mortality & lethality
 Coverage of serogroups

o 6 essential criteria (weight: 2):
 Absence of alternatives
 Risk at individual level
 Availability of funding
 Prevalence
 Market availability
 Contribution to goals

o 3 important criteria (weight: 1)
 Duration of protection
 Availability of cold chain
 Impact on human resources

23



6 vaccines have been pre-selected for this prioritization exercise ; 1 vaccine to be 

discussed separately from this NVI PST exercise

24

Votes cast in favor of vaccine candidates
Source : online questionnaire, Nbr, N = 17
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0 0
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Other respondents

NITAG core members

Reminder: this step is not addressing 

prioritization, but simply consists in pre-selecting 
vaccines to be considered in this exercise

Source: Second online questionnaire administered to workshop audience

Pre-selected vaccinesImportant vaccine, 
probably deprioritized 
as it is a switch



Summary – 13 criteria retained (4 critical, 5 essential, 4 important)
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Essential criteria

Important criteria

Other criteria

ESSENTIAL (6) IMPORTANT (3)

WEIGHT: 3 WEIGHT: 2 WEIGHT: 1

Effectiveness of the vaccine

Mortality and lethality

Absence of satisfactory alternatives

Risk at individual level

Coverage of active serogroups or serotypes in the country

Duration of protection and waning of immunity

Availability of adequate cold chain equipment

Availability and sustainability of funding

Prevalence

Market availability of the vaccine

Contribution to national/regional/global goals

Expected impact on human resources

ABSOLUTELY CRITICAL  (4)

Incidence
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Data collection is a key step of the process – it enables the NITAG to later make 

evidence-based recommendations

28

A 5-step process

1. Prepare and finalize the data collection plan
during workshop #1, assigning responsibilities and 

defining timelines

2. Collect evidence and data through various sources

3. Clean and prepare data to ensure consistency 

across vaccines and adequacy of data to the 

selected criteria

4. Prepare content, especially using visualization to 

facilitate comparison between vaccines

5. Review and share content ahead of workshop #2 

so that everyone is on the same information level

Data collection is the most 
important part of the new vaccine 
introduction prioritization process

It provides a robust basis for 
comparison and recommendations 
by the NITAG



What we recommend

Identifying nature and sources early in the process (at the end of 
workshop one) speeds up the process. Doing so in the presence of the 
entire NITAG also helps ensure access to latest available sources and to 

a wider network of experts. 
Identification of public or partner databases can also facilitate the 
process by consolidating information across diseases or across criteria

What we recommend

Identifying nature and sources early in the process (at the end of 
workshop one) speeds up the process. Doing so in the presence of the 
entire NITAG also helps ensure access to latest available sources and to 

a wider network of experts. 
Identification of public or partner databases can also facilitate the 
process by consolidating information across diseases or across criteria

Building an adequate data collection plan is key – it involves defining the nature of data 

to collect and potential sources, the roles of each stakeholder and the timeline
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Data Roles Timeline

What we recommend

Appoint a Data Collection Lead who will 
oversee the process. Then leverage any 
preexisting working groups (e.g. NITAG WG per 

vaccine). If there are none, create a NITAG 
working group for country-specific data for 
each criteria. Appoint someone from the EPI for 
programmatic criteria and partners (WHO, 
UNICEF, etc.) for international-level data

What we recommend

Appoint a Data Collection Lead who will 
oversee the process. Then leverage any 
preexisting working groups (e.g. NITAG WG per 

vaccine). If there are none, create a NITAG 
working group for country-specific data for 
each criteria. Appoint someone from the EPI for 
programmatic criteria and partners (WHO, 
UNICEF, etc.) for international-level data

What we recommend

A minimum of 2 months, and an ideal 
period of 3 months provide enough time to 
reach out to the relevant stakeholders and 

gather the targeted evidence.
Ensure the data collection lead has regular 
check-ins (once a week) to track progress

What we recommend

A minimum of 2 months, and an ideal 
period of 3 months provide enough time to 
reach out to the relevant stakeholders and 

gather the targeted evidence.
Ensure the data collection lead has regular 
check-ins (once a week) to track progress

Nature Sources NITAG members

Secretariat best suited for programmatic 
criteria

Local partners can support the collection of 
national data (e.g. epidemiology)

International partners best suited for vaccine-
level data (e.g. effectiveness, availability)

Observer members can provide insights on 
latest national/regional studies

Donors can support collection of market and 
supply data (incl. Logistics)

Vaccine-specific data

Disease-specific data

Public scientific publications

Reports from the MoH

Reports from international 
partners

(Sub-)National-level data Direct requests to knowledgeable 
experts/officials

Disease observatories, 
surveillance, academic 
institutions

International-level data

Step 1. Data collection

Step 2. Data preparation (e.g. calculations)

Step 3. Content preparation (e.g. slides)

Step 4. Content review & sharingCriteria-specific data

Databases



The NVI-PST toolkit equips NITAGs with a template for data collection
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1.5 NVI PST - Phase 1 - Data collection planning matrix
Extract



Data can be of various nature and be available at various levels – identifying the 

potential sources early helps speeding up the process
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Key sourcesKey stakeholdersType of evidence

• WHO compendium
• Global NITAG Network Resource Center
• SYSVAC registry
• Scientific publications on pivotal trials

• GNNAll

• DHIS2 or other national disease databases
• MoH annual disease reports
• WHO Country profiles (e.g. cervical cancer country profile)

• MoH directions (surveillance, VPD)
• Disease-specific observatories or initiatives
• WHO

Burden of disease, 
epidemiology

• UNICEF NIS Material or here
• UNICEF NIS Costing tool

• UNICEFFinances & economics

• WHO MI4A
• UNICEF Market and Supply Updates
• GAVI Market shaping roadmaps

• International partners (UNICEF, WHO, GAVI)Market and supply

• WHO List of prequalified vaccines
• GAVI Detailed Products
• NIH Studies Database
• Secondary: Manufacturers’ websites

• WHO
• GAVI
• (Peer-reviewed) Studies databases
• Manufacturers

Vaccine specifications, 
safety profiles, etc.

• WHO SAGE position papers and annexes (GRADE, ETR tables)
• NIH Studies Database

• WHO SAGE
• (Peer-reviewed) Studies databases

Vaccine effectiveness, 
duration of protection, etc.

• WHO recommendations for routine immunization• WHOService delivery

• National Stock Management Tool (SMT)
• eLMIS

• EPI Logistics section
• UNICEF

Logistics and cold chain

• National Vaccination Coverage Surveys (VCS)
• UNICEF Knowledge, Attitude and Practices studies

• EPI Demand generation section
• Demand generation partners
• National studies
• UNICEF

Acceptability and demand



Data should be collected in a consistent and detailed way to ensure traceability and 

readability
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1.5 NVI PST - Phase 1 - Data collection templates
Extracts

Long version Short version (recommended)



Evidence quality can be considered when conducting NVI prioritization, although it 

does not have to be as structured/comprehensive as for EtR
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• As relevant evidence is identified, the quality and reliability 

of this evidence is assessed by those conducting data 

collection

• For NVI-PST, evidence grading is not always necessary as it 

represents a strong additional workload. Shortcuts (such as 

identifying whether quality has been assessed by other 

organizations) can be useful

• The WHO Development of WHO immunization policy and 

strategic guidance provides several tools to consider for 

assessing evidence quality.

• Caveat: The optional evidence quality assessment 

conducted during the prioritization process should not 

replace the full evidence quality assessment conducted by 

NITAGs when considering and developing vaccine 

recommendations

• As relevant evidence is identified, the quality and reliability 

of this evidence is assessed by those conducting data 

collection

• For NVI-PST, evidence grading is not always necessary as it 

represents a strong additional workload. Shortcuts (such as 

identifying whether quality has been assessed by other 

organizations) can be useful

• The WHO Development of WHO immunization policy and 

strategic guidance provides several tools to consider for 

assessing evidence quality.

• Caveat: The optional evidence quality assessment 

conducted during the prioritization process should not 

replace the full evidence quality assessment conducted by 

NITAGs when considering and developing vaccine 

recommendations

Bias of the study or data
• Are there any methodological limitations in the study design or execution that may have

influenced the outcomes?

• Are these clearly described and are mitigation measures explained?

• More broadly, is the person evaluating the data able to discern the quality of the data?

Conflicts of interest
• Are there any potential vested interest that the authors, publishers or funders may have?

• Are any potential interests disclosed or acknowledged clearly? In that, case, these should

recognized, acknowledged and discussed, while not necessarily leading to automatically

downgrading these studies

Completeness
• Is the study based on complete datasets (i.e., limited dropout or exclusion) or are there structural

limitations that impact the results (i.e., in to lack of health care access or incomplete reporting)?

• Do studies report similar and homogenous effects of the vaccines?

• Are there concerns about underlying data quality?

Transferability
• Is the evidence representative of the target population and/or country context?

• Is the context in which the study was conducted relevant or comparable to the potential

introducing country, or is there adequate information about the study population to allow for

transferability to other settings?

The following can be used for assessing evidence quality, accuracy 
and reliability

Evidence quality should be considered, 
whether formally or informally (e.g. as a 

discussion during workshop)



NITAGs should also decide on the course of action in the case of missing / partial / 

inaccessible evidence
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NITAGs can encounter the following issues regarding data…

Missing data

Incomplete data (e.g. for some vaccines/diseases only)

Inaccessible evidence

Lack of clarity

Remove criteria or vaccine from comparison

… and should therefore define the course of action

Model data

Use proxy data (e.g. regional)

Use qualitative source (expert opinion) or scale

Reduce criteria weightScattered data

Inconsistent data Mandate complementary study

Add caveat / disclaimer to content / visualizationIncomparable data (extrapolation not possible)



Finally, data and content preparation is a critical step that enables easy comparison 

between vaccines
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Data needs to be cleaned and processed to ensure 
robustness and readability…

… and translated into visual content to facilitate 
efficient discussions during workshop 2

Ex: cold chain volume calculations

Ex: market weight calculations

Ex: vaccine 

effectiveness

Ex: disease 

inequity



12,00%

0,94%

10,90%

0,20%

Vaccine 1 Vaccine 2 Vaccine 3 Vaccine 4 Vaccine 5 Vaccine 6 Vaccine 7 Vaccine 8

Example 1: Prevalence: summary of evidence
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Share of the population affected with each disease covered by vaccine candidates
%,

Sources: yyy

2022

Not 

available / 

not 

relevant

Not 

available / 

not 

relevant

Not 

available / 

not 

relevant

Not 

available / 

not 

relevant

2019



Non disponible 

(phase III en

2024)

97%

80%
85%

88%

Vaccine 1 Vaccine 2 Vaccine 3 Vaccine 4 Vaccine 5 Vaccine 6 Vaccine 7 Vaccine 8

High Low Avg.

Example 2: Effectiveness of the vaccine: summary of evidence
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Effectiveness against diseases covered by candidate vaccines
In %

1. For Disease 1, the data varies depending on the age at which the vaccine is administered. 2. In the context of responding to an epidemic.

Sources: WHO Position Paper on XXX.

Comments

• Vaccine 1: The actual effectiveness 
depends on the target population, 
the specific pathology considered, 
and the number of doses.

• Vaccine 2: Effectiveness data from 
phase IV is consistent with the data 
from the study in Malawi (79%-
88%).

• Vaccine 3: Here, the effectiveness 
of the vaccine dose in preventing 
the transmission of Disease 3 from 
mother to child at birth is 
considered.

• Vaccine 5: Limited data on the use 
of the pentavalent vaccine, but its 
effectiveness is at least equal to 
that of the tetravalent vaccine.

• Vaccine 6: Offers similar protection 
to the pentavalent vaccine: 85% 
protection against whooping cough 
and 95% for other diseases.

• Vaccine 8: Effectiveness depends 
on the vaccine, the number of 
doses, and declines rapidly over 
time; studies show heterogeneous 
results.

Caveat: The data presented here includes information of varying nature and certainty (some come from limited studies on 

specific populations, others from aggregated studies, including Phase IV).

Disease 

2a

Disease 

2b

34%

87%

97%

39%

Study in MalawiLong study in the 

UK

Review of two 

studies by WHO

Expected 

effectiveness by 

WHO & corean

study

Disease 6

85%
Other

95%
2 doses

1 dose

40-80%2

63%

Studies in 

Bangladesh,     India,  

Sudan and Haiti



Vaccine 8Vaccine 7Vaccine 6Vaccine 5Vaccine 4Vaccine 3Vaccine 2Vaccine 1

201

3 (Tetravalent)

1 (Pentavalent) not 
yet with UNICEF

2

(/4 PQ OMS)
222

No of suppliers 
(UNICEF)

20 (2021)00 (2023)UnknownUnknown5 (2022)20 (2020)35 (2021)
No of countries 
supply by UNICEF

37M0M0M1-2M?~15M
13M

(2022-24)

21M

(2021-25)

154 M

(2021-23)

Secured volumes 
through UNICEF
(LTAs)

~5%Unknown~15%Unknown~8%~3%~6%~4%
Weight of XX’s 
demand on overall 
demand

35-40M0MUnknown~65M (2019)Unknown
60M-120M 

(2021)
80M (2022)

800M 

(2020)

Available supply for 
consumption

Limited availability, 

increasing demand, 
decreasing supply

Not available
Availability 

expected from Q2 
2024 for Gavi

Very limited 
availability of the 
pentavalent and 

tetravalent.

Availability is 
sufficient (greater 

than demand)

Sufficient 
availability with 

anticipation (12-15 

months).

Limited availability 
in 2024-2025

The market has the 
capacity to 

accommodate a 

mass introduction.

UNICEF/GAVI 
summarized 
assessment on 
availability

Demand is expected 

to increase 
significantly starting 

in 2024 (supported 

by GAVI).

One country is 

responsible for the 
majority of UNICEF 

purchases to date.

Simultaneous 

transition in 
[Country], ETH, and 

NIG represents a 

risk to availability.

Other elements

Example 3: Current availability of the vaccine: summary of evidence

Market information for each vaccine

Sources: Measles & Rubella Supply & Demand update 2022, [Vaccine 2] Supply & Demand update 2020, Typhoid Supply & Demand update 2022, WHO MI4A Global Market Study Typhoid, WHO MI4A Global Market Study 

[Vaccine 2], WHO MI4A Global Market Study Measles containing vaccines, Diphtheria-Tetanus-Pertussis-Vaccine-Containing Market sypply & demand 2023, Meningococcal Vaccines Supply & Demand update 2019, HepB

Market & supply update, OCV Market & Supply Update by UNICEF, Gavi Alliance MS Roadmap for Oral Cholera Vaccines, 

Caution: The data presented are estimates made from modeled elements based on publicly available data.



Agenda

NVI-PST: selecting vaccines and criteria2

Ethiopia case study3

NVI-PST: collecting & summarizing evidence for NITAG 

recommendations 
4

Uganda case study5

Reminder: key outputs of workshop 11



• 6 vaccines (Hexavalent, DTP booster, Cholera, Meningitis Multivalent, Typhoid, Influenza)

• 18 criteria that further need to be specified into indicators

o 7 essential criteria (weight: 2):
 Incidence
 Mortality & lethality
 Effectiveness of the vaccine, 
 Availability of funding
 Risk at individual level
 Direct costs
 Availability of cold chain

o 6 important criteria (weight: 1.5):
 Impact on human resources
 Contribution to goals
 Ethical, reputation, social issues
 Market availability
 DALYs
 Cost of disease to health system

o 5 other criteria (weight: 1)
 Impact on AMR 
 Accessibility of population
 Social and economic benefits
 Existing recommendations
 Equity of vaccination

Uganda – Extract of Plan for Evidence Collection..........................1/2



• 6 vaccines (Hexavalent, DTP booster, Cholera, Meningitis Multivalent, Typhoid, Influenza)

Working groups:

• Burden of disease group : Mortality

• Impact of the vaccine group : Effectiveness, Safety, Impact on resistance to antibiotics, Existing recommendations

• Economics group : Availability of Cold chain, Availability of Funding, Sustainability of Market availability, Direct 

costs, Impact on human resources, 

• Ethical, legal and social group : Contribution to national goals, Ethical, reputation and social issues, Accessibility and 

equity of vaccination, Social and Economic benefits

• Data collection lead: Irene Atime & Celia Nalwadda (UNITAG Secretariat)

• Criteria was split into indicators in the next two weeks during working group sessions

Uganda – Extract of Plan for Evidence Collection......................................2/2



Uganda data collection matrix

42



Example: Incidence 

Comments

• Cholera: MoH data in line with 

WHO reports, but 

underestimated compared to 

2013 article (11 000 cases per 

year). Majority of cases occur 

within fishing communities and on 

the DRC/South Sudan/Kenya 

borders + Kampala slums

• Influenza: during peak flu season, 

prevalence estimated to be 

between 10% and 13% of the 

population, much higher than 

estimated here

• Typhoid: MoH data in line with 

WHO-UNICEF JRF; many cases 

reported in the capital city. 

Caveat: testing is not systematic 
to confirm S. Typhi

• Meningitis: Karamoja region most 

affected; incidence higher for 

children < 5yo; most recent data 

show prevalence of Serogroups C 

and A

59
2 502

95 119

271

17 236 17 236

81
5 275

91 908

465

20 052 20 052
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7 811

99 130

698

19 052 19 053
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Cholera Influenza Typhoid F Meningoc. DPTHH DPTHHP

OCV Influenza TCV MMCV DTP booster Hexavalent

Number of new cases per year by vaccine candidate, 2022-2024 in Uganda

2022 2023 2024

Vaccines for Hexavalent 

and DTP booster diseases 

already available

Sources: Ugandan Ministry of Health, Bwire et.al, (2013), WHO External Situation Report, Uganda Virus Research Institute National Influenza Centre (UVRI-NIC), WHO UNICEF Joint 
reporting form on Immunization 

Hexavalent & DTP booster data:

• Diphtheria : 78 in 2022; 71 in 2023; 40 in 2024
• Polio: 1 case in 2024

• Tetanus: 4044 in 2022; 1914 in 2023; 2485 in 2024

• Hepatitis B: 13114 in 2022; 18067 in 2023; 16527 in 2024

• No cases of Haemophilius Influenza B and Pertussis from 2022; 
however the WHO/UNICEF Joint  reporting form indicated 

382 pertussis cases in Uganda in 2021




