
Measles & Rubella Initiative Outbreak Response Fund:
Standard operating procedures to apply for measles outbreak response support

Date: January 2021

Purpose: to provide information and guidance to national, regional and global health authorities
applying for Measles and Rubella Initiative (M&RI) support for measles outbreak response.

Support for rubella outbreaks is also available and will be evaluated using similar criteria and in
consultation with rubella experts in conducting rubella outbreak investigations and developing the
outbreak response plans and budget/applications. Countries are encouraged to enquire with World
Health Organization (WHO) and United Nations Children’s Fund (UNICEF) Country and/or Regional
Offices and M&RI (MRI-ORF@who.int) directly regarding requirements.

A. Background

The M&RI has provided funding since 2012 to support bundled vaccine and operational costs for
measles outbreak response immunization (ORI), with Gavi supporting up to a total of US$10 million
per year for Gavi-eligible countries. M&RI also has limited funding available for countries not eligible
for Gavi support and those countries can use the same guidelines articulated in this document to
apply. Decisions for support to non-Gavi eligible countries will be predicated on substantial financial
commitment by the receiving country.

The purpose of measles ORI is to reduce measles morbidity and mortality and prevent further spread
of the outbreak by interrupting measles virus transmission locally. WHO recommendations for
measles outbreak response1 include two phases of ORI:

1) initial rapid ORI in the affected areas that includes social mobilization and communication,
and selectively targets unvaccinated and under-vaccinated children 6-59 months old (or
older age groups, depending on the age distribution of cases)

2) if phase 1 fails to stop the outbreak, subsequent ORI on a larger scale usually targeting
children non-selectively, but based on outbreak epidemiology, immunity gaps and risk of
virus transmission and spread

Experience has shown that applications for the measles Outbreak Response Fund (ORF) often
address the second response phase and are submitted long after the outbreak’s onset when the
geographic extent of transmission moves well beyond its initial boundaries, leading to requests to
fund relatively large- scale non-selective campaigns. In addition, the epidemiologic analyses from the
outbreak investigation reports submitted with the applications do not always discriminate sufficiently
between measles and non-measles cases and/or do not always justify the geographic scale of the
proposed response or targeted age groups, leading to delays in ORF awards until such discrepancies
are clarified or corrected. Proposals for funding should be prompt when the country determines that
in-country resources are inadequate to contain the outbreak and should contain sufficient
justification for the scope of the response.

1 “Response to measles outbreaks in measles mortality reduction settings” available at
http://whqlibdoc.who.int/hq/2009/WHO_IVB_09.03_eng.pdf
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B. Eligibility and application requirements

All Gavi-eligible countries that have a lab-confirmed measles outbreak of public health importance
AND cannot respond to the outbreak fast enough with in-country funding (e.g., domestic outbreak
response funds or donor funding) are eligible to request ORF support for outbreak response
immunization that includes: a) bundled vaccine alone; b) bundled vaccine and operational costs up to
$0.65 per child; c) operational costs alone up to $0.65 per child; or d) any combination of the
preceding and root cause analyses and After Action Reviews. M&RI will consider funding other or
additional approaches to outbreak response, linked to timely and efficient use of vaccine, within the
$0.65 per child limit to prevent further measles virus transmission on an exceptional basis and with
adequate justification. M&RI will consider supplementing the $0.65 per child operational costs on an
exceptional basis for countries faced with fragility, emergencies, disasters or refugee situations.

The M&RI will also consider applications from non-Gavi eligible countries that have a lab-confirmed
measles outbreak of public health importance AND cannot respond to the outbreak fast enough with
in-country funding for technical assistance for outbreak investigations and immunization response
based on availability of M&RI funding from non-Gavi sources.

C. What activities can be supported

1. Bundled vaccine and/or operational costs for outbreak response immunization (for all
countries)
2. Clinical case management materials, e.g. vitamin A, measles kits (only for non-Gavi
supported countries)
3. Rapid, targeted assessments of routine immunization in outbreak-affected areas, as
outlined in the WHO Measles outbreak guide (for all countries)
4. Simple approaches to After Action Reviews may also be considered for support (for all
countries)

For Gavi-supported countries, all the above activities should be included within the operational cost
budget up to a maximum of 0.65 USD per child targeted for vaccination.

Preventive supplementary immunization activities are not supported through the ORF. ORF support
will not be provided retroactively for completed immunization activities except under exceptional
circumstances.

D. Process to request ORF support and report on activities

Countries that wish to be considered for the M&RI ORF support are required to complete a 2-step
application process, then in a third step to submit reports within 2 months (see steps and figure
below).

Ministry of Health (MoH) officials are responsible for signalling the outbreak to WHO and UNICEF
counterparts (country offices or regional offices as appropriate), for planning a response to the
outbreak, and for developing the outbreak response application. WHO and UNICEF country office
staff are responsible for reviewing and providing feedback on the ORF application and accompanying
documents and communicating with M&RI counterparts at global level. Country office and regional
office endorsement is required for submission. As such, countries are encouraged to work with their
WHO and UNICEF counterparts in preparing and submitting applications and supporting documents
for ORF to expedite WHO and UNICEF endorsement. Other relevant partners should also be
encouraged to participate. All recipients of ORF support are required to submit a final report to the
M&RI within 2 months of completion of the vaccination activities.
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M&RI can provide technical assistance with outbreak related investigations, planning, monitoring,
coverage surveys and root cause analyses. Detailed guidance and examples of tables and charts for
many of the above proposed analyses are available here.

The 3 key steps for countries are summarised below:

Step 1. Signal intent to develop application to the WHO and/or UNICEF country office

Step 2. Submit application (see Annex 1)
a) An official letter

This is a cover letter of request for ORF that must include a written
commitment from the MOH that government will provide the human
resources required for planning and implementing the vaccination
activity, including sufficient staff working at health facilities and outreach
sites in the targeted areas. In situations where there is no acting
government, WHO and/or UNICEF may provide a letter in consultation
with the relevant local authorities.

b) M&RI outbreak response funding request form
● Outbreak investigation report
● A risk assessment
● Plan of action and line-item budget with unit costs

Step 3. Submit reports within 2 months of completion of vaccination activities (see Annex 2)
a) the outbreak response activities and outcomes;
b) expenditures of any awarded funds;
c) the root-cause analysis and recovery plan.

E. Evaluation of applications

Regional Office/IST responsibilities: The WHO and UNICEF Regional Offices (and Inter-country
support teams [ISTs]) will review and provide feedback to the country if any revisions are needed;
and forward these to the M&RI Outbreak Response Working Group (OBWG) via the WHO HQ and
UNICEF HQ once endorsed.

M&RI OBWG responsibilities: the OBWG will review, analyse and discuss the application and will
either request clarifications or additional information from the country. A smaller subgroup of
partner agencies will then recommend full, partial, or no funding to the M&RI Management Team
(MT). The outbreak subgroup recommendations to the MT, as well as MT decisions, will be based on
consensus among participants to fully fund, partially fund, not fund, or request additional
information and clarification from the country. The secretariat of the OBWG will communicate
decisions with regional and country counterparts.

ORF application review, decision and feedback will be accomplished as soon as possible and no later
than four working days following receipt at WHO HQ. M&RI will review the merits of the proposed
interventions and budget and may request from the country additional information or analysis
before deciding to fully fund, partially fund, or not fund at all. Countries may need to supplement
M&RI ORF with other funding sources.
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Evaluation criteria:
1. Does the proposal clearly justify the public health need supported by the epidemiological

evidence to the outbreak?2

2. Are the interventions proposed targeted to the appropriate age-groups and geographical
areas based on the epidemiology?

3. Is there provision for conducting root cause analysis and using this to link to routine
immunisation strengthening investments to prevent future outbreaks?

4. Has consideration been given whether to revaccinate the same target population within a
short interval (e.g., 12 months) in upcoming preventive campaigns?

5. Has the country provided sufficient information on how the ORI activity will be monitored,
including rapid convenience monitoring?

6. Are there adequate resources for outbreak response provided by the government?

Figure: ORF application process

The above evaluation criteria are guiding principles to ensure decisions to accept/reject proposal are
based on best possible available data. Given the fast-moving nature of outbreaks and the need for
quick response, not all criteria need to be necessarily met, but acceptance is more likely when the
above considerations are taken into account. Funding for interventions is limited and proposals will
be more favourably considered when the overall resources requested from M&RI is catalytic in
nature and the interventions proposed are targeted and prevent future outbreaks.

F. Monitoring and evaluation

The M&RI will monitor and evaluate on an annual basis the ORF processes and outcomes and make
needed changes to the standard operating procedures (SOPs) to maximize effective, efficient and
timely deployment of bundled vaccine and funds. Partners and national counterparts also are
encouraged to provide feedback to the M&RI regarding ORF processes and decisions.

2 Technical considerations could include such aspects as laboratory confirmations, the number of susceptibles
in the country/region/district; the magnitude and severity of the outbreak, the risk of expansion, and whether
a country has elimination status and urgent action is required etc.,
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In accordance with Immunization Agenda 2030 guidance and the Measles Outbreaks Strategic
Response Plan 2021-2023, M&RI will monitor timeliness of outbreak response immunization as well
as M&RI response to ORF requests using the following indicators:

1. Countries submit measles outbreak response plans within 14 days of the start
of an outbreak

2. M&RI processes measles outbreak response plans and transfers funds within
7 days

3. ORI commences within 2 weeks of countries receiving support
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Annex 1. M&RI Outbreak Response Fund Request Form to Access M&RI Support

Please submit a complete request in this format by e-mail to HQ-EPI WHO (MRI-ORF@who.int)
through either the WHO or UNICEF country and regional offices

1) General information
a) Date of request: _____/_____/_____ (dd/mm/yyyy)
b) Country: _____________________________________ (name of country)
c) Name, e-mail and telephone number of contact person at

i) Ministry of Health: ____________________________________________________
ii) WHO: _______________________________________________________________
iii) UNICEF: _____________________________________________________________

2) Summary outbreak information
a) Date of rash onset of first reported suspected case: _____/_____/_____ (dd/mm/yyyy)
b) Total number of suspected cases during outbreak: _____________ (number)
c) Total number of suspected cases tested serologically: __________ (number)
d) Total number of laboratory-confirmed cases (include IgM equivocal): _____________ (number)
e) Date of rash onset of first lab-confirmed case: _____/_____/_____ (dd/mm/yyyy)

3) Response plan
a) Size of the target population: ________________ (number)
b) Target age group: __________________________
c) Estimated cost for the requirement of vaccines and injection materials: USD____________
d) Estimated operational costs: USD____________
e) Estimated total cost: USD ______________
f) ORF funds to WHO: USD ______________
g) ORF funds to UNICEF: USD ______________
h) Will vaccination be done in one or multiple phases? ______________
i)  Planned start date of vaccination: _____/_____/_____ (dd/mm/yyyy)3

j) Planned end date of vaccination: _____/_____/_____ (dd/mm/yyyy)

4) Root cause analysis:
a) Does the country request technical assistance to conduct a root cause analysis of the outbreak?
____ Yes ____ No

5) Outbreak investigation report

a) a brief description of how the outbreak started and evolved, initial identification of the proximate
and underlying (root) causes of the outbreak and reasons for its continuation until the present

b) a table with the number of reported suspected cases, and among these the number that were

3 If done in phases, the start and end dates of each phase should be mentioned in a separate note.
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lab-confirmed, epidemiologically linked4, clinically compatible and discarded, by district5; the rash
onset date of the first reported suspected case and first lab-confirmed case in each district should
also be included;

c) an estimate of the true number of measles (and rubella) cases, by district and province
i) the preferred method to determine the estimated number of true measles and rubella
cases is to multiply the total number of epi-linked and clinically compatible cases in each
affected district by the district-specific laboratory-confirmation rate6 and adding this result to
the number of lab-confirmed cases for each district; the total estimated number of true
cases during the outbreak would be the sum of estimated true cases per district

d) attack rate and case fatality rate of 1) lab-confirmed, epi-linked and compatible cases and 2)
estimated true cases, by district and age group

e) separate, detailed descriptive epidemiologic analyses of lab confirmed, epidemiologically linked
and clinically compatible cases that address the following descriptive epidemiologic categories:

i) Time: epidemic curves, with bars stacked by
(1) classification status (i.e., lab-confirmed, epi-linked, clinically compatible,
discarded) and,
(2) location (i.e., district or province, or village if the outbreak is geographically
limited); two separate epidemic curves may be presented for

(a) lab confirmed and epi-linked cases only and
(b) lab confirmed, epi-linked and clinically compatible cases

ii) Place: tables and spot map or pattern map of where (i.e., in which village or district) cases
were infected, by classification status

iii) Person:
(1) tables and bar charts of age, age group, vaccination status7, sex for

(a) lab-confirmed and epi-linked cases only and
(b) lab confirmed, epi-linked and clinically compatible cases

(2) number of deaths and case fatality rates by age group and sex

Tables and bar charts of cases by year of age are the most important “person” data to present to
justify the proposed target age for ORI; case fatality rates may help determine if case management is
adequate; vaccination status and sex are important to better understand the proximate and root
causes of the outbreak. The report should state clearly if any substantial differences in age
distribution, vaccination status, sex or case fatality rates exist in any district and if so, provide the
above data by district

f) description of and results from contact tracing, if conducted;

7 A stacked bar chart describing cases by year of age stacked by vaccination status is a convenient way to
illustrate age distribution and vaccination status in a single graphic; ideally, two stacked bar charts should be
provided – one for lab-confirmed and epi-linked cases; a second for lab confirmed, epi-linked and clinically
compatible cases

6 The laboratory confirmation rate is the number of IgM+, IgM equivocal and PCR+ cases divided by the total
number of suspected cases tested serologically

5 Specimens for lab confirmation should be collected from at least 5-10 suspected reported cases per district
and tested at a WHO-accredited laboratory; if the outbreak has continued for greater than 2 – 3 months in the
same district, specimens from at least 5-10 additional cases should be collected prospectively every 2-3 months

4 The report should indicate what criteria were used to classify cases as epidemiologically linked
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g) A description of any immunization activities conducted previously in response to the outbreak,
including target number by age group, number vaccinated and impact

6) Risk assessment

The risk assessment should include, at a minimum, 1) estimates of population immunity nationally
and in the affected and at-risk districts or areas, by birth cohort/year of age; 2) prior history of
measles for at least the previous 10 years; 3) surveillance quality during the previous two years, and
4) other threats to the extension of the outbreak;

a) to estimate population immunity/susceptibility by birth cohort, consider
i) WHO/UNICEF estimates of national immunization coverage with MCV1 (and
MCV2) by year and SIA coverage for targeted age groups, with the following
assumptions of vaccine efficacy (i.e., the percentage of susceptibles who receive the
vaccine dose and are protected from it):

(1) 85% for MCV1 and 9-11 months
(2) 95% for MCV1 at 12 months
(3) 95% for MCV1 or MCV2 at 15 months and above
(4) 95% for SIA doses (overall) – survey coverage point estimates should be
used if available

ii) District-specific administrative coverage to estimate immunity gaps by age
sub-nationally (these data should be provided in an annex) Immunity or
susceptibility profiles may be presented in a table or graphically with a bar chart, and
can be calculated using an Excel spreadsheet (see here for examples )8.

b) to report prior history of measles (or rubella) virus transmission in the affected and
potentially at-risk areas, by district, consider:

i) the number of reported suspected cases and final classification status
(lab-confirmed, epi-linked, clinically compatible, discarded) at least during the past
10 years, by year and by age group (e.g., <1y; 1 – 4y; 5 – 9y; 10 – 14y; 15y and
above);

c) to report surveillance quality in each of the affected and potentially at-risk areas for the
previous 2 years, choose areas with at least 200,000 total population (e.g., district or
province) and report

i) number of non-measles, non-rubella cases per 100,000 population (i.e., number of
cases IgM negative for measles and, if tested, rubella (if tested)
ii) percentage of reported suspected cases, by district and/or province, with
specimens collected and tested in an accredited lab (exclude epi-linked cases from
the denominator)

d) report any special threats for extension of the outbreak, such as migration patterns,
special/ vulnerable population groups, population density

7) Plan of action
Plan of action and line-item budget with unit costs describing the planned outbreak response
activities including:

a. Target population: Identification of the target areas, age-groups and number of
persons to be vaccinated;

8 Excel programs to facilitate calculation of population immunity/susceptibility are available from M&RI upon
request; the Measles Strategic Planning (MSP) Tool also may be used if available.
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b. Operational plans: including at a minimum, dates of the outbreak response, vaccine
and logistics needs and transport, human resource requirements, training, social
mobilization and communication activities and dates, supervision and monitoring
(including rapid convenience monitoring or rapid coverage assessments), AEFI
management and waste disposal; post campaign evaluation of the outbreak
response, if planned;9

c. Root cause analysis: plans for a root-cause analysis of the outbreak, if not already
conducted, that address potential reasons for immunity gaps, deficiencies in
surveillance performance, and delays and/or ineffective outbreak preparedness and
response.

9 Countries are not encouraged to use the limited operational support funds to conduct a post-campaign
coverage survey (PCCS); rather, these funds should be used for rapid convenience monitoring/rapid coverage
assessments that would potentially be followed by mopping up activities. A PCCS would be indicated for very
large-scale ORI activities.
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Annex 2. Measles and Rubella Initiative Outbreak Response Fund Report Form

Please submit a complete report in this format by e-mail to HQ-EPI WHO (MRI-ORF@who.int)
through either the WHO or UNICEF country and regional offices10 within 2 months of completion of

the vaccination activity.

1) General information
a) Country: _____________________________________ (name of country)
b) Date of request: _____/_____/_____ (dd/mm/yyyy)
c) Date of receipt of funds from M&RI: _____/_____/_____ (dd/mm/yyyy)
d) Date of outbreak response: From _____/_____/_____ (dd/mm/yyyy)
e) To _____/_____/_____ (dd/mm/yyyy)
f) Reporting agency: Ministry of Health / WHO CO / UNICEF CO (circle whichever applies)
g) Name, e-mail and telephone number of contact person at reporting agency:
________________________________________________________________

2) Outbreak report

a) the number of persons targeted and the number and percentage vaccinated, by age
group (e.g., 6-11m, 1-4y, 5-9y, 10-14y, 15-19y, etc.), by district and province (or village, if a
small response);
b) the number of persons targeted, and the number and percentage reached by additional
interventions (e.g., vitamin A);
c) RCM results;
d) Post campaign coverage survey results, if conducted;
e) impact of the response with respect to cases and deaths over time (e.g., an updated
epidemic curve stacked by classification status and indicating the dates of outbreak
response.

3) Statement of expenditures

Include a detailed breakdown of the expenses for each activity against the budgeted amount and
funding source.

4) Root cause analysis and recovery plans

Findings from the root cause analysis and resulting budgeted plans – the analysis and
budgeted plans should specifically address immunity gaps, surveillance performance, and
outbreak preparedness and response.

10In most countries, the WHO country office will take the lead in sending the report. However, there

might be circumstances where UNICEF takes the lead, and the report will be channelled through

UNICEF country and regional offices.
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