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Acronyms Definitions  

AFRO WHO Regional Office for Africa 

CDC US Centers for Disease Control and Prevention 

CI Confidence interval 

CIDRAP Center for Infectious Disease Research and Policy 

CPIA Current policy and institutional assessment  

EMRO WHO Regional Office for the Eastern Mediterranean 

EPI Expanded Program on Immunizations 

EURO WHO Regional Office for Europe 

GLM Generalized linear model  

GNI Gross national income 

LMIC Low- and middle-income countries (including lower-middle and upper-middle income) 

MOH Ministry of Health 

NGO Non-governmental organization 

NITAG National immunization technical advisory group 

ORC Outreach clinic 

PAHO Pan American Health Organization 

PIVI Partnership for Influenza Vaccine Introduction 

SEARO WHO Regional Office for South-East Asia 

TEG Technical expert group 

TFGH The Task Force for Global Health 

UNICEF United Nations Children's Fund 

WHO World Health Organization 

WPRO WHO Regional Office for the Western Pacific 
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Overview 

In March 2019, a group of international experts met to consider the value of developing a coalition of 

stakeholders to promote influenza epidemic and pandemic vaccine preparedness (Ruscio 2020). The group agreed 

that such a stakeholder group was warranted and that developing a coordinated work plan for the group was 

critically needed. The experts also agreed that the work plan should focus on advancing global pandemic 

preparedness through the promotion of country-specific seasonal influenza vaccination programs, particularly for 

low- and middle-income countries (LMICs). In addition, the work plan should align with and support identified 

activities outlined in the World Health Organization (WHO) Global Influenza Strategy, 2019-2030. The experts also 

discussed the value of creating a coalition of stakeholders—government agencies, academic researchers, private 

industry, and non-governmental organizations (NGOs)—to carry out the work plan. This coalition is the Alliance 

for Influenza Preparedness (herein referred to as the Alliance). Activities of the Alliance are currently coordinated 

through a secretariat established by The Task Force for Global Health (TFGH).  

 

During the March 2019 Alliance Shaping Meeting, participants identified a number of leading challenges, 

opportunities, and potential actionable solutions to promote epidemic and pandemic influenza vaccine 

preparedness. The meeting report, however, noted that attendees did not fully represent the broader community 

of influenza vaccine stakeholders and, therefore, additional input from key stakeholders was needed. Meeting 

participants noted that a high priority stakeholder group for future engagement was public health decision 

makers from LMICs. 

 

Two key recommendations from the report include developing a coordinated work plan for the Alliance and 

engaging a broad range of stakeholders to include greater representation from LMICs. In the fall of 2019, the 

TFGH contracted with the Center for Infectious Disease Research and Policy (CIDRAP) at the University of 

Minnesota to conduct a survey targeted to one critical group of stakeholders: public health officials in LMICs. The 

goal of the survey was to gain country-specific perspectives on critical barriers and activities for initiating, 

expanding, or maintaining seasonal influenza vaccination programs in LMICs. The Alliance leadership will use the 

results of the survey to identify priority focus areas and develop a work plan for the Alliance going forward.  

  

The first step of the project was to develop a small Project Coordination Team comprised of staff from the TFGH 

(Amanda Bolster, Dominique Richardson, and Bruce Ruscio [private consultant to the TFGH]); the US Centers for 

Disease Control and Prevention (CDC) (Joe Bresee [also with the TFGH] and Margaret McCarron); and CIDRAP 

(Meredith Arpey, Alison Kraigsley, Kristine Moore, and Maya Peters). The Project Coordination Team met weekly 

throughout the course of the project to ensure that the objectives and milestones were met and to discuss any 

issues as they arose. The Project Coordination Team (herein referred to as the survey team) collaboratively 

developed and piloted the survey instrument in November and December 2019, distributed the survey via email 

in January 2020, and collected survey data through March 2020. In addition, the Alliance Technical Expert Group 

(TEG) served as advisors to review the survey methodology and design.  

  

Methods 

Inclusion and Exclusion Criteria 

The survey team defined country inclusion and exclusion criteria as outlined in Table 1. All countries that met the 

inclusion criteria were eligible to take the survey; this included 130 countries representing all six WHO regions.  

 

 

https://www.sciencedirect.com/science/article/pii/S0264410X20302474?via%3Dihub
https://apps.who.int/iris/handle/10665/311184
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Table 1. Country inclusion and exclusion criteria for receiving the survey  

Inclusion Criteria  All WHO regions (African Region [AFRO], Region of the Americas [PAHO], Eastern 

Mediterranean Region [EMRO], European Region [EURO], South-East Asia Region 

[SEARO], and Western Pacific Region [WPRO]). 

 The following three World Bank country income classifications, based on gross 

national income (GNI) per capita: upper-middle, lower-middle, and low income.  

Exclusion 

Criteria 
 High-income countries as identified by the World Bank income classification system.  

 Countries with active civil wars as identified by the Global Conflict Tracker, which is 

available from the Council on Foreign Relations. In late 2019, these countries 

included Afghanistan, Iraq, Libya, South Sudan, Syria, and Yemen. 

 

Country Attributes 

In addition to data collected via the online survey, the survey team created a separate database that included 

attributes of interest for all 130 countries that met the inclusion criteria. The survey team collected this 

information from a variety of sources between November 2019 and April 2020 and entered it into the database. 

This information was primarily collected to allow a comparison of responding and non-responding countries to 

assess the global representativeness of the data. Attributes of interest include the following: 

 Country income status as identified by the World Bank (low income, lower-middle income, and upper-

middle income).  

 WHO region (AFRO, EMRO, EURO, PAHO, SEARO, and WPRO).  

 Countries that participate in the Partnership for Influenza Vaccine Introduction (PIVI) at the time of the 

survey. These PIVI countries include Albania, Armenia, Bhutan, Côte d’Ivoire, Kenya, Kyrgyzstan, Lao PDR, 

Moldova, Mongolia, Morocco, Nicaragua, North Macedonia, Republic of Georgia, Tajikistan, Tunisia, 

Uganda, and Vietnam.  

 Presence of armed conflict (other than active civil war), political instability, or social/economic fragility 

using the following definitions: (1) Presence of ongoing armed conflict (other than civil war) or political 

instability as identified by the Council on Foreign Relations or the active presence of the International 

Committee of the Red Cross because of conflict. Countries included in this category are the Central 

African Republic, Democratic Republic of the Congo (DRC), Egypt, Lebanon, Mali, Myanmar, Nigeria, the 

Philippines, Somalia, Sudan, Ukraine, and Venezuela. (2) Evidence of social/economic fragility, as 

evidenced by a current policy and institutional assessment (CPIA) score from the World Bank of <3.2 for 

2019 (see Harmonized List of Fragile Situations). These countries include Burundi, the Central African 

Republic, Chad, Comoros, Republic of Congo, DRC, Djibouti, Eritrea, The Gambia, Guinea-Bissau, Haiti, 

Kiribati, Liberia, the Marshall Islands, the Federated States of Micronesia, Mozambique, Myanmar, Papua 

New Guinea, the Solomon Islands, Sudan, Timor-Leste, Togo, Tuvalu, and Zimbabwe. (Note: CPIA data 

were not available for Lebanon, Somalia, and the West Bank and Gaza.) (3) Countries experiencing armed 

conflict or political instability and social/economic fragility. These countries include the Central African 

Republic, DRC, Myanmar, and Sudan. 

 Presence of a robust influenza surveillance program as measured by participation in FluNet. Countries 

categorized as having a robust program were those that reported to FluNet at least 80% of the total 

weeks during the 2017 through 2019 influenza seasons (over three influenza seasons).   

 Presence of a National Influenza Vaccination Program. This information is available on the WHO website 

for countries that include influenza vaccines in their national immunization schedules.  

 Presence of a National Pandemic Influenza Preparedness Plan. This information is available on the WHO 

website for countries that have publicly available pandemic influenza preparedness plans.  

 

https://www.who.int/about/who-we-are/regional-offices
https://www.cfr.org/interactive/global-conflict-tracker?category=us
https://datahelpdesk.worldbank.org/knowledgebase/articles/906519-world-bank-country-and-lending-groups
https://pivipartners.org/
https://www.cfr.org/interactive/global-conflict-tracker/?gclid=EAIaIQobChMIxZCmrO3d5QIVD6rsCh3PVA9MEAAYASAAEgJR1_D_BwE&category=usConflictStatus&conflictType=1099
https://www.icrc.org/en/where-we-work
https://www.icrc.org/en/where-we-work
https://www.worldbank.org/en/topic/fragilityconflictviolence/brief/harmonized-list-of-fragile-situations
https://www.who.int/influenza/gisrs_laboratory/flunet/en/
http://apps.who.int/immunization_monitoring/globalsummary/schedules?sc%5Br%5D%5B%5D=AFRO&sc%5Br%5D%5B%5D=AMRO&sc%5Br%5D%5B%5D=EMRO&sc%5Br%5D%5B%5D=EURO&sc%5Br%5D%5B%5D=SEARO&sc%5Br%5D%5B%5D=WPRO&sc%5Bd%5D=&sc%5Bv%5D%5B%5D=INFLUENZA&sc%5Bv%5D%5B%5D
https://extranet.who.int/sph/influenza-plan
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Survey Outreach Activities 

The survey team, with consultation from the Alliance TEG, decided to send the survey to the Expanded Program 

on Immunizations (EPI) manager for each eligible country, as this group has experience with the technical 

challenges involved with providing influenza vaccines. At the time that the survey was conducted, a database of 

EPI managers was not available; therefore, EPI manager names and email addresses were solicited from the WHO 

Department on Immunization, Vaccines, and Biologicals. For some countries, a valid point of contact could not be 

identified. For those countries, additional efforts were made to identify an appropriate point of contact including: 

(1) asking personnel in the CDC Influenza Division within the National Center for Immunization and Respiratory 

Diseases for additional contacts and (2) reaching out to selected regional “champions” to identify additional 

contacts and to promote survey responses; champions were identified for only the EMRO and PAHO regions. For 

some countries, an EPI manager could not be identified but an alternative public health official, knowledgeable 

about influenza vaccination in the country and affiliated with the country’s vaccination program, was identified.  

 

No point of contact could be identified for nine countries—all in the WRPO region (the Federated States of 

Micronesia, Kiribati, the Marshall Islands, Nauru, Samoa, the Solomon Islands, Tonga, Tuvalu, and Vanuatu). In 

addition, contact email addresses were not deliverable for 12 countries, including Cameroon, Dominica, Egypt, 

Equatorial Guinea, Gabon, Lesotho, Liberia, Madagascar, Malawi, Nigeria, São Tomé and Príncipe, and the West 

Bank and Gaza.  

  

Emails with a link to the survey were initially sent in mid-January 2020 to all eligible countries with an identified 

point of contact. Based on feedback from early responders, the survey was translated into French and Spanish 

and links to these versions were subsequently sent to all non-responding countries. Five reminder emails were 

sent between January and the end of March 2020. All email communications sent by CIDRAP were written in 

English. In addition to the CIDRAP reminder emails, the WHO regional offices were asked twice to remind the 

countries in each region to complete the survey. This was done for all regions except the EURO region, where 

outreach efforts would have required a lengthy committee review process. Champions identified for the EMRO 

and PAHO regions were asked to promote the survey to colleagues in their regions. Finally, the TFGH reached out 

specifically to PIVI countries to encourage them to respond.  

 

Survey Tool 

The survey tool was developed using the Qualtrics platform, a survey research tool available through the 

University of Minnesota. The survey tool focused on the challenges, opportunities, and actionable solutions 

identified by the Alliance Shaping Meeting held in March 2019. The survey was initially written in English (and 

later in Spanish and French) and was targeted to a 10th grade reading level; however, the Flesch-Kincaid reading 

level for the final survey was 13.3, likely due to the scientific language required. The survey was sent to the 

Alliance TEG for feedback and review. A pilot survey was then sent to seven countries to assess readability and 

clarity (Armenia, Côte d’Ivoire, Ghana, Kenya, Laos, Madagascar, and Pakistan). Four countries completed the 

pilot survey (Armenia, Côte d’Ivoire, Kenya, and Laos); feedback was incorporated into the final survey tool. The 

final survey tool included three sections: 

 Section 1 asked for identifying information about the respondent and also asked several general 
questions about the country’s influenza vaccine program capabilities, including: presence of a national 
influenza vaccination program, presence of a national policy regarding influenza vaccination (including 
which target groups are recommended for vaccination), and engagement with international partners to 
support influenza vaccination (and if so, which organizations). 
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 Section 2 focused on barriers and activities for establishing or maintaining an influenza vaccination 
program. These questions were organized into the following categories: (1) demonstrating the value of 
influenza preparedness, (2) assessing economic considerations for influenza vaccination, (3) improving 
access to influenza vaccines, (4) addressing technical/programmatic challenges for influenza vaccine 
programs, and (5) strengthening influenza vaccine acceptance among target groups. These questions all 
used Likert-scale responses. Each question also included opportunities to provide open-ended responses. 
The Likert scale followed a 5-point structure. In addition, two other options were included for response: 
“not sure” and “does not apply to my country.” The options for the 5-point structure were defined as 
follows:  

o Critically important: This barrier or activity must be addressed for your program to be successful.  

o Important: Addressing this barrier or activity would substantially help your program, but is not 

essential to its success.  

o Neither important or unimportant: This barrier or activity could be addressed, but it would not 

substantially improve your program. 

o Relatively unimportant: This barrier or activity has very limited impact on your program and is 

probably not worth using resources to address.  

o Not at all important: Addressing this barrier or activity has no impact on your program and would 

not provide value.  

 Section 3 provided respondents with an opportunity to complete three open-ended questions aimed at 

identifying any other critical challenges, listing strategies that have been successful in supporting the 

country’s influenza vaccination program (if applicable), and identifying the single most important issue to 

accelerate influenza vaccine use in the country.  

 

All of the questions in Section 1 were “forced”, meaning that the respondent could not move on to the next page 

without providing responses to all questions. All of the Likert-scale questions were also forced. The open-ended 

questions were optional for completion.  

 

The final survey tool was first distributed to eligible countries with instructions through the email distribution 

platform MailChimp. The value of using MailChimp was the ability to track which emails had been opened and if 

the link for the survey had been clicked. This was done in part due to concern that bulk email messages could be 

captured by spam filters. Email tracking gave the survey team the ability to assess the percentage of emails that 

were known to reach their desired target (i.e., number of emails opened and number of links clicked). Low 

numbers of opened emails or clicked links in the early weeks of the survey distribution led the survey team to 

modify email delivery by using a more personalized approach. Reminder emails were sent to the points of contact 

using Microsoft Outlook email merge. Each message was addressed to the specific EPI manager (or other point of 

contact) by name and an appeal was added for a response from the specific country. Additional outreach efforts 

are outlined below (see Outreach Activities). 

  

Data Management 

In some instances, more than one survey was completed for a given country; however, only one response from 

each country was included in the data analysis. If a country had more than one response, only fully completed 

surveys received further consideration. If a country submitted more than one fully completed survey, the survey 

from the EPI manager listed in the database took priority. If one person completed more than one survey, only 

their first submission was included in the database.  
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The survey team received duplicate responses from five countries: Albania, Eswatini, the Philippines, Tajikistan, 

and Venezuela. In addition, some countries began a survey, but did not complete it. Only surveys with all of the 

Likert-scale questions completed were included in the data analysis. Data from partially completed surveys will be 

maintained in the database, but were not included in the analysis. The six countries that began the survey but did 

not complete it were Benin, Burkina Faso, Guinea-Bissau, Nepal, Pakistan, and Timor-Leste.   

 

Statistical Comparison of Responding and Non-Responding Countries 

To determine if the responding countries were representative of all eligible countries, we conducted a statistical 

comparison of the two groups. We assessed the following independent variables to determine if any were 

predictive of response: country income level; WHO region; and country attributes described previously (i.e., 

presence of a national influenza vaccination program, participation in PIVI, presence of a robust influenza 

surveillance system as evidenced by FluNet reporting, presence of armed conflict or political instability, and 

presence of social or economic fragility). The initial analysis involved comparing response percentages for each 

variable with calculation of 95% confidence intervals around the percentage point. We then performed a logistic 

regression analysis using a generalized linear model (GLM) to determine if any variables were statistically 

significant for predicting response when all variables were examined holistically. For the variables with multiple 

categories (WHO region and income status), we used the AFRO region as the reference group for WHO region and 

low-income status as the reference group for income level. We did not include the combined variable of armed 

conflict, political instability and social/economic fragility in the model, since these variables are highly correlated 

with each other. We ran this comparative analysis twice—once for all 130 eligible countries and once for only 

those countries that presumably received the survey and had an opportunity to respond. The second analysis 

included 109 countries and excluded the 21 countries for which we were unable to identify an appropriate point 

of contact.  

Analysis of Survey Data for Responding Countries 

Descriptive analysis 

We first performed a descriptive summary of data included in Section 1 of the survey. The Likert-scale questions 

in Section 2 were summarized in two ways: (1) response distribution through the generation of heatmaps showing 

the selection frequency for each available response on the Likert scale (including “does not apply to my country” 

and “not sure”) and (2) the generation of a mean and standard deviation for each potential response within a 

given topic area using the 5-point Likert scale only. The response distribution for the Likert-scale questions was 

determined by counting the number of times a given response was selected from the full 7-point scale and 

dividing it by the total number of responses for the question. All questions had 68 responses; therefore, the 

denominator was the same for each question. The mean calculations were conducted as follows: each potential 

response was assigned a numeric value: critically important (value of 5), important (value of 4), neither important 

or unimportant (value of 3), relatively unimportant (value of 2), and not at all important (value of 1). The 

responses “does not apply to my country” and “not sure” were not included in the mean calculations, since those 

two options are not part of the ordered data. The mean was then calculated by multiplying the number of 

responses in each category by the assigned value, adding them, and then dividing by the overall number of 

responses. The denominator was the number of respondents that selected a response from the 5-point scale (i.e., 

excluding those who selected one of the other two responses of “does not apply to my country” and “not sure”). 

Standard deviations were calculated around each mean and then divided by the number of responses. The means 

for each possible response were grouped by the different topic areas and plotted into a series of bar graphs.  

 

Statistical analysis 
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A statistical comparison was also performed for the Likert-scale responses. The independent variables assessed 

included income level, WHO region, and participation in the PIVI program. The Kruskal-Wallis test was used for 

these comparisons. A logistic regression analysis using a GLM model was also used to compare these three 

variables. For this analysis, the Likert-scale responses were dichotomized into two responses: important (by 

collapsing the critically important and somewhat important) and not important (by collapsing neither important 

or unimportant, relatively unimportant, and not at all important). 

Results 

Response Rate 

The survey response rate was 62%. This was calculated by dividing the number of fully completed surveys (N=68) 

by the number of countries that had the opportunity to complete the survey (N=109).  No point of contact was 

identified or the email for the point of contact was not deliverable for 21 of the 130 eligible countries. These 

countries did not have an opportunity to respond to the survey, since no email was received, so they were 

excluded from the response rate calculation.  

 

The targeted survey completion rate for each geographic region and income level was 50%. Table 2 includes a 

summary of respondents for countries that had an opportunity to complete the survey (N=109). A 50% or better 

completion rate was achieved for each income group overall and for all WHO regions except SEARO. 

 

Table 2: Survey completion rates by country income status and WHO 

region* 

  Low income 

Low-middle 

income 

Upper-middle 

income TOTAL 

AFRO 12/23 (52%) 4/10 (40%) 4/5 (80%) 20/38 (53%) 

EMRO  -- 2/4 (50%) 2/3 (67%) 4/7 (57%) 

EURO 1/1 (100%) 3/6 (50%) 7/13 (54%) 11/20 (55%) 

PAHO 1/1 (100%) 4/4 (100%) 18/18 (100%) 23/23 (100%) 

SEARO 0/1 (0%) 2/7 (29%) 2/3 (67%) 4/11 (36%) 

WPRO 0/1 (0%) 5/6 (83%) 1/3 (33%) 6/10 (60%) 

Total 14/27 (52%) 20/37 (54%) 34/45 (76%) 68/109 (62%) 

*This summary includes those countries that presumably received the survey and had 

an opportunity to complete it (denominator = 109). Cells are shaded if the response 

rate was <50% for that group.  

 

Comparison of Responding and Non-Responding Countries 

Table 3 provides a summary of all eligible responding and non-responding countries by WHO region. Respondents 

are those countries that submitted a fully complete survey. Non-respondents have been categorized into those 

that received the survey but did not respond or submitted a partially complete survey and those that did not 

receive the survey because of no point of contact or an undeliverable email.  
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Table 3: Respondents and non-respondents by WHO region 
WHO Region Respondents Non-Respondents 

 Completed survey Received survey but did 

not respond or only 

partially completed survey* 

Did not receive surveyǂ 

AFRO Angola 

Botswana 

Congo [Democratic 

Republic of] 

Côte d'Ivoire 

Eritrea 

eSwatini 

Gambia, The 

Mali 

Mauritius 

Mozambique 

Namibia 

Rwanda 

Senegal 

Sierra Leone 

South Africa 

Tanzania [United 

Republic of] 

Togo 

Uganda 

Zambia 

Zimbabwe 

Algeria 

Benin§ 

Burkina Faso§ 

Burundi 

Cape Verde 

Central African Republic 

Chad 

Comoros 

Congo [Republic of] 

Ethiopia 

Ghana 

Guinea 

Guinea-Bissau§ 

Kenya 

Mauritania 

Niger 

Somalia 

Sudan 

 

Cameroon# 

Equatorial Guinea# 

Gabon# 

Lesotho# 

Liberia# 

Madagascar# 

Malawi# 

Nigeria# 

São Tomé and Príncipe# 

EMRO Jordan 

Lebanon 

Morocco 

Tunisia 

Djibouti 

Iran [Islamic Republic of] 

Pakistan§ 

Egypt [Arab Republic of]# 

West Bank and Gaza# 

 

EURO Albania 

Azerbaijan 

Bosnia and Herzegovina 

Georgia 

Kosovo 

Moldova 

Montenegro 

North Macedonia 

Romania 

Serbia 

Tajikistan 

Belarus 

Bulgaria 

Kazakhstan 

Kyrgyzstan  

Russian Federation 

Turkey 

Turkmenistan 

Ukraine 

Uzbekistan 

 

PAHO Belize 

Bolivia 

Brazil 

Colombia 

Costa Rica 

Cuba 

Dominican Republic 

Ecuador 

El Salvador 

Grenada 

Guatemala 

 Dominica# 
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Guyana 

Haiti 

Honduras 

Jamaica 

Mexico 

Nicaragua 

Paraguay 

Peru 

St. Lucia 

St. Vincent and the 

Grenadines 

Suriname [Republic of] 

Venezuela [Bolivarian 

Republic of]  

SEARO Armenia 

Bhutan 

Maldives [Republic of the] 

Sri Lanka 

 

Bangladesh 

India 

Indonesia 

Myanmar 

Nepal§ 

Thailand 

Timor-Leste§ 

 

WPRO Lao PDR 

Malaysia 

Mongolia 

Papua New Guinea 

Philippines 

Vietnam 

Cambodia 

China 

Fiji 

Korea [Democratic Republic 

of] 

 

Kiribati^ 

Marshall Islands^ 

Micronesia [Federated 

States of]^ 

Nauru^ 

Samoa^ 

Solomon Islands^ 

Tonga^ 

Tuvalu^ 

Vanuatu^ 

*The survey was sent to a point of contact in the country and the email was not returned as undeliverable. 
§The survey was partially completed and, therefore, not included in the analysis.  
ǂEither no point of contact^ was identified or the email was returned as undeliverable# for the point of contact.  

 

Statistical comparisons of frequencies by income level, WHO region, and country attributes of interest for 

responding and non-responding countries are shown in Tables 4, 5, and 6 below. Responding and non-responding 

countries did not differ by income status (Table 4). For the WHO regions, being a country in the PAHO region was 

significantly predictive of response (Table 5). Several of the country attributes were significantly different for 

responding and non-responding countries, including having a national vaccination program recorded by WHO, 

participating in the PIVI program, and consistent reporting to FluNet (Table 6). However, in the logistic regression 

model that included all of the independent variables, only participating in PIVI (p = 0.003) and being a country in 

the PAHO region (p = 0.041) were significant predictors of response. For Tables 4 and 5, the percentages for each 

row in the respondent and non-respondent columns total 100%. For Table 6, the percentages in each row are 

independent of each other, so the totals do not add up to 100%.  
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Table 4. Comparison between respondent and non-respondent 
countries by income level* 

Income Level 

  

Respondents 

Percentage (95% CI) 

Non-respondents 

Percentage (95% CI) 

Low income 21% (12%, 32%) 26% (16%, 39%) 

Low middle income 29% (19%, 42%) 44% (31%, 57%) 

Upper middle income 50% (38%, 62%) 31% (20%, 44%) 

*Includes all 130 eligible countries. The percentages for each category 
(respondent and non-respondent) total 100% and combined include all of the 
countries that participated in the survey.  

 

 

Table 5. Comparison between respondent and non-respondent 
countries by WHO region* 

WHO region 

  

Respondents 

Percentage (95% CI) 

Non-respondents 

Percentage (95% CI) 

AFRO 29% (19%, 42%) 44% (31%, 57%) 

EMRO 6% (2%, 15%) 8% (3%, 19%) 

EURO 16% (9%, 28%) 15% (7%, 26%) 

PAHOǂ 34% (23%, 46%) 2% (0%, 10%) 

SEARO 6% (2%, 15%) 11% (5%, 22%) 

WPRO 9% (4%, 19%) 21% (12%, 34%) 

*Includes all 130 eligible countries. The percentages for each category 
(respondent and non-respondent) total 100% and combined include all of the 
countries that participated in the survey. 
ǂ95% confidence intervals (CIs) around the frequency do not overlap; 
therefore, in univariate analysis being a country within the PAHO region was 
significantly predictive of response at the 0.05 level.  

 

 

Table 6: Comparison between respondent and non-respondent countries for 
country attributes of interest*  
Country attribute§ Respondents 

Percentage (95% 
CI) 

Non-Respondents 
Percentage (95% 
CI) 

Has a national vaccination program per WHOǂ 62% (49%, 73%) 24% (15%, 37%) 

Participates in the PIVI programǂ 22% (13%, 34%) 3% (1%, 12%) 

Reported regularly to FluNet during the 2017-2019 
influenza seasonsǂ 

72% (60%, 82%) 40% (28%, 54%) 

Has an Influenza Pandemic Preparedness Plan 40% (28%, 52%) 31% (20%, 44%) 

Presence of armed conflict or political instability  7% (3%, 17%) 11% (5%, 22%) 

Presence of socio-economic fragility  12% (6%, 22%) 27% (17%, 40%) 

Presence of armed conflict, political instability, or 
socio-economic fragility 

18% (10%, 29%) 34% (23%, 47%) 

*Includes all 130 eligible countries. 
§Each variable is independent, so the totals for each category (respondent and non-respondent) do 
not total 100%.  
ǂ95% confidence intervals (CIs) around the frequencies do not overlap; therefore, in univariate 
analysis these attributes were significantly predictive of response at the 0.05 level. However, in a 
logistic regression model, the only one of these variables that remained significant was 
participation in the PIVI program.   
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Table 7 shows a comparison of responding and non-responding countries by income status and WHO region. The 

survey team did not perform a statistical analysis for this comparison owing to the small numbers in several of the 

cells.  

 

Table 7: Comparison of respondents and non-respondents by WHO region 

and income status*  

WHO Region 

Respondents 

N (%) 

Non-Respondents 

N (%) 

Total 

N 

AFRO 20 (43%) 27 (57%) 47 

Low income 12 (46%) 14 (54%) 26 

Low-middle income 4 (29%) 10 (71%) 14 

Upper-middle income 4 (57%) 3 (43%) 7 

EMRO 4 (44%) 5 (56%) 9 

Low income 0 0 0 

Low-middle income 2 (33%) 4 (67%) 6 

Upper-middle income 2 (67%) 1 (33%) 3 

EURO 11 (55%) 9 (45%) 20 

Low income 1 (100%) 0 (0%) 1 

Low-middle income 3 (50%) 3 (50%) 6 

Upper-middle income 7 (54%) 6 (46%) 13 

PAHO 23 (96%) 1 (4%) 24 

Low income 1 (100%) 0 (0%) 1 

Low-middle income 4 (100%) 0 (0%) 4 

Upper-middle income 18 (95%) 1 (5%) 19 

SEARO 4 (36%) 7 (64%) 11 

Low income 0 (0%) 1 (100%) 1 

Low middle income 2 (29%) 5 (71%) 7 

Upper middle income 2 (67%) 1 (33%) 3 

WPRO 6 (32%) 13 (68%) 19 

Low income 0 (0%) 1 (100%) 1 

Low middle income 5 (50%) 5 (50%) 10 

Upper middle income 1 (13%) 7 (88%) 8 

*Includes all 130 eligible countries. 

 

The tables above reflect data from the analysis of all 130 eligible countries. When the survey team restricted the 

analysis to the 109 countries that actually received the survey, the results were slightly different. In the GLM 

logistic regression model, only being a PIVI country was predictive of response; being a PAHO country was no 

longer statistically predictive of response.   

 

Analysis of Survey Data for Responding Countries 

Descriptive analysis 

One of the questions in Section 1 asked respondents whether or not they are working with international partners 

to promote influenza vaccination in their country. Thirty-three countries indicated that they were working with 

international partners and these partners are listed in the survey database (separate document); 35 countries 
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indicated that they were not working with international partners. In Section 1, we also asked countries to indicate 

which populations in their country are recommended to receive influenza vaccine. These results are summarized 

by country in Appendix A. Participants were also asked to indicate if their country had either a national influenza 

vaccination program or a national influenza vaccination policy. We also compiled information for all eligible 

countries regarding the presence of a national influenza program through the WHO website (WHO vaccine-

preventable diseases: monitoring system). Of the 68 respondents, 14 countries had discordant entries for the 

presence of a national vaccination program when compared with the WHO monitoring system data (Table 8). 

 

Table 8: Comparison of WHO records and self-

reporting for the presence of a national influenza 

vaccination program or policy for countries with a 

discrepancy  

Country 

WHO 
National 

Vaccination 
Program 

Self-
Reporting 
National 

Vaccination 
Program 

Self-
Reporting 
National 

Vaccination 
Policy 

Belize Yes No No 

Bhutan No Yes Yes 

Botswana No Yes No 

Côte d'Ivoire Yes No No 

Eritrea No Yes Yes 

Jordan Yes No Yes 

Kosovo No Yes Yes 

Lebanon Yes No No 

Moldova Yes  No No 

North Macedonia Yes  No Yes 

St. Lucia Yes  No No 

Suriname Yes  No No 

Tajikistan Yes  No Yes 

Vietnam Yes No Yes 

 

The descriptive heatmaps and bar graphs for the Likert-scale responses are shown in Appendix B and Appendix C. 

All of the open ended responses are outlined in Appendix D.  

 

Statistical analysis  

When the distributions of the Likert-scale responses were analyzed by country income level, significant 

differences in the distribution were noted for responses to 11 questions. This information is shown in Table 9 

below and is also more fully characterized in the heatmaps in Appendix E.   

 

  

https://apps.who.int/immunization_monitoring/globalsummary/schedules
https://apps.who.int/immunization_monitoring/globalsummary/schedules
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Table 9: Responses on barriers and activities that differed significantly by country income 
status through a frequency distribution comparison  
Question P value Possible reason for the difference 

Barriers to establishing or maintaining an influenza vaccination program in your country 

Too few staff available to support 
an influenza vaccination program 

0.042 Middle-income countries were more likely to cite this as an 
important factor, whereas low income countries considered 
this as less important. 

Vaccine hesitancy in the general 
population 

0.028 Middle-income countries were more likely to cite this as a 
critically important or important factor, whereas low income 
countries considered this as less important. In particular,  
upper-middle income countries were most likely to cite this as 
an important issue.  

Barriers to improving access to vaccines 

Our country can only use WHO-
prequalified vaccines 

0.045 Low-income and lower-middle income countries were more 
likely to consider this a critically important issue; upper-
middle income countries were less inclined to consider this 
critically important and were more likely to indicate that this 
does not apply to their country.  

Our country does not have a 
national regulatory authority 

0.011 Low-income countries were less likely to consider this 
important; however, many countries in all income categories 
indicated that this does not apply to their country.  

Our country has no experience 
with approving influenza vaccines 

0.044 Lower-middle income countries were more likely to consider 
this critically important or important; however, many countries 
in all income categories indicated that this does not apply to 
their country.  

Our country is unable to order 
vaccines from UNICEF 

0.015 Lower- and upper-middle income countries were more likely 
to consider this an important barrier, whereas this was not 
cited as an important barrier for any low-income countries. 
Almost half of all countries indicated that this issue did not 
apply to their country. 

Barriers to technical or programmatic issues 

Implementation of annual influenza 
vaccination exceeds logistic 
capacities  

0.019 Low-income and lower-middle income countries were more 
likely to consider this important. A higher proportion of upper-
middle income countries indicated that this does not apply to 
their country.  

The short expiry dates on 
influenza vaccines limit their use 

0.041 Lower-middle income countries were more likely to cite this 
as an important factor than low-income or upper-middle 
income countries.  

Lack of a stable and reliable cold-
chain for vaccines 

0.003 Lower-middle income countries were more likely to cite this 
as an important factor than low-income or upper-middle 
income countries; however, many countries in all income 
categories indicated that this does not apply to their country.  

Barriers to strengthening influenza vaccine acceptance among risk groups 

Broad misinformation on influenza 
vaccines is distributed on social 
media 

0.012 Lower-middle and upper-middle income countries were more 
likely to consider this important. Low -ncome countries 
predominantly cited this as unimportant or not applicable to 
their country. 

Activities related to economic considerations 

Identify expert groups to assist 
with, or conduct cost-effectiveness 
studies of influenza vaccination 
programs 

0.033 All income groups cited this as an important factor; however, 
low-income countries were more likely to cite this as critically 
important.  

 

Similarly, when the distributions of the Likert-scale responses were analyzed by WHO region, significant 

differences in the response distribution were noted; differences were apparent for seven questions. This 

information is shown in Table 10 and is also more fully characterized in the heatmaps in Appendix F. 
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Table 10: Responses on barriers and activities that differed significantly by WHO region 
through a frequency distribution comparison  
Question P value Possible reason for the difference 

Activities related to establishing or maintaining an influenza vaccination program  
Conduct in-country studies on the 
burden of influenza illness 

0.040 While this was important in all regions, countries in the 
EMRO and EURO regions were less likely to consider this as 
critically important.  

Access to WHO tools to support 
introduction or expansion of an 
influenza program 

0.048 While this was important in all regions, countries in the PAHO 
region were more likely to consider this as critically important. 
It was less likely to be critically important in the EMRO and 
WPRO regions. 

Activities related to economic considerations for influenza vaccination  

Identify expert groups to assist 
with, or conduct, cost effectiveness 
studies of influenza vaccination 
programs 

0.017 Countries in the AFRO, PAHO, and SEARO regions were 
more likely to consider this critically important.  

Engage domestic industries to 
implement private-sector 
employee seasonal influenza 
programs 

0.044 Countries in the AFRO and WPRO regions were more likely 
to consider this critically important. This was less of an issue 
for countries in EURO and, to some degree, those in PAHO. 

Barriers to establishing or maintaining an influenza vaccination program  

Need for more relevant local data 
about annual influenza-related 
deaths or cases of severe 
influenza disease 

0.017 Countries in the EMRO region were less likely to consider 
this as critically important and countries in the EURO region 
were less likely to consider this as either critically important or 
important. 

Vaccine hesitancy in the general 
population 

0.008 This was particularly important for countries in the EURO 
region. Countries in the AFRO and WPRO regions were less 
likely to consider this as critically important. While 25% of 
countries in the SEARO region thought this was critically 
important, the rest of the SEARO countries were neutral or 
did not think this was important.   

Barriers to improving access to vaccines  

Our country does not have a 
national regulatory authority. 

0.015 Most countries in the EMRO and EURO regions did not 
consider this to be critically important or important. Countries 
in the SEARO region were more likely to consider this 
critically important. At least 50% countries in all regions 
except WPRO indicated that this was not applicable to their 
country.  

 

Finally, three issues were significantly different between PIVI and non-PIVI countries. These are shown in Table 11 

and the heatmaps for these issues are provided in Appendix G. 

 

Table 11: Responses on activities that differed significantly by PIVI status through a 
frequency distribution comparison  
Question P value Possible reason for the difference 

Activities related to establishing or maintaining an influenza vaccination program  

Link influenza prevention and 
vaccination to other public health 
challenges (e.g., antimicrobial 
resistance, tuberculosis, HIV, or 
chronic health problems).  

0.041 Countries not participating in PIVI were more likely to indicate 
that this is critically important or important than countries that 
participate in PIVI.  

Activities related to technical or programmatic issues 

Develop guidance on vaccine 
selection and procurement for 

0.05 Countries not participating in PIVI were more likely to cite that 
this is critically important or important than countries that 
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countries with year-round 
influenza. 

participate in PIVI. A higher proportion of PIVI-participating 
countries indicated that this does not apply to their country. 
This likely reflects the proportionate geographic distribution of 
PIVI countries vs. non-PIVI countries with regard to tropical 
and sub-tropical regions.   

Activities for strengthening vaccine acceptance among risk groups  
Provide recommendations to 
providers for vaccine formulations 
in countries with year-round 
influenza. 

0.043 Countries not participating in PIVI were more likely to cite that 
this is critically important or important than countries that 
participate in PIVI. A higher proportion of PIVI-participating 
countries indicated that this does not apply to their country. 
This likely reflects the proportionate geographic distribution of 
PIVI countries vs. non-PIVI countries with regard tropical and 
sub-tropical regions.  

 

In the GLM logistic regression analysis comparing Likert-scale responses by WHO region, country income status, 

and participation in the PIVI program, for 42 (46%) of the 91 questions, the logistic regression algorithm had no 

convergence; therefore, these responses were not valid and were excluded from the analysis. Of those activities 

and barriers that were significant by the Kruskal-Wallis test, three issues remained significant when the variables 

were dichotomized to important (collapsing critically important and somewhat important) and not important 

(neutral, not very important, and not at all important) in the model. The first was vaccine hesitancy in the general 

population as an important barrier, which was a significant barrier for countries in the EURO region (p = 0.046). 

The second was lack of experience with approving influenza vaccines, which was a significant barrier for lower-

middle income countries (p =0.039). The third issue was the importance of linking influenza prevention and 

vaccination to other public health challenges (e.g., antimicrobial resistance, tuberculosis, HIV, or chronic health 

problems), which was more likely to be important for countries not involved in the PIVI program (p = 0.034). One 

additional barrier was significant for the PAHO region in the dichotomized model: healthcare worker support for 

influenza vaccination is low (p = 0.005). Also, three additional activities were significant for the PAHO region in the 

dichotomized model: establish or expand vaccination of healthcare workers (p = 0.041); work with or create new 

in-country vaccine advocacy groups (p = 0.047); and improve diagnostic testing for influenza to better estimate 

the burden of influenza disease (p = 0.039).  

Conclusions 

One hundred and thirty countries were eligible to receive the stakeholder survey. Of those, 109 were sent a link 

to the survey because of missing contact information for 21 countries. Sixty-eight countries responded to the 

survey for an overall response rate of 62% for those countries that potentially received the survey. Forty-nine 

respondents completed the survey in English, six completed it in French, and 13 completed it in Spanish. Fourteen 

respondents were from low-income countries, 20 were from lower-middle income countries, and 34 were from 

upper-middle income countries. Although the survey team made extensive efforts to encourage countries to 

complete the survey, the response rate was likely hindered by the emergence of the COVID-19 global pandemic in 

February and March of 2020. In particular, the COVID-19 pandemic may have contributed to the lower response 

rate in the SEARO region, since Asian countries were impacted early in the pandemic, when the survey was in 

progress. In addition, all of the email communications about the survey were in English. While the survey was 

translated into Spanish and French, it was initially sent in English; the delay in translation may have impacted the 

response rate. Also, not having the survey available in other languages may have been a barrier for some 

countries where English, French, and Spanish are not primary languages. It is possible that some survey emails 

were caught in spam filters or contacts didn’t respond because they were not familiar with the sender. Finally, the 

survey was quite long, which may have been a deterrent; six countries only partially completed the survey.   
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Another limitation of the survey is that the outreach efforts to encourage participation were not uniform for all 

geographic regions. The survey team decided that improving participation was ultimately more important than 

ensuring uniformity of the methodology. Outreach efforts were more extensive for PIVI countries and for 

countries in the PAHO and EMRO regions, where champions to promote the survey were identified. In the logistic 

regression model for all eligible countries, two variables were significantly predictive of response—participation in 

the PIVI program and being a country in the PAHO region. These can both be explained based on the outreach 

strategy. However, no other factor was significantly predictive of response, suggesting that responding countries 

were reasonably representative of the 130 eligible countries and that results can be generalized to the eligible 

population of countries.  

 

Section 1 of the survey obtained general information on the respondents including name, role, affiliation, 

presence of an influenza vaccination program or policy, and engagements with international partners. Fifty-seven 

of the 68 responses were received from an individual self-identified as an EPI manager. Eleven respondents did 

not identify as an EPI manager, but provided a different title—all of the titles were consistent with someone 

working on issues related to influenza. Of the 68 respondents, 14 had discordant entries for the presence of a 

National Influenza Vaccination Program meaning that the self-reported response included in the survey did not 

match the information listed in the WHO vaccine-preventable disease monitoring system database. Possible 

explanations for these discrepancies include the following: (1) some countries may have recently developed an 

influenza vaccination program and this information is not yet in the WHO database, (2) the WHO database is 

incorrect, or (3) some respondents may have interpreted the definition of an influenza vaccination program or 

policy differently than the WHO. When comparing countries in the statistical analysis, the survey team used the 

WHO database as the source of information on whether or not a country has an influenza vaccination program for 

consistency between the responding and non-responding countries (since self-reported data were not available 

for the non-responding countries).  

 

Section 2 of the survey included the Likert-scale questions for barriers and activities in the five categories 

(demonstrating the value of influenza preparedness, assessing economic considerations for influenza vaccination, 

improving access to influenza vaccines, addressing technical/programmatic challenges for influenza vaccine 

programs, and strengthening influenza vaccine acceptance among target groups). The Likert-scale questions were 

analyzed in two ways: response distribution for all seven possible responses and means for the five ordered 

responses. The response distribution tables shown in Appendix B highlight the range in responses for a given 

barrier or activity within each category for the full 7-point scale. In particular, this information indicates how often 

the option “does not apply to my country” was selected. Such information is of value when identifying key 

elements for the Alliance work plan. For example, for the barriers listed in the Improving Vaccine Access category, 

the response “does not apply to my country” was the most frequent response selected for seven out of the nine 

barriers. Additionally, for the barriers included in the Technical or Programmatic Issues for Implementing a 

National Influenza Program category, “does not apply to my county” was the predominant response for four of 

the 11 barriers. Conversely, “does not apply to my country” was not the primary response for any of the listed 

activities in the five categories.  

 

The mean calculations for the Likert-scale questions sought to rank each set of barriers and activities based on the 

5-point ordered Likert-scale responses. The responses “does not apply to my country” and “not sure” were 

removed from the mean calculations, since they were not part of the ordered data. The means for each set of 

barriers and activities within the five categories were plotted together in bar graphs and ordered by decreasing 

mean value (Appendix C). Of note, the majority of the barriers and activities included in the survey were identified 

as being “critically important” or “important”; however, the bar graphs identify the top three barriers and 



 

19 | P a g e  

activities for each category. The Alliance leadership can use this information to identify themes for the work plan. 

For example, under the category of Economic Considerations, demonstrating the cost-effectiveness of influenza 

vaccine programs is an important theme. Under Improving Vaccine Access, developing partnerships was an 

important theme, such as developing regional consortia for regulatory approval and developing partnerships with 

external organizations to promote implementation programs. Under Technical Issues, the need to strengthen the 

ability for making local policies was important (for example, determining local recommendations for vaccine use 

and strengthening local expert groups, such as national immunization technical advisory groups (NITAGs). Finally, 

under Vaccine Acceptance, the need to correct misinformation about vaccines was identified as an important 

issue. 

 

Likert-scale data were also analyzed by country income status, WHO region, and participation in the PIVI program. 

For income status, the response distribution for 10 barrier questions and one activity question were significantly 

different based on country income. This information is noted in Table 9 and in the heatmaps shown in Appendix E. 

The one activity question that differed by country income focused on the need for expert groups to assist with, or 

conduct, cost-effectiveness studies of influenza vaccination programs; this was more likely to be important for low 

income countries in comparison to upper-middle and lower-middle income countries. Another interesting finding 

is that vaccine hesitancy was most likely to be an important barrier for upper-middle income countries and least 

likely to be important in low-income countries. In the logistic regression model, vaccine hesitancy was particularly 

important for countries in the EURO region, which are likely to be upper-middle income countries. In addition, 

lower-middle income countries were more likely than low income countries to indicate that not having a national 

regulatory authority or experience with vaccine approval was an important barrier. Lack of experience with 

vaccine approval remained a significantly important barrier for lower-middle income countries in the logistic 

regression model. This may be due to the fact that low-income countries are more likely to be Gavi-eligible than 

lower-middle income countries and these issues may be more likely to be addressed through the Gavi vaccine 

distribution process. Lower-middle income countries were also more likely to cite short expiry dates and lack of a 

reliable cold chain as important than low income countries. Again, this may be related to low-income countries 

being eligible for vaccines through Gavi, making this less of an issue for those countries.   

 

For the WHO regions, responses to three barrier questions and four activity questions differed significantly (Table 

10). Vaccine hesitancy was less likely to be an issue in AFRO and WPRO compared to other countries and was 

most important for countries in the EURO region. This finding is similar to the analysis by country income level, 

since AFRO and WPRO countries are more likely to be on the lower end of the income-level scale and countries in 

the EURO region are more likely to be higher income countries. The need for local data on influenza disease rates 

and the burden of influenza was less likely to be an issue for countries in the EMRO and EURO regions. This may 

be related to having more robust surveillance systems and better data available in those regions. Countries in the 

AFRO, PAHO, and SEARO regions were more likely to indicate that it is important to identify expert groups to 

assist with, or conduct, cost effectiveness studies of influenza vaccination programs. This may be important for 

program planning in those regions. 

 

When a comparison between PIVI countries and non-PIVI countries was performed, three activity questions 

differed significantly; two of these dealt with guidance for countries with year-round influenza and one dealt with 

the importance of linking influenza prevention and vaccination to other public health challenges (Table 11). Issues 

with year-round influenza were less likely to be an issue for the PIVI countries that responded to the survey; this 

finding likely reflects the geographic distribution of responding countries. Linking influenza prevention and 

vaccination to other public health issues was also more important for non-PIVI countries, which remained 

significant in the logistic regression model.  
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When considering results from the logistic regression model for the Likert-scale responses, which included WHO 

region, country income status, and participation in PIVI, two caveats are important to note. First, for almost 50% 

of the questions, the logistic regression algorithm had no convergence, which means that the results were not 

reliable; these questions were excluded from analysis. Second, when the Likert-scale responses were 

dichotomized to important vs. not important for the analysis, much of the granularity of the information was lost. 

This is particularly important, because many of the responses were either “critically important” or “important” 

and the model did not allow us to differentiate between these.  

 

In summary, this survey was conducted to address two important issues for the Alliance. First, the survey 

collected information from a key stakeholder group that was otherwise under-represented—public health officials 

working in LMICs. Second, results of the survey provide a valuable landscape of priority issues for development of 

the Alliance work plan.   
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 Appendix A – National Vaccination Program Recommendations for Vaccination 

 Appendix B – Response Distribution Heatmaps for the Likert-scale Responses 
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 Appendix E – Heatmaps for the Likert-scale responses by Country Income Level 

 Appendix F – Heatmaps for the Likert-scale responses by WHO Region 

 Appendix G – Heatmaps for the Likert-scale responses by PIVI Participation 
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Appendix A – National Influenza Vaccination Program Recommendations for Vaccination 

 

Country 
Recommended Populations  
(Selected from list) 

Other Recommended Populations  
(open response) 

Albania 

All persons ≥ 6 months of age who don't have 
contraindications; Persons with chronic pulmonary, 
cardiovascular, renal, hepatic, neurologic, 
hematologic, or metabolic disorders; Persons who 
are immunocompromised; Women who are or will be 
pregnant during the influenza season; Other (please 
specify) 

Adults >65, Children 2-5 yrs old 

Armenia 

Children aged 6 through 59 months; Persons with 
chronic pulmonary, cardiovascular, renal, hepatic, 
neurologic, hematologic, or metabolic disorders; 
Persons who are immunocompromised; Women who 
are or will be pregnant during the influenza season; 
Children and adolescents (aged 6 months through 18 
years) receiving aspirin- or salicylate-containing 
medications who might be at risk for Reye syndrome 
after influenza infection; Other (please specify) 

Persons in special institutions, Health Care 
Workers 

Bhutan 

Persons with chronic pulmonary, cardiovascular, 
renal, hepatic, neurologic, hematologic, or metabolic 
disorders; Persons who are immunocompromised; 
Women who are or will be pregnant during the 
influenza season; Other (please specify) 

Children 6 to 23 month; Elderly people 65 
years and above 

Bolivia Other, please specify  
Children under 2 years; Pregnant women; 
Adults over 59 years; Health personnel; 
Chronically ill 

Brazil Other, please specify  

Individuals aged 60 years and over; Adults 
aged 55 to 59 years will be vaccinated; 
Children aged 6 months to 8 years old (8 
years, 11 months and 29 days ); Pregnant 
women; Mothers (up to 45 days after 
delivery); Health workers; Teachers from 
public and private schools; Indigenous 
peoples; Groups with chronic non-
communicable diseases and other special 
medical conditions; Adolescents and young 
people from 12 to 21 years of age under 
socio-educational measures; The population 
deprived of their liberty and prison staff; 
Rescue and security forces 

Colombia Other, please specify  
People from 6 to 23 months; Adults over 60 
years; People with risk pathologies; Pregnant 
women 

Costa Rica 

Children aged 6 through 59 months; Adults aged ≥50 
years; Persons with chronic pulmonary, 
cardiovascular, renal, hepatic, neurologic, 
hematologic, or metabolic disorders; Persons who 
are immunocompromised; Women who are or will be 
pregnant during the influenza season; Other (please 
specify) 

Health workers; children aged 6 through 72 
months (healthy and with chronic conditions) 

Cuba Other, please specify  Social institutions 
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Dominican 
Republic 

Other, please specify  
6 to 23 months; Pregnant (seasonal)health 
workers; Pregnant women; Older adults of 65 
years or more 

Ecuador 

All persons ≥ 6 months of age who don't have 
contraindications; Children aged 6 through 59 
months; Persons with chronic pulmonary, 
cardiovascular, renal, hepatic, neurologic, 
hematologic, or metabolic disorders; Persons who 
are immunocompromised; Women who are or will be 
pregnant during the influenza season; Other (please 
specify) 

Adults aged ≥65 years; Health Workers; 
Prisoners; Puerperas 

El Salvador Other, please specify  

People over 60 years of age; Health 
personnel; Children 6 to 59 months; Pregnant 
women; Immunosuppressed patients with 
chronic diseases 

Eritrea Children aged 6 through 59 months    

Georgia 
Persons who are immunocompromised; Women who 
are or will be pregnant during the influenza season; 
Other (please specify) 

Beneficiaries and caregivers of houses for 
children and the elderly; Doctor and Nurses; 
Caregivers of the kindergartens; Diabetics; 
Hepatitis C-infected persons who are under 
the treatment.  

Grenada 

Children aged 6 through 59 months; Adults aged ≥50 
years; Persons with chronic pulmonary, 
cardiovascular, renal, hepatic, neurologic, 
hematologic, or metabolic disorders; Women who 
are or will be pregnant during the influenza season; 
Other (please specify) 

The policy speaks to chronic diseases clients, 
elderly, pregnant women, children 6mos and 
over, health care workers. 

Guatemala Other, please specify  

Children and children 6 to 35 months; Adults 
in their 60s or older concentrated in nursing 
homes and caregivers; Staff who transfer 
patients; Health personnel and students of 
health training schools prior to their clinical 
practice. 

Honduras Other, please specify  
Pregnant women; Poultry farm and health 
workers; Children 6-23 months; Chronically ill 
2-59 years, and adults 60+. 

Jordan Other (please specify) Health CW 

Kosovo 

Persons with chronic pulmonary, cardiovascular, 
renal, hepatic, neurologic, hematologic, or metabolic 
disorders; Persons who are immunocompromised; 
Women who are or will be pregnant during the 
influenza season; Other (please specify) 

All persons over 65 years old 

Lao People's 
Democratic 
Republic 

Adults aged ≥50 years; Persons with chronic 
pulmonary, cardiovascular, renal, hepatic, neurologic, 
hematologic, or metabolic disorders; Women who 
are or will be pregnant during the influenza season; 
Other (please specify) 

Health workers 

Malaysia 

Children aged 6 through 59 months; Adults aged ≥50 
years Persons with chronic pulmonary, 
cardiovascular, renal, hepatic, neurologic, 
hematologic, or metabolic disorders ,Other (please 
specify) 

Health Care frontline 
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Maldives 

Persons with chronic pulmonary, cardiovascular, 
renal, hepatic, neurologic, hematologic, or metabolic 
disorders; Persons who are immunocompromised; 
Other (please specify) 

High risk group  

Mali Children aged 6 through 59 months    

Mauritius 

All persons ≥ 6 months of age who don't have 
contraindications; Children aged 6 through 59 
months; Adults aged ≥50 years; Persons with chronic 
pulmonary, cardiovascular, renal, hepatic, neurologic, 
hematologic, or metabolic disorders; Persons who 
are immunocompromised; Women who are or will be 
pregnant during the influenza season; Children and 
adolescents (aged 6 months through 18 years) 
receiving aspirin- or salicylate-containing medications 
who might be at risk for Reye syndrome after 
influenza infection; Other (please specify) 

General public as from 6 month of age 

Mexico Other, please specify  

Children from 6 to 59 months; Health 
workers; Population of 60 years plus; 
Pregnant women; People living with HIV AIDS 
and all immunocompromised; Diabetic; 
People with pulmonary, cardiovascular 
disorders 

Mongolia 

Children aged 6 through 59 months; Adults aged ≥50 
years; Persons with chronic pulmonary, 
cardiovascular, renal, hepatic, neurologic, 
hematologic, or metabolic disorders; Persons who 
are immunocompromised; Women who are or will be 
pregnant during the influenza season; Other (please 
specify) 

Health care workers and staff of emergency 
agencies 

Montenegro 

Persons with chronic pulmonary, cardiovascular, 
renal, hepatic, neurologic, hematologic, or metabolic 
disorders; Persons who are immunocompromised; 
Other (please specify) 

Adults aged >65 years; People with chronic 
conditions regardless of age; Persons living in 
chronic care settings; HCWs 

Morocco 

Persons with chronic pulmonary, cardiovascular, 
renal, hepatic, neurologic, hematologic, or metabolic 
disorders; Women who are or will be pregnant during 
the influenza season; Other (please specify) 

HEALTH CARE WORKERS 

Nicaragua Other, please specify  

Adults of 50 years, with disorders; pregnant in 
all trimesters and children from 6 to 23 
months with chronic diseases and health 
personnel in direct care 

Paraguay Other, please specify  

Children from 6 months to 35 months; Adults 
over 60 years of age or older; People with 
chronic disease: pulmonary, cardiovascular, 
renal, neurological, hematological disorders; 
Pregnant and postpartum 

Peru Other, please specify  
CHILDREN 6 MONTHS UNDER 5 YEARS OLD, 
OVER 60 YEARS OLD, PEOPLE WITH 
COMORBIDITIES 

Philippines Adults aged ≥50 years    

Romania 
Children aged 6 through 59 months; Persons with 
chronic pulmonary, cardiovascular, renal, hepatic, 
neurologic, hematologic, or metabolic disorders 

adults > 65 years, HCW 
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Persons who are immunocompromised ,Women who 
are or will be pregnant during the influenza season 
,Children and adolescents (aged 6 months through 18 
years) receiving aspirin- or salicylate-containing 
medications who might be at risk for Reye syndrome 
after influenza infection. ,Other (please specify) 

Serbia 

All persons ≥ 6 months of age who don't have 
contraindications; Persons with chronic pulmonary, 
cardiovascular, renal, hepatic, neurologic, 
hematologic, or metabolic disorders; Persons who 
are immunocompromised; Women who are or will be 
pregnant during the influenza season  

  

South Africa 

Children aged 6 through 59 months; Persons with 
chronic pulmonary, cardiovascular, renal, hepatic, 
neurologic, hematologic, or metabolic disorders; 
Persons who are immunocompromised; Other 
(please specify) 

Immunocompromised population and elderly 
person 

Tajikistan 
Persons with chronic pulmonary, cardiovascular, 
renal, hepatic, neurologic, hematologic, or metabolic 
disorders  

  

The former 
Yugoslav 
Republic of 
Macedonia 

Children aged 6 through 59 months; Adults aged ≥50 
years; Persons with chronic pulmonary, 
cardiovascular, renal, hepatic, neurologic, 
hematologic, or metabolic disorders; Women who 
are or will be pregnant during the influenza season; 
Other (please specify) 

HCW 

Tunisia Others, please specify 
Pregnant women; Elderly's over 60s; Chronic 
diseases; Obesity; Health staff 

Venezuela, 
Bolivarian 
Republic of... 

All persons ≥ 6 months of age who don't have 
contraindications; Adults aged ≥50 years; Persons 
with chronic pulmonary, cardiovascular, renal, 
hepatic, neurologic, hematologic, or metabolic 
disorders; Persons who are immunocompromised; 
Women who are or will be pregnant during the 
influenza season; Other (please specify) 

HEALTH PERSONNEL 

Viet Nam 

All persons ≥ 6 months of age who don't have 
contraindications; Persons with chronic pulmonary, 
cardiovascular, renal, hepatic, neurologic, 
hematologic, or metabolic disorders; Women who 
are or will be pregnant during the influenza season; 
Other (please specify) 

Health care worker 
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Appendix B – Response Distribution Heatmaps for the Likert-scale Responses 

 

How important are the following BARRIERS to establishing or maintaining an influenza vaccination 

program in your country? 

Barrier 5 4 3 2 1 NA NS 

Competing health priorities 31% 49% 7% 0% 4% 9% 0% 

Lack of data on flu morbidity/mortality 31% 50% 7% 4% 1% 4% 1% 

Lack of NITAG recommendation for flu vaccination 22% 28% 9% 10% 4% 25% 1% 

Lack of national policy on flu vaccination 35% 24% 15% 6% 4% 15% 1% 

Lack of staffing for flu vaccination programs 24% 35% 13% 15% 7% 6% 0% 

Vaccine hesitancy 18% 35% 21% 4% 15% 4% 3% 

Variable vaccine effectiveness 19% 47% 16% 7% 3% 6% 1% 

Perception that flu vaccination is not a priority 15% 40% 16% 12% 6% 9% 3% 

Not enough domestic financial support 40% 37% 7% 4% 3% 7% 1% 

Complexity in flu vaccine ordering 7% 44% 12% 13% 15% 9% 0% 

Scale:5 – Critically Important, 4 – Important, 3 – Neither Important or Unimportant, 2 – Relatively 

Unimportant, 1- Not at all Important, NA – Does Not Apply to my Country, NS – Not Sure 

 

 

 

 

 

How important are the following ACTIVITIES in establishing or maintaining an influenza vaccination 

program in your country? 

Activity 5 4 3 2 1 NA NS 

Conduct in-country studies on the burden of flu 53% 38% 7% 1% 0% 0% 0% 

Educate decision-makers on importance of flu 

vaccination 53% 38% 3% 0% 1% 3% 1% 

Educate health workers about flu vaccination 62% 35% 1% 0% 1% 0% 0% 

Show value of flu vaccination for pandemic 

preparedness 50% 44% 3% 1% 0% 1% 0% 

Link flu prevention to other public health challenges 25% 57% 15% 0% 1% 1% 0% 

Simplify flu vaccine introduction by focusing on 

specific risk groups 29% 53% 7% 0% 0% 10% 0% 

Guidance on collection, analysis, and 

communication of flu data 40% 51% 4% 1% 0% 3% 0% 

Provide assistance for strengthening NITAGs 29% 49% 4% 10% 0% 7% 0% 

Access to WHO tools for programmatic support 41% 41% 12% 0% 1% 4% 0% 

Scale: 5 – Critically Important, 4 – Important, 3 – Neither Important or Unimportant, 2 – Relatively 

Unimportant, 1- Not at all Important, NA – Does Not Apply to my Country, NS – Not Sure 
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How important are the following BARRIERS relating to economic considerations for influenza 

vaccination in your country? 

Barrier 5 4 3 2 1 NA NS 

Lack of information on burden of disease 38% 46% 3% 6% 0% 6% 1% 

Lack of funds for seasonal flu vaccine program 43% 32% 13% 4% 0% 7% 0% 

Unknown cost of implementing flu vaccine program 24% 46% 13% 9% 0% 9% 0% 

Lack of information on cost-effectiveness 28% 59% 9% 0% 0% 4% 0% 

Lack of financial support from international sources 34% 32% 13% 6% 0% 12% 3% 

Influenza vaccine is too expensive 24% 41% 18% 3% 9% 4% 1% 

Scale: 5 – Critically Important, 4 – Important, 3 – Neither Important or Unimportant, 2 – Relatively 

Unimportant, 1- Not at all Important, NA – Does Not Apply to my Country, NS – Not Sure 

How important are the following ACTIVITIES relating to economic considerations for influenza 

vaccination in your country? 

Activity 5 4 3 2 1 NA NS 

Tools for measuring cost/value of a flu vaccine 

program 29% 54% 10% 0% 1% 1% 3% 

Increase capacity for estimating cost of flu programs 31% 57% 9% 1% 0% 1% 0% 

Expert groups to assist with cost effectiveness 

studies 41% 44% 7% 0% 1% 3% 3% 

Estimate the cost-effectiveness of vaccine programs 38% 51% 6% 0% 0% 3% 1% 

Develop materials on economic benefit of flu 

vaccination 34% 54% 7% 1% 1% 1% 0% 

Pre-arranged procurement to reduce the price of 

vaccines 44% 32% 9% 0% 4% 7% 3% 

Explore use of loans for flu vaccination programs 18% 32% 12% 4% 3% 18% 13% 

Flu vaccine procurement with neighboring countries 46% 28% 12% 3% 0% 9% 1% 

Implement private-sector employee flu programs 16% 43% 15% 7% 1% 13% 4% 

Scale: 5 – Critically Important, 4 – Important, 3 – Neither Important or Unimportant, 2 – Relatively 

Unimportant, 1- Not at all Important, NA – Does Not Apply to my Country, NS – Not Sure 
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How important are the following BARRIERS to improving access to vaccines in your country? 

Barrier 5 4 3 2 1 NA NS 

Country can only use WHO-prequalified vaccines 43% 19% 9% 1% 9% 13% 6% 

Limited number of flu vaccines registered in country 15% 29% 13% 4% 10% 24% 4% 

Lack of experience in purchasing flu vaccines 10% 12% 4% 12% 7% 54% 0% 

No national regulatory authority 10% 15% 0% 4% 9% 57% 4% 

Lack of experience approving influenza vaccines 7% 15% 4% 7% 13% 46% 7% 

Country must publish annual tenders for flu vaccines 10% 19% 9% 4% 6% 47% 4% 

Flu vaccine tenders often receive no/few bidders 7% 16% 4% 9% 10% 47% 6% 

Unable to order vaccines from UNICEF 4% 12% 7% 1% 21% 49% 6% 

No multiyear government commitments for vaccines 21% 25% 1% 3% 9% 40% 1% 

Scale: 5 – Critically Important, 4 – Important, 3 – Neither Important or Unimportant, 2 – Relatively 

Unimportant, 1- Not at all Important, NA – Does Not Apply to my Country, NS – Not Sure 

 

 

How important are the following ACTIVITIES for improving access to vaccines in your country? 

Activity 5 4 3 2 1 NA NS 

Mutual regulatory approval in neighboring countries 21% 51% 15% 3% 0% 9% 1% 

Simplify regulatory approval for flu vaccines 9% 38% 12% 4% 6% 28% 3% 

Increase efficiency of WHO vaccine prequalification 

process 10% 35% 13% 6% 9% 18% 9% 

Partner with external implementation programs 24% 49% 4% 1% 3% 13% 6% 

Staff training from regulatory authority 21% 37% 7% 7% 1% 22% 4% 

Scale: 5 – Critically Important, 4 – Important, 3 – Neither Important or Unimportant, 2 – Relatively 

Unimportant, 1- Not at all Important, NA – Does Not Apply to my Country, NS – Not Sure 
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How important are the following ACTIVITIES relating to technical or programmatic issues for 
implementing a national influenza vaccination program in your country? 

Activity 5 4 3 2 1 NA NS 

Guidance for countries with year-round flu 21% 44% 12% 3% 0% 18% 3% 

Extend flu vaccine expiry dates 24% 34% 16% 6% 3% 9% 9% 

Develop tools for prioritizing target populations 29% 51% 7% 3% 3% 6% 0% 

Conduct flu vaccination demonstration projects 25% 41% 16% 4% 4% 7% 1% 

Change package insert guidance for risk groups 15% 44% 16% 4% 3% 9% 9% 

Educate public health workforce/health workers 50% 44% 4% 0% 1% 0% 0% 

Improved diagnostic testing for flu 25% 54% 13% 1% 1% 3% 1% 

Improve cold chain for better distribution of vaccines 26% 51% 7% 3% 1% 10% 0% 

Develop local flu vaccination recommendations 35% 37% 15% 3% 1% 9% 0% 
Scale: 5 – Critically Important, 4 – Important, 3 – Neither Important or Unimportant, 2 – Relatively 
Unimportant, 1- Not at all Important, NA – Does Not Apply to my Country, NS – Not Sure 

 

 

 

 

 

  

How important are the following BARRIERS relating to technical or programmatic issues for 
implementing a national influenza vaccination program in your country? 

Barrier 5 4 3 2 1 NA NS 

Annual flu vaccination needs exceed programmatic 
capacity 18% 25% 15% 13% 9% 15% 6% 

Target populations are hard to identify 15% 35% 19% 12% 4% 12% 3% 

Young children require 2 vaccine doses 25% 35% 6% 12% 6% 9% 7% 

Short expiry dates 16% 32% 10% 15% 12% 7% 7% 

Lack of diagnostic tests 16% 43% 13% 9% 4% 13% 1% 

Package insert language conflicts with national policy 12% 21% 9% 12% 10% 31% 6% 

Flu vaccination not part of national vaccine programs 24% 18% 7% 6% 9% 37% 0% 

Lack of a stable and reliable cold chain for vaccines 13% 16% 9% 12% 13% 37% 0% 

Lack of expert groups or a NITAG on flu vaccination 18% 26% 7% 9% 9% 31% 0% 

Need for better communication materials 19% 50% 7% 4% 4% 12% 3% 

Lack of guidance for year-round use of flu vaccines 16% 31% 6% 6% 9% 26% 6% 

Scale: 5 – Critically Important, 4 – Important, 3 – Neither Important or Unimportant, 2 – Relatively 
Unimportant, 1- Not at all Important, NA – Does Not Apply to my Country, NS – Not Sure 
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How important are the following BARRIERS to strengthening influenza vaccine acceptance among 
risk groups in your country? 

Barrier 5 4 3 2 1 NA NS 

People do not believe vaccine will protect them from 
flu 26% 37% 13% 6% 4% 7% 6% 

Confusion about overall efficacy of flu vaccines 22% 47% 7% 7% 7% 4% 4% 

Influenza is not perceived as a serious illness 29% 50% 10% 1% 3% 4% 1% 

There are safety concerns about the vaccine 25% 37% 9% 7% 9% 7% 6% 

Health worker support for flu vaccination is low 25% 38% 13% 9% 3% 6% 6% 

Misinformation about flu vaccines on social media 19% 38% 7% 7% 9% 15% 4% 

People unaware they are at risk for flu complications 26% 57% 9% 1% 3% 1% 1% 

Lack of public health risk communication tools 26% 51% 9% 6% 4% 1% 1% 

Lack of awareness that flu vaccine is yearly 19% 47% 19% 4% 1% 6% 3% 

Misunderstanding of seasonal vs pandemic influenza 29% 44% 18% 4% 1% 1% 1% 

Lack of easy access to vaccination sites/clinics 10% 34% 9% 7% 13% 26% 0% 

Scale: 5 – Critically Important, 4 – Important, 3 – Neither Important or Unimportant, 2 – Relatively 
Unimportant, 1- Not at all Important, NA – Does Not Apply to my Country, NS – Not Sure 

 

How important are the following ACTIVITIES for strengthening vaccine acceptance among risk 
groups in your country? 

Activity 5 4 3 2 1 NA NS 

Establish/expand vaccination campaigns for health 
workers 35% 44% 10% 1% 3% 6% 0% 

Educate health workers on risk/benefits of flu 
vaccination 51% 41% 6% 0% 1% 0% 0% 

Partner with global stakeholders on vaccine 
advocacy/education 37% 49% 6% 4% 3% 1% 0% 

Develop a flu education campaign 29% 60% 7% 0% 1% 1% 0% 

Work with employers to make flu vaccine available 
to employees 22% 54% 12% 4% 1% 4% 1% 

More effective outreach strategies to address 
vaccine hesitancy 38% 50% 6% 3% 1% 1% 0% 

Respond to misinformation about flu vaccines 35% 51% 4% 1% 4% 1% 1% 

Develop packet showing impact of 
epidemic/pandemic flu 26% 53% 13% 0% 1% 3% 3% 

Create mass communication campaigns via social 
media 46% 44% 4% 1% 3% 1% 0% 

Work with, or create new, in-country vaccine 
advocacy groups 28% 38% 18% 4% 1% 6% 4% 

Use non-conventional partnerships to educate the 
public 21% 41% 22% 6% 3% 4% 3% 

Add flu vaccination into regular healthcare visits 28% 41% 18% 3% 4% 4% 1% 

Develop vaccine recommendations for areas with 
year-round flu 15% 43% 10% 6% 4% 19% 3% 

Scale: 5 – Critically Important, 4 – Important, 3 – Neither Important or Unimportant, 2 – Relatively 
Unimportant, 1- Not at all Important, NA – Does Not Apply to my Country, NS – Not Sure 
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Appendix C – Bar Graphs of Means and Standard Deviations for the Likert-scale Responses 

 

 

 

 

Top 3 barriers and activities for establishing or maintaining an influenza vaccination program:  

BARRIERS ACTIVITIES 

Competing health priorities Simplify flu vaccine introduction by focusing on specific risk 
groups 

Complexity in flu vaccine ordering* Access to WHO tools for programmatic support 

Vaccine hesitancy* Link flu prevention to other public health challenges 

 

 

0.0 1.0 2.0 3.0 4.0 5.0

Not enough domestic financial support

Variable vaccine effectiveness

Lack of data on flu morbidity/mortality

Lack of NITAG recommendation for flu…

Perception that flu vaccination is not a priority

Lack of national policy on flu vaccination

Lack of staffing for flu vaccination programmes

Vaccine hesitancy

Complexity in flu vaccine ordering

Competing health priorities

Ho w  i mp o r t an t  a re  t h e  f o l l o w i n g  BARRI E RS  
t o  es t ab l i sh i n g  o r  ma i n t a i n i n g  an  i n f l u en z a  

vacc i n a t i o n  p ro g ram i n  yo u r  co u n t ry?

0.0 1.0 2.0 3.0 4.0 5.0

Educate decision-makers on importance of flu…

Guidance on collection, analysis, and…

Conduct in-country studies on the burden of flu

Educate health workers about flu vaccination

Show value of flu vaccination for pandemic…

Provide assistance for strengthening NITAGs

Link flu prevention to other public health…

Access to WHO tools for programmatic support

Simplify flu vaccine introduction by focusing…

Ho w  i mp o r t an t  a re  t h e  f o l l o w i n g  ACT I V I T I E S  
i n  es t ab l i sh i n g  o r  ma i n t a i n i n g  an  i n f l u en z a  

vacc i n a t i o n  p ro g ram i n  yo u r  co u n t ry?  
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Top 3 barriers and activities related to economic considerations for influenza vaccination programs:  

BARRIERS ACTIVITIES 

Influenza vaccine is too expensive Increase capacity for estimating cost of flu programs 

Unknown cost of implementing flu vaccine program  Flu vaccine procurement with neighboring countries 

Lack of information of cost-effectiveness Tools for measuring cost/value of a flu vaccine program 
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Top 3 barriers and activities related to improving access to influenza vaccines:  

BARRIERS ACTIVITIES 

Unable to order vaccines from UNICEF Mutual regulatory approval in neighboring countries 

Country can only use WHO-prequalified vaccines Increase efficiency of WHO vaccine prequalification process 

Limited number of flu vaccines registered in country Partner with external implementation programs 
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Top 3 barriers and activities related to technical or programmatic issues for implementing a national influenza 
vaccination program: 

BARRIERS ACTIVITIES 

Young children require 2 vaccine doses Develop tools for prioritizing target populations 

Short expiry dates Educate public health workforce/health workers 

Lack of expert groups of a NITAG on flu vaccination Develop local flu vaccination recommendations 

 

 

 

 



 

35 | P a g e  

 

 

 

 

 

  

Top 3 barriers and activities related to strengthening influenza vaccine acceptance among risk groups:  

BARRIERS ACTIVITIES 

There are safety concerns about the vaccine Use non-conventional partnerships to educate the public 

People do not believe vaccine will protect from the flu Respond to misinformation about flu vaccines 

People unaware they are at risk for flu complications Develop packet showing impact of epidemic/pandemic flu 
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Appendix D – Open-ended Responses 

B1.O How important are the following BARRIERS to establishing or maintaining an influenza vaccination program in your 
country? 

 (Angola) Sustainability of finance and capacity of the cold chain 

 (Belize) Religious and ethnic beliefs - Important 
Health Workers hesitant to accept - Important 
Crime and violence impacting outreach sessions to vaccinate - Important 

 (Bhutan) For few days we have given 0.5 ml for children 6 to 23 months. However, later in consultation with 
WHO, they have suggested to give 0.25 Ml for children 6 to 23 months,  as per the vaccine manufacture leaf. Our 
vaccination strategy is through health facilities and Out Reach Clinic (ORC). In remote place people above 65 years 
old have not able to come for vaccination due to long walking distance and their old age. 

 (Bolivia) The variability that exists within the country, with tropical and subtropical areas, there are different 
peaks of influenza and you only vaccinate at the beginning with a vaccine of the Southern hemisphere; therefore, 
it is important to analyze when these countries have this variability and vaccination should occur, when the 
disease is present.  

 (Botswana) Vaccine cost. 

 (Brazil) Since 1999, Brazil has had a national influenza vaccination and surveillance policy, with increased 
resources for influenza prevention and control. The purchasing of antiviral drugs and the influenza vaccine has 
increased after year to ensure access to ever more large groups. By 2020, the goal will be to vaccinate around 68 
million people (75 million doses of the flu vaccine have been acquired), indicating that this vaccine is produced by 
a national laboratory (Butantan). There are about 37,000 vaccination services in the country that are actively 
involved in the annual influenza vaccination camp. The Ministry of Health and the State and Municipal Health 
Secretaries make a great effort to rate the attention provided by health teams, especially for the diagnosis and 
timely treatment of serious cases. 

 (Colombia) Training of human talent from academic training. Program management at the sub-national level, 
weakened by staff turnover. Myths about the side effects of influenza vaccination in the population. 

 (DRC) Low government contribution to vaccine purchases. 

 (Cuba) The costs, to be able to reach greater universe. 

 (Dominican Republic) Perception of the magnitude of influenza as a public health problem (morbidity-mortality) 
and the effectiveness of the vaccine in prevention by health workers. 

 (Eritrea) Geographical barriers. There are nomadic population groups that could not be easily captured and 
vaccinate them. 

 (Eswatini) Being categorized as a middle income country limit access to other immunization grants or support 
especially for introduction of new vaccines. 

 (Grenada) Influenza vaccine being mandatory for healthcare workers.  

 (Guatemala) Late admission of the northern hemisphere vaccine and end-of-year holiday period for health 
personnel. 

 (Guyana) There is need for more base line, influenza epidemiological trend data for justification so that approval 
can be given by the ICC to start giving the vaccine in Guyana.  

 (Honduras) Limited human resources, epidemics of emerging diseases during vaccination camps. 

 (Mexico) Perception of false Surveillance of Events Supposedly Attributable to Vaccination in the population: 
vaccine gives influenza, resistance of health professionals to vaccine themselves. 

 (Mozambique) Cold chain capacity. 

 (Papua New Guinea) 1. High cost of logistics 2. Storage capacity for additional vaccines 3. Disease burden 
documented 4. Training of health workers is costly. 

 (Paraguay) Media in contrast to what’s determinate by the state, the state prioritizes vaccination in risk 
population while the media presses for open vaccination for groups without risk factors. 

 (Rwanda) Our vaccination program focuses on children.  

 (Sierra Leone) The most important barrier is the lack of strategic documents such as policies and strategies on 
influenza vaccination. 
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 (South Africa) insufficient staff to administer the vaccines. 

 (St. Vincent and the Grenadines) Anti Vax group. 

 (Togo) Low capacity of storage of existing vaccines. 

 (Uganda) Availability of the global stock, Safety of the vaccine.  

 (Venezuela) In my country, due to the current economic situation, although the vaccination with influenza is 
included in the regular program, it has not been able to be purchased since 3 years ago.  

 (Zambia) Level of the program in the decision making hierarchy within the Ministry of Health. 

 

A1.O How important are the following ACTIVITIES in establishing or maintaining an influenza vaccination program in 
your country? 

 (Angola) Availability of epidemiological data and human resources trained to implement epidemiological 
surveillance. 

 (Bhutan) need to educate the people on the benefit of influenza vaccination such as efficacy, duration of 
protection etc. 

 (Brazil) Every year, Brazil widely publishes the influenza campaign for the population in all media, in addition to 
specific reports for medical societies and professional bodies. It has an Information System that records the 
vaccine application data by priority groups and a specific Information System to monitor the epidemiological 
situation of the disease. Inpatient cases are recorded in the hospital information system. In recent years, influenza 
vaccine coverage has exceeded 90%. 

 (Colombia) Include influenza vaccine in the context of health prevention in health education programs. 
Strengthen research against influenza behavior in the region. 

 (Cuba) The structure of the health system that facilitates accessibility to it. 

 (Dominican Republic) Maintain vaccination throughout the year with vaccines according to hemisphere or 
according to the variability of the composition of the vaccine. The Dominican Republic is in the center of the 
Americas and the migratory flow is important from the north as well as from the southern hemisphere. 

 (Guatemala) Results of studies of effectiveness, of the cava tipi of influenza vaccine available, as well as of adverse 
reactions for each one of them. 

 (Namibia) Lack of research data on disease burden. 

 (Paraguay) Awareness workshops for parents and teachers, the vaccination coverage in the population from 6 
months to 35 months is low. 

 (Sierra Leone) Above are the critical activities needed. 

 (Sri Lanka) Availability low cost vaccine and provide free by the government is key to introduce.  

 (St. Vincent and the Grenadines) Educate the population on the importance of the vaccine 
Build the populace confidence in the safety and efficacy of the vaccine.  

 (Uganda) Conduct feasibility or pilot implementation to guide countries maybe insightful in country specific 
contexts. 

 (Zambia) Assess and support appropriate cold chain in the country. 

 

 

B2.O How important are the following BARRIERS relating to economic considerations for influenza vaccination in your 
country? 

 (Brazil) Influenza vaccine production is carried out by a national producer (Butantan) and national resources are 
growing more and more to expand the offer and access to this immunobiological product. Vaccination against 
influenza that is part of the Main Program "Vacina Brasil", being a priority of the Brazilian government. 

 (Colombia) Estimation of the burden of disease by territory and from there the cost-effectiveness of vaccination 
against influenza by territory. 

 (Dominican Republic) Doesn't apply. 

 (Eswatini) Influenza vaccines for adults not in national schedule only under 5s are catered for influenza vaccine 
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 (Guatemala) Myth related to commercial benefits with this vaccine. 

 (Lao PDR) Lack of information on the cost of influenza illness, including severe and hospitalized cases (critically 
important). 

 (Paraguay) epidemics affecting financial availability, Paraguay is currently facing a major outbreak of dengue. 

 (Sierra Leone) Above are adequate. 

 (Uganda) Clearly communicate to or support countries to outline the financial and operational implications of 
decisions. 

 (Zambia) What exactly possible options would cost. 

 

A2.O How important are the following ACTIVITIES relating to economic considerations for influenza vaccination in your 
country? 

 (Brazil) The Ministry of Health has a group of renowned consultants who support influenza prevention and control 
activities. Participates with the Pan American Health Organization in studies on the effectiveness of the influenza 
vaccine (REVELAC-i), a global study of the disease burden and a national study for the burden of influenza disease. 

 (Colombia) Strengthen the capacity for estimating the burden of disease by territory. 

 (Guatemala) Standardize the recommendation of the target groups to prioritize in the influenza vaccination 
policy. 

 (Kosovo) Training medical staff that are responsible for influenza vaccine administration.  

 (Sierra Leone) The above captures the most important activities. 

 (Uganda) Riding on the current Gavi support systems for NVI and country specific procurement mechanisms may 
simplify the process for developing countries. 

 (Zambia) Program costs, annually. 

 

B 3.O How important are the following BARRIERS to improving access to vaccines in your country? 

 (Brazil) The Country has the National Agency for Health Surveillance/ANVISA, responsible for regulating all 
pharmaceuticals products used in the country. 

 (Eswatini) Prompt Upfront payment to UNICEF still a challenge when it comes to access to vaccine. We not Gavi 
illegible country. 

 (Lao PDR) Vaccine choices for some target groups are limited due to restricted package insert language 
(Important). 

 (Namibia) Not a disease priority by the government. 

 (Sierra Leone) Above captures all the issues. 

 (Uganda) Registration of the vaccine by the NRA. 

 

A3.O How important are the following ACTIVITIES for improving access to vaccines in your country? 

 (Lao PDR) Identify best ways and locations to administer influenza vaccines (critically important) 

 (Paraguay) improve the care times of the vaccination places, in our country the schedule of the vaccinations is 
governed by the Direction of Services. 

 (Sierra Leone) The above are adequate. 

 (Zambia) Implementation planning. 

 

B4.O How important are the following BARRIERS relating to technical or programmatic issues for implementing a 
national influenza vaccination program in your country? 

 (Brazil) The flu vaccine is part of the Brazilian Ministry of Health's National Immunization Program vaccine list and 
is a government priority. 
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 (Colombia) Colombia has a consolidated vaccination program, which includes flu vaccination. There is no separate 
policy for flu vaccination, so this is not considered a barrier to intervention. 

 (Eswatini) Only under 5 vaccines for influenza included in EPI national schedule. 

 (Guatemala) Late entry from northern hemisphere vaccine, usually at the end of November, which coincides with 
staff holiday period. 

 (Lao PDR) Annual influenza vaccination programs are difficult to administer (relatively unimportant) 
Lack of public health workers trained in immunization delivery (neither important nor unimportant) 
Wording of package inserts makes it hard to vaccinate some risk groups (neither important nor unimportant). 

 (Togo) The number of doses per vial. 

 (Uganda) Easy to fit into the cold chain and forecasting tools. 

 (Zambia) Public opinion on influenza. 

 

B4.O How important are the following BARRIERS relating to technical or programmatic issues for implementing a 
national influenza vaccination program in your country? 

 (Brazil) The flu vaccine is part of the Brazilian Ministry of Health's National Immunization Program vaccine list and 
is a government priority. 

 (Colombia) Colombia has a consolidated vaccination program, which includes flu vaccination. There is no separate 
policy for flu vaccination, so this is not considered a barrier to intervention. 

 (Eswatini) Only under 5 vaccines for influenza included in EPI national schedule. 

 (Guatemala) Late entry from northern hemisphere vaccine, usually at the end of November, which coincides with 
staff holiday period. 

 (Lao PDR) Annual influenza vaccination programs are difficult to administer (relatively unimportant) 
Lack of public health workers trained in immunization delivery (neither important nor unimportant) 
Wording of package inserts makes it hard to vaccinate some risk groups (neither important nor unimportant). 

 (Togo) The number of doses per vial. 

 (Uganda) Easy to fit into the cold chain and forecasting tools. 

 (Zambia) Public opinion on influenza. 

 

B5.O How important are the following BARRIERS to strengthening influenza vaccine acceptance among risk groups in 
your country? 

 (Mexico) Health professionals who do not recommend it or recommend that it’s not used: pediatricians, 
gynecologists, physicians, internists. 

 (Uganda) Does it provide cure. 

 (Zambia) Influenza stakeholder mapping unclear. 

 

B5.O How important are the following BARRIERS to strengthening influenza vaccine acceptance among risk groups in 
your country? 

 (Mexico) Health professionals who do not recommend it or recommend that it’s not used: pediatricians, 
gynecologists, physicians, internists.. 

 (Uganda) Does it provide cure. 

 (Zambia) Influenza stakeholder mapping unclear. 

 

Are there any other critical challenges to initiating, maintaining, or expanding an influenza vaccination program in your 
country that have not been raised in previous questions?  

 (Albania) No. 

 (Azerbaijan) No. 
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 (Belize) Limited human resource. 

 (Bhutan) To calculate the target population for the vaccination are one of the main challenges to estimate the 
requirement of vaccine. 

 (Botswana) The disease burden not established. 

 (Brazil) Brazil has had national influenza campaigns since 1999. 

 (Colombia) Strengthen access to useful information systems to identify vaccinated population. 

 (Cote d'Ivoire) The sustainability of influenza vaccination in countries where influenza is not considered a public 
health problem. 

 (Cuba) No. 

 (Dominican Republic) Keep the population informed about the circulation of influenza viruses and their 
relationship to the vaccine in use.  

 (Ecuador) Not apply. 

 (El Salvador) No 

 (Eritrea) There is no critical challenges to expand the influenza vaccination program.  

 (Eswatini) None. 

 (Gambia, The) No. 

 (Georgia) No. 

 (Honduras) The availability of a census of critical patients. 

 (Jordan) Financial. 

 (Kosovo) No. 

 (Lao PDR) Competing country priority is critical due to the limitation of central government budget allocation for 
the program implementation. 

 (Lebanon) All aspects were covered. 

 (Malaysia) Finance mechanism for employers to support influenza vaccinations at workplace. Influenza A 
outbreak in the country and media hype has driven Panic Demand generation causing shortages of Influenza 
vaccines in the private sector health facilities. Supplier failure in vaccines supply has created acute shortages and 
reduce public confidence. 

 (Mali) No. 

 (Mexico) None. 

 (Mozambique) No. 

 (Namibia) None. 

 (North Macedonia) Establish a sustainable influenza vaccination program. 

 (Paraguay) No. 

 (Peru) important work from the national media with the support of national communication and with PAHO, 
(television spot). 

 (Philippines) None. 

 (Rwanda) None. 

 (Senegal) No. 

 (Sierra Leone) No. 

 (South Africa) No. 

 (Sri Lanka) Key is the cost of vaccines in lower and lower middle income countries. If the cost of vaccine come 
below one dollar, uptake will increase rapidly. GAVI PCV AMC type Tired pricing should come into force 
immediately.  

 (St. Vincent and the Grenadines) I think all were covered. 

 (Suriname) No. 

 (Tajikistan) The main problem is the financing and the sustainability of this support within the framework of state 
funding. 
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 (Togo) No. 

 (Uganda) What is the burden of disease? 

 (Zambia) None I can think of. 

 

What strategies have been successful in supporting your influenza vaccination program (if you have any)?  

 (Albania) Education of policy makers.  
Education of health care workers. 
Targeted promotional activities. 
Partnership with professional organizations.  

 (Armenia) 1. Personal communication with risk groups by Health Care providers according to micro-planning 
(special registers for people eligible for vaccination). 2. Regular control of accuracy of personal communication to 
make sure that risk groups are informed on vaccine availability and effectiveness. 

 (Bhutan) To fix timing of vaccination i.e. for 2 to 3 months.  

 (Bolivia) VACCINATION IN RISK AND CAPTIVE POPULATION. 

 (Botswana) NA. 

 (Brazil) To be one of the government's priorities, with social mobilization, support from doctors, nursing societies, 
professional organizations, community leaders, artists, workers and to have a national laboratory of producers 
that guarantees the sustainability of the actions. 

 (Colombia) Social participation and articulation with local actors and community. Articulated work with other 
protection measures. 

 (Cuba) Social mobilization and community participation. 

 (Dominican Republic) Testimonials from traditional users. 

 (Ecuador)  
- Vaccination by spontaneous demand in the health establishments. 
- Risk population is vaccinated by health workers in and out health establishments. 
- Development of guidelines for annual vaccination campaign. 

 (El Salvador) Raising health workers' awareness of the importance of vaccinating the population. 

 (Eritrea) Periodic Intensified Routine Immunization service in areas with access to reach the reached children in 
remote areas from the health facility.  

 (Georgia) Pandemic Influenza Preparedness Plan. 

 (Grenada) Health Education. 

 (Guatemala) Intensive vaccination through mini-concentration, previously promoted and communicated. 

 (Kosovo) I am not sure. 

 (Lao PDR) Integrated influenza vaccine in routine immunization. 

 (Malaysia) Demand generation and promotions by professional bodies in IFL (Immunize for Life) an NGO 
collaborating with MOH.  

 (Mexico) Social Communication, direct distance training work for health professionals, boost vaccination in 
hospitals. 

 (Paraguay) the timely arrival of the vaccine, support from the media and scientific societies, use it as part of the 
Vaccination Week of the Americas strategy. 

 (Peru) In 2019, THE INFLUENZA VACCINATION BUS was implemented in the Peru, with the aim of bringing the 
service to more citizens. 

 (Philippines) Our influenza vaccination program is limited to older persons. The success can be attributed to the 
immunization law for senior citizens (older persons >60 years) that mandates provision of annual Influenza 
vaccine and 1 dose of pneumococcal vaccine.  

 (South Africa) integrating influenza vaccination with regular health care visit. 

 (Venezuela) EXECUTE VACCINATION CAMPAIGNS WITH INFLUENZA IN THE TARGET POPULATION. 
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If there is one thing you would do to accelerate the use of influenza vaccines in your country, what would it be?  

 (Albania) More education of health care workers.  

 (Angola) Demonstrated evidence of financial availability and reinforcing cold chain. 

 (Azerbaijan) We don’t have any additional recommendations related with using the vaccines. 

 (Belize) Improve social communication on effectiveness of influenza vaccine. 

 (Bhutan) In 2019 Bhutan has given vaccine for children 6 to 23 months only due to limited resource, it will be 
good to extent for children up to 5 years of age. 

 (Bolivia) APPLY AS SOON AS POSSIBLE OF THE FIRST QUARTER OF THE YEAR. 

 (Bosnia and Herzegovina) provide more vaccines that are free of charge for risk groups and general population. 

 (Botswana) Advocacy for inclusion in the immunization schedule. 

 (Colombia) Lower the costs of vaccine, nationalization and transport to allow the entire population access to the 
vaccine and on the basis of this, you can expand the groups targeted for vaccination. 

 (Cote d'Ivoire) Find external funding for this vaccination because it will be difficult to get it funded by the State, 
given the numerous health priorities and the need to cover as a priority. Cost of conventional EPI vaccines. 

 (Cuba) Lower costs. 

 (Dominican Republic) The timely and systematic arrival of the vaccine annually, keeping the appointment for the 
months in which it must arrive according to the circulation of the serotypes in the different seasons. 

 (Ecuador) Not apply. 

 (Eritrea) Social mobilization activities to increase awareness to increase vaccine uptake.  

 (Eswatini) training of EPI staff on influenza vaccine for adults.  
Integration of influenza vaccines for adult or specific target groups into national immunization schedule. 
Financial support to access these vaccines. 

 (Gambia, The) Establish the disease trend. 

 (Grenada) Mandatory vaccination for all health workers and front-line workers at the port of entry, taxi operators, 
and pregnant women. 

 (Honduras) Sustained promotional campaign on the disease and the benefits of vaccination. 

 (Jordan) Obtain financial resources. 

 (Kosovo) Importance of the influence vaccine.  

 (Lebanon) Provision of free of charge Influenza vaccines through the existing vaccination outlets. 

 (Mali) Introducing the vaccine into the EPI. 

 (Mexico) greater impacts on mass communication media with relationships the field of social communication to 
call on the target and risk population to be vaccinated, and agreements with companies and means of transport 
for the placement of promotional materials. Availability of the vaccine one month before the camp starts so that 
it can be distributed to 100% of health units, and does not generate unsatisfied demand and therefore missed 
vaccination opportunities. Actions to break myths. 

 (Mozambique) Research on the burden of influenza, and cost effectiveness studies of Influenza vaccine in 
Mozambique. 

 (Namibia) First to establish the data base of the disease burden and based on that a decision can be made. 

 (North Macedonia) Change the legislation to expand the accessibility for influenza vaccination. 

 (Paraguay) socialize the impact of the vaccine on our country, so we consider the research work proposed to the 
country to be appropriate. With objective national figures, the people's belief about their effectiveness can be 
countered. 

 (Peru) Communication, and the arrival of vaccines in the country, in a timely manner, in the first quarter of each 
year. 

 (Philippines) Cost effectiveness analysis of influenza vaccine that would be the basis for expansion infants and 
other high risk groups. 

 (Rwanda) Engage discussions with NITAG members 

 (Senegal) estimate the real burden of the disease and the cost effectiveness of an immunization program  
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 (Sierra Leone) Development of policies and strategy. 

 (South Africa) Influenza vaccination integrated into Expanded Program on Immunization. 

 (Sri Lanka) Advocate global EPI partners to work to bring down vaccine cost.  

 (St. Lucia) Educate health care workers on the importance, safety and efficacy of Influenza vaccines. 
Also, to educate the public on vaccine safety and efficacy, especially high risk populations. 

 (St. Vincent and the Grenadines) Educate people on the importance of the influenza vaccine. 

 (Togo) Work with providers to conduct awareness campaigns on the use of influenza vaccines. Educate the 
authorities to support introduction a flu vaccine into the vaccination program. 

 (Uganda) Global stock. 
Registration. 

 (Zambia) Make epidemiology data more available, that way the public will demand the vaccine and I will have 
enough armory to convince donors and government. 

 (Zimbabwe) Prove that it is a priority among other health issues to be addressed by the government 
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Appendix E – Heatmaps for Likert-scale Responses by Country Income Level 

How important are the following ACTIVITIES relating to economic considerations for influenza 
vaccination in your country? 
 
Identify expert groups to assist with, or conduct, cost effectiveness studies of influenza vaccination 
programs. (A2.3) 

  5 4 3 2 1 NA NS 
Kruskal-
Wallis 

p-value 

Low Income (N=14) 64% 29% 0% 0% 7% 0% 0% 

0.033 Lower-Middle Income (N=20) 20% 65% 15% 0% 0% 0% 0% 

Upper-Middle Income (N=34) 44% 38% 6% 0% 0% 6% 6% 

Scale: 5 – Critically Important, 4 – Important, 3 – Neither Important or Unimportant, 2 – Relatively 
Unimportant, 1- Not at all Important, NA – Does Not Apply to my Country, NS – Not Sure 

 

How important are the following BARRIERS to establishing or maintaining an influenza vaccination 
program in your country? 
 
Too few staff available to support an influenza vaccination program (e.g., administering influenza vaccines, 
managing paperwork, etc.) (B1.5) 

  5 4 3 2 1 NA NS 
Kruskal-
Wallis 

p-value 

Low Income (N=14) 7% 36% 7% 21% 21% 7% 0% 

0.042 Lower-Middle Income (N=20) 45% 30% 5% 15% 5% 0% 0% 

Upper-Middle Income (N=34) 18% 38% 21% 12% 3% 9% 0% 

Scale: 5 – Critically Important, 4 – Important, 3 – Neither Important or Unimportant, 2 – Relatively 
Unimportant, 1- Not at all Important, NA – Does Not Apply to my Country, NS – Not Sure 

 

How important are the following BARRIERS to establishing or maintaining an influenza vaccination 
program in your country? 
 
Vaccine hesitancy in the general population. (B1.6) 

  5 4 3 2 1 NA NA 
Kruskal-
Wallis 

p-value 

Low Income (N=14) 0% 36% 14% 7% 36% 7% 0% 

0.028 Lower-Middle Income (N=20) 20% 25% 35% 5% 10% 0% 5% 

Upper-Middle Income (N=34) 24% 41% 15% 3% 9% 6% 3% 

Scale: 5 – Critically Important, 4 – Important, 3 – Neither Important or Unimportant, 2 – Relatively 
Unimportant, 1- Not at all Important, NA – Does Not Apply to my Country, NS – Not Sure 

 

How important are the following BARRIERS to improving access to vaccines in your country? 
 
Our country can only use WHO-prequalified vaccines. (B3.1) 

  5 4 3 2 1 NA NS 
Kruskal-
Wallis 

p-value 

Low Income (N=14) 64% 14% 0% 7% 14% 0% 0% 

0.045 Lower-Middle Income (N=20) 60% 25% 5% 0% 0% 5% 5% 

Upper-Middle Income (N=34) 24% 18% 15% 0% 12% 24% 9% 

Scale: 5 – Critically Important, 4 – Important, 3 – Neither Important or Unimportant, 2 – Relatively 
Unimportant, 1- Not at all Important, NA – Does Not Apply to my Country, NS – Not Sure 
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How important are the following BARRIERS to improving access to vaccines in your country? 
 
Our country does not have a national regulatory authority. (B3.4) 

  5 4 3 2 1 NA NS 
Kruskal-
Wallis 

p-value 

Low Income (N=14) 0% 0% 0% 0% 29% 71% 0% 

0.011 Lower-Middle Income (N=20) 20% 35% 0% 5% 5% 30% 5% 

Upper-Middle Income (N=34) 9% 9% 0% 6% 3% 68% 6% 

Scale: 5 – Critically Important, 4 – Important, 3 – Neither Important or Unimportant, 2 – Relatively 
Unimportant, 1- Not at all Important, NA – Does Not Apply to my Country, NS – Not Sure 

 

How important are the following BARRIERS to improving access to vaccines in your country? 
 
Our country has no experience with approving influenza vaccines. (B3.5) 

  5 4 3 2 1 NA NS 
Kruskal-
Wallis 

p-value 

Low Income (N=14) 7% 14% 0% 14% 43% 14% 7% 

0.044 Lower-Middle Income (N=20) 15% 25% 5% 5% 5% 35% 10% 

Upper-Middle Income (N=34) 3% 9% 6% 6% 6% 65% 6% 

Scale: 5 – Critically Important, 4 – Important, 3 – Neither Important or Unimportant, 2 – Relatively 
Unimportant, 1- Not at all Important, NA – Does Not Apply to my Country, NS – Not Sure 

 

How important are the following BARRIERS to improving access to vaccines in your country? 
 
Our country is unable to order vaccines from UNICEF. (B3.8) 

  5 4 3 2 1 NA NS 
Kruskal-
Wallis 

p-value 

Low Income (N=14) 0% 0% 0% 7% 50% 43% 0% 

0.015 Lower-Middle Income (N=20) 5% 15% 25% 0% 10% 45% 0% 

Upper-Middle Income (N=34) 6% 15% 0% 0% 15% 53% 12% 

Scale: 5 – Critically Important, 4 – Important, 3 – Neither Important or Unimportant, 2 – Relatively 
Unimportant, 1- Not at all Important, NA – Does Not Apply to my Country, NS – Not Sure 

 

How important are the following BARRIERS relating to technical or programmatic issues for 
implementing a national influenza vaccination program in your country? 
 
Implementation of annual vaccination for influenza exceeds logistic capacities/resources of the 
immunization program. (B4.1) 

  5 4 3 2 1 NA NS 
Kruskal-
Wallis 

p-value 

Low Income (N=14) 21% 36% 7% 21% 7% 7% 0% 

0.019 Lower-Middle Income (N=20) 30% 30% 15% 5% 0% 5% 15% 

Upper-Middle Income (N=34) 9% 18% 18% 15% 15% 24% 3% 

Scale: 5 – Critically Important, 4 – Important, 3 – Neither Important or Unimportant, 2 – Relatively 
Unimportant, 1- Not at all Important, NA – Does Not Apply to my Country, NS – Not Sure 
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How important are the following BARRIERS relating to technical or programmatic issues for 
implementing a national influenza vaccination program in your country? 
 
The short expiry dates on influenza vaccines limit their use. (B4.4) 

  5 4 3 2 1 NA NS 
Kruskal-
Wallis 

p-value 

Low Income (N=14) 14% 29% 7% 14% 14% 0% 21% 

0.041 Lower-Middle Income (N=20) 30% 40% 5% 15% 0% 5% 5% 

Upper-Middle Income (N=34) 9% 29% 15% 15% 18% 12% 3% 

Scale: 5 – Critically Important, 4 – Important, 3 – Neither Important or Unimportant, 2 – Relatively 
Unimportant, 1- Not at all Important, NA – Does Not Apply to my Country, NS – Not Sure 

 

How important are the following BARRIERS relating to technical or programmatic issues for 
implementing a national influenza vaccination program in your country? 
 
Lack of a stable and reliable cold chain for vaccines. (B4.8) 

  5 4 3 2 1 NA NS 
Kruskal-
Wallis 

p-value 

Low Income (N=14) 0% 14% 7% 29% 14% 36% 0% 

0.003 Lower-Middle Income (N=20) 30% 30% 5% 0% 5% 30% 0% 

Upper-Middle Income (N=34) 9% 9% 12% 12% 18% 41% 0% 

Scale: 5 – Critically Important, 4 – Important, 3 – Neither Important or Unimportant, 2 – Relatively 
Unimportant, 1- Not at all Important, NA – Does Not Apply to my Country, NS – Not Sure 

 

How important are the following BARRIERS to strengthening influenza vaccine acceptance among 
risk groups in your country? 
 
Broad misinformation about influenza vaccines is distributed on social media. (B5.6) 

  5 4 3 2 1 NA NS 
Kruskal-
Wallis 

p-value 

Low Income (N=14) 7% 21% 7% 0% 36% 29% 0% 

0.012 Lower-Middle Income (N=20) 25% 40% 5% 0% 0% 15% 15% 

Upper-Middle Income (N=34) 21% 44% 9% 15% 3% 9% 0% 

Scale: 5 – Critically Important, 4 – Important, 3 – Neither Important or Unimportant, 2 – Relatively 
Unimportant, 1- Not at all Important, NA – Does Not Apply to my Country, NS – Not Sure 
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Appendix F – Heatmaps for Likert-scale Responses by WHO Region 

How important are the following ACTIVITIES in establishing or maintaining an influenza vaccination program in 
your country? 
Conduct in-country studies on the burden of influenza illness. (A1.1) 

  5 4 3 2 1 NA NS 
Kruskal-Wallis 

p-value 

AFRO (N=20) 70% 25% 0% 5% 0% 0% 0% 

0.040 

EMRO (N=4) 25% 75% 0% 0% 0% 0% 0% 

EURO (N=11) 9% 73% 18% 0% 0% 0% 0% 

PAHO (N=23) 61% 26% 13% 0% 0% 0% 0% 

SEARO (N=4) 50% 50% 0% 0% 0% 0% 0% 

WPRO (N=6) 67% 33% 0% 0% 0% 0% 0% 

Scale: 5 – Critically Important, 4 – Important, 3 – Neither Important or Unimportant, 2 – Relatively Unimportant, 1- Not at 
all Important, NA – Does Not Apply to my Country, NS – Not Sure 

 

How important are the following ACTIVITIES in establishing or maintaining an influenza vaccination program in 
your country? 
Access to WHO tools to support introduction or expansion of an influenza program. (A1.9) 

  5 4 3 2 1 NA NS 
Kruskal-Wallis 

p-value 

AFRO (N=20) 45% 45% 5% 0% 5% 0% 0% 

0.048 

EMRO (N=4) 0% 75% 25% 0% 0% 0% 0% 

EURO (N=11) 27% 55% 18% 0% 0% 0% 0% 

PAHO (N=23) 65% 13% 13% 0% 0% 9% 0% 

SEARO (N=4) 25% 50% 0% 0% 0% 25% 0% 

WPRO (N=6) 0% 83% 17% 0% 0% 0% 0% 

Scale: 5 – Critically Important, 4 – Important, 3 – Neither Important or Unimportant, 2 – Relatively Unimportant, 1- Not at 
all Important, NA – Does Not Apply to my Country, NS – Not Sure 

 

How important are the following ACTIVITIES relating to economic considerations for influenza vaccination in 
your country? 
Identify expert groups to assist with, or conduct, cost effectiveness studies of influenza vaccination programs. (A2.3) 

  5 4 3 2 1 NA NS 
Kruskal-Wallis 

p-value 

AFRO (N=20) 60% 30% 0% 0% 5% 0% 5% 

0.017 

EMRO (N=4) 0% 50% 50% 0% 0% 0% 0% 

EURO (N=11) 18% 64% 18% 0% 0% 0% 0% 

PAHO (N=23) 48% 39% 0% 0% 0% 9% 4% 

SEARO (N=4) 50% 25% 25% 0% 0% 0% 0% 

WPRO (N=6) 17% 83% 0% 0% 0% 0% 0% 

Scale: 5 – Critically Important, 4 – Important, 3 – Neither Important or Unimportant, 2 – Relatively Unimportant, 1- Not at 
all Important, NA – Does Not Apply to my Country, NS – Not Sure 

 

How important are the following ACTIVITIES relating to economic considerations for influenza vaccination in 
your country? 
Engage domestic industries to implement private-sector employee seasonal influenza programs. (A2.9) 

  5 4 3 2 1 NA NS 
Kruskal-Wallis 

p-value 

AFRO (N=20) 30% 55% 5% 5% 0% 5% 0% 

0.044 

EMRO (N=4) 0% 100% 0% 0% 0% 0% 0% 

EURO (N=11) 0% 27% 18% 27% 0% 18% 9% 

PAHO (N=23) 13% 26% 26% 4% 4% 22% 4% 

SEARO (N=4) 0% 50% 0% 0% 0% 25% 25% 

WPRO (N=6) 33% 50% 17% 0% 0% 0% 0% 

Scale: 5 – Critically Important, 4 – Important, 3 – Neither Important or Unimportant, 2 – Relatively Unimportant, 1- Not at 
all Important, NA – Does Not Apply to my Country, NS – Not Sure 
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How important are the following BARRIERS to establishing or maintaining an influenza vaccination program in 
your country? 
Need for more relevant local data about annual influenza-related deaths or cases of severe influenza disease. (B1.2) 

  5 4 3 2 1 NA NS 
Kruskal-Wallis 

p-value 

AFRO (N=20) 40% 40% 10% 0% 0% 5% 5% 

0.017 

EMRO (N=4) 0% 100% 0% 0% 0% 0% 0% 

EURO (N=11) 0% 55% 18% 18% 9% 0% 0% 

PAHO (N=23) 39% 43% 4% 4% 0% 9% 0% 

SEARO (N=4) 50% 50% 0% 0% 0% 0% 0% 

WPRO (N=6) 33% 67% 0% 0% 0% 0% 0% 

Scale: 5 – Critically Important, 4 – Important, 3 – Neither Important or Unimportant, 2 – Relatively Unimportant, 1- Not at 
all Important, NA – Does Not Apply to my Country, NS – Not Sure 

 

How important are the following BARRIERS to establishing or maintaining an influenza vaccination program in 
your country? 
Vaccine hesitancy in the general population. (B1.6) 

  5 4 3 2 1 NA NS 
Kruskal-Wallis 

p-value 

AFRO (N=20) 5% 25% 25% 10% 30% 5% 0% 

0.008 

EMRO (N=4) 25% 25% 0% 0% 50% 0% 0% 

EURO (N=11) 36% 55% 9% 0% 0% 0% 0% 

PAHO (N=23) 22% 39% 26% 0% 0% 9% 4% 

SEARO (N=4) 25% 0% 25% 25% 25% 0% 0% 

WPRO (N=6) 0% 50% 17% 0% 17% 0% 17% 

Scale: 5 – Critically Important, 4 – Important, 3 – Neither Important or Unimportant, 2 – Relatively Unimportant, 1- Not at 
all Important, NA – Does Not Apply to my Country, NS – Not Sure 

 

How important are the following BARRIERS to improving access to vaccines in your country? 
Our country does not have a national regulatory authority. (B3.4) 

  5 4 3 2 1 NA NS 
Kruskal-Wallis 

p-value 

AFRO (N=20) 5% 10% 0% 5% 15% 65% 0% 

0.015 

EMRO (N=4) 0% 0% 0% 0% 25% 75% 0% 

EURO (N=11) 0% 9% 0% 9% 18% 55% 9% 

PAHO (N=23) 17% 13% 0% 0% 0% 61% 9% 

SEARO (N=4) 50% 0% 0% 0% 0% 50% 0% 

WPRO (N=6) 0% 67% 0% 17% 0% 17% 0% 

Scale: 5 – Critically Important, 4 – Important, 3 – Neither Important or Unimportant, 2 – Relatively Unimportant, 1- Not at 
all Important, NA – Does Not Apply to my Country, NS – Not Sure 
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Appendix G – Heatmaps for Likert-scale Responses by PIVI Participation 

How important are the following ACTIVITIES in establishing or maintaining an influenza vaccination program in 
your country? 
Link influenza prevention and vaccination to other public health challenges (e.g., antimicrobial resistance, tuberculosis, 
HIV, or chronic health problems). (A1.5) 

  5 4 3 2 1 NA NS 
Kruskal-Wallis 

p-value 

PIVI-Yes (N=15) 7% 60% 20% 0% 7% 7% 0% 
0.041 

PIVI-No (N=53) 30% 57% 13% 0% 0% 0% 0% 

Scale: 5 – Critically Important, 4 – Important, 3 – Neither Important or Unimportant, 2 – Relatively Unimportant, 1- Not at 
all Important, NA – Does Not Apply to my Country, NS – Not Sure 

 

How important are the following ACTIVITIES relating to technical or programmatic issues for implementing a 
national influenza vaccination program in your country? 
Develop guidance on vaccine selection and procurement for countries with year-round influenza. (A4.1) 

  5 4 3 2 1 NA NS 
Kruskal-Wallis 

p-value 

PIVI-Yes (N=15) 7% 33% 20% 7% 0% 27% 7% 
0.050 

PIVI-No (N=53) 25% 47% 9% 2% 0% 15% 2% 

Scale: 5 – Critically Important, 4 – Important, 3 – Neither Important or Unimportant, 2 – Relatively Unimportant, 1- Not at 
all Important, NA – Does Not Apply to my Country, NS – Not Sure 

 

How important are the following ACTIVITIES for strengthening vaccine acceptance among risk groups in your 
country? 
Provide recommendations to providers for vaccine formulations in countries with year-round influenza. (A5.13) 

  5 4 3 2 1 NA NS 
Kruskal-Wallis 

p-value 

PIVI-Yes (N=15) 0% 33% 20% 13% 0% 27% 7% 
0.043 

PIVI-No (N=53) 19% 45% 8% 4% 6% 17% 2% 

Scale: 5 – Critically Important, 4 – Important, 3 – Neither Important or Unimportant, 2 – Relatively Unimportant, 1- Not at all 
Important, NA – Does Not Apply to my Country, NS – Not Sure 

 

 

 

 

 

 


