
J HEALTH POPUL NUTR    2004 Sep;22(3):322-330 © 2004 ICDDR,B: Centre for Health and Population Research
ISSN 1606-0997        $ 5.00+0.20

The Importance of Engaging Policy-makers at the
Outset to Guide Research on and Introduction of

Vaccines: The Use of Policy-maker Surveys
Denise DeRoeck

International Vaccine Institute, Kwanak PO Box 14, Seoul 151-600, Republic of Korea 

ABSTRACT

Face-to-face surveys of policy-makers and other influential leaders are a useful tool to identify, at an
early stage, (a) major issues regarding the introduction of a new vaccine, (b) persons and groups in a
country who play a major decision-making or influential role in the introduction of vaccines, (c) poten-
tial obstacles to the introduction of vaccines, and (d) data-needs of policy-makers to overcome these
obstacles. By surveying the opinions and beliefs of those who will make or influence decisions on
whether to introduce a new vaccine, these studies can help ensure that research activities respond to
the needs of policy-makers in countries endemic for the target diseases. These surveys can also inform
vaccine-introduction strategies by identifying financially and politically feasible means of distributing,
targeting, and financing the vaccines. This paper describes the methodology used in conducting such
surveys and discusses methodological issues. It also presents lessons learnt from two policy-maker sur-
veys carried out in several Asian countries in regard to new-generation vaccines against cholera,
typhoid fever, and shigellosis; and future vaccines against dengue fever/dengue haemorrhagic fever.
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INTRODUCTION

Why conduct policy-maker surveys?

Increasingly, the public sector is creating large
research programmes to accelerate the introduction of
new vaccines in developing countries. In recent years,
multi-million dollar programmes have been created to
develop and introduce a variety of vaccines. Examples
include a meningococcal conjugate vaccine targeted
for children in sub-Saharan Africa (1), a paediatric
dengue vaccine (2), rotavirus and pneumococcal con-
jugate vaccines geared towards children in developing
countries (3), a malaria vaccine (4), improved vaccines
against Japanese encephalitis, and new-generation vac-
cines against cholera, typhoid fever, and shigellosis (5).

These research efforts should lead to the availability
of a greater number of safe, effective, and presumably
reasonably-priced vaccines in the marketplace in the
coming years. However, as more vaccines become
available and as each research programme tries to
convince countries to introduce its target vaccine,
resource-constrained governments will not be able to
take up all desired or presumably needed vaccines.
The past two or three decades have seen the develop-
ment of a number of vaccines sorely needed in develop-
ing countries, including vaccines against hepatitis B,
Haemophilus influenzae type b (Hib), and Japanese
encephalitis (for Asia). However, many national immu-
nization programmes have not introduced these vac-
cines because of their perceived high cost, uncertain
disease burden in their country, or other factors. As
more vaccines enter the international market, countries
will be forced to set priorities for vaccines and dis-
ease-control activities based on sound data and finan-
cial realities. 
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However, just what are the disease-control priorities of
policy-makers in developing countries and how do
various upcoming vaccines fit in with these priorities?
How do policy-makers determine these priorities and
what specific information do they use to do so? Is, for
instance, disease burden always the major determinant
in setting priorities? What other factors or data influ-
ence decisions to introduce a new vaccine? What is the
decision-making process that different countries use
regarding the introduction of new vaccines and who
makes and influences these decisions? What are the
major barriers to the introduction of vaccine and how
can they be overcome? Are there criteria for cost and
performance of different vaccines that decision-makers
consider critical or even a pre-condition to considering
their use? And if they do decide to introduce a certain
vaccine, what introduction and financing strategies are
they considering, if not full-scale introduction of free
vaccine through the national immunization pro-
gramme?

While policy-making is not always a rational
process, answering these questions early in the formu-
lation of vaccine-research programmes may improve
the odds that a research programme will actually lead
to the introduction of a vaccine in a country, that the
people most in need of the vaccine will receive it, and
that its use and financing will be sustainable over the
long term. 

One way to begin answering these questions is to
conduct face-to-face surveys with key policy-makers
and other opinion leaders in the target countries during
the design or early implementation phase of the
research programme. By initially surveying the opinions
and beliefs of those who will actually make decisions
on whether to introduce a new vaccine, these studies
can help ensure that the research activities, including
vaccine development, respond to the needs of end-
users of data__that is, policy-makers in countries
endemic for the target disease. Policy-maker surveys
can provide valuable data to inform the research agen-
da, advocacy plans, and actual introduction of vaccine
by determining the likelihood of a new vaccine being
introduced in a country, identifying key decision-mak-
ers and centres of influence, identifying obstacles to
the introduction of vaccine, determining the data and
other requirements needed to overcome these obsta-
cles, and identifying vaccine-introduction strategies
that are most likely to succeed in a sustainable fashion. 

Unlike more comprehensive stakeholder analyses or
political mapping exercises, policy-maker surveys are
relatively rapid assessments to initially identify key
issues and critical players. They can also serve as an
initial step in the process of policy dialogue with coun-
try-level policy-makers and influential leaders con-
cerning the introduction of new vaccines. 

The International Vaccine Institute (IVI) has con-
ducted policy-maker surveys for two of its research
programmes: the Diseases of the Most Impoverished
(DOMI) Programme, which is aimed at accelerating
the use of new-generation vaccines against cholera,
typhoid fever, and shigellosis (which include  already
licensed oral killed whole-cell cholera vaccines and
injectable typhoid Vi vaccine) and the Pediatric Den-
gue Vaccine Initiative (PDVI). This paper discusses the
methodological issues and provides lessons learnt and
illustrative findings from both DOMI and dengue fever
policy-maker surveys. The DOMI survey was carried
out during November 2000_June 2001 in all seven
Asian countries participating in the programme
(Bangladesh, China, India, Indonesia, Pakistan, Thailand,
and Viet Nam). The dengue survey was conducted in
mid-2002 in four dengue-endemic Southeast Asian
countries (Cambodia, Indonesia, Philippines, and Viet
Nam) (6).

METHODOLOGICAL ISSUES AND CHALLENGES 

Survey methods

The DOMI and dengue fever policy-maker surveys
were conducted during country visits of four and eight
days respectively. Interviews were held on a one-on-
one basis or in group meetings of up to eight partici-
pants. It was felt that only through face-to-face inter-
views could we address in any depth the broad range
of issues that were identified for exploration. While
written questionnaire or telephone surveys could be
used for supplementing the interviews, these methods
alone would be less conducive to probing respondents
in depth to gain more than a superficial understanding
of their perceptions, attitudes, and beliefs. Face-to-face
interviews are also likely to yield a higher response
rate, especially from high-level policy-makers, than
are telephone surveys, or written questionnaire.

Topics of interview

To guide the interviews for each survey, a comprehen-
sive question guide was prepared. The guides were
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based on key issues influencing the introduction of
new vaccines, identified from a review of prior studies
of the uptake of new vaccines in developing countries
(7-11) and from the research and clinical experience of
the researchers or their colleagues. The questions
examined perceptions, beliefs, and opinions of infor-
mants regarding:

scope and seriousness of the target disease(s)

level of priority of controlling the disease

quality and accuracy of the existing surveillance
data and reporting systems

effectiveness of the current prevention and treat-
ment methods

need for and interest in vaccines compared to
other prevention or treatment methods

criteria and preferences for vaccines against the
target disease

experiences to date with the target vaccines (for
the DOMI survey)

preferred or feasible strategies for the introduction
of vaccine, including distribution channels, scope
and targeting of immunization, vaccine sources,
and financing

data needs to inform decision-making regarding
the introduction and use of vaccine.

Appropriate informants were also asked detailed ques-
tions about their country’s immunization programme, the
policy process involved in past introduction of new
vaccines, licensing of vaccine and regulatory proce-
dures, local vaccine-production capabilities and future
plans, and other relevant issues.

Techniques of interview 

The question guide consisted entirely of open-ended
questions, allowing for a semi-structured qualitative
interview format. This format was felt to be more
appropriate for interviewing high-level informants and
for creating an informal atmosphere conducive to the
free expression of ideas than highly-structured inter-
views using a close-ended questionnaire. This method
also allowed for probing and clarification of responses
and facilitated the identification of new issues or facts
to explore. A two-person team conducted the inter-
views for the DOMI survey  and one or two person(s)
were interviewers for the dengue study.

Interviews and meetings averaged one to two hour(s)
in length and ranged from 45 minutes to more than
three hours. A number of informants gathered data
ahead of time and some, especially in China, received
the question guide in advance and had it translated to
prepare for the interviews.

Selection of interviewees

The list of persons and groups to be interviewed in
each country was developed with the guidance of the
researchers and input from local collaborators who
arranged the interviews. The goal was to meet as many
key persons and groups as possible in the given time-
frame who make or influence decisions regarding disease
control, immunization programmes, local development
and production of vaccine, and vaccine introduction.

For both DOMI and dengue vaccine studies, the
types of persons interviewed included the following:

Ministry of Health officials, including department
heads of communicable disease control, preven-
tive medicine, planning or finance; and pro-
gramme managers of the national immunization
programme and the specific disease-control pro-
gramme in question (e.g. diarrhoeal disease,
dengue) 

Ministry of Finance officials

Directors of large public-sector children's or
infectious disease hospitals

Presidents and officers of professional associa-
tions (e.g. national paediatrics and national medical
associations)

Leading academics and researchers from universi-
ties and research institutions, including members
of National Vaccine Advisory Committees

Health officials from selected local governments

International technical agency officials (e.g.
WHO).

High-level health officials, such as Vice Ministers of
Health and Directors General, were also interviewed in
several countries for both the surveys. Several national
and local-level politicians were interviewed in the
Philippines for the dengue study and in Viet Nam for
the DOMI survey. Since new-generation vaccines
against cholera and typhoid fever are already on the
market and other newer-generation vaccines are well 
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under development, interviews for the DOMI survey
were also conducted with representatives of: national
regulatory authorities, local vaccine producers, and
private-sector vaccine suppliers (in four countries).

Seven to 16 interviews or meetings were conducted
for the DOMI survey in each country, involving 19-29
participants per country. In total, 165 informants took
part in 86 interviews or meetings in the seven countries
combined. The four-country dengue survey involved
10-13 interviews/meetings per country, for 48 meet-
ings with 91 participants.

A key issue that arises is whether or not the sample
of informants in each country was representative of the
country's major decision-makers and influential lead-
ers as a whole and whether some critical players were
not interviewed. This is especially a concern regarding
informants from local-level health authorities, since
only a few localities were represented in each country.
The samples of informants could also over-represent
those with a particular interest in the target disease or
vaccine. To ensure that the prevailing views and beliefs
of policy-makers in many countries__at least at the
national level__were tapped, in all countries we inter-
viewed individuals who were identified by the
researchers, by local collaborators, and by other
informants as key decision-makers or influential lead-
ers regarding immunization programmes and vaccines.
Nonetheless, while the best attempt was made to meet
as many relevant individuals as possible, it is likely
that key decision-makers in some countries were
missed. To address the issue of lack of representative-
ness of local government informants, responses were
analyzed by type and level of informant, allowing us to
separate out the responses of the local health officials
from those of central-level policy-makers. 

Analysis of results

A complete set of notes from the interviews was trans-
cribed and organized by topic area and by person or
group interviewed. From these notes, country-specific
summaries for the dengue study and detailed country
reports for the DOMI survey were prepared.

As with all qualitative research, there is the risk that
responses of the researchers, due to their biases or lan-
guage barriers, misinterpreted informants. To mini-
mize misinterpretation, the researchers probed the
respondents for details, asked for clarifications, and 

often summarized their interpretation of the informants’
responses to ensure accuracy. The country reports or
summaries were sent to the project collaborators in
each country for feedback and corrections to further
validate the findings. Revisions to the summaries or
reports were made based on the feedback. Additional
feedback was solicited from the informants themselves,
who received country-specific summaries of the find-
ings. While several project collaborators provided feed-
back to the reports or summaries, few responses were
received from the informants. 

LESSONS LEARNT FROM POLICY-MAKERS
SURVEYS IN ASIA

What factors influence disease-control and vaccine
priorities?

When asked which factors figure most into setting prio-
rities for disease-control activities and selection of
vaccine, the informants invariably cited disease burden
as the number one consideration. Indeed, the top prio-
rities cited by the informants and declared in official
reports, such as tuberculosis, malaria. and acute respi-
ratory infections, are often diseases with the highest
estimated disease burden in these countries. Diseases
with growing incidence, such as HIV/AIDS and den-
gue fever/dengue haemorrhagic fever (DHF), were also
of great concern to the informants. However, judging
from many of the infectious disease concerns and prio-
rities, several other factors, besides the magnitude and
growth of disease burden, are also in play in determin-
ing these priorities. There was a near consensus on the
importance of dengue fever/DHF and interest in future
vaccines in the four countries surveyed, while concern
for enteric diseases in seven countries (two of which
overlapped with the dengue survey) was more mixed,
despite the likely higher mortality rates from enteric
diseases than from dengue in these countries [shigel-
losis, typhoid fever, and cholera cause an estimated 1.8
million deaths per year worldwide compared to an esti-
mated 30,000 for dengue/DHF (12-15)]. Of the enteric
diseases, concern was generally higher across countries
for typhoid fever than for shigellosis or cholera, despite
the considerable uncertainty of the true burden of all
three diseases in these countries. And the expressed
interest in cholera vaccines among national-level policy-
makers was higher in some presumably low-incidence
countries (Thailand and China) than in several coun-
tries considered to be cholera-endemic (e.g. Bangladesh,



Pakistan, and Indonesia). Other factors influencing prio-
rities that explain some of these discrepancies appear
to be the following: 

Occurrence of epidemics. Diseases that occur
throughout the year are less likely to attract the
attention of the medical and public-health com-
munities, politicians, and the media than epidemic
diseases, such as dengue/DHF, although the for-
mer may cause considerably higher overall mor-
tality than the latter. In several countries, the pub-
lic increasingly blames national and local political
leaders for not doing enough to prevent dengue
epidemics, thus increasing politicians’ concern
about and awareness of the disease.

Burden on hospitals. Diseases that place a large
burden on hospital facilities, staff, and finances,
such as dengue/DHF and typhoid fever, are more
likely to be uppermost in the minds of policy-
makers than diseases that are largely treated on an
outpatient basis or that generally consume fewer
hospital resources. 

Limited or dwindling treatment options. The
lack of a specific treatment for DHF and the diffi-
culty in managing the disease__which can cause
sudden death__engender considerable concern and
even fear among practitioners. Growing rates of
antibiotic resistance of typhoid fever in many
countries and the need to treat it increasingly with
expensive newer-generation antibiotics, such as
ciprofloxacin, contribute to the growing concern
about this disease. The perceived need for typhoid
vaccines appeared more urgent to policy-makers
in countries that must import and pay high prices
for ciprofloxacin than in countries where the drug
is locally made and relatively inexpensive. In con-
trast, the generally lower level of concern about
cholera and interest in new-generation cholera
vaccines among national-level policy-makers in
several endemic countries was due, in large part,
to their perception that the widespread use of oral
rehydration therapy has made the disease largely
manageable and has reduced mortality due to
cholera to the point where they feel a vaccine is no
longer needed. 

Economic considerations. The high and rising
costs of treating typhoid fever, due to growing
antibiotic resistance, and the economic costs to

families resulting from loss of work to care for a
child during long recovery periods, appeared to be
key factors contributing to growing concern of
policy-makers for the disease and interest in new-
generation typhoid vaccines. In addition, the
expressed interest in cholera vaccines among seve-
ral central government policy-makers in China
and Thailand stemmed more from their fear of the
potentially devastating impact of reported out-
breaks of cholera on their growing economies
(e.g. on tourism and food export industries) than
on any expected epidemiological impact of a vac-
cine.   

Perceived risk across social classes and in
urban areas. Policy-makers appeared to have
heightened awareness of and concern about dis-
eases, such as typhoid fever and dengue/DHF,
which are perceived to affect all socioeconomic
classes than diseases, such as shigellosis and
cholera, which predominantly strike the poor. The
prevalence of typhoid and dengue fever in urban
areas__the centres of political power and the
media__also appears to contribute to their height-
ened concern about these diseases. 

These findings indicate that, although disease-inci-
dence and mortality data can be critical in informing
the disease-control and immunization priorities of policy-
makers, these priorities cannot always be predicted
based on disease-burden data alone.

Who influences policy regarding vaccine introduc-
tion in Asia?

While Ministries of Health are normally crucial in the
decision-making process for the introduction of new
vaccines and often play the role of initiator, other indi-
viduals and groups in both public and private sectors in
Asian countries play a key decision-making, influen-
tial or catalytic role that can ultimately make the differ-
ence between vaccine uptake and no uptake. These
groups and individuals must, therefore, be targeted for
any activities to disseminate research results and pro-
mote the introduction of new vaccines. 

In most countries surveyed, professional societies,
such as national paediatrics and national medical associa-
tions, play an important role in developing national
immunization guidelines and schedules, promoting pri-
vate-sector use of new vaccines, and providing guidance
to national immunization programmes. Reportedly, these

Policy-maker surveys to guide introduction of vaccines 326



DeRoeck DJ Health Popul Nutr Sep 2004327

associations played a critical role in convincing the
managers of immunization programmes in several
Asian countries to add hepatitis B vaccine to their infant
immunization schedule. In one study, they were also
found to be key promoters of the introduction of Hib
vaccine in four 'early adopting' countries (16). Leading
academics and researchers can also be key opinion lead-
ers, especially when they serve on national immuniza-
tion committees, which in several countries play a major
advisory role in government decisions regarding vac-
cine introduction. And as local producers of vaccines in
several countries increasingly take the initiative in
developing new vaccines or acquiring new vaccine tech-
nologies, their role in influencing the introduction of
vaccines becomes more important. This is especially
true in cases where local production drives the prices of
vaccines down to the point where governments are more
willing to consider their use.

Other government ministries and agencies besides
the health ministry can have an important impact on
vaccine introduction decisions and must be taken into
account in devising advocacy strategies. These
include: planning and/or finance ministries and other
government entities, such as Parliament, which must
approve funding for the introduction of vaccine. In one
country, nation-wide use of a vaccine began when a
local public-health leader convinced the Planning
Commission to fund limited introduction of a vaccine
through a non-regular budget, bypassing the health minis-
try, which opposed adding the vaccine to the national
immunization programme. In some countries, science
and technology ministries can serve as critical cata-
lysts to local production of new vaccines by providing
financial support for research and development and for
start-up firms. This was the case with the local deve-
lopment of recombinant hepatitis B vaccines in India.

Finally, as governments decentralize in more and more
countries, state, provincial or municipal governments are
assuming an increasing policy-making role, as they gain
the ability to initiate and finance health interventions
on their own, including the introduction of new vaccines.

Likely trends in vaccine introduction and 
financing strategies

As more and more vaccines enter the market, patterns
of targeting, distributing, and financing these vaccines
will likely differ from those used for traditional EPI
vaccines which, in most countries, are provided by 

national immunization programmes administered and
financed by the central government. These likely
changes are due to the limited human and financial
resources of often over-burdened national immuniza-
tion programmes and the likely higher prices of newer
vaccines compared to the basic EPI vaccines. Based on
the DOMI and dengue policy-maker survey results,
introduction strategies that may be deployed for these
and perhaps other newer vaccines include the following:

More limited scope and targeting of vaccination

Use of several newer vaccines may increasingly
be limited to higher-risk groups and geographical
areas, especially for vaccines against diseases that
are concentrated in certain populations or areas.
For example, several Asian countries have sug-
gested targeting food workers and refugees for
vaccination against enteric diseases as a cost-
effective means of controlling these diseases.
Targeting for cholera vaccine was also suggested
for populations in high-incidence areas, fisher-
men, the poor, prisoners, and others in confined
settings, and during floods and other natural disas-
ters. Suggested targets for typhoid vaccine included
urban school-age children, slum residents, and
soldiers. This strategy requires solid disease-bur-
den data from different parts of the country, disag-
gregated by geographic area, age group, and other
demographic characteristics.

Increased role of the private sector in the 
introduction and distribution of vaccines

Several governments in Asia increasingly view
the role of the private sector in immunization not
as limited to serving a tiny, wealthy elite, but as an
integral part of a comprehensive vaccine-intro-
duction strategy. This is especially the case in
countries with vibrant private health sectors, such
as India and Pakistan, and for vaccines, such as
typhoid Vi, with a potentially large demand
among the middle classes and urban dwellers.
Policy-makers in these countries view private-
sector distribution of vaccines as means to:

o demonstrate public demand for a vaccine,
which some national immunization prog-
rammes increasingly require before considering
public-sector use;
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o provide vaccines before the public sector is
able to do so. Innovative strategies of distribut-
ing hepatitis B vaccine to large numbers of peo-
ple in India and Pakistan in partnership with
vaccine companies, medical associations,
NGOs, and local governments have demon-
strated that private-sector distribution can reach
beyond small elites. These collaborative public-
private efforts have included large-scale immu-
nization camps using discounted vaccine,
school-based campaigns, and programmes to
distribute discounted vaccine at public-sector
health facilities; and

o provide vaccines for free to the poor via the
public sector, while encouraging those better-
off to obtain the vaccine in the private sector.
This 'dual channelling' approach was suggested
in both India and Indonesia as a potential cost-
containment strategy for the introduction of
newer vaccines, such as new-generation enteric
vaccines.

Increased role of decentralized governments in
providing and financing new vaccines 

As countries decentralize their health systems, the
introduction of new vaccines could increasingly
be initiated and financed by local governments at
the state, province, district or municipality level.
This is already true in China, where the provision
and financing of the basic EPI vaccines and the
decision to provide any non-EPI vaccines rest
with provincial governments. Some states in India
have also begun to introduce new vaccines, such
as hepatitis B, measles-mumps-rubella, and
Japanese encephalitis, on their own. Introduction
and financing by local governments is especially
likely for vaccines against diseases considered
largely regional, such as cholera in India, and dis-
eases for which local governments feel strong
public pressure to control, such as dengue/DHF in
Indonesia and the Philippines. Possible sources of
decentralized government financing include user-
fees, with exemptions for the poor; local govern-
ment budget allocations; and donor funding. 

Key data requirements of policy-makers

Based on the findings of both the surveys and the
expressed data needs of informants, information that
can most assist policy-makers in making decisions

regarding introduction of new vaccine includes the fol-
lowing:

Evidence of disease burden. National or local
government decision-makers will not be con-
vinced to introduce and fund a new vaccine with-
out compelling data demonstrating need. Such
data can also be powerful in convincing local vac-
cine producers of the potential demand for a vac-
cine, which they may require before investing in
development, testing, and production of the vac-
cine. In several countries, informants argued that
data must be gathered from different parts of the
country to provide a national picture of disease
incidence to develop a national strategy and to
identify high-risk areas and populations for target-
ing immunization.

Local data on safety, effectiveness, and impact
of vaccine. Policy-makers increasingly require in-
country data demonstrating safety, immune
response, and epidemiological impact of a vaccine
on their local population before deciding to
include the vaccine in a country's immunization
programme. This is true even for vaccines, such as
typhoid Vi, for which clinical trial data from other
countries exist. The interest of policy-makers in
local data is due to the potential differences bet-
ween populations in immune response, endemicity
of the disease, and ecological factors. This infor-
mation can best be provided through controlled
demonstration projects that also provide data on
the programmatic feasibility of administering the
vaccine through the existing public-health infra-
structure__data that can be crucial to policy-makers
in making decisions on whether or not to intro-
duce a new vaccine (17). Such demonstration
projects can also act as catalysts to stimulate poli-
tical will for the wider vaccine introduction (10).

Local data on cost savings and cost-effective-
ness of vaccination. Economic data to demon-
strate potential savings in treatment costs from
vaccination and to measure the cost-effectiveness
of immunization versus other preventive measures
are increasingly viewed as critical to set vaccine
priorities and to convince budgetary decision-makers
to approve funding for the introduction of a vaccine.
Data on vaccine cost-effectiveness are especially
needed, given the higher prices of most newer and
upcoming vaccines compared to traditional EPI
vaccines. In the case of new-generation enteric 
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vaccines, cost-effectiveness data may be critical
to inform vaccine-uptake decisions, given their
moderate protection levels (e.g. ca. 60% for oral
cholera vaccine and ca. 70% for typhoid Vi) and
the stated preference of many policy-makers for
more permanent solutions, such as improvements
in water and sanitation, over immunization. These
data can most efficiently be gathered during vac-
cine-demonstration projects described above. 

CONCLUSION

Policy-maker surveys can be a useful and relatively rapid
means of gaining the perspective and insights of key
groups and individuals at the country level who make or
influence policy decisions regarding the introduction of
new vaccines. There are, however, a number of limita-
tions to such surveys. These include the difficulty in
ensuring that all key decision-makers are included and the
difficulty in obtaining sufficient feedback on the findings
and conclusions from respondents for validation. Like all
surveys, they also capture a moment in time. This can
especially be limiting with policy-maker surveys, since
changes in governments can result in changes in key deci-
sion-makers and in programme priorities. Rapidly chang-
ing circumstances and new phenomena, such as the recent
epidemics of SARS and bird flu, can also quickly change
the disease-control priorities of governments. 

Given these limitations, policy-maker surveys are
most appropriate as a means of initially identifying key
issues, such as factors influencing decisions regarding
vaccine introduction, misconceptions regarding targeted
diseases and vaccines, other obstacles to vaccine intro-
duction, and the specific types of data that can have the
greatest potential impact on policy decisions. They are,
therefore, best viewed not as a definitive or final policy
analysis, but as one of a series of activities to inform the
design of vaccine research programmes, information dis-
semination, and advocacy activities.
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