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Executive Summary

For many developing countries the provision of good health is necessary not just to improve the quality of life of an individual in terms of his/her general well-being, but is an essential input for raising the ability of people to increase their incomes at a micro level, thereby contributing to poverty alleviation, and to facilitate a productive and growing economy at the macro level. Immunisation presents a cost effective intervention, which contributes to the survival of the children and thereby invests in the human development for generations.

A major objective of Immunisation Programmes in developing countries is the attainment of the highest levels of coverage with as many antigens such that the target diseases are no longer of public health significance. Through GAVI, countries have access to initial catalytic support to strengthen their immunization programs, and where appropriate, introduce new vaccines. GAVI commitments are provided to governments with the understanding that after five years of support, countries must replace the GAVI contribution with new sources of funding. In response, countries developed Financial Sustainability Plans (FSPs) analysing the programme costs and making projections on resource needs and sources of funding in the medium to long term for the country’s EPI programme. 
Two meetings were held on March 8-9 and 11-12, 2004 to put together the experience of 
8 countries in Africa, on the progress, opportunities and challenges faced in Financial Sustainability implementation. This is with a view to inform global policy and the process to tailoring further support to countries.
The positive conclusion is that Immunisation Programmes are priorities in all countries and are accorded the highest political and other stakeholder support. The FSPs created an opportunity for appreciating the costs and financing of the programmes. The funding to the programmes has been increased from the government and Development Partners and in many countries this funding has been protected/ring-fenced. The countries have gone a long way in integration of the programme into the sector planning and budgeting processes. A major concern however is the doubling and sometimes quadrupling of the costs of the programme following the introduction of new vaccines. The high cost of the vaccine is a threat to the sustainability of the programme following the end of GAVI support.
For these countries that have embarked on the process of FS implementation, the challenge of meeting the funding gap anticipated at the end of GAVI support is very daunting. There is a clear mismatch between the funding gap and the ‘potential’ resource realisation despite the numerous efforts by countries to mobilise additional resources for immunisation. The countries are not able to attract significant new funding due to continued low GDP per capita, competing priorities crowding out immunisation, tight budgetary controls and lack of commitment from a limited choice of partners.
The immediate country priorities are mainly the development of country specific communication strategies for FS implementation, technical support to finalise, strengthen and in some countries operationalise the FSPs. The support implies both technical and financial support at the national and global levels.
1. Introduction

Financial Sustainability planning and implementation for immunisation programmes is fairly new ground with acknowledged information gaps in many aspects. There are only a few developing countries that have embarked on the process. Following the submission of Financial Sustainability Plans (FSPs), country teams require further follow up and support in implementing the financial sustainability strategies within the respective countries’ financing and budgeting context. 

· 
· 
· 
Two meetings were organised for countries to initiate frank and informal discussions on the financial sustainability process and implementation, with a view to inform Global Policy, country level implementation and the process of tailoring further support to countries. 

The first meeting brought together participants from Malawi, Zambia, Ghana and Mozambique and was held in Gaborone, Botswana, March 8-9, 2004. The second meeting brought participants from Uganda, Kenya, Tanzania Mainland and the Revolutionary Republic of Zanzibar and was held in Nairobi, Kenya March 11-12 2004. Country level participation included officials from the various units at the Ministries of Health (EPI programme managers, health planning officers)  and representatives from the Ministries of Finance. The international partners were drawn from WHO, at the country, regional and headquarters, UNICEF, GAVI Secretariat, DfID, ARIVA, AMP and independent health economists.

This report summarises the experience of the 8 countries, the progress, issues and challenges, immediate country needs and areas for further support

2. Background to the Financial Sustainability Process
2.1
GAVI/Vaccine Fund

Through GAVI/Vaccine Fund, countries have access to initial catalytic support to strengthen their immunization programs, and where appropriate, introduce new and underused vaccines. GAVI/Vaccine Fund commitments are provided to governments with the understanding that after five years of support, countries must replace the GAVI/Vaccine Fund contribution with new sources of funding. This would then allow GAVI/Vaccine Fund to recapitalise the immunisation programmes by funding the introduction of new/unused vaccines as they become available in addition to services strengthening. In order to facilitate preparation for this transition from external GAVI/VF resources to other sources, GAVI encourages countries to undertake a financial sustainability planning and as part of the process, explore ways of phasing in other resources as they are weaned off GAVI/Vaccine Fund support. In line with this understanding, 12 countries developed and submitted Financial Sustainability Plans (FSPs) in 2002 and 16 submitted in 2003. 
2.2
The development of Financial Sustainability Plans

GAVI has been providing support to countries in the financial sustainability process through the development of financial sustainability planning guidelines and tools, training workshops, technical assistance and encouraged high level country and partner involvement in the process.

The emphasis of the Financial Sustainability process is to have a better understanding of the financial realities within which the programme is operating in the short and medium term, with an aim to strategise activities to ensure continuity of programme outputs and service delivery. The development of a Financial Sustainability Plan is the beginning of this process. The plan is a document that analyses the current programme costs and makes projections on resource needs required to attain the goals and objectives of the country’s EPI programme. It also explores likely sources of funding and the programmes funding gaps in the medium to long term based on the programme activities. The FSP also elaborates strategies to ensure financial viability of the programme is achieved, through the broad areas of resource mobilization, efficiency improvements and improved resource reliability.
For the development of financial sustainability plans, at the country level, FSP teams were constituted comprising of officers from the Ministry of Health, EPI programme, WHO, UNICEF and Ministry of Finance. The teams undergo orientation and training and in some cases supported with external technical assistance in the process of developing their FSP’s. Other in-country partners in Government and among the developmental partners are involved, in various degrees in the different countries, in discussion of the issues arising from the financial analysis of the programme, and work with the FSP team in defining the strategies for Financial Sustainability the country intends to employ. These discussions are usually held in the context of the EPI Inter Agency Coordinating Committee (ICC).
The finalised FSPs were endorsed by the respective governments and country level partners and submitted to the GAVI secretariat for review. 
2.3
Implementation of Financial Sustainability Plans


The implementation of Financial Sustainability Plans is about putting into action the strategies the country proposes will lead the EPI program towards financial viability. The decision, responsibility and timing for financial sustainability implementation activities lie with the individual countries. 


The Financial Sustainability Plan is a living document that requires continuous updates and modification of strategies as new challenges present. Countries report on Financial Sustainability progress, monitoring and implementation through the GAVI Annual Progress Reporting (APR) mechanism.

3. Objectives and Expected outcome of the Meeting

By the end of the year 2003, 28 countries had elaborated FSP’s. However, follow-up support to countries following FSP submission has been patchy, with incomplete comprehension of the depth and scope of issues relating to Financial Sustainability implementation and follow up among partners, and in countries. As a result, a consultative meeting among partners and countries was felt a good method to un-package the different implementation issues likely to be encountered for countries, and their supporting partners.
The objectives of the meeting were as follows:

1. To share inter country experiences in implementation of strategies for Financial Sustainability
2. To identify key challenges faced by the different countries in implementing strategies for financial sustainability

3. Work with countries to initiate thinking on the most feasible approaches on how to move forward beyond the development of the Plan
It was expected that at the end of the meeting, there would be:

a. A better understanding at country, and international level of range of issues relating to carrying forward the FS process;

b. Elaboration of immediate country priorities for FS implementation

c. An agreement on breadth and form of support to be provided to advance the process

i At country level

ii At regional level

iii At global level

4. Approach of the Meeting

Two consultative inter-country meetings were held to allow exchange of information across countries, and for cross-comparison of ideas and approaches for meeting structures. The first meeting was in Gaborone, Botswana on 8th – 9th March 2004, with the countries of Mozambique, Zambia, Malawi and Ghana participating. The second was in Nairobi, Kenya on 11th – 12th March 2004 with Uganda, Zanzibar, Tanzania and Kenya participating. Participants were varied for each country (see Annex II), with the EPI manager participating, together with the WHO, and UNICEF focal persons, WHO health economist, Ministry of Health planning/budgeting section representative, and Ministry of Finance Health desk in-charge.
The general format of the meetings was designed to encourage open and frank debate on the different aspects of financial sustainability in the participating countries. Each country presented their experience in the development of the FSP, the process, progress, issues and challenges. This was aimed at highlighting country context and understanding of FS and its implementation in the sub region.

An in-depth discussion of key FS implementation challenges was held after which the country teams worked further with assistance from resource persons to identify key challenges, priorities and areas of support. The FS process was discussed in four key areas of:

1).
Financial options

2). Planning and integration of activities into the broader health system

3). Program efficiency, and

4). Human resources

Other areas were discussed too such as those relating to advocacy, other resources beyond human and financial resources. The first meeting in Gaborone, was largely based on plenary discussions around the above four areas, with plenary discussions facilitated by country focal persons, guided by discussion points provided by the organizers. The second meeting in Nairobi was on the other hand based on country group work around the four key areas, again guided by the same discussion points. At both meetings, country participants were encouraged, and managed to bring out all issues regarding financial sustainability implementation. The level of participation among different country participants was very high, with no domination seen during the course of the meetings.
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5. Country Context


All 8 countries adopt a Sector-wide Approach (SWAp) whereby Development Partners work with the beneficiary government to agree upon a comprehensive vision and strategy for the health sector as a whole, and then provide all external support within that framework - rather than isolated categorical programs determined solely by external interests and priorities. 
Basic information on each of the countries is reported in the Table 5.1 below. 








Table 5.1:
Key country data


	Country
	GDP per capita
	GAVI support 

initiated
	FSP submitted
	% of Total Government Spending 

	Ghana

	
	2000
	2002
	14% (2003)

	Zambia

	$320
	2001/02
	2003
	10% (2003)

	Mozambique

	$233 (2002)
	2000
	2002
	12.6% (2002)

	Malawi

	$170 
	2000
	2002
	13% (2003)

	Uganda

	$330
	2001/02
	2003
	12% (2003)

	Kenya

	$320 
(2001)
	2000
	2002
	

	Tanzania (Mainland)
	$250 (2002)
	2001
	2002
	

	Zanzibar

	$250 (2002)
	2001
	2002
	


NB: Malawi, Tanzania and Zanzibar resubmitted their FSPs in 2003
Country Characteristics:
· Low income countries with GDP less than $350 per capita

· Have implemented health sector reforms including a form of Sector Wide Approach 

· Are current, or potential HIPC Initiative recipient countries

· Have, or plan to elaborate Poverty Reduction Strategies

Regarding GAVI/Vaccine Fund support, 

· All the 8 countries had already received 2-3 years of GAVI/Vaccine Fund support and have less than 2 years of full GAVI/Vaccine Fund support remaining. 

· They had all introduced new vaccines in their programmes with GAVI support in the past 3 years – yellow fever, pentavelent or tetravalent. 
· They have all developed and submitted FSPs
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1) 
2) 
3) 
4) 

7. Meeting outputs: Financial Sustainability Implementation at country level - progress, issues and challenges
6.1
Financial Sustainability progress in countries
All 8 countries anticipate large funding gaps following the end of GAVI/Vaccine Fund support and therefore the task of implementing sustainability strategies and phasing out GAVI support is very challenging.. However, all countries reported small but significant steps in financial sustainability implementation. 

a) GAVI too was commended for being the first global initiative that openly incorporates, and discusses the issue of sustainability in countries.

b) The whole Financial Sustainability process had placed immunization on the policy agenda in these countries. 
c) The EPI programme continues to be a priority in all the countries, with budget lines for EPI (or vaccines) set up in countries where they did not exist prior to the financial sustainability planning process.
d) Most countries have had their EPI budgets increased from government allocation and in some cases, more donors recruited to fund various aspects of the EPI programme. Government and partners are increasingly pledging to purchase the traditional vaccines, or at the least securing funding for these from their partners e.g Kenya is now procuring BCG and TT from national resources.
e) In Ghana the funds for EPI are increasingly being protected/ring fenced within the SWAp basket funding and as such cannot be affected by shocks in the budget. This has improved the resource reliability

f) Public Private Partnerships for immunisation have been initiated in some instances, the most noticeable being the attempt to set up the Kenya Alliance for Immunisation (KAfI)

g) Cost effectiveness studies have been commissioned and sites for surveillance set up in order to generate data for decision making in Uganda

h) There is sustained awareness and advocacy for EPI programme in all countries specifically as a result of the financial sustainability process. 
i) Strategies for strengthening of District level operations to improve programme efficiency are proposed in all the countries.
6.2
Opportunities and challenges for financial sustainability Implementation
A number of general issues and challenges were explored and discussed in the course of the consultative meetings. It appeared unclear to most countries when the process of implementation of FSP’s begins, or ends. Some such as Malawi were of the view that this begins after endorsement of the country FSP by GAVI, while others like Uganda felt the process began immediately outputs of the analysis became available and were discussed in country.

The link to the Millennium Development Goals (MDG’s) also was noted to need further exploration. These provide the benchmark against which programmes in the social sector get funded; their relative impact on the MDG’s. While immunization as a whole has a clear contribution to attainment of the MDG’s, some countries felt the relative financial input to immunization (and especially for Hib vaccination) is too high as compared to the impact on the MDG’s. It is an allocatively inefficient way to impact on the MDG’s, and use of the same resources on other areas would impact more on these goals.

The ability to absorb resources (absorptive capacity) of the programme was also discussed. At present, the bulk of programme support is from a few donors, and most resources are used for vaccine purchases. With the cessation of GAVI support for the present vaccines, many different sources of funds will be needed to cover the funding gaps to maintain the programmes. The ability of the programmes to manage, and service these different sources of funds was questioned. Each comes with different expectations and reporting structures, applying undue stress on the programmes. 
The meeting explored various opportunities for financial sustainability implementation with the country participants. Four areas of implementation were explored::

· Resource mobilization through review of all plausible financing options,

· Review of other resource requirements for FS process, such as human resources

· Planning, and integration of FS activities into broader health planning and budgeting  processes, and 

· Program efficiency
6.2.1
Resource Mobilisation

All  8 countries have approximately two more years of full GAVI support left. With the new GAVI "phase out" policy option, countries can gradually phase out GAVI support by phasing in national resources to replace GAVI support over a maximum 10-year period. (this is an option for countries and NOT mandatory), thus allowing more time for countries to mobilize resources to replace GAVI/Vaccine fund catalytic resources over a longer period of time than the current 5 years.
The participating countries have seen the cost of their EPI programmes increase from base year (year before GAVI support) to more than twice within the first year of GAVI support. The cost of  vaccines was identified as the major cost driver,  driving up the cost of the immunization programme. This is coupled with population growth, and strategies to improve coverage. 
Country discussions focused mainly on mobilisation of national resources. Though countries are trying, they are unlikely to succeed in raising enough resources from national sources, the main area of focus of the 8 countries concerned in terms of resource mobilisation strategies to close the gap.

Mobilisation of additional resources is central to FS implementation. The countries were taken through a process of 

· Reviewing the financing options and identification of new options

· Assessment of feasibility and the level of funding expected from the options (impact of funding on the financing gap)
It is recognised that the countries were not able to examine all the financing options, weighting the feasibility in the detail ideally desirable given the limitation of time and also given that discussions on some of the mechanisms for resource mobilisation targets audiences other than the participants present. 

The desirable end point is increased resources for the EPI programme and this can be achieved at three levels

· Increasing the national resource envelope

· Increasing the health sector resource envelope 
· Reallocation of health sector resources resulting in increases to the EPI resource envelope and
· Mobilising additional external resources to the programme
· 
· 
Increasing the national resource envelope

The opportunities discussed by countries included:

· Raising the local revenue collection through taxes from both the central and local governments
· Health Insurance

· Negotiating for further debt relief under HIPC Initiative
· Loans and grants. 
The possibility that countries would increase government taxes was deemed low. The amounts of resources generated at the local government level are too low to contribute significantly to increase of the overall resource envelope. Further exploration of this mechanism required another target audience.

The ability (and need for) the program to initiate activities to increase the national resource envelope was debated. It was noted that there are other Government departments (in Ministry of Finance and in the planning units of Ministries of Health) that are directly responsible for spearheading these activities. It is anticipated however that any increase in the national budget would benefit the health sector and (hopefully) eventually result into increased resources available to the EPI programme considering that health and EPI are recognised national priorities. 

Increasing the health sector resource envelope

The possible mechanisms for raising the health sector resource envelope on the domestic level include:

· Increasing the health expenditure as a percentage of total government expenditure
· Social Health Insurance (SHI)
· Cost sharing on services other than EPI
· Ring fencing funds for immunization within SWAp basket


These resources could be supplemented with external grants and loans specifically for health. Countries are however finding it difficult to attract significant new funding at the sectoral level. They have managed modest amounts, which are neither reliable nor sustainable. There is a clear mismatch between requirements for FS and ‘potential’ resource realisation. The feasibility and expected level of funding is largely unknown. Tight fiscal controls especially in SWAp/PRSC countries such as Uganda and Ghana make it hard to increase sector/EPI resources from outside of the MTEF, which currently includes donor resources. Macro economic stability at present overrides programme or sector specific issues with resource ceilings placed on donor resources allowed in the sector in a given time period
There is recognition of the efforts to implement the Abuja Declaration at country level. The health expenditure as a percentage of total government spending ranges from 10% to 14% (Table 5.1). However for many countries such as Malawi, increasing from 8% in 2001 to the current level of 13% did not translate into significant increases in resources for health. In Uganda’s draft Long Term Expenditure Framework (LTEF), health emerges as the only sector whose percentage is set to grow over the long term and even then the attainment of the Abuja target is to be achieved over 10 years from the current 11.9% in 2003/04 to 15.1% in 2013/14. It should be noted that already the health sector is one of the top funded sectors in the governments in the region, usually among the top 3 or 4 sectors in terms of funding received. 
Cost sharing, as an option is unlikely to raise any significant resources though it is being explored by both Malawi and Zanzibar as a financing option
. The experience of both Kenya and Uganda is that cost sharing is a barrier to access of health services for the poor and presents a lot of missed opportunities for EPI, and yet raises very little additional resources
Social Health Insurance as an option for Kenya is a feasible though uncertain option. EPI is a free service and difficult to include as part of an insurance package. The countries in the meeting were LDC’s, with little feasibility of operating an independent SHI scheme due to weak formal sectors. In Kenya, the scheme is being made feasible only as a result of significant Government subsidies. However, in the medium to long term, most of the countries will most likely explore, or introduce various hybrids of SHI schemes. The SHI was seen as a long-term strategy, whose introduction should be advocated for as part of the FS process, but will not yield significant funds in the countries where it has not yet started. Local Governments in the decentralised setting are able to raise revenue but is limited and makes no significant contributions to the health budget even at the district level.
The resources actually allocated for immunisation, or vaccine purchases continue to be less that what is actually agreed upon in budgets. As an example, Kenya Government had agreed to initiate contribution to pentavalent purchase in the 2003/04 financial year and had allocated significant resources to this. However, because of competing priorities, the allocated funds were diverted, delaying initiation of funding for pentavalent vaccine by the country. Most of these countries are DSWAp countries, participating in the PRSC process. This protects social sector funds from being used for emergencies out of the social sector, but doesn’t stop internal re-allocation of funds within the social sectors. In some countries (Ghana, Uganda), funds allocated within the SWAp structure for vaccine purchases are ring-fenced. This implies protection of these funds within the SWAp basket from being re-allocated to other social sector activities.
Mobilising additional external resources

In many of the countries, the donors finance almost 50% of the budget either though central/health budget support or through programmes and projects within the countries health development agenda. For countries moving from a health budget support to central budget support (Zambia, Ghana), there is a concern as to whether there would be increase in the health budget from government equivalent to funds previously received from the donor health budget support.

The potential for mobilisation additional resources for FS implementation from donors already putting funds into budget support is very low. The predictability of donor resources is a concern especially when disbursements are dependant on triggers. The uncertainty of the outcome of reforms and political situation affects the commitment of partners and stalls the negotiations for resource mobilisation. The experience of Malawi is that a partner, who was willing to buy the pentavalent vaccine for three years so that the utilisation of GAVI funds is postponed, is currently unwilling to proceed with negotiations during this election year.

Shifting donor priorities within, or at times across sectors also hinders longer term planning for these resources.

The options of loans and credit buy downs for health were not explored primarily because the participants were hearing of them for the first time. The initial reaction to this financing option was negative and a concern was expressed that countries cannot afford any loans in the social sector and the preferred option is debt cancellation, as is being done with the HIPC but with funding for EPI/vaccines as one of the issues tabled for discussion. 

Other global initiatives dampen the ability of donors, and government to increase funding for EPI. The scaling up of Anti Retro Viral Therapy, new support for anti-malarial drug policies to include SP and ACTs are some of the initiatives crowding out EPI. They are competing for resources within the same resource envelope. Many of these Global Initiatives such as GFATM are also calling on governments to plan for sustainability of programmes initiated and take on future costs of these high cost initiatives.

Whether funding within or outside of the SWAp funding mechanisms in countries, the list of multilaterals and bilateral donors remain the same. In many cases the same donors contribute to the Vaccine Fund and/or the GFTAM, Roll Back Malaria, Stop TB, Central/Health Budget Support, Programme and Project Support. National level partners are in some countries reluctant to mobilise at country level if their institution/organisation is already supporting GAVI at the global level. There is a risk of donor fatigue as more and more demands are made of the limited number of donors at the global, national, district and sub-district levels. Information on donor commitments at country level in the medium to long term is often not forthcoming. 

The attractiveness of NGOs/Foundations as a source of financing is that they often do not raise their money from the traditional donors. Unfortunately NGOs’ funds are raised around specific issues such as HIV/AIDS and Reproductive Health and as such their flexibility is limited although this can be explored at country level. To have an impact, these would have to be created at the international level.
Increasing the EPI resource envelope

There are opportunities on an annual basis for influencing reallocations within the health sector and that is during the annual planning and budgeting process. The aim is increasing EPI expenditure as a percentage of total health expenditure. Understanding the budgetary process and execution at country level is essential. The technical team (may include the EPI team, Planning Department) that is responsible for making the budgetary proposals to the Senior Management in the Ministry of Health is best placed to make a case for EPI. 

The desirable end point is not only increasing the allocation for FS implementation but also being able to protect the allocation by ring-fencing the funds such as that for purchase of vaccines Ghana, Zambia and Uganda. The funds are thus committed and cannot be used for any other purpose. Lack of ring fencing led in Kenya to re-allocation of funds that had been set aside for pentavalent vaccine purchase in the 2003/04 financial year to other competing priorities.
The feasibility of commercial private sector as partners in financing immunisation is being explored in Kenya with the setting up the Kenya Alliance for Immunisation (KAfI). Other mechanisms that are being explored in Zambia for example are earmarked revenue from tobacco, clear beer, vehicle insurance/ licensing, and hotel levy on each client checking and tourist taxes in Zanzibar. There are no explored partnerships with philanthropists and external private industry. Table 6.1 makes a summary of the discussion
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Most Governments are operating cash budgets, with their resources mobilised throughout the year based on tax revenues. As such, they may not be able to meet obligations due to low tax collections at a particular time of the year. On the ther hand, some of these resources for the EPI programme, especially for vaccine purchases are needed on a regular basis all the year. The need to donor funds to pre-finance some expenses to cover for such gaps was therefore highlighted by the countries most affected by this.
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Table 6.1:
Summary of the feasibility of the various Financing Options

	Financing Option
	Ghana
	Zambia
	Malawi
	Mozambique
	Uganda
	Kenya
	Tanzania
	Zanzibar

	Cost sharing for Clinical Services
	Not feasible
	Not feasible
	Feasible / minimum funds 
	Not feasible
	Not feasible
	Not feasible
	
	To be explored

	Social 

Health Insurance
	
	
	
	Not yet explored
	Not feasible
	To be explored
	
	

	Government revenues
	Feasible / minimum funds
	Feasible / minimum funds
	Feasible / minimum funds
	Feasible / minimum funds
	Within the SWAp
	Feasible / minimum funds
	Feasible / minimum funds
	Feasible / minimum funds

	Local Government revenues
	Feasible / minimum funds
	Feasible / minimum funds
	Feasible / minimum funds
	Feasible / minimum funds
	Feasible / minimum funds
	Feasible / minimum funds
	Feasible / minimum funds
	Feasible / minimum funds

	HIPC Initiative (Debt Relief)
	Feasible / min - moderate funds
	Feasible / min - moderate funds
	Feasible / min - moderate funds
	Feasible / min - moderate funds
	Within SWAp
	Feasible / minimum funds
	Feasible / min - moderate funds
	Feasible / min - moderate funds

	Budget Support (within the SWAp)
	Feasible / min - moderate funds
	Feasible / min - moderate funds
	Feasible / min - moderate funds
	Feasible / min - moderate funds
	Feasible / Limited funds
	
	Feasible / min - moderate funds
	

	Grants (outside the SWAp)
	Feasible / min - moderate funds
	Feasible / min - moderate funds
	Feasible / min - moderate funds
	Feasible / min - moderate funds
	Not feasible
	Feasible / min - moderate funds
	Feasible / min - moderate funds
	Feasible / min - moderate funds

	Health Insurance
	Not feasible

	Not feasible
	Not feasible
	Not feasible
	Not feasible
	Not feasible
	Not feasible
	Not feasible

	Other mechanisms (non-traditional sources for health financing)

	Not yet explored
	To be explored
	Not yet explored
	Not yet explored
	Not feasible
	
	
	To be explored

	Loans for Health


	To be explored
	To be explored
	To be explored
	To be explored
	Not feasible
	To be explored
	To be explored
	To be explored

	Private Sector


	To be explored
	To be explored
	To be explored
	To be explored
	To be explored
	To be explored
	To be explored
	To be explored

	NGOs


	Not yet explored
	Not yet explored
	Not yet explored
	Not yet explored
	Not feasible
	To be explored
	Not yet explored
	Not yet explored

	Individuals


	Not yet explored
	Not yet explored
	Not yet explored
	Not yet explored
	Not feasible
	Not yet explored
	Not yet explored
	Not yet explored


Other issues were noted with financial resources. The highly volatile and never reducing vaccine prices, with countries expressing disappointment at the inability of GAVI and the international partners to lower vaccine prices as had been promised. As a result of this, countries are highly unsure of the medium term pricing structure for vaccines, and are also not able to make informed programmatic decisions based on the financial information derived from their FS process.

The countries have also identified the main cost driver as the Hib vaccine, which is responsible for doubling and in some cases quadrupling the cost of the immunisation programme. Countries have put in place surveillance systems to gather evidence of the impact of Hib introduction in order to justify the investment in the vaccine. Without strong supportive evidence, the change is strategy to a cheaper vaccine combination is fast becoming an attractive option.

Additionally, inability to forecast future commitments by donors makes proper estimation of needs and available resources very difficult. Even past expenditures are very difficult to get from donors in the countries and as such, longer term estimates of funding situation is made difficult. Government is able to make longer term estimates based on its present support, and its expected growth in the health budget (best seen in countries that have elaborated Long Term Expenditure Frameworks, such as Uganda) and donors should be able too to make such commitments, in the spirit of partnership.

6.2.2
Other resource requirements

v Human resources

The FSP teams were constituted with the purpose of developing the FSP and brought together the appropriate skills mix in the area of programme management, planning, economics, programme advocates etc. As the focus shifts towards translation of the strategies stated in the Plan, the meeting provided opportunity to examine the kind of human resources needed for advancement of FS implementation by country. And whether there was technical capacity and skills for FS implementation. Table 6.2 summarised expressed country level technical capacity needs.

Mixed views were discussed regarding the human resources for the FS process in countries. Some countries advocated for seeking a fresh mandate for the team that developed the FSP to continue follow up of the FS process. Another view was that the FS process beyond developing the plan was out of the scope of the technical officers, as it is largely driven by a strong advocacy component and so higher-level persons in the Ministries, and developmental partners should take up the mantle. The Director of preventive health in all countries was felt to be a key person to be part of the FS implementation process as he was adequately placed politically in the Ministry hierarchy, and possessed adequate technical skills to guide the process.
A third view was for the creation of FS focal points in countries, as additional to the present systems with these based either at the Ministry of Health planning unit, Ministry of Finance, or out of the Government structures (as with Kenya KAfI). The relative merits and demerits of each were extensively debated, with the final agreement leaning towards having the FSP team modified to accommodate the new roles, and having someone from within the team as the focal point for these activities. However, it was agreed that each country would carefully look at its issues and determine how best to organise the required human capacity.

Additionally, the available numbers, and skills with the present (and potential ) FS team were felt inadequate. Particularly lacking were negotiation, and advocacy skills required for the FS process in countries.
The ICC role in the FS implementation process was extensively debated. Many ICC’s are largely functional around times when supplemental immunization activities are organised. The other times, these ICC members largely leave operation of the routine immunization programme to the Government, and the technical partners (WHO and UNICEF). The role this body will play should therefore take into consideration this nature. Additionally, within the SWAp mechanisms, the role of the ICC becomes unclear, especially if there are other strong sectoral coordinating mechanisms. It is difficult to have an ICC for each programme area, with the result that some of the countries are movig towards integrated ICC’s for child health, or entire sectoral ICC (such as the Health Sector Working Group in Uganda). It is at these integrated ICC’s that the key programmatic decisions are made.
A lot of the technical support in the immunization programme is sought in country through the traditional EPI donors; WHO and UNICEF (USAID facilitating external support). However, the technical aspects of Financial Sustainability will require additional support from other donors who are well versed with these other areas. In country  technical support can be sought from, for example, the World Bank teams (task managers). Countries noted the need to consult with these, and incorporate them in the FS process.
Table 6.2:
Human Resources for FS Implementation
	Country
	Technical Capacity Requirements



	Malawi
	· Technical capacity needed to quantify funding gap for FSP

	Ghana
	· Current human resource able to make use of the system

· Need to strengthen data management

	Mozambique
	· Strengthening of the FSP team to include Ministry of Finance, Planning and other donors

· Technical capacity to effectively make use of the system – advocacy and communication

	Zambia
	· Current human resource are able to make use of the system and have unique opportunities such as the Minister of Health being the chair of the ICC, the Director General of Central Board of Health is well sensitised, the Focal Person on PRSPs in Ministry of Finance is a member of the FSP Team

· Draw other ministry departments such as the Human Resource Department into FS implementation

	Zanzibar
	· Managerial and logistic skills present

· Additional skills needed within the FSP team include advocacy and communication planning and budgeting skills

	Kenya
	· Only shortage is in skills for advocacy for resources lobbying capacity – not traditionally a public sector function (marketing to get funds)

· FSP team ability to carry forward FS process is limited, Additional skills and resources required (training on resource mobilisation skills, M& E skills)

· Role of the ICC / JICC/ KAFI in coordinating mechanisms are clear, and need to be strengthened by the MoH showing more commitment and leadership

	Tanzania
	· There are skill lacking in the areas of costing, advocacy, negotiation and vaccine management

· A focal person is needed to continually update the costs

	Uganda
	· The skills for FS implementation are present but constrained by lack of time to carry out all duties

· Need for a Focal Person (MoF/ MoH?) to coordinate the FSP implementation


vi Data management

The lack of reliable data on programme costs for planning and resource mobilisation in countries such as Malawi constrains progress. The data is also essential for framing advocacy messages and for monitoring.

vii Institutionalisation of FS Implementation

Many countries have not articulated an implementation plan, which has slowed down the process of implementation and institutionalisation. For sustainability purposes the process of FS implementation should be integrated within the existing policies and plans and also institutionalised within the existing structures. The progress of countries such as Mozambique will be constrained unless their FSP is clearly part of the wider health development agenda.

viii Monitoring FS implementation

The Monitoring Indicators have not been well analysed for all countries. The burden of a long list of FS monitoring indicators vs other sector indicators should be appreciated. The capacity for periodic updating the cost of the programme and costing the alternative strategies is low. Most countries required the services of a consultant to carry out the costing exercise. Who is held accountable for failure of FS implementation? The EPI manager or the Health sector

The countries have a challenge of collecting the relevant data, analysing it and presenting it to the stakeholders. National Health Accounts, Public Expenditure Reviews and Sub-National Health Systems Performance Assessments, Burden of Disease studies are tools that should be used to make a case for increased resources to FS implementation.

The countries also noted a need for better follow up of commitments made, such as through the Abuja declaration, Dakar declaration, high level advocacy visits by the GAVI executive secretary. In addition, it was emphasised that commitments made through such high level advocacy are not always expected to materialise, as they are usually made without the implications being placed in the financing context in the country. 
The countries with functional SWAp/PRSC mechanisms agreed on the need to have an indicator within the Government PRSC/SWAp process that is linked to the programme, such as DTP – 3 coverage.

6.2.3
Program Efficiency

Programme efficiency focuses on pursuing same programme strategies but doing things better and/or differently. All countries are currently implementing strategies to strengthen the delivery of immunisation services and improving coverage. These include integration of services, strengthening outreach and mobile services, immunisation equipment maintenance, reduction of wastage of opened and unopened vaccine, capacity building for EPI managers, etc. it was however noted that the different country’s per capita EPI programme costs (including routine recurrent costs) are quite different. While this may be a result of the different costs of offering services in the different countries, it also indicates the possibility of different technical efficiency levels in the country’s programmes. In addition, the different levels of funding by Governments for countries of similar GDP highlighted the differences in prioritisation of the programme among the countries. The need for a standard efficiency target for each country to work towards was highlighted. This should capture expected support from Government, and per capita costs for each specific country as this cannot be generalised.
While some of the activities inevitably imply an increase in cost such as targeting nomadic communities or immunising all children presenting in OPD, others result into cost savings such as increased integration of service delivery and reducing vaccine wastage. FS implementation is a health system responsibility and therefore improving the cost efficiency is wider than the EPI programme particularly in the areas of infrastructure, transport, human resources etc. In addition responsibility for service delivery is decentralised to the District level. The appropriate mix of strategies for improving cost efficiency is context specific and capacity for district level planning and management is needed for this.

During the discussions on financing options, it was noted that financial management is crucial for programme efficiency. The funds for the programme inputs must be available and timely to avoid interruption of service delivery. Pre-financing the health sector in terms of procurement was presented as an option that can remove delays and enable meeting of implementation targets.

The meeting agreed that improving the cost efficiency of the programme does not necessarily mean that the programme is spending less, nor are any efficiency gains realised in monetary terms to allow for direct recapitalisation of the programme.

It is however necessary to capture efforts towards improving cost efficiency as a way of making a case for increasing funding to the programme. Monitoring performance at the sub-national level assists in identifying districts for targeted support.




6.2.4
Planning and integration of Financial Sustainability implementation into the broader health system

The extent to which the FS implementation is a health sector and health system issue was examined. In most countries, the FSP was developed at a time when the countries present were in, or moving towards SWAp arrangements and had elaborated key sector policies and plans. The idea is that in time the FSP as a document will cease to exist if all the pertinent issues and strategies are taken on by the sector as a whole and not by the FSP teams or the EPI managers. The FS process will need to be placed within the context of the changing health systems withing countires, a result of the ongoing health sector reforms. Table 6.3 highlights country experience

The integration of FS strategies into the broader health development plan depends on

· Whether the country is going through a health reform process, PRSPs etc creating a window of opportunity for putting the issues on the agenda

· Policy revisions and reviews, Health Sector/SWAp reviews, formulation of the annual health sector plan

· Making a good case for FS with data and information during the planning and budgeting processes

· Whether the actors involved have the capacity to effectively communicate to the policy makers

All the countries had already established systems through which issues on policy and implementation are tabled and decisions taken. Key structures and actors are illustrated in Figure 6.1 below. Progress in FS implementation is best achieved though making the best use of the system using effective lobbying and presentation of right information supported by reliable data. In some (Ghana, Uganda, Zambia), the FSP outputs have directly fed into the rolling MTEF, and Ministry of Health planning and budgetary processes while in others, it is yet to have an impact.

Health sector reforms such as decentralisation may represent both an opportunity and a threat to FS implementation. The districts are involved increasingly in decision making on budget allocations. Central and district level ownership for FS implementation should be ensured. However, with increasing autonomy of districts foreseen, especially when fiscal decentralisation takes place, there will be need to protect resources for EPI from being spent in other social sectors, as is proposed at the central level. 
The form FS support takes at country, and international level will need to be carefully thought out to ensure adequate integration into country systems. Separate reporting and monitoring mechanisms work contrary to the integration initiatives, so should seek as much as is feasibly possible to have these in line with the normal Government planning, budgeting and reporting structures. This is more so in the strong SWAp countries, where common planning, implementation, monitoring and budgeting mechanisms are used by Government and donors. Separate systems will most likely work contrary to the SWAp principles.

Table 6.3:
Country Experience in planning and integration of FS implementation into the health system
	Country


	Planning and integration of FS Implementation

	Ghana
	The development of the FSP was timely in that the country was in the process of preparing a second Sector Plan – a broader document. The FSP provided a clear picture of financing needs that could be incorporated into the Sector Plan. The process of FSP development provided experience in defining financing gaps.

The technical planners, part of the FSP team included issues into the plan and resource allocation



	Zambia
	The National Health Strategic Plan (NHSP) 2001-2005 has a chapter on Child Health of which the greater section addresses childhood immunisation. The country FSP makes reference to this Plan as the guiding document sharing the same programme objectives and goals. The sector is due to prepare the next NHSP 2006-2010 and the issues of FS are to be emphasised. The involvement of stakeholders and high level lobbying for FS implementation resulted into the change of the Drug Fund to the Drug and Vaccine Fund to integrate and insure the procurement of traditional vaccine. The FSP appreciated as a tool that improves capacity for planning and a lesson for other technical programmes such as TB and HIV/AIDS

	Mozambique
	Many of the key sector policies and plans were written and put into effect before the FSP. However the FSP was developed in a vertical approach with limited involvement of the wider stakeholder group. The translation of the FSP and integration into the broader health development frameworks is thus limited.

	Malawi
	Malawi is in the process of finalising the implementation arrangements to effect a SWAp. The 5 year Joint Programme of Work and the Essential Health Package have both been elaborated. EPI is a priority identified in the EHP. The development of the FSP allowed for deeper understanding of programme costs, which information can be used to support the budgeting process.

	Uganda


	The FSP is guided by the existing sector documents, the 10 year National Health Policy (1999), the 5 year Health Sector Strategic Plan 2000/01-2004/05 and the Poverty Eradication Action Plan which is the overall country development framework. The second HSSP 2005/06-2009/10 in being prepared presenting an opportunity for incorporation of FS concerns. The budgeting process involves the local and central governments, the districts and the Ministry of Health. Sector level: priorities are identified and resources allocated accordingly within the MTEF. The EPI programme is able to influence the sector Budget Framework Paper at the drafting stage. The entry point is through the Planning Department



	Kenya


	In the process of preparing the second Health Sector Strategic Plan 2006-2010 which will take on board the FSP concerns 

MTEF introduction has helped in program prioritisation, with the program having a budget head from a budget line 

Include the other departments in the review and planning processes to enrich the FS process, introduce the other departments to use the FS as a planning tool for themselves

	Tanzania


	The FSP forms an input to the national government guideline. The guideline gives indicative ceilings and there is evaluation of past performance. The PRSP, HSR, HSSP reviews all provide opportunity for taking on board FSP concerns

FSP can provide information on detailed cost information for arguing case and also projections based on past strengths

Domestic and external funds appear in the MTEF which is tabled in SWAp and Basket partners meeting

The Health Sector Strategic Plan covers the period 2003-2006 and the EPI 5 year strategic plan shall be updated in June 2004 to cover the period 2004-2009. FSP concerns shall be incorporated

	Zanzibar


	Zanzibar has drawn up PRSP and allocates resources through the MTEF. Health is a priority



· 
· 
· 
· 



Figure 6.1:
Actors in the process of FS implementation
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8. Immediate Country Priorities and Areas for Support

From the discussions, countries elaborated, as part of their way forward, activities they felt were urgent key priorities, together with expected support. These are presented in Table 7.1 below. 
The commonly emerging priority areas are:

a) Advocacy

All countries required additional assistance with advocacy with Mozambique identified as a priority country for advocacy support. At the national level, the countries need to develop a communication strategy for advancement of FS implementation. At the global level, the countries need assistance in identifying financing options as well as lobbying vaccine manufacturers to reduce the cost of the new vaccines.
b) Technical Assistance
Zanzibar, Tanzania and Malawi had to re-submit their FSPs again in 2003 and are currently still weak. Sustained technical assistance is urgently needed to further strengthen their FSP and operational plan

c) Financial Assistance

This is tied to both advocacy and technical assistance. Drafting of the FS implementation plan including the finalisation of the monitoring indicators, continuous updates of the costing figures, capacity building for the FSP team may all require additional funds not available in country.

Table 7.1:
Country priorities and areas for support
	Country
	Immediate Priorities


	Support required

	Malawi


	· Feedback to ICC

· Finalise FSP

· Wider consultations
	Assistance for:

· FSP finalisation

· Framing an effective advocacy

	Ghana


	Resource mobilisation

· Making use of the sectoral budget process and monitoring frameworks to influence reallocations
	Internal

· Technical Support (Data Management)

· Financial

External

· Advocacy (International level) for Vaccine Price Reduction and Mobilisation of extra funds, (Grants, Loans)

	Zambia


	· Present proposed framework to ICC, RASC and HSSC

· Identification of roles for key implementers & development of strategic plan for implementation of FSP

· Development of monitoring indicators for implementation


	Support for;

· Development of strategic plan for implementation

· Development of monitoring indicators

· Advocacy with multilaterals and bilaterals

· Development of communication materials (IEC)

· Lobbying vaccine manufacturers to reduce the cost of the new vaccines



	Mozambique


	· Debrief to ICC and propose integration of ICC into GT-SWAp

· Propose team expansion to include other key stakeholders (MoH, MPF and Partners)

· Develop a communication strategy
	· Technical assistance

· Advocacy

· FSP monitoring



	Uganda


	· Establish an implementation task force.
· Develop an implementation plan

· Develop advocacy tools for resource mobilization 

· Strengthen vaccine and stores management

· Assessment studies for privatizing transportation of vaccines and other supplies and, energy saving mechanisms
	· TA for advocacy tool
· TA for initiating UGAVI

· Resources to support the task force



	Kenya


	· Set up KEPI Planning Unit

· Dialogue about National SHI Scheme

· Keep up the KAfI momentum

· Ministerial approval for advocacy meetings with donors

· Maximise use of FSPs
	· Technical and financial support to set up the Planning Unit – technical advice, plus technical and financial support for training. 

	Tanzania

(Mainland)


	· Training of sub working group in negotiation, costing and advocacy 
· Reviewing and Updating FSP 

· Advocacy and integration FSP the document in the broader MoH Framework 

· Development of flyers and advocacy messages
	· Technical Assistance

	Zanzibar


	· EPI donors advocacy

· Integrate the costing and financing issues of EPI in government and sectoral budget 

· Provision of training in planning, budgeting, advocacy and communication

· Advocacy for implementation of FSP to MoH and MoF 
	· Local and external technical and financial assistance


9. Recommendations for Future Meetings

Future meetings shall benefit from additional preparation on the part of both the facilitators and the participants

On the part of facilitators, it is expected they should 
· P
· repare appropriate responses for some issues likely to be raised. Examples of such issues that arose in the meeting were to do with:
· Vaccine pricing

· Unbundling procurement

· What plans there are for countries that will make efforts but fail

· Prepare brief presentations on options available at the Global level that countries can make use of

· Gather and document regional experiences that they can use to guide countries better such as on issues of SHI and cost sharing. The experience of Kenya and Uganda regarding cost sharing can be shared with Malawi and Zanzibar that are considering it as a financing option. All countries would benefit form the experience of Kenya regarding implementation of Social Health Insurance.

· Support the participating eight countries individually and only be brought together for common issues that require transfer of knowledge from experts such as credit buy downs and Social Health Insurance. Meetings organised for other countries would benefit from the services of a consultant well versed with country context, FSP, Annual Progress Report and FSP Implementation Plan (if in place) in order to provide expert guidance.

· GAVI/VF partners should work towards developing frequent, brief technical position papers with a wide country audience in mind for the different key technical areas. For example on vaccine pricing, the different financing options, human resources for FS process, and the like.
On the part of Participants

· Participants needed to make adequate consultations before meetings specifically for issues where decisions are made at higher levels

10. Concluding Message


The Financial Sustainability process has helped countries to critically review the financing of their EPI program activities. It has enabled initiation of small steps towards trying to address the financial challenges the countries are facing. However, they feel these financial challenges are insurmountable and program strategies may have to be modified to fit into the financial realities within which the program is operating. Strategies exist at the country level that can improve the financial viability of the programs. However, it is felt that these, implemented at their best, will not mobilize the required resources. The many initiatives to support programs at the global level need to mature fast for them to guide the decision making process in these countries. 
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	Technician MPF
	 Mr Jaime Manjate
	Ministry of Planning &Finance, P O Box 264 Maputo. Mozambique
	258 1 492711
	258 1 497663
	JAIMANJATE@HOTMAIL.COM

	Mozambique
	Planning unit Coordinator
	Dr Elias MANGUJO
	AV Edurado Mondlane P O Bbox 1008 Maputo, Mozambique
	258 1 322911
	
	emcuambe@hotmail.com

	Mozambique
	Health Economist (WHO)
	Dr E Pascoal
	Rua Pereira Marinho No. 280,  P O Box 377Maputo, Mozambique
	258 1 491991
	258 1 491990
	eva@oms-mz.org

	Zambia
	WHO team leader
	Dr Adiele  Onyeze
	Rua Pereira Marinho No. 280,  P O Box 377Maputo, Mozambique
	260 1 255 336
	260 1 252 863
	onyezea@who.org.zm

	Zambia
	UNICEF EPI Officer
	Mr F Zulu
	P O Box 33610 Lusaka Zambia
	260 1 252055
	
	fzulu@unicef.org

	Zambia
	National EPI Manager
	Dr M Katepa-Bwalya
	P O Box 32588 Lusaka Zambia
	260 1 253179
	260 1 253173
	drkatepa@cboh.org.zm

	Zambia
	Health Planner MoH
	Mr H C Kansembe
	P O Box 33991 Lusaka Zambia
	260 97753496
	
	hkansembe@yahoo.com

	Zambia
	Immunization Advisor
	Dr M Mumba 
	P O Box 32346 Lusaka Zambia
	260 1 255 332                                   260 1 255 336
	260 1 252 863
	mmumba@who.org.zm

	Zambia
	Health Economist
	Mr M Musambo
	P O Box 32346 Lusaka Zambia
	260 1 255 336                         260 1 255 332/98
	260 1 252 863
	mmusambo@who.org.zm

	Zambia
	Senior Budget Analyst MoF
	Mrs S Angomwile
	P O Box 50062 Lusaka Zambia
	260 1 254617 (O)                      260 1 260138 (H)
	260 1 254995                     260 1 254617
	sangomwile@yahoo.co.uk

	ICP Southern Africa 
	ESA SRWG Health Economist
	Dr H Karamagi
	WHO ICP EA, P O Box 45335, GPO Nairobi
	254 202713909
	254 292715225
	karamagih@whokenya.org

	WHO/HQ
	Financial Sustainability Global Coordinator
	Dr Lidija Kamara
	20 Avenue Appia, 1211 Geneva, Switzerland
	41 22 791 2145
	41 22 791 4384
	kamaral@who.int

	GAVI Secretariat 
	Principal Officer 
	Dr Mercy Ahun
	c/o UNICEF Palais des Nations CH1211 Geneva 10 Switzerland
	41 22 909 5448
	41 22 909 5931
	mahun@unicef.org

	GAVI Financing Task Force
	Coordinator
	Violaine Mitchell
	c/o UNICEF Palais des Nations CH1211 Geneva 10 Switzerland
	1 250 474 2335 
	1 250 478 2600 
	vmitchell@pacificcoast.net

	UNICEF NY
	Project Officer Immunization
	Prosper Nyandagazi
	3 UN Plaza New York NY10017 USA
	1 2123267550
	1 212 8246464
	pnyandagazi@unicef.org

	Uganda
	Health Systems Specialist
	Dr J. Bataringaya Wavamunno
	P O Box 24578 Kampala, Uganda
	256 41 335500/                   256 31 262671/6
	256 41 335569
	bataringayaj@who.imul.com

	WHO/AFRO
	Medical Epidemiologist
	Dr T Manzila
	Highlands Annex P O Box BE 773 Belvedere Harare Zimbabwe
	263 11422781
	263 4 746867
	manzilat@whoafr.org
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	Last Name
	First Name
	Title
	Country
	Organization
	Address
	Phone
	Fax
	Email

	Colombini
	Anais
	Ms.
	Benin
	AMP
	Association pour l'Aide la Medecine Preventive (AMP, Benin, 03 BP 2309, Cotonou)
	229 31 8675
	229 31 8673
	acolombini@aamp.org

	Satoulou
	Alexis
	Mr.
	Burkina Faso
	FED-ARIVA
	FED-ARIVA, Ougadougou 08, 08 BP 11030, Burkina Faso
	226 316 916
	226 316 918
	satoulou@fedariva.net

	Mitchell
	Violaine
	Dr.
	Canada
	GAVI FTF
	530 Witty Beach Road, Victoria BC V9C 4H8, Canada
	1 250 474 2335
	1 250 478 2600
	vmitchell@pacificcoast.nrt

	Kamara
	Lidija
	Ms.
	Geneva
	WHO
	GAVI Financing Task Force, WHO 20 Avenue Appia, CH 1211 Geneva 27, Switzerland
	41 22 791 2145
	41 22 791 4193
	kamaral@who.int

	Rizzo
	Ivone
	Dr.
	Geneva
	GAVI Secretariat
	c/o UNICEF, Palais des Nations, 1211 Geneva, Switzerland
	41 22 909 5447
	41 22 909 5931
	irizzo@unicef.org

	Eggers
	Rudi
	Dr.
	ICP EA
	WHO
	P.O. Box 45335, Nairobi, Kenya
	254 202  713909
	254 202 715225
	eggersr@whokenya.org

	Gerber
	Sue
	Ms.
	ICP EA
	WHO
	P.O. Box 45335, Nairobi, Kenya
	254 202  713909
	254 202 715225
	gerbers@whokenya.org

	Masha
	Rose
	Mrs.
	ICP EA
	WHO
	P.O. Box 45335, Nairobi, Kenya
	254 202  713909
	254 202 715225
	mashar@whokenya.org

	Muitherero
	Charles
	Mr.
	ICP EA
	WHO
	P.O. Box 45335, Nairobi, Kenya
	254 202  713909
	254 202 715225
	muithereroc@whokenya.org

	Karamagi
	Humphrey
	Dr.
	ICP EA/SA
	WHO
	P.O. Box 45335, Nairobi, Kenya
	254 202  713909
	254 202 715225
	karamagih@whokenya.org

	Agoye
	Sophy
	Ms.
	Kenya
	MOF
	P.O. Box 20007, Nairobi, Kenya
	254 20 338111
	254 20 315603
	sophymassai@yahoo.com

	Kamau
	Tatu
	Dr.
	Kenya
	MOH
	P.O. Box 43319, Nairobi, Kenya
	254 2 2721057
	254 2 2714393
	kepi@swiftkenya.com

	Ojiambo
	M.W.
	Mr.
	Kenya
	MOH Planning
	P.O. Box 30016, Nairobi, Kenya
	254 202 726936
	254 202 713234
	michaelojiambo@hotmail.com

	Kenyanito
	Alfred
	Dr.
	Kenya
	UNICEF
	P.O. Box 44145, Nairobi, Kenya
	254 20 622401
	254 20 622678
	akenyanito@unicef.org

	Chege
	Evelyn
	Ms.
	Kenya
	UNICEF ESARO
	P.O. Box 44145, Nairobi, Kenya
	254 20 622064
	254 20 622678/9
	echege@unicef.org

	Mengiste
	Gezahegn
	Mr.
	Kenya
	UNICEF ESARO
	P.O. Box 44145, Nairobi, Kenya
	254 20 622641
	254 20 622678
	rdavis@unicef.org

	Oyugi
	Jane
	Ms.
	Kenya
	UNICEF ESARO
	P.O. Box 44145, Nairobi, Kenya
	254 20 622152
	254 20 622678
	joyugi@unicef.org

	Wakuloba
	Oscar
	Mr.
	Kenya
	UNICEF ESARO
	P.O. Box 44145, Nairobi, Kenya
	254 2 622128
	254 20 622678/9
	wakuloba_C@yahoo.com

	Kalu
	Akpaka
	Dr.
	Kenya
	WHO EPI
	P.O. Box 45335, Nairobi, Kenya
	254 202 717902
	254 202 714191
	kalua@whokenya.org

	Songa
	Jackson
	Dr.
	Kenya
	WHO EPI
	P.O. Box 45335, Nairobi, Kenya
	254 202 717902
	254 202 714191
	songaj@whokenya.org

	Kibaja
	Samuel
	Mr.
	Tanzania
	MOF
	P.O. Box 9111, Dar es Salaam, Tanzania
	255 744 282831
	 
	samkibaja@yahoo.com

	Kitambi
	Mary
	Dr.
	Tanzania
	MOH
	P.O. Box 9083, Dar es Salaam, Tanzania
	255 744 222269, 2555 744 299007
	255 222 450089
	mkasakitambi@yahoo.co.uk

	Kikuli
	Regina
	Ms.
	Tanzania
	MOH Finance
	P.O. Box 9083, Dar es Salaam, Tanzania
	255 22 2123955
	 
	rkikuli@moh.go.tz   rkikuli@yahoo.com

	Othman
	Sakina
	Mrs.
	Tanzania
	UNICEF
	P.O. Box 4076, Dar es Salaam, Tanzania
	255 222 150811, 255 741 527676
	255 222 151603
	sothman@unicef.org

	Ilomo
	Peter
	Mr.
	Tanzania
	State House 
	P.O. Box 9120, Dar es Salaam, Tanzania
	255 222 138772
	 
	pailomo@yahoo.co.uk

	Atsyor
	Cornelia Afi
	Dr.
	Tanzania
	WHO 
	P.O. Box 9292, Dar es Salaam, Tanzania
	255 222 113005
	255 222 113180
	catsyor@who.or.tz

	Enyaku
	Rogers
	Dr.
	Uganda
	MOF
	P.O. Box 8147, Kampala, Uganda
	256 41 234702  256 77602281
	 
	renyaku2001@yahoo.co.uk

	Makumbi
	Issa
	Dr.
	Uganda
	MOH
	P.O. Box 7272, Kampala, Uganda
	256 41 321427
	256 41 321184
	unepi@infocom.co.ug

	Tumwine
	Elly
	Dr.
	Uganda
	MOH
	P.O. Box 7272, Kampala, Uganda
	256 41 321427
	256 41 321184
	unepi@infocom.co.ug

	Mugarura
	Chris
	Dr.
	Uganda
	MOH 
	P.O. Box 7272, Kampala, Uganda
	256 41 340874
	256 41 340877
	cmugarura@hotmail.com

	Kabwongera
	Eva
	Dr.
	Uganda
	UNICEF
	P.O. Box 7047, Kampala, Uganda
	256 41 234591
	256 41 235660
	ekabwongera@unicef.org

	Kafuko
	Jessica
	Dr.
	Uganda
	USAID
	P.O. Box 7856, Kampala, Uganda
	256 41 387387
	256 41 387292
	jkafuko@usaid.gov

	Bataringaya-Wavamunno
	Juliet
	Dr.
	Uganda
	WHO
	P.O. Box 24578, Kampala, Uganda
	256 41 335500
	256 41 335569
	bataringayaj@who.imul.com

	Braka
	Fiona
	Dr.
	Uganda
	WHO
	P.O. Box 24578, Kampal, Uganda
	256 41 335500
	256 41 335569
	brakaf@who.imul.com

	Nabyonga
	Juliet
	Dr.
	Uganda
	WHO
	P.O. Box 24578, Kampala, Uganda
	256 41 335500
	256 41 335569
	nabyongaj@who.imul.com

	Waddington
	Catriona
	Dr.
	UK
	IHSD
	27 Old St. London ECiV, UK
	44 207 253 2222
	44 207 251 4404
	catriona.waddington@ihsd.org

	Nyandagazi 
	Prospoer
	Dr.
	USA
	UNICEF NY
	3 UN Plaza
	1 202 326 7550
	1 202 824 6464
	pnyandagazi@unicef.org

	Levine
	Orin
	Ms.
	USA
	 
	 
	 
	 
	 

	Nanni
	Angeline
	Ms.
	USA
	 
	 
	 
	 
	 

	Bilali
	Fatma Gharib
	Ms.
	Zanzibar
	MOF
	P.O. Box 1154, Zanzibar
	255 747 422369
	255 22 33364
	fatumabilal@yahoo.co.uk

	Makame
	Yusuf
	Mr.
	Zanzibar
	MOH
	P.O. Box 3249, Zanzibar, Tanzania or Box 236, Zanzibar
	255 747 422021
	 
	yussufepiznz@zanlink.com

	Said
	Mwaka
	Mrs.
	Zanzibar
	MOH SW
	p.o. Box 236, Zanzibar
	255 747 483975
	 
	afya@zanlink.com

	Chwaya
	Hababu
	Dr.
	Zanzibar
	UNICEF
	Tiger Hse, P.O. Box 2739, Zanzibar, Tanzania
	255 242 231861 255 747 429952
	 
	hchwaya@unicef.org

	Byabamazima
	Charles
	Dr.
	Zimbabwe
	WHO AFRO
	P.O. Box BE 773, Belvedere, Harare, Zimbabwe
	263 4 746000
	263 4 746127
	byabamazimac@whoafr.org

	Kagondu
	Grace
	Mrs.
	Zimbabwe
	WHO AFRO
	P.O. Box BE 773, Belvedere, Harare, Zimbabwe
	263 4 746000
	263 4 746127
	kagondug@wqhoafr.org

	Macauley
	Rose
	Dr.
	Zimbabwe
	WHO AFRO
	P.O. Box BE 773, Belvedere, Haare, Zimbabwe
	263 4 746000
	263 4 746867
	macauleyr@whoafr.org

	Nshimirimana
	Deo
	Dr.
	Zimbabwe
	 
	P.O. Box BE 773, Belvedere, Harare, Zimbabwe
	263 4 746000
	263 4 746127
	nshimirimanad@whoafr.org


Political


Ministers of Health; 


Parliamentarians; Office of the president





Policy


Director of Public Health (Ghana)


Permanent Secretary (Malawi)


Director General of Central Board of Health (Zambia)


Director of National Health (Mozambique)


Director General of Health Services (Uganda)





Partnership Structures (Government and Donors)


Health Summit (Ghana)


SWAp structures in infancy (Malawi)


Resource Allocation Committee (Zambia)


Health Sector Working GroupPolicy Advisory Committee (Uganda)


Health Sector Coordinating Committee (Mozambique)


ICC (All counties)





Technical


Health Planning/budgeting officersers


EPI team Managers


Ministry of Finance health desk officers Managers








� This is the definition of Financial Sustainability adopted by the GAVI Board, London, June 2001


� In the Nairobi meeting, the Uganda delegation was quite large, so had many issues discussed. However, all the other countries also had their fair share of discussion time.


� In the Nairobi meeting, the Uganda delegation was quite large, so had many issues discussed. However, all the other countries also had their fair share of discussion time.


� Cost sharing in other programs to release more public funds for ‘public good’ programs like EPI that cannot raise resources through cost sharing.


� Tourist Taxes, Tobacco taxes, Vehicle Insurance taxes, alcohol taxes etc
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