SECOND GAVI EVALUATION
GAVI ALLIANCE

13 September 2010

SUPPORTING PAPER 10.1:

SG1 REPORT ANNEXES

Prepared by:

CEPALLP

CEPA



CONTENTS'

INtrOdUCHION «ueiiieiiiieeitiecctteecctee ettt ae e e e s s ra e s na e s s aae s s nnns 3
Annex 1: Strategic Goal 1 — Back@round ........cccueievmiiiiniiiiinniiiiniieenieecnneccccnneeens 4
ANnex 2: GAVIIINS .ot sae e s s aae s s sae e 11
ANNex 3: GAVI HSS......uuieeceeteete et ssa s sas e sne s 34
ANNEX 4: GAVIISS..ooiieee ettt se s aa e s s sanaees 58
ANNEX 5: GAVI CSO ...ttt sae e ae e ssae s sns s sne s 97

! Please refer to the SG1 report for a full list of acronyms and abbreviations.



INTRODUCTION

This Supporting Paper contains the annexes to the SG1 Report. It is structured as follows:

Annex 1 aims to illustrate the type, nature and extent of GAVI funding to date for
SG1.

Annex 2 provides information on GAVI INS to supplement the analysis of results
and value add of the program presented in the main report.

Annex 3 provides information on GAVI HSS to supplement the analysis of results
and value add of the program presented in the main report.

Annex 4 provides information on GAVI ISS to supplement the analysis of results
and value add of the program presented in the main report.

Annex 5 provides information on GAVI CSO to supplement the analysis of results
and value add of the program presented in the main report.



ANNEX 1: STRATEGIC GOAL 1 - BACKGROUND

1. Introduction

This annex aims to illustrate the type, nature and extent of GAVI funding to date for SG1

programs, and is divided into the following sections:

Section 2 presents annual GAVI approvals and disbursements.
Section 3 presents the breakdown of approvals and disbursements by SG1 program.

Section 4 presents the breakdown of approvals and disbursements by World Health
Organisation (WHO) region.

Section 5 presents the breakdown of approvals and disbursements by GAVI
categorisation of countries for co-financing.

2. Annual GAVI approvals and disbursements

Figure 1 below shows a comparison of total approvals and disbursements® over the period
2001-10, based on the data received from GAVI in early 2010. The key points are:

Annual SG1 approvals and disbursements have grown over time, although some
years have seen a decline. In 2001, total approvals and disbursements across all
countries were $14.7m, rising to over $150m by 2007 (with approvals over $200m),
but then falling slightly since then.

Approvals and disbursements grew over two periods: Firstly, there was steady and
consistent growth between 2001 and 2004. Secondly, there was rapid growth
between 2006 and 2007, as total approvals almost quadrupled from $56m in 2006 to
$212m in 2007. The main driver of this is an increase in HSS funding in several
African countries, and this is described in more detail in the HSS background
sections below.

There were also two periods of either no growth or a reduction in SG1 approvals
and disbursements: Firstly, between 2004 and 2006, where approvals and
disbursements fell slightly; secondly, there was a reduction and then a levelling out of
approvals between 2007 and 2010, although still at considerably higher levels than in
2006 (before the 2007 spike). The main driver of this is a reduction in ISS funding,
and this is described in more detail in the ISS background section below.

Approvals and disbursements are the same over the period 2001-05. However,
during the period 2006-10, approvals increased at a faster rate than disbursements.

® Data on disbursements is by ‘program year’ i.e. recorded as a disbursement when approved by the
IRC/ Boatd as against when actually disbursed to the countties.



Figure 1: Comparison of total GAV1 approvals and disbursements, 2001-10 ($m)”
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3.  Breakdown by SG1 program

GAVI funding has been approved and disbursed for four SG1 programs: Civil Society
Organisations (CSO), Health System Strengthening (HSS), Injection Safety Support (INS),
and Immunisation Services Support (ISS).

Figure 2 below shows the breakdown of SG1 approvals on each program, with Chart 1
showing the breakdown of total approvals by program, and Chart 2 depicting approvals over
time." The key points are:

e The two main recipient programs are HSS (48%) and ISS (38%). ISS funding has
been fairly consistent over the period, although with spikes in 2004 and 2007,
whereas HSS funding has been approved from 2007 onwards.

e The introduction of a significant level of HSS funding in 2007 (shown below) is the
main driver of the overall increase in total approvals (shown above in Figure 1). It
also coincides with a spike in ISS funding, and together these cause total approvals to
almost quadruple from $56m in 2006 to $212m in 2007.

e The consistent fall in ISS funding since 2007 is the main driver of the overall
decrease in total approvals (shown above in Figure 1). ISS approvals fell by $58m

> The approvals and disbursements data was received from GAVI in March 2010. It includes disbursements
data up to February 2010.

* Because GAVI approvals and disbursements are identical up to 2006 and very similar since then (where
sufficient disbursements data is available), this analysis of approvals can also be applied to disbursements to a
large extent.



between 2007 and 2008, of which $44m was due to lower funding in Nigeria and
Pakistan.’

e INS received a small proportion of SG1 funding (12%, or $115.9m), most of which
was approved prior to 2006.

e (SO has received a very smaller proportion of funding (2%, or $20m), all of which
was approved from 2008 onwards.

Figure 2: Total SG1 approvals by program; and annual SG1 approvals by program, 2001-10 ($m)
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4.  Breakdown by World Health Organisation (WHO) region

GAVI funding has been approved and disbursed to 73° different countries over the period
2001-10. Figure 3 below shows the breakdown of GAVI approvals to countries by WHO
region, with Chart 1 showing total approvals, and Chart 2 depicting the trend over time.

The key points are:

e In total, over the period 2001-10, Africa (AFRO) has received the highest SG1
funding (57% of total funding). A significant increase in funding to AFRO - rising
from $35.8m in 2006 to $160.2m in 2007 - was the cause of increased overall
approvals in 2007, and this was primarily HSS funding as discussed above. However,
since 2007, AFRO’s level and proportion of total funding has decreased (although
the region still receives the largest funding share).

e Of the spike in AFRO approvals in 2007, over $90m was made to just two countries
- Ethiopia and Democratic Republic of Congo - which received $68.8m and $21.5m

> Both of these counties also had low 1SS approvals in 2006 and so the high level of ISS approvals in 2007 was
a spike, rather than a constant high level of funding over many yeats.

% Note that the number of GAVI-eligible countries declined from 75 to 72 in 2006, when Albania, China,
Bosnia and Herzegovina, and Turkmenistan became ineligible, and Kiribati became eligible.



respectively in that year. The remaining $27.4m in HSS approvals in 2007 was
distributed fairly evenly between countries in different WHO regions.

e The other two main recipient regions are East Mediterranean (EMRO - 18%) and
South East Asia (SEARO - 18%). Total approvals made to these regions grew fairly
consistently until 2007, maintaining a similar proportion of funding in any one year,
although both regions have experienced a significant increase in their proportion of
total funding since 2007.

e The remaining three WHO regions - Western Pacific (WPRO), Europe (EURO),
and the Americas (AMRO) - have all received a very small proportion of total GAVI
approvals (5%, 1% and 1%, respectively). The proportion of funding to these
countries has been consistent over time, with funding to them increasing in line with
increases in total funding.

Figure 3: Total SG1 approvals by WHO region; and annunal SG1 approvals by WHO region, 2001-10 ($m)
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Figure 4 below compares total and average approvals per country, by WHO region. Please
note that this Figure analyses approvals across the SG1 programs, with the caveat that
programs such as CSO have much smaller grant sizes than say, HSS. The main points are:

e As stated above, the majority of approvals were made to AFRO ($540.5m).
However, AFRO only has the third highest country approval average ($14.6m) with
EMRO and SEARO both having higher averages ($34.4m and $21.5m,
respectively).”

e The other three WHO regions - WPRO, EURO and AMRO - which all have

relatively low levels of total GAVI approvals, also all have relatively low averages.

T . . .
This is because Africa's approvals are spread between 37 countries, whereas East Mediterranean's approvals
are spread between only 5 countries.



Figure 4: GAVI total and average approvals per country, by WHO region, 2007-10 (§m)
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5.  Breakdown by GAVI categorisation of countries for co-financing
The GAVI categorisation of countries as per the co-financing categories is as follows:*
e Poorest Group — GNI per capita < $1,000 and classified by the UN as an LDC

e Intermediate Group — GNI per capita < $1,000 and not classified by the UN as an
LDC

e Least Poor Group — GNI per capita > $1,000

e Fragile Group — GAVI-eligible country meeting the fragile state criteria

Based on this categorisation, of the countries that had SG1 approvals, 28 are Poorest, 12 are
Intermediate, 9 are Least Poor, and 13 are Fragile countries. Figure 5 below shows the
breakdown of GAVI approvals by these co-financing categories, with Chart 1 showing total
approvals, and Chart 2 depicting the trend over time. The key points are:

e Over the period 2001-10, Poorest countries received the highest approvals (36%).

e Intermediate and Fragile countries also received a large proportion of total approvals
(29% and 24%, respectively), while Least poor countries received a small proportion
of approvals (9%).”

s Country categorisation sourced from Annex of "Policy brief - GAVI Alliance new vaccine co-financing
policy", 2008.

? In addition, a few countries with GAVI approvals were not categorised, and these are represented as "n/a" in
the figure above.



e The sharp rise in approvals in 2007 was not focused on any one particular group of
countries: Poorest, Intermediate, and Fragile countries all experienced a fairly sharp
rise in approvals between 2006 and 2007 (possibly on account of the introduction of
HSS).

Figure 5: Total SG1 approvals by GAV'T country categorisation; and annnal SG1 approvals by GAV'T country
categorisation, 2001-10 ($m)

Total Approvals =$952.4m 250
16.2;2%

224.4;24% 200
150
347.3;36%
100
88.3; 9%

50

276.1;29%
0
M Fragile ' LeastPoor ™ Intermediate M Poorest ®n/a DY

Source: GAVI Secretariat

Figure 6 restates the total SG1 approvals for countries in each co-financing category, but
also shows the average approvals per country. The key points are:

e The Poorest group had by far the largest number of countries (28, whilst the other 3
categories had 34 amongst them), and therefore it is not surprising that it has the
highest total approvals. As a result, however, it has only the third highest average
approvals (out of the four categories).

e Intermediate and Fragile countries have the highest average approvals, with the
Intermediate group average roughly twice the Poorest group average.

e Least poor countries, in addition to having the lowest total approvals, also have the
lowest average approvals.



Figure 6: Average SG1 approvals per country, by GAV'I country categorisation, 2001-10 (§m)
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ANNEX 2: GAVI INS

1. Introduction

This annex provides information on GAVI INS to supplement the analysis of results and

value add of the program presented in the main report.

The structure of the annex is as follows:

Section 2 lays down the background of the GAVI INS program in terms of
approvals and disbursements, distribution of funding across regions and countries.

This section also includes a discussion of the findings of previous evaluations.

Section 3 summarising financial sustainability for injection safety equipment for post-
INS countries.

Section 4 presents country APR information with respect to the impact of GAVI

INS on healthcare waste management, and on the broader health sector, and the use

of GAVI INS cash support.

Section 5 presents detailed electronic sutvey feedback (by stakeholder category/
qualitative response themes) on the statement ‘Improved injection safety practices
and standards in GAVI countries can be attributed to its INS program’.

Section 6 presents detailed EPI manager survey feedback to the questions: ‘Please
describe the impact, if any, of GAVI Injection Safety Support (INS) on (b) safe
disposal/ waste management’; and, ‘Please describe the impact, if any, of GAVI
Injection Safety Support (INS) on (a) injection safety policies/ practises in the

broader immunisation and health systems in your country.’

Section 7 provides background information on MMIS (comparator for GAVI INS)
in terms of its key objectives, activities and results.

2. Background

This annex section aims to illustrate the extent, nature and type of INS support to date. The

figures presented below provide the following details:

Trends in INS approvals and disbursements over time.
Proportion of total INS approvals/ disbursements by WHO region to date.
Average INS disbursements per country for each of the regions.

Distribution of total INS disbursements among the 71 recipient countries.

This is followed by a discussion of previous evaluation findings.
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The figure below presents INS funding approved and disbursed over the period 2002-10."
The key points to note are:

e Throughout the period disbursements are equal to approvals, except since 2008. By

2010, total approvals are $116m, whereas total disbursements are slightly less at
$108m.

e INS funding grew over time from 2002, peaking at $26.8m in 2005. Funding fell
sharply to $12.3m in 2006, and has declined gradually since then.

Figure 1: INS - Annnal INS' approvals and disbursements, 2002-10 ($mz2, %)
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The figure below presents the total INS funding approved and disbursed to date by region.
The key points to note are:

e Over the period 2001-10, disbursements equal approvals for all regions, except
AFRO that has received about 80% of its approved INS grants to date.

e SEARO has received a majority of disbursements (36%), followed by AFRO (29%),
and WPRO (19%)).

" The approvals and disbursements data was received from GAVI in March 2010. It includes disbursements
data up to February 2010.
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Figure 2: INS - Cumulative approvals; and cumnlative disbursements, by WHO region, 2001 - 10 ($m, %)
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Figure 3 below compares total and average INS disbursement by region. The main points
are:

e As stated above, majority of disbursements have been split between three regions —
SEARO ($39.1m), AFRO ($31.5m), and WPRO ($20.1m).

e However, the average disbursements (per GAVI country that has received INS
disbursements)'" differ between these three regions. SEARO has the highest average
($4.9m), followed by WPRO with an average of $4m. AFRO has a very low average
(80.9m), despite receiving a large share of total INS disbursements.

e Of the other three regions which share the remaining $17m of INS disbursements,
two have low average disbursements - AMRO and EURO. However, EMRO has a
higher average disbursement ($2.4m).

" The measure of 'Average Disbursements' is based on the number of countties which actually received INS
disbursements from GAVI. Africa has the highest number (37), and so despite having a large share of total INS
disbursements, it has a relatively low average disbursement.

13



Figure 3: INS - Total and average disbursements by region, 2001-10 ($m)
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Figure 4 below maps INS disbursements to date by country, highlighting the largest recipient

by region. The figure has been truncated to show the top 25 INS recipients out of 71

countries. These 25 countries account for 86% of total INS disbursements ($92.8m out of a
total of $107.8m). The key points are:

India and China have received the highest level of disbursements between 2001 and
2010 ($18.4m and $15.9m, respectively). The next highest recipient is Indonesia,
which has received at least $6m /ess than these two countries ($9.9m).

The country that has the greatest level of INS disbursements in each region is
highlighted in orange and labelled. This feature shows several interesting results:

o The top 22 countries are all in SEARO, WPRO, AFRO, or EMRO. The
highest recipients in each of these regions are India, China, Nigeria, and
Pakistan, respectively.

o The biggest recipients in the other two regions (AMRO and EURO) had a
relatively low level of INS disbursements at under $1m - namely, Bolivia
(80.9m) and Ukraine ($0.7m)."

o There are a large number of countries that had either minimal or no INS
disbursements, most of which have been omitted from the figure. The 46
countries not represented on the graph (i.e. beyond the top 25) had a joint

12 - . . . i L .
Europe's largest recipient - Ukraine - is not even in the top 25 recipients, receiving just $0.7m in
disbursements.
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2.1 Cash versus supplies

$115.9m of INS approvals between 2002 and 2010 were provided in different forms - cash
only, supply only, and a mixture of cash/ supply. This section analyses the INS grants by

type of support, over the years and by region.

Figure 5 below shows the breakdown of total INS approvals (in value terms) by form of

support received, based on cumulative approvals received by all countries over the period
2002-10. The key points are:

e The majority (66%) of approvals were for supply only.

e The remaining 34% of approvals were split fairly evenly between cash only (20%),
and cash & supply (14%).

15



Figure 5: INS - Cumulative approvals by form of support, 2002-10 ($m)
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Figure 6 below shows annual approvals by form of support. The duration of support varied
slightly between countries but was typically about three years. In the chart, INS approvals
have been attributed to the first year during a period of support. For example, India was
approved $18.4m for 2005-07, and these have all been classified under 2005. The key points

to note are:

e Total approvals were above $15m in every year apart from 2006 and 2007, where
approvals were $2.2m and $0m respectively.

e Total approvals peaked in 2002 at $40.2m, but were not above $22m in any of the
following years.

e Supply-only approvals were above $10m in every year apart from 2006 and 2007,
where again they were $2.2m and $0m respectively.

e Cash approvals (either cash only or cash & supply) were very significant in 2002, but
after that decreased sharply and made up a relatively small proportion of approvals.

16



Figure 6: INS - Annual approvals by form of support, 2002-10 (§m)
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Figure 7 below shows the 'cash only' approvals received by each region over 2002-10. The
key points are:

e The vast majority (81%) of cash approvals were made in WPRO.

e Three other regions received a small proportion of cash only approvals - AFRO,
EMRO and AMRO.

e EURO and SEARO received virtually zero INS cash only approvals.
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Figure 7: INS - cummulative cash only approvals, 2002-10 ($m)
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Figure 8 below shows the 'supply only' approvals received by each region over 2002-10. The

key points are:

e The vast majority (85%) of supply only approvals were split between AFRO (47%)

and SEARO (38%).

e Three other regions received a small proportion of supply only approvals - EMRO,

EURO and AMRO.

e WPRO did not receive any INS supply only approvals.
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Figure 8: INS - cumulative supply only approvals, 2002-10 ($m)
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Figure 9 below shows the 'cash and supply' approvals received by each region over 2002-10.
The key points are:

e SEARO received the vast majority of cash & supply approvals (62%).

e Two other regions received a smaller, yet still significant proportion of cash & supply
approvals - EMRO (17%) and AFRO (13%).

e The other three regions all received relatively small proportions: WPRO (5%),
AMRO (3%), and EURO (less than 1%).
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Figure 9: INS - cumulative cash & supply approvals, 2002-10 (§m)
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2.2 Previous evaluation findings

An evaluation" of the Injection Safety Support (INS) program of GAVI published in 2009
by JSI Research and Training Institute Inc. concluded that INS “facilitated and accelerated

the introduction of a new technology — AD syringes and safety boxes — to resource-

constrained countries by providing a window of support for injection safety”. The report
highlighted the opportune timing of the support provided by GAVI as the AD technology
had been approved by the WHO in the early 1990s. The study finds the following to be the

key successes of the program:

@

(i)

Almost all commodity-recipient countries (44 of 46 countries) were able to
replace and sustain the use of AD syringes and safety boxes after the end of their
GAVI INS support. All cash-recipient countries (12) continued to use AD
syringes and safety boxes in their immunisation programs in the years following
GAVI INS assistance. Thus, the initial apprehension among countries with
regard to financial sustainability of the program, given that GAVI INS support
was limited to three years, were found to be unjustified.

GAVI INS support had a positive impact on injection safety practices in the
broader health services. 53% of the 57 surveyed countries fully or partially
introduced AD syringes and safety boxes to medical services and programs
beyond immunisation, such as curative care, HIV/AIDS programs and family
planning.

B JSI Research and Training, Inc. (2009): “Evaluation of GAVI’s Injection Safety Support”
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(iif) The increase in demand and number of manufacturers for AD syringes
contributed towards maintenance of the prices of AD syringes at a reasonable
level. The evaluation found AD syringe use to be considerably higher in GAVI
countries as compared to non-GAVI (lower-middle income) countries, and non-
GAVI-funded procurement of safety equipment increased after 2004.

However, it is pointed out that the introduction of AD syringes and safety boxes increased
the health waste management burden on countries. The lack of incinerators, their poor
maintenance, and use of unsafe methods of waste disposal were found to be major issues in
this regard, and feedback suggested that GAVI should have done more to prepare countries
for waste disposal. The lack of storage space for ADs was also found to be a problem.

The evaluators recommend that GAVI should support assessment, planning and
implementation of healthcare waste management efforts as a new investment and/ or in
conjunction with other funding windows. Other key recommendations for GAVI include
encouraging country-level program managers and external partners to be a part of decision
making for introduction and timely replacement of new technologies, advocate for and
facilitate local production of new technologies, support capacity building for decentralised

procurement, and to develop mechanisms to monitor interventions more closely.
3. Financial sustainability

The main report provides an overview of the proportion of Phase I and Phase IT GAVI INS
countries that have achieved “low”, “medium” and “high” levels of financing sustainability
after the end of GAVI support. This annex presents more detailed tables summarising
financial sustainability for injection safety equipment for post-INS countries (see Tables 1 to

3 below). Each table denotes a cohort of countries ending support in a particular year.

We do not present these results in the main body of the report, as missing data present a
significant obstacle to interpretation. We use APRs for 71 countries in 2006, 2007 and 2008.
In total, there are, respectively, two, twelve and eighteen countries with no information in

each of these years. The composition of these countries also changes.

Taken together, the results suggest a high degree of persistence in sustainability indicators.
The number of countries falling into each category remains roughly constant, assuming that
the large amount of missing data does not mask underlying changes. This conclusion is
supported by a more simplistic analysis. Of the 34 countries that completed INS support
before 2007 for whom we have complete data (covering two or three years as appropriate),
just 4 saw a change in their financial sustainability classification.'* In each case there was a
single change from one category to an adjacent category — no country received both a
“High” and a “Low” classification over the period analysed. The remaining 29 received the
same classification in all/ both years.

" These four were: Bhutan, Cambodia, Congo DR and Ghana.
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Table 1: Financial sustainability in conntries where GAVT INS support ended in 2004

Sustainability 2006 2007
High 9 9
Medium 2 1
Low 4 3
Missing data 0 2
Table 2: Financial sustainability in conntries where GAV'T INS support ended in 2005
Sustainability 2006 2007
High 13 13
Medium 2 1
Low 5 6
Missing data 2 2
Table 3: Financial sustainability in countries where GAVT INS support ended in 2006
Sustainability 2006 2007
High N/A 10
Medium N/A 2
Low N/A 1
Missing data N/A 8

Source: Country APRs

4. Impact on health waste management/ broader health sector

4.1 Health waste management

o N -

2008
10

As part of the INS results, this section looks at the impact of GAVI INS on health waste
management. The main report presented the status of GAVI INS Phase II countries with

respect to the WHO action areas for healthcare waste management in terms of the number

of countries reporting adoption of good practices/ issues. Table 4 below presents a sample

of the positive steps taken by GAVI Phase II INS countries and some areas that require

improvement, as reported in the APRs.

Table 4: Sharps waste management in GAVTINS Phase 11 countries

Positive features Areas for improvement

National policy for safe healthcare waste management

e Increased awareness of MoH regarding health = ® Most countries have not yet set up strong
and environmental risks associated with monitoring systems for sharps waste

biomedical waste. management.

e Adoption of mnational waste management
plans/guidelines.
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Positive features Areas for improvement

e Waste management practices incorporated in
national immunisation programs.

Installation of incinerators at health centres as part
of national plans.

Comprehensive system of healthcare waste management

e Initiation of projects in country by the @ Poor organisaton of collecton and

governments to support management of transport of waste in some health areas
biomedical waste. leads to accumulation and wuse of
. . . destructive methods that are not
e Sectting up of collection systems in health areas.
recommended.
® Resources (e.g vehicles for

transportation of safety boxes securely
across all districts are not available in
sufficient quantities.

Awareness and training

e Training of waste management managers in the | ® Inadequate training in waste disposal

use of incinerators. causes objectionable practices such as
. . . burning pit opened care waste, landfill
e Improvement in staff behaviour with regard to . & Pt op ’
etc.

security.

Selection of options for the management of health care waste

e MoH of some countries are considering ® Where incinerators are not available,

alternate solutions such as recycling and melting sharps waste is being burnt — this practice
of used syringes. is not considered to be environment
friendly.

e Countries are attempting to come up with cost
effective and sustainable solutions for disposal | ® Problems in setting up incinerators
of all hazardous medical waste, not just sharps include  magnitude of investment
waste. required, meeting environmental

regulations and ensuring sustainability of
the process.

Source: Country APRs
Table 5 below provides details of the use of GAVI INS cash support for sharps waste

management by Liberia and Moldova and associated expenditures.
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Table 5: Use of GAVT INS cash support for sharps waste waﬂagemem‘ﬁ

Use of funds Use of funds; amount spent (in US$)
2006 2007 2008
Liberia Provision of training and | Capacity building for | Training of
operation support to health | installation of WDUs. service providers
workers for safe waste disposal. Operational support to | Of New vaccine
($47,514) health workers. introduction,
including  waste
management
($90,000);
Training of
engineers  and
national staff on
WDU
installation
($4,000)
Moldova Strengthening information | N/A N/A

systems to monitor stocks and
usage/wastage of sytinges and
safety boxes. ($5,541)

Source: Country APRs

4.2 Impact on broader health sector

The main report characterises whether the wider INS impact i.e. beyond GAVI supported
vaccines in the 13 countries was in the area of (a) safety plans/ policies, (b) safety practices/
training, or (c) waste management. It also mentions the area of wider health systems outside
of GAVI-supported vaccines that have been impacted. Table 6 provides details of the
impact of GAVI’s INS program on the broader health sector.

Table 6: Impact of GAVT’s INS program on broader health sector in 13 Phase 11 countries

Country/ period of | Safety practices in broader health systems (beyond GAVI supported
INS support vaccines)

Benin ® Adoption of injection safety equipment policy declaration: safety
(2005-07) equipment is in general use in all medical establishments for all injectible
vaccines (APR 2005).

e Construction of incinerators as part of construction work planned for a
mass anti-measles vaccination campaign held in 2005.

e In 2006, the Ministry initiated a project to support management of
biomedical wastes, including that produced by curative activities.

Guinea Bissau | o TInjection safety plan introduced in 2005.

(2005-07) : . . .
® Improvement in staff behaviour with regard to security.

® Basic incinerators are being installed in new health centres within the

15 . -
> GAVI INS cash support is used for activities other than sharps waste management.
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Country/ period of | Safety practices in broader health systems (beyond GAVI supported

INS support

India (2005-07)

Moldova (2005-07)

Mongolia (2005-07)

Nicaragua (2005-07)

Bosnia (2006-08)

vaccines)

scope of the National Sanitary Development Plan.

® The government has allocated funds for waste disposal pits in Primary
Health Centres/ last vaccine storage points.

e Waste disposal guidelines developed by the Central Pollution Control
Board were introduced in 2005. These are being reviewed for viability
and applicability in the immunisation context.

® A monitoring system that would monitor service delivery aspects of
routine immunisation is planned to be fully implemented in two states
of India.

® Health worker training in sharps waste management is currently under
progress.

e New hub cutters have recently been supplied to all states in the country.

® 100% of immunisations in Moldova are conducted using AD syringes.

® Solutions to address the issue of all medical waste produced by health
facilities are being explored.

® As per the national policy, used injection equipment should be
addressed within the context of national regulation on medical waste
disposal (APR 2005).

® An indicator has been included in monthly vaccination reports to
monitor the use of safety equipment.

® Moldova used GAVI INS cash support for an immunisation campaign
conducted in 2008 to stop the Mumps epidemic.

® (Cash support has also been used for strengthening the information
system to monitor stocks, usage and wastage of safety equipment, and
strengthening laboratory support for infectious diseases following unsafe
injections and those preventable by vaccination.

e AD syringes are used for all immunisation vaccines starting 1 January
2005.

® Sharps waste is disposed as per national regulation.

® The safety immunisation strategic plan was approved by the MoH in
2006.

® Health workers updated on basic injection safety guidelines prior to the
rubella immunisation campaign in 2005.

® The National Plan for Injection Safety obtained financial support for the
purchase of incinerators from the Government of Japan through
UNICEF.

® Through the National Plan for Injection Safety, the MoH recommends
the utilisation of safety boxes, and all vaccination posts in the country
have this resource.

e Since 2006, all sharps waste from vaccines administered in national
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Country/ period of | Safety practices in broader health systems (beyond GAVI supported
INS support vaccines)

immunisation programs are placed in safety boxes, in accordance with
GAVl injection safety obligations.

Cuba (2006-08) n/a
Liberia (2006-08) e Installation of Waste Disposal Units and training is being conducted in

accordance with the EPI injection safety and waste disposal plan 2006-
10, with support from UNICEF.

Madagascar  (2006- | o  Validation and dissemination of the national policy on injection safety
08) and waste management to health facilities in September 2005.

® Training on universal precautions and waste management provided at
the district level

e Construction of incinerators under the Fight against HIV/AIDS’

program.
Malawi (2006-08) n/a
Cote d’Ivoire (2007- n/a
09)
Nigeria (2007-09) n/a

Sonrce: Conntry APRs

5. Electronic survey feedback
The section presents a detailed examination of the quantitative and qualitative responses to
the electronic survey question, Tmproved injection safety practices and standards in GAVT conntries

can be attributed to its INS program’. Table 7 shows the breakdown of responses by stakeholder
category.
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Table 7: E-survey responses to question 8 by responder constituency - Tmproved injection safety practices and standards in GAVT countries can be attributed to its INS program’

Respon b Not Strongl Neither agr

esponses Y Blank = aware/ L ongty Disagree ciher agree Agree Strongly agree TOTAL
constituency 00 view disagree nor disagree
Multilaterals 8% (6) | 5% (4) 1% (1) 7% (5) 8% (6) 42% (31) 28% (21) 26% (74)
Donor/Foundation 6% (1) | 6% (1) 0% (0) 0% (0) 24% (4) 53% (9) 12% (2) 6% (17)
Developing country | ., o 0 o o o o o
government 8% 4) | 10% (5) | 0% (0) 0% (0) 6% (3) 36% (18) 40% (20) 18% (50)
Vaccine industry | 17% 0 0 o o 0 0 0
developing countrics ) 0% (0) 0% (0) 0% (0) 0% (0) 67% (4) 17% (1) 2% (6)
Vaccine indust
industrialised countriegy 0% (0) | 0% (0) 0% (0) 0% (0) 67% (2) 33% (1) 0% (0) 1% (3)
Civil Society | ., 0 0 o 0 o o o
Organisations 4% (1) | 15% (4) | 0% (0) 0% (0) 0% (0) 44% (12) 37% (10) 10% (27)
Research and Technical
Health Institutes 7% (1) | 14% (2) | 0% (0) 7% (1) 7% (1) 29% (4 36% (5) 5% (14)
Not applicable 7% 3) | 7% (3) 0% (0) 4% (2) 4% (2) 43% (20) 35% (16) 16% (40)

an 0 0 0 0 ) o (17 0 0
Blank 9% 4) | 4% (2 0% (0 2% (1 2% (1 38% (1 44% (20 16% (45

0,

TOTAL 32/10) 7% (21) | 0% (1) 3% (9) 7% (19) 41% (1106) 34% (95) 100% (282)
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The table below presents the key qualitative response themes to the electronic survey
statement, Twproved injection safety practices and standards in GAVT countries can be attributed to its
INS program’. The mean of responses is 1.2'°, with a relatively low level of variance indicating
agreement with the statement.

Table 8: E-survey qualitative response feedback themes for question 8 - ‘Tmproved injection safety practices and
standards in GAVT conntries can be attributed to its INS program’

Response Theme Frequency

The INS program has been revolutionary and a leading catalyst for change. GAVI has
been instrumental in raising awareness which has led to many countries maintaining 26
support and introducing budget lines beyond the period of GAVI support

GAVT’s support has been a contribution to improved standards, other factors include
general improvements in injection/immunisation, EPI, policy environment, sustained 14
government suppott, other partners (e.g. JSI/ Injection Safety Project)

Support has been limited to safe injection practices and has not included safe disposal

6
of sharps waste
The improvements have mainly been in immunisation, and impact on safety practices 3
in the broader health sector is limited
It is not clear how countries/providers use supplies; improved monitoring would be 5

beneficial

6. EPI manager survey feedback

This section of the annex presents detailed feedback on two EPI questions i.e.Please
describe the impact, if any, of GAVI Injection Safety Support (INS) on (b) safe disposal/
waste management’; and, ‘Please describe the impact, if any, of GAVI Injection Safety
Support (INS) on (a) injection safety policies/ practises in the broader immunisation and
health systems in your country.’

Tables 9 and 10 below summarise the responses to the statements.

Table 9: Impact of GAVT INS on safe disposal/ waste management: EPI managers’ feedback
No. of responses Comments
Positive | Negative | Mixed'’

Supportive comments:

M GAVI INS resulted in roll out and wide adoption of safety
boxes for safe disposal.

M Construction of incinerators and their use for disposal,
where available.

M  Reduction in cases of contamination and accidents due to

16 To enable quantitative analysis of responses, we have rated responses as follows: Strongly disagree (-2),
Disagree (-1), Neither agree nor disagree (0), Agree (1) and Strongly agree (2). This scoring methodology is used
to analyse all e-survey questions in the SG1 Report.

' “Mixed” refers to the countries that provided both supportive comments and issues.
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No. of responses Comments
reuse of needles.

M Reduction in potential safety hazard associated with
improper treatment of sharps waste.

M Adoption of more environmental friendly methods of waste
disposal.

Issues raised:

Burning and burying method of disposal is still common
practice.

Sharps containers/ safety boxes not available in adequate
quantities at curative care health centres resulting in use of
inappropriate methods of medical waste disposal.

Source: EPI manager survey

Table 10: Impact of GAVT INS on injection safety policies/ practises in broader immunisation and health systems:
EPI managers’ feedback

No. of responses Comments
Positive | Negative | Mixed

Supportive comments:

M GAVIINS was a strong driver in the widespread adoption of
AD syringes in all areas of immunisation.

Helped strengthen use of AD syringes in health systems.

Use of AD syringes is now recommended by national
immunisation programs.

Training of health workers in safe injection practices.

Greater awareness among policy makers, health personnel
and community on importance of injection safety.

Use of AD syringes has begun in a limited way in curative

14 0 6 care and family planning programs in a few countries.

Reduction in adverse effect cases following immunisation.

NN N NN NN

Reduced risk of transmission of infections due to reuse of
injections.
Lssues raised:

AD syringes not typically in use in the broader health sector
beyond immunisation.

Uncertainty regarding continued use of AD syringes after
funding ends.

GAVI should support advocacy for the introduction of safe
injection practices and provide AD syringes for curative care
and family planning programs.

Source: EPI manager survey
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7. Making Medical injections Safer (MMIS)

This section of the annex presents background information on MMIS in terms of its key
objectives, activities and results.

7.1 Background

MMIS was initiated in 2004 as a part of the President’s Emergency Plan for AIDS Relief
(PEPFAR) focusing on countries with high HIV prevalence. John Snow, Inc. (JSI) and its
subcontractors, Program for Appropriate Technology in Health (PATH), Academy for
Educational Development (AED), and the Manoff Group, were awarded funds through the
Center for Disease Control and Prevention (CDC) and the US Agency for International
Development (USAID) to implement “Rapid Interventions to Decrease Unsafe Injections”
in 11 countries in Africa and Caribbean. The countries covered include Botswana, Cote
d’Ivoire, Ethiopia, Haiti, Kenya, Mozambique, Niger, Nigeria, Rwanda, South Africa,
Tanzania and Uganda.

7.2 Objectives

The overall goal of MMIS is to establish an environment where patients, health care workers,
and the community are better protected from the medical transmission of HIV and other
blood-borne pathogens. The key objectives of the project are as follows:

e Improve injection safety practices through training and capacity building of health

care workers and other personnel;

e Ensure the availability of injection safety devices and related commodities at service
delivery points through commodity procurement and the development of

implementation of effective strategies;

e Reduce unnecessary injections through the development and implementation of
targeted advocacy and behavior change strategies;

e Reduce unnecessary injections through the development and implementation of
targeted advocacy and behavior change strategies;

e Increase health care worker safety through effective protection and policy measures.

To achieve these objectives, MMIS provides support in four broad areas: health care waste
management, safe injection commodity management, monitoring and evaluation, and

training and capacity building.
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7.3 Key activities and results

Table 11 summarises the key activities and results achieved by MMIS in its main areas of support with respect to injection safety. Some of
results reported here are based on country evaluation reports'® on injection safety and waste management of four countries - Ethiopia®,
Mozambique, Nigeria and Uganda. The reports present results from baseline surveys and follow-up surveys conducted after the completion
of MMIS project activities in these countries.

Table 11: MMILS results

Injection safety MMIS key activities/results

Introduction of safety | Activities

policies/ plans

® Policy level efforts to add safe injection commodities to national procurement lists and essential medicine kits.
® Works with authorities to revise treatment guidelines to support the use of non-injectable formulations.
Resuits

® Between 2005 and 2008 in Mozambique, the percentage of supervisors reporting to have a copy of injection safety
standards and guidelines increased from 6% to 78%.

Uptake and use of | Adsvities

safety equipment . e . . o .
yequip ® Works with Ministries of Health and their procurement agencies to procure, forecast, distribute, and monitor the

quality of products.
® Organisation of pooled procurement by JSI and PATH.

® Coordinates procurement and importation activities among donor-supported programs.
Results

e Of all surveyed health facilities where injections were being administered in Uganda, 45% had safety boxes in 2005.
This figure rose to 97% in 2008.

18 .
Reports available at:

http:/ /portalprd1 jsi.com/portal /page/portal/MMIS_WEBSITE_PGG/MMIS_HOMEPAGE,_PG/MMIS_RESOURCES_TAB?p_url=MMIS_RESOURCES_TA

B&p_render=SUBPAGE&p_pg=MMIS_RES_SURVEY_TOOLS_PG&p_key=

v Only follow-up survey results presented in report.
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Injection safety

Funding of safety
equipment

Safe disposal/ waste
management

Impact on safety
practices in broader
health systems

MMIS key activities/results

® Pooled procurement enabled countries to benefit from economies of scale.
® Increased availability of safe injection commodities.
Activities

® Mobilises additional donors to address injection device security.

® Advocacy at national and global levels for financing safety syringes and boxes and avoiding excessive donor

dependence.

Alctivities

® Modelling of waste management systems in pilot districts in all supported countries.

® Tacilitate adoption of environmentally responsible disposal options.

® Support the exchange of experiences, tools, and information across countries to build on existing program
knowledge. Eg: In June 2005, a workshop on micro-planning in medical waste management was hosted for
Rwandan and Ivoirian staff.

Results

e Proportion of surveyed health facilities in Mozambique showing satisfactory disposal of used sharps rose from 50%
in 2005 to 94% in 2008.

® Development of national health care waste management plans in countries based on in-country experience.

® Development of effective strategies for sharps waste.

e MMIS enabled adoption of puncture-proof sharps containers (in place of plastic bags) to dispose of used insulin
injection devices in Botswana.

Activities
Building national capacity in commodity management by organising regional workshops.

e Provision of technical assistance and on-the-ground training for all levels of health personnel regarding injection
safety and waste management.

.

Behaviour Change Communication (BCC) efforts targeted at health personnel to ensure high quality of services.
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Injection safety

MMIS key activities/results

Advocacy efforts targeted at the public and informal injection providers to create demand only for safe and
necessary injections.

Results

By 2008, 72% (33% in 2005) of surveyed injection providers and 55% (14% in 2005) waste handlers had received
training in injection safety and waste management in Nigeria.

In 2008 in Mozambique, 100% of surveyed facilities had one or more BCC materials (reminder charts/job aids)
posted, compared to 17% in 2005.

A mechanism for registration of supplies received, additional requirements etc. was set up in Mozambique to inform
forecasting.

Drug management training provided to nurses in Botswana and reorganisation of drug stores resulted in
identification of expired drugs amounting to $19,000.

MMIS Rwanda has forged a partnership with World Bank Multi-sectoral AIDS project (MAP) whereby MMIS is
responsible for conducting training workshops and supetvision visits at sites where MAP provides injection safety
equipment and funding for construction of incinerators.

A workshop held at Kenya resulted in the development of a wide range of BCC products ready for field-testing in
Nigerian program districts.

Assessment tools have been developed and used to evaluate injection safety and health care waste management at
the project’s intervention sites in Ethiopia, Nigeria, Uganda, and Mozambique. A set of project-specific indicators
have been established for cross-country comparison.
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ANNEX 3: GAVI HSS

1. Introduction

This annex supplements provides information on GAVI HSS to supplement the analysis of

results and value add of the program presented in the main report.

The structure of the annex is as follows:

Section 2 presents a background of the GAVI HSS program in terms of approvals
and disbursements, and distribution of funding across regions and countries. The

section also includes a discussion of the findings of previous evaluations.

Section 3 presents detailed responses to the electronic survey questions, ‘GAVI’s
funding for health system strengthening in countries contributes towards increased
and sustainable immunisation coverage’; and, ‘GAVI’s HSS support has been more
effective than the HSS support offered by other donors such as the Global Fund,
World Bank etc.’

Section 4 presents detailed responses to the EPI manager survey questions, ‘Please
comment on whether GAVI HSS support is more or less effective as compared to
other HSS support received by your country and why?’; and, ‘Could you please state
the three main activities (i.e. activities receiving the largest share of funds) for the
HSS support received by your country and comment on how effective they are in
tackling the key bottlenecks in the health system?’

Section 5 presents a detailed comparison of GAVI HSS with the HSS approaches of
Global Fund, World Bank and USAID.

Section 6 presents the key health system bottlenecks, proposed activities and
implementation progress for a selection of countries that received GAVI HSS money
by 2008, based on HSS proposals and country APR information.

Section 7 provides background information on the Health Systems Funding Platform

in terms of the key areas of focus and work plan.

2. Background

This annex section aims to illustrate the extent of HSS support to date. The figures

presented below provide the following details:

Trend of total HSS approvals and disbursements over time.
Proportion of total HSS approvals/ disbursements to each WHO region to date.
Average HSS disbursements per country for each of the regions.

Distribution of total HSS disbursements among the 37 recipient counttries.

This is followed by a discussion of the findings of previous evaluations.
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2.1 Total HSS approvals and disbursements

Figure 1 below shows a comparison of total HSS approvals and disbursements over the
period 2006-10. The key points are:

e HSS approvals and disbursements have been made relatively recently starting in
2007, compared to other GAVI programs.

e During 2007 and 2008, annual approvals and disbursements were approximately
$120m.

e During 2009 and 2010, approvals have fallen slightly, to around $110m, whereas
disbursements fell to c. $30m in 2009.” This is primarily because of the delays in
disbursement on account of the FMA process in countries and GAVDs ability to
disburse HSS funds only after the FMA aide-memoire has been agreed and signed by
the relevant department(s) of the country government.

Figure 1: HSS - total approvals and disbursements, 2007-10 (§m)

140
100
20 e Total
Approvals
60 Total
40 Disbursements
20
O T T T 1

2007 2008 2009 2010

Source: GAV'T Secretariat
2.2 HSS funding by WHO region

The figure below presents the total HSS funding approved and disbursed to date by region.
The key points are:

e Over the period 2007-10, the majority of approvals were made to AFRO (62%). The
other two main recipients were SEARO (16%) and EMRO (15%).

* This analysis is based on data received from GAVI in early 2010. The disbursements in 2010 show as zero, as
of that date.
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e The other three WHO regions received a relatively small proportion of approvals,
namely WPRO (5%), AMRO (1%), and EURO (1%)).

e Opver the period 2007-10, total approvals ($460.1m) were almost twice as much as
total disbursements ($264.3m). However, disbursements by geography have been
made in similar proportions to approvals. The main differences are that AFRO has a
greater proportion of disbursements to date, whereas SEARO has a smaller
proportion.

Figure 2: HSS - Cumulative approvals and disbursements, 2007-10, by WHO region (§m, %)

[Total HSS Approvals = $460.1m] Total HSS Disbursements = $264.3m

21.6;5% 15.8;6%
17.8;7%

72.6;16%
1.3;0%

4.1;1% 45.1;17%

70.6; 15%
1.6;1%
284.3;62%

6.8;1% 182.6;69%

NAFRO MAMRO MEMRO MEURO  MSEARO M WPRO
Source: GAVT Secretariat
2.3 Average HSS disbursements by WHO region

Figure 3 below compares total and average HSS disbursement by region. The main points
are:

e As stated above, the majority of disbursements were to AFRO ($182.6m), with
EMRO being the other main recipient ($45.1m).

e However, the average disbursements (per GAVI country that has received HSS
funding) differ between the regions:

o EMRO has the highest average ($11.3m).

o AFRO and WPRO have similar averages ($9.1m and $7.9m, respectively),
despite AFRO having over 10 times as much in total disbursements.

o SEARO's average is lower at about $3.6m.

o The two regions which received relatively small amounts of total
disbursements, AMRO and EURO, also have very small averages ($0.5m and
$0.4m, respectively).
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Figure 3: HSS - Total and average disbursements by region, 2007-10 ($m)
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2.4 Distribution of HSS disbursements among countries

Figure 4 depicts the top 25 HSS recipients (of a total of 37 countries). These 25 countries
account for 97% of total HSS disbursements received ($257.2m out of a total of $264.3m).
The key points are:

Ethiopia has the highest level of disbursements at $76.5m. Incidentally, the next two

largest recipients are also AFRO countries - namely Democratic Republic of Congo
($41.7m) and Nigeria ($22.1m).

The country that has received the greatest level of HSS disbursements in each WHO
region is highlighted orange and labelled. This shows several interesting results:

o The top 25 countries are all in AFRO, EMRO, WPRO or SEARO. The
highest recipients in each of these regions are Ethiopia, Afghanistan,
Vietnam, and Indonesia, respectively.

o The largest recipients in each of the other two regions (AMRO and EURO)
receive a relatively low level of HSS disbursements at under $1m - namely
Bolivia ($0.7m) and Kyrgystan ($0.9m).

The total number of countries being disbursed HSS funding is quite low relative to
the other GAVI programs. 37 countries receive HSS funding compared to 71
countries receiving INS funding and 62 countries receiving ISS funding. This may be
because the HSS program has started relatively recently (in 2007).
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Figure 4: HSS - Cumnlative disbursements by country, 2007-10 (§m)
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2.5 Previous evaluation findings

The GAVI HSS evaluation published in 2009*' by HLSP states that GAVD’s decision to fund
HSS was ‘bold, innovative and valid, and that it remains valid in the present time’. Given that
the program is still in the early stages of implementation, the report acknowledges the
difficulty in detecting changes in outcomes/ indicators and attributing to GAVI, even if they
occur.” Based on in-depth case studies and a review of documentation of country GAVI
HSS programs, the evaluation concludes on the following:

e Countries have identified some of their real constraints on expanding service

coverage, and have selected sensible objectives in reducing those constraints.

e Programs are country-driven, and a significant proportion of them are well aligned
with national policies and sector strategies (even if not completely in line with
country processes and planning cycles). The program has generated tremendous
demand from countries.

e The flexibility of GAVI HSS enables countries to design programs addressing what
they see as their real needs, rather than problems identified externally.

e Countries are beginning to get the program underway, although weaknesses in
tracking the use of HSS resources makes it difficult to assess how well this is being
done.

' HSLP (2009): “GAVI Health System Strengthening Support evaluation — Volume 11”7, GAVI

*? Even at the time of the next planned evaluation in 2012, their view is that at best it would be possible to link
HSS inputs to outputs only.
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In reference to ‘value add’, the evaluation points out that GAVI has resulted in greater HSS
support than would have been the case without GAVI funding, given that alternative sources
would have likely to have been more vertical in nature, or might never have materialised.
Also the timeliness of the support is noted in terms of no other global initiative providing
similar support (or when support was provided, was heavily earmarked and burdensome to
use). The evaluation also includes a comparative assessment of GAVI HSS vis-a-vis possible
counterfactuals in terms of a range of impact and process indicators. The counterfactuals
and their strengths and weaknesses in relation to GAVI HSS are summarised below:

Table 1: Comparative analysis of HSS' approaches

Counterfactual Strengths in relation to GAVI Weaknesses in relation to
GAVI

Bilateral support for | More harmonised support (if donor is | Less ~ degree  of  country

HSS SWAp friendly), stronger results focus, | ownership,  shorter  planning

wider involvement at country level,
reduced transaction costs

hotizons, less flexibility/ complex
programming, less equitable

Multilateral support | Stronger  results  focus, greater | Less attention to sustainability

for HSS (e.g. World | attention to financial sustainability | (GF), less  equitable,  less

Bank, Global Fund) | (WB) flexibility/ more complex
programming, higher transaction
costs

Funds through | More results focused (ISS), greater | Less aligned, less harmonised,

existing GAVI | focus on financial sustainability shorter term funding, narrower

channels consultation process, less
equitable,

Funds through | Strong results focus, greater clarity on | Lower immunisation impact, less

disease-based basis for funds release cost effective, less country

programs (e.g ownership, limited use of country

Global Fund) systems, less harmonised, shorter
planning horizons, little attention
to sustainability, less equitable,

higher transaction cost

Funds  channelled | More harmonised support (if donor is | Lower immunisation impact, less

outside health/ | SWAp friendly), stronger results focus, | cost  effective, less country

population sector more attention to sustainability ownership, short term planning
horizon

Source: HSS Evaluation 2009

However despite these successes, the evaluation has also identified some issues in the design
of the program — and makes a strong recommendation to stop any further approvals until
these are addressed.

A key evaluation recommendation is that GAVI needs to be more hands on and engaged,
and that more country focused approaches need to be encouraged. It clearly notes that ‘HSS
is not EPI” and hence a different design/ model is needed from the usual GAVI approach of
doing business. To some extent, the Secretariat response to the recommendations recognises

39



these challenges and considers that the move towards the HSS funding platform would
circumvent a large number of these issues. The evaluation also points out that the weak
annual review and reporting by countries are hindering GAVTI’s results-orientation. Finally,
in response to managing the high-risk nature and financial management aspects of the

program, GAVT has instituted the TAP and FMA processes.
3. Electronic survey feedback

This section of the annex presents an examination of the quantitative and qualitative
responses to two statement in the electronic survey, ‘GAVI’s funding for health system
strengthening in countries contributes towards increased and sustainable immunisation
coverage’; and, ‘GAVI’s HSS support has been more effective than the HSS support offered
by other donors such as the Global Fund, World Bank etc.’

Table 2 below presents an examination of responses to the electronic survey statement,
‘GAVT’s funding for health system strengthening in countries contributes towards increased

and sustainable immunisation coverage’, by stakeholder category.
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Table 2: E-survey multiple choice responses to question 6 by responder constituency - ‘GAV'’s funding for health system strengthening in conntries contributes towards increased
and sustainable immunisation coverage’

Respon b Not Strongl, Neither  agr

esponses Y Blank  aware/ ongty Disagree e gree Agree Strongly agree TOTAL
constituency . disagree nor disagree

no view

Multilaterals 4% (3) | 0% (0) 1% (1) 14% (10) 27% (20) 32% (24) 22% (16) 26% (74)
Donor/Foundation 6% (1) | 0% (0) 0% (0) 6% (1) 12% (2) 29% (5) 47% (8) 6% (17)
Developing country | o o o 0 0 o 0 0
government 4% (2) | 0% (0) 0% (0) 2% (1) 12% (6) 18% (9) 64% (32) 18% (50)
Vaccine indust
developing countries Y1 17% (1) | 0% (0) 0% (0) 0% (0) 17% (1) 33% (2) 33% (2) 2% (6)
Vaccine industry | o o o o o 0 0
industrialised countries 0% (0) | 0% (0) 0% (0) 0% (0) 0% (0) 67% (2) 33% (1) 1% (3)
ClVﬂ SOCiety 0 0, 0, 0, o 0, o 0
Organisations 4% (1) | 0% (0) 0% (0) 0% (0) 11% (3) 37% (10) 48% (13) 10% (27)
Research and Technical | 0 0 0 0 o 0 0
Health Institutes 7% (1) | 7% (1) 7% (1) 7% (1) 21% (3) 29% (4) 21% (3) 5% (14)
Not applicable 4% (2) | 2% (1) 0% (0) 4% (2) 13% (6) 43% (20) 33% (15) 16% (46)
Blank 7% (3) | 2% (1) 0% (0) 7% (3) 9% (4) 38% (17) 38% (17) 16% (45)
TOTAL 5% (14) | 1% (3) 1% (2) 6% (18) 16% (45) 33% (93) 38% (107) 100% (282)
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The table below presents the key qualitative response themes to the electronic survey

statement, ‘GAVT’s funding for health system strengthening in countries contributes towards increased and

sustainable immunisation coverage’. The responses mean is 1.1 with a medium level of variance,

indicating agreement with the statement.

Table 3: B-survey qualitative response feedback themes for question - ‘GAVT's funding for health system strengthening

in countries contributes towards increased and sustainable immunisation coverage’

Response Theme

Frequency

Funds have been used to address system wide issues such as human resources,
procurement and supply systems, logistics, supervision and management, cold
chain equipment, and hence, positively impact immunisation service delivery

23

It is not possible to see results with small funds in a short time as HSS is higher,
long term task, particularly since there is no evidence base and programs are not
fully implemented

14

Monitoring and evaluation are weak, and it is not clear what framework /
procedures are in place

More cooperation is required between HSS project management and EPIs; EPIs
should have a stronger role in implementation and more consideration in budget

Support has not necessarily been used to address wider bottlenecks and barriers
that effect immunisation

More alignment of GAVI HSS with other donors through the common financing
platform would be beneficial

GAVTI’s procedures are bureaucratic and have resulted in delays to disbursement

Efforts are not clearly focused to increasing and sustaining immunisation coverage.
HSS application may not include immunisation activities; hence increased coverage
may not be a result of HSS and could be due to other factors. In some cases
coverage has not increased / is decreasing even with HSS support

Support is not sustainable or predictable

Governments cause delays in both finance and implementation

Proposals and strategies are good, but implementation has not been as planned.

Results are guaranteed and easier to see in countries with weak coverage

GAVI funds are not significant, other donors provide more

Support is aligned to government plans and programs hence it is efficient

Support is not aligned with country budgets

=N N WL WL LW W

Flexible funds are beneficial

—_

The table below presents an examination of the responses to the statement in the electronic
survey, ‘GAVI’s HSS support has been more effective than the HSS support offered by
other donors such as the Global Fund, World Bank etc., by stakeholder category.
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Table 4: E-survey multiple choice responses to question 7 by responder constituency - ‘GAVT's HSS support has been more effective than the HSS' support offered by other donors
such as the Global Fund, World Bank etc.’

Respon b Not Strongl, Neither  agr

esponses Y Blank  aware/ ongty Disagree e gree Agree Strongly agree TOTAL
constituency 20 view disagree nor disagree
Multilaterals 4% (3) | 20% (15) | 4% (3) 12% (9) 38% (28) 19% (14) 3% (2) 26% (74)
Donor/Foundation 6% (1) | 18% (3) 0% (0) 12% (2) 41% (7) 18% (3) 6% (1) 6% (17)
Developing country | ., 0 o 0 o 0 0 o
government 2% (1) | 28% (14) | 0% (0) 2% (1) 30% (15) 18% (9) 20% (10) 18% (50)
Vaccine indust
developing countrics Y 17% 1 | 17% (1) 0% (0) 0% (0) 33% (2) 33% (2) 0% (0) 2% (06)
Vaccine indust
industrialised countries 0% 0) | 67% (2) 0% (0) 0% (0) 33% (1) 0% (0) 0% (0) 1% (3)
ClVﬂ SOCiety 0 0, 0, 0, 0, 0, [ 0
Organisations 7% (2) | 22% (6) 4% (1) 0% (0) 33% (9) 30% (8) 4% (1) 10% (27)
Research and Technical | 0 o o 0 o 0 0
Health Institutes 7% (1) | 29% (4) 0% (0) 29% (4) 21% (3) 7% (1) 7% (1) 5% (14)
Not applicable 4% (2) | 28% (13) | 2% (1) 7% (3) 26% (12) 22% (10) 11% (5) 16% (46)
Blank 9% (4) | 29% (13) | 2% (1) 9% (4) 27% (12) 18% (8) 7% (3) 16% (45)
TOTAL 5% (15) | 25% (71) | 2% (6) 8% (23) 32% (89) 20% (55) 8% (23) 100% (282)
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Table 5 below presents the key qualitative response themes to the electronic survey
statement, ‘GAVT's HSS support has been more effective than the HSS support offered by other donors
such as the Global Fund, World Bank, etc’. The responses mean is 0.3 with a medium level of

variance, reflecting neutrality in the feedback to the statement.

Table 5: E-survey gualitative response feedback themes for question 7 - ‘GAVT's HSS support has been more effective

than the HS'S support offered by other donors such as the Global Fund, World Bank, etc’

Response Theme Frequency
It is difficult to compare as donors have different objectives, indicators, countries of
operation, lengths of program, implementation stages and there is not enough 27
evidence

GAVI support is more country driven as it channels fund through governments, and

aligns to country level activity and policy, which enables a higher degree of country 9
ownership and more efficient use of funds

GAVT’s focus is broader, and addresses the immunisation sphere as a whole rather

than particular diseases which results in wider improvements such as maternal and 7
child health and system strengthening

GAVT’s funding is more flexible and allows countries target critical areas and 5
prioritise according their needs

All donors make a significant, complementary contribution 5
GAVI has a narrower scope and this provides visible results, whereas other support 4
tends to be diffused and lost in other health activities

GAVT’s support requires countries to focus on performance more monitoring which 3
is positive

GAVT’s application process is simpler and funds are more predictable as they are 3
pre-allocated

GAVI has a narrower scope and the vertical interventions only impact immunisation 2
GAVI has no technical experience in building health infrastructure 1

4. EPI manager survey feedback

This section of the annex presents detailed responses to two EPI manager survey questions

i.e. ‘Please comment on whether GAVI HSS support is more or less effective as compared

to other HSS support received by your country and why?’; and ‘Could you please state the

three main activities (i.e. activities receiving the largest share of funds) for the HSS support

received by your country and comment on how effective they are in tackling the key

bottlenecks in the health system?’

Tables 6 and 7 below summarise the responses to the above question.
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Table 6: Effectiveness of GAVI HSS support as compared to other HSS support received by the conntry: EPI
managers’ feedback

No of responses Comments
Positive | Negative | Mixed

Supportive comments:

M GAVI HSS processes are more flexible relative to GF that

has onerous procedures and conditions.

GAVI support is well aligned with national plans and
targeted at crucial gaps in the health systems.

GAVI HSS is complementary to the support of other HSS

donors.

Extensive participation of stakeholders in GAVI proposal
development process.

N N N N

GAVI HSS supports countries’ efforts to improve
provision of and access to healthcare services in remote
6 1 1 areas.

GAVI HSS support is relatively more effective since it is

based on consensual planning and provides an accessible
budget.

=

Issues raised:
Clear and better HSS support provided by GF.

Delay in disbursement of funds and slow implementation
of GAVI HSS activities.

Management procedures of GAVI HSS are not clearly
defined.

GAVI HSS should promote better interaction between EPI
and other sectors.

EPI manager survey
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Table 7: Three main activities for HSS support received and how/ whether key health systems bottlenecks tackled: EPI
managers’ feedback

No of responses Comments
Positive | Negative | Mixed

Supportive comments:

M Critical health sector bottlenecks —that constrain
immunisation activities, such as transport and cold chain
equipment were addressed using GAVI HSS funds.

M HSS funds used to mobilise community support for MCH,
increase coverage and quality of services and strengthening
capacity of health personnel.

Criticisms/ Areas for improvement:

8 6 1 Delay in approval of HSS proposal.

Delay in disbursement of second tranche of funding,
potentially due to lack of reported results on use of first
tranche.

Rejection of HSS proposal possibly owing to the lack of
focus on immunisation.

Disbursement of approved HSS funds is being held up
owing to issues of misappropriation of funds.

FMA conducted following submission of HSS proposal but
reasons for delay in the approval process are not clear.

Source: EPI manager survey
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5. Comparative analysis

This annex section is a part of the comparative analysis of GAVI HSS vis-a-vis other donors that support health systems — GFATM,

World Bank and USAID — undertaken to assess the value add of GAVI HSS. The main report presented our overall conclusions on the
relative strengths and weaknesses of the different approaches and the value add of GAVI HSS. Table 8 provides a detailed comparison in

terms of general strategy, financing, delivery model, efficiency and contribution of global policy development/ debate.

Table 8: GAVI HSS as compared to other types of HS'S support

Criteria
General strategy

e Focus/ apptroach
(basic objectives and
strategy)

e Sector eligibility
(health sub-sector
focus upstream or

downstream support,
etc)

GAVI

e Targets health systems
barriers to MCH and
immunisation

e Horizontal sector wide
approach, but country

proposals  required  to
show link to the
immunisation sectot.

Experience has been more
of a focus on service
delivery and activities at
sub-national level; but
national support functions
(e.g. commodity
management, financial
management) also funded.

GFATM

e Targets  health  system
barriers to reducing burden
of HIV, TB and Malaria

e Vertical approach: Focused
on the three diseases.

e Funds have been used more
for downstream activities;
areas of funding:
Infrastructure, equipment,
human resources, training,
M&E etc.

World Bank

e General health systems
support

e Horizontal sector wide
approach - No
separate HSS window
but often provides
health sector budget
support, as a part of
overall country support
loan.

o \While there is
considerable  diversity
across  countries  on

areas of support, bulk
of WB HSS support
has focused on
upstream (i.e. policy)
related activities.

e Funding is both inputs
and reforms based.

e General

USAID

health  systems

support

Both  disease/  health-
specific areas and broad
system improvements.

Areas of funding:
Pharmaceutical
management, medical
supplies, information,
governance, finance and
policy.

Focus on policies and

management arrangements
in the health sector.
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Criteria

e Country eligibility

¢ Involvement
partners  (does the
support mostly imply
a Government role,

or 1is it also 1in
conjunction with
CSOs/ ptivate
sector)

e [ow

GAVI

income countries
only (72 poorest countries
of the wortld based on
2003 World Bank GNI
data)

of | @ Depends on country plan

for use of funds - Some
involve only government
(e.g. Nigeria) and others
involving CSOs as well
(e.g. Mali).

23 http://portfolio.theglobalfund.org/?lang=en

GFATM

e Low, low-middle and upper

middle income countries
with high disease burden.

e Grant money is disbursed

directly to
Recipients (PRs)

Principle

® 58% of GF grants till date

have gone to government
PRs, followed by civil
society (25%), multilaterals
(17%) and private sector
Q%) ”.

Wotld Bank
Relatively greater
project  components

are  reforms-focused
(e.g. provider payment
mechanisms,
governance, financial
management etc.).

All IDA and IBRD
member countries atre
eligible for support.

Terms of lending vary
across  low, lower
middle, upper middle
and  high  income
categories (based on
World Bank estimates
of GNI per capita
2008).

Loans/ grants are legal

agreements  between
country  governments
and WB.

Works with Ministries
of health, finance and

planning to develop
projects that address
HS issues.

USAID

e HSS support is available to

all countries where
USAID provides
assistance - low income,
post-conflict and conflict,
and mote advanced
developing countries.

Decision for provision of
HSS support is based on
priority diseases, political
considerations etc.

USAID  programs  are
contracted out to private
voluntary  organisations,
local/ regional NGOs,
public international
organisations etc.

Aid may be disbursed
through governments if
accountability and
competence are assured.
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Criteria GAVI GFATM World Bank USAID
Financing

e Available financing = ® Total approved funds | @A third of total GF’s | ¢ Of a total $3.1bn e $822m® spent on health

(total available (2007-10): $460.1m commitments ($19.2bn) to Health Nutrition and systems in 2008.
FESOUrCes,  COUNMY | o rpyn] disbursements date have been spent on Poplhﬂati.on (HNP) | o $906m™ spent on service
commitments to date, (2007-09): $264.3m .genera.l HSS  activities, lending in 2009, $1.4bn delivery/ human resoutces
disbursements to . including  $2bn spent was for health systems for TB. malaria. MCH
date, average size per | ® Average grant size: $4.7m specifically on HSS. performance24. family ’ ’ ’
grant) ® Total commitments (2011- | ¢ GF’s investment in HSS: | o Projects coded under |  planning/reproductive
15): $64.6m $104m in Round 5 (2005), | other themes may also | health and other public
. $376m in Round 7 (2007) have health systems health threats. The current
and $593m in Round 8 elements. framework cannot track
(2008). $450m was invested the proportion of these
via the Rolling funds that relate directly to
Continuation Channel. HSS 7.

e Half of the total rounds-
based funding is
concentrated in 5 counttries,
with Nigeria topping the list
(cumulative approved five-
year proposal amount of
$178m in Rounds 5, 7 and
8).

e Predictability of | @ Support provided for the | ® Grants initially approved for | ® WB support coincides | ® Period of funding defined

* New IBRD/IDA HNP Thematic Commitments by Fiscal Year, Theme and Region (as of April 5 2010); Available at

http://web.wotldbank.org/WBSITE/EXTERNAL/TOPICS/EXTHEALTHNUTRITIONANDPOPULATION/EXTDATASTATISTICSHNP/EXTHNPSTAT
S/0,,contentMDK:21198454~menuPK:3385617~pagePK:64168445~piPK:64168309~theSitePK:3237118,00.html

% All accounts except HIV/AIDS and Avian Influenza.

% All accounts except HIV/AIDS and Avian Influenza.

* USAID (2009): “Sustaining health gains — Building systems: Health systems report to Congress”, USAID, Washington D.C.
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Criteria

funding

Delivery model

e Application for funds
(process of initiation

of country work
(application),

including level of
donotr  control  of

process; requirements
for application)

GAVI

duration  of  National
Health Sector Plan (or up
to 31 December 2015);
Need to re-apply for
further support once new
plan is developed.

e National Health Sector
coordination ~Committee
(HSCC) led by the
Ministry of Health
Planning are responsible
for application
preparation, review,
approval and submission.

e In-country regional
partners (WHO,

UNICEF, WB, bilateral
donors,  CSOs)  may
provide information and
guidance.

e National health plan and
cMYP required.

e Can be harmonised to the

GFATM

two years and decision on
continued funding is
performance-based.

Disbursements of grant
tranches linked to periodic
demonstrations of
programmatic progress and
financial accountability.

Application for HSS funds
to be included in relevant

discase component(s) of
proposals.

Proposal is prepared by the
Country Coordination
Mechanism (CCM)
comprising stakeholders

from public and private
sectors, civil society and
development partnets.

Wotld Bank
with  country health
sector plans.
Long standing
relationships with

recipient countries —
greater predictability of
funding overall.

Scope and financing of

loan may be
restructured during
mid-term  review of
project.

Lending is based on
discussions ~ between
WB and government,
as a part of overall WB
country assistance

strategy.

USAID
in  grant  agreements;
funding  beyond  that

petiod is not guaranteed.

e Only annual commitments

are made, even if total
support covers a petiod of
5-6 years.

e Support is based on
discussions between
USAID country office/

headquarters and country
governments.
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Criteria

¢ Implementation
structures

Efficiency

e Overhead costs
associated with HSS
support **

e Ratio of

GAVI

extent that the HSCC/
government ensure
compatibility with other
donor support. This may

differ from country to
countty.

HSCC has overall
responsibility for
implementation,

monitoring and evaluation.

e Works through existing
country institutional
structures, within  the

context of national HSS
efforts.

administrative
budget to ODF is 7%
(2008).

e Ratio  of

GFATM

e CCM oversees and monitors

implementation of grant.

administrative
budget to ODF: 6% (2008).

World Bank

e Loan provided to the
government, who is the

main

body.

en/a

implementing

USAID

® Projects are contracted out

cither directly or through

government mechanisms
to profit and not for profit
organisations -
international agencies,
private voluntary
organisations,  American
businesses etc.

USAID  field  offices

support implementation of
projects.

Overheads  charged by
contractors/ grantees ate
7% - 30% of grant value;
vary depending on
whether the contracted
agency is profit or not for
profit.

% Please refer SG4 evaluation document for more details on the assumptions and methodology for calculating the figures for GAVI and the Global Fund.
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Criteria

GAVI

Contribution to global HSS policy development/ debate

e Role in Health
Systems Funding
Platform

e Extent of influence

on other donors
providing HSS
suppott

e One of the key partners
involved in developing the
Platform.

e Relatively new, but still
important provider of HSS
support.

e Relatively new, but

GFATM

e One of the key partners

involved in developing the
Platform.

still
important provider of HSS
support.

World Bank

e One of the key
partners involved in
developing the
Platform.

® WB has been providing
health systems support
for many years.

USAID

While not directly
involved in the Platform,
can be involved in
planning/ strategy level
such that their funds can
be leveraged for
supporting  downstream
activities at the country
level.

Significant amount of
resources invested at the
HQ on HSS research,
dissemination of
information/ lessons
learned etc.
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6. Impact at the country level

The section of the annex supplements the analysis of GAVI HSS’ country level impact. The
main report presented our key findings on health sector bottlenecks and proposed activities laid
down by countries in HSS proposals, and implementation progress of proposed activities as
reported in APRs. Table 9 below presents the key health system bottlenecks, proposed activities
and implementation progress for a selection of countries that received GAVI HSS money by
2008, based on HSS proposals and country APR information.

The amount of evidence available to undertake this analysis is constrained by the following
limitations:

e The country HSS proposals do not follow the same format in presenting the key barriers in
their health systems and proposed HSS activities. Not all proposals clearly highlight the
batriers, separate from the description of objectives/ proposed activities for the GAVI HSS

program.

e The HSS section of country APRs has a defined table wherein countries are required to
report on key program objectives, proposed activities, expenditures, status of
implementation, and explanation for any differences between proposed and actual activities/
expenditures. However, the information reported by countries under implementation status
varies in terms of quality, level of detail as well as method of presentation. For instance,
while some countries report the level of progress in proposed activities in terms of
percentage, others present details of actual activities undertaken. These factors constrain the
set of countries included in the analysis as also possible comparative assessment of level of
implementation.
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Table 9: GAVT HSS program: Proposed and implemented activities”

Country
Cambodia

Cameroon

Liberia

Vietnam

Identified bottlenecks

® Service accessibility barriers

® Limited financing and financial
management issues.
® Shortage in health staff and low

productivity.

® Underfunding of health sector by state
budget.

® Insufficient planning at district and

provincial levels.
e Limited medical staff/ frequent turnover.
® Weak health information systems.
® Poor  health infrastructure, human

resources and health information system
management.

® Jack of clear policy and commitment for
health financing.

® Lack of ownership of MoH of the health
sector and lack of coordination/
transparency among stakeholders.

® Inadequate training of health personnel.

Proposed activities

Establish ~ and  implement  annual
operational plans and performance based
management arrangements.

Develop financial management systems
and health financing guidelines.

Conduct capacity management programs
for middle level management.

Develop annual integrated and budgeted
planning.

Strengthened supervision of health districts
and areas.

Develop integrated monitoring in each
health districts.

Develop and disseminate an integrated
Basic Package of Health Services (BPHS).

Develop roles and responsibilities of
identified community health workers;
development of training material.

Develop and implement quality HMIS.

Update of training curriculum and material.

Implemented activities™

10 management contracts have been signed with
10 operational districts.

Financial management  guidelines for
decentralised management of operational funds
implemented in 10 operational districts.

Training workshops conducted in 250 health
centres.

Activities carried out matching 144 Health
District Development Plans (HDDP) and 8
Consolidated Regional Health Development
Plans (CRHDP).

Data Quality Audit on management of different
HDDP processes in 8 of 10 regions of the
country.

BPHS document developed and disseminated at
all levels; BPHS communication strategy
developed.

Community Health Services Policy and Strategy
document contains roles and responsibilities of
community health workers.

Computers have been procured to manage and
process health data; health personnel trained in
data collection and management

Training curriculum updated and used in 10
project provinces. Material to be developed by

* Countties that were disbursed HSS funds in 2007 and that have consistently and clearly reported this information in HSS proposals/ APRs.
30 .
As reported in APRs 2008.
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Country

Yemen

Zambia

Identified bottlenecks

Inadequate funding for community health
centres.

Low capacity for planning and monitoring.

Poor management skills of district level
staff.

Low utlisation of available human
resources, especially trained female health
workers; and insufficient support to health
workers.

Low coverage of health services and
inefficient delivery.

Low level of health sector funding with a
significant MDG  funding gap, and
inefficient use of available funding,.

Fragmented Health Information Systems.

Low availability of public health human
resources due to low wages and benefits.

Poor access to health services; existing
health services in a dilapidated condition
and using obsolete equipment.

Poor transport and communication
systems for outreach and referrals;
excessive burden on lower levels of health
care.

Source: Country APRs, HS'S Proposals

Proposed activities

Support for monitoring and supervision.

Development of proposals for innovative
funding and improved performance of
health sector at village level.

Carry out operational research and
undertake a training needs assessment

study for managers and other staff.

Train PHC staff and staff of six selected
vertical programs.

Implementation of an outreach program.

Design the tools of an integrated, unified
and simplified management system.

Procurement of radios and mobile phones
for communication.

Incentives for community based health
workers.

Provision of motor bikes, motor vehicles,
bicycles and water transport for effective
distribution of supplies, referral and
supetrvision.

Implemented activities™

2010.

Monitoring and supervision visits carried out in
10 project provinces.

Comments from local experts are being
collected for proposals for innovative funding.

A baseline survey was undertaken in 64 districts;
several workshops and training sessions were
held before a preliminary assessment was carried
out.

A total of 522 health workers were trained on
the designed and approved integrated model.

One round of the outreach program
implemented in 12 of the 64 targeted districts.

The designed management systems tool was
approved in a national workshop; an M&E unit
was formed and integrated checklists/ reporting
systems approved.

118 radios procured with 89 accompanying solar
panels, and funds disbursed to districts for local
procurement of mobile phones.

Funds disbursed for petformance incentives/
grants to the districts.

12 vehicles and 4 boats procured in 2008.
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7. Health Systems Funding Platform

This section of the annex presents background information on the Platform, including the main

areas of work and proposed work plan.

Based on the Paris and Accra principles of greater aid effectiveness, GAVI, Global Fund, World
Bank and WHO have been working together since May 2009 to develop joint approaches to
health system strengthening. The goal is to establish a joint financing platform for HSS in order
to improve health outcomes through strengthening countries’ health systems to deliver health
services equitably and sustainably and to use resources more effectively and efficiently.

The four main areas of work of the Platform are as follows:

e Harmonisation and Alignment: harmonise and align inputs and processes among the
agencies, i.e. improved financial management and procurement processes, improved
coordination regarding provision (or funding) of technical support, and harmonising

performance measurement and reporting.

e Reaching a funding decision: development of jointly acceptable mechanisms and
procedures for making new funding decisions for health systems; for example, processes
for soliciting proposals for new HSS funding and procedures for appraisal, allocation,
and disbursement of funds.

e Financial management and procurement: development of financial management and
procurement processes acceptable to the different agencies that can be jointly applied to

new funding.

e Partnerships, communication and improved monitoring and evaluation:
strengthening supporting mechanisms and partnerships to improve the performance and
monitoring of HSS and the Platform, including but not limited to agreeing on what can
be funded through the Platform, a common performance measurement framework to
support joint monitoring and evaluation, performance based funding, improved
communications with partners and stakeholders, and enhanced partnership and technical

support.

Work Plan

The work of the Platform would be taken forward through various mechanisms:

e Country consultations and country action that would inform how the Platform can work
in different contexts. The agencies will pursue the four main areas of work in two

different groups of countries:

o “Track 1 countries” are those with existing HSS programs supported by the agencies.
Country level consultations with this group will inform how best to align with

country procedures and harmonise institutional processes.

o “Track 2 countries” are those ready to undertake an appraisal/ assessment of their
national health plans/ strategies which could lead to new funding support through
the Platform. Consultations in these countries will inform the development of
processes and policies needed for new funding commitments in support of HSS in
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national health strategies/ plans, channelling of new funds, and program oversight

including M&E and performance monitoring.

The Platform would also access new funding for HSS by assessing the national health
strategies of countries or separate HSS proposals submitted to the funding organisations.

The Platform partners will continue to consult widely with and provide continues
cooperation and cooperation to other development partners and stakeholders to

strengthen supporting mechanisms for HSS.

Work will be continued on the proposed Country Health Systems Surveillance (CHeSS)
framework as a basis for the development of a common performance measurement and
M&E approach for HSS. In addition, new work will be initiated to develop a framework
for resource tracking for HSS.

The Platform will contribute to harmonising provision of high quality technical
assistance to support HSS in ways that meets countries’ needs and demands and
incorporates contributions from the wider community of partners and stakeholders.
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ANNEX 4: GAVI ISS

1. Introduction

This annex provides information on GAVI ISS to supplement the analysis of results and value

add of the program presented in the main report. The structure of the annex is as follows:

Section 2 presents background information on GAVI ISS in terms of approvals and
disbursements, and distribution of funding across regions and countries. The section also
includes a discussion of the findings of previous evaluations.

Section 3 provides a robustness check on the findings presented in the main report with
respect to utilisation of ISS funding, using GAVI ISS disbursements data.

Section 4 contains full details of our regression analysis on the impact of ISS funding on
DTP3 coverage rate.

Section 5 presents detailed responses to the statement in the electronic survey, ‘A key
example of the value add of GAVI’s ISS program is its performance based rewards and
provision of ‘flexible cash’.

Section 6 presents detailed responses to the EPI manager survey question, ‘Has the
performance based funding aspect of GAVI ISS incentivised countries to achieve better
immunisation results than if the support had not been rewards based?’; and, “‘What are
your views on the usefulness of ‘flexible cash’ offered to countries through GAVI HSS
and ISS support?’. It also summarises the key feedback points on DQA.

2. Background

This background section aims to illustrate the extent, nature and type of ISS support to date.

The figures presented below provide the following details:

Trends in ISS approvals and disbursements over time

Proportion of total ISS funding that has been approved / disbursed by World Health
Organisation (WHO) region to date.

Average size of ISS funding by WHO region.

Distribution of total ISS disbursements among the 62 recipient countries.

These are followed by a discussion of the findings of previous evaluations.

2.1 Trends in ISS approval and disbursement over years

The figure below shows the change in ISS approvals and disbursements over time. The key

points to note are:

Over the period 2001-10 total ISS approvals are $356.4m, whilst total disbursements are
$262.5m. The main reasons for this difference are the spike in ISS approvals in 2007, and
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also the lack of ISS disbursements in 2009 and early 2010.” Additional approvals have
been made up to 2013, taking the total ISS approvals over the period 2001-13 to
$380.8m.

ISS funding has fluctuated over the period with spikes in 2004 and 2007.

Several countries receive increased funding in 2004, and for many of these countries
2004 represented the final in a series of annual payments. For example, Bangladesh
receives $7.2m over the period 2001-03, and then receives $12.8 in 2004, and then no
approvals in 2005. This is the main cause of the spike in ISS approvals in 2004.

The significant spike in ISS funding in 2007 is almost entirely due to approvals to Nigeria
and Pakistan. Combining these two countries, approvals rise sharply from $6.9m in 2006
to $51.9m in 2007, then fall again to just $7.9m in 2008. Therefore this 2007 spike is not
representative of the trend in ISS approvals to the vast majority of recipient countries.

Figure 1: 1SS - Total and average disbursements by region, 2001-10 ($m)
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2.2 ISS approvals and disbursements by WHO region

The figure below presents the total ISS funding approved and disbursed to date by region. The

key points to note are:

e Majority of ISS disbursements over the period 2001-10 has been to Africa (63%).

e The other two main regions that have been disbursed ISS funds are South East Asia and

East Mediterranean (17% and 16% respectively).

e The remaining 4% of ISS disbursements have been split between Western Pacific,

Europe and Americas.

*' 1SS disbursements fell to zero in 2009 and early 2010 on account of temporary suspension of the program in

2008.
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e Data for ISS approvals is shown over the same time period (2001-10), and approvals
made to each region are in similar proportions to disbursements.

Figure 2: 1SS - Cumulative approvals and disbursements, by WHO region, 2000-10 (§m1, %)
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2.3 Average size of ISS funding by WHO region

Figure 3 below compares total and average ISS disbursement by region. For example, AFRO has
37 1SS recipient countries that have together been disbursed $166.9m, resulting in an average
funding size of $4.5m. The main points are:

e As stated above, the majority of ISS disbursements have been to AFRO ($166.9m, or
63% of total ISS disbursements), with SEARO and EMRO being the two other main
recipients ($44.5m and $43.0m). The other three regions all received less than $5m in
cumulative ISS disbursements over the period 2001-10.

e However, the average size of funding in each region does not follow exactly the same
pattern as for total disbursements:

o SEARO and EMRO have the highest average size of $8.9m and $8.6m
respectively.

o AFRO, despite having much higher total disbursements, has a much lower
average size of $4.5m.

o The three smallest recipients of total disbursements - WPRO, EURO and
AMRO - also have very low average funding sizes ($0.9m, $0.4m and $0.3m,
respectively).

o The average for AFRO will have been increased by the high 2007 disbursements
to Nigeria ($16.7m) and so without this potential 'outlier' the AFRO average
would be slightly lower.”

2 Removing Nigeria's $16.7m disbursement in 2007 reduces the AFRO average slightly from $4.5m to $4.1m.
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0 The extent to which outliers have affected this section's analysis is reduced
because ISS disbursements have been shown, rather than ISS approvals. In
section 2.1 above, figure 1 shows that ISS approvals significantly exceed
disbursements in 2007, which is principally due to Nigeria and Pakistan (as stated
in section 2.1). However, these outliers are smaller (Nigeria) or removed
(Pakistan) when looking at country disbursements, and therefore the analysis
shown in this section is likely to be slightly more robust than if we had shown
approvals.

Figure 3: 1SS - Total and average disbursements by region, 2001-10 ($m)
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2.4 Distribution of total ISS disbursements across countries

Figure 4 below maps ISS disbursements to date for the top 25 countries, highlighting the largest
recipient by WHO region. These 25 countries account for 87% of total ISS disbursements
($227.2m out of $262.5m).

The country that has received the greatest level of ISS disbursements in each region is
highlighted in orange and labelled in Figure 4. The key points to note are:

e The top 25 recipients are made up of countries from only three regions - AFRO,
SEARO and EMRO.

e The top recipient is Nigeria ($30.6m), which has received roughly $5m more than the
next largest recipient.

e The largest recipients in WPRO, EURO and AMRO (Lao PDR, Haiti and Tajikistan)
have received a relatively minimal quantity of disbursements, at $1.4m, $1.3m and $1.1m
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respectively.” This is consistent with these three regions receiving a very small
percentage of total ISS disbursements, shown in the pie charts above.

Figure 4: IS8 - Cumnlative disbursements by conntry, 2001-10 ($m)
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2.5 ISS approvals by country typology

This section presents the detailed analysis of the distribution of ISS approved funds by co-
financing country categories and LICUS/ non-LICUS countries. The conclusions from the
analysis are presented in the main report.

2.5.1 Quantitative analysis by co-financing country categories
The total ISS approved funding for the period 2001-13 is $381m. Below, we present the
breakdown of this approval by:

e  GAVI categorisation of countries as per the co-financing categories:**

o Poorest Group — GNI per capita < $1,000 and classified by the UN as an LDC

o Intermediate Group — GNI per capita < $1,000 and not classified by the UN as
an LDC

o Least Poor Group — GNI per capita > $1,000
o Fragile Group — GAVI-eligible country meeting the fragile state criteria
e LICUS and non-LICUS countries
GAVT co-financing categorisation of countries

Of the 62 countries that were approved for ISS, 28 are Poorest, 12 are Intermediate, 9 are Least
Poor, and 13 are Fragile countries. Figure 5 below shows the breakdown of ISS approvals by

33 . . " .
None of these three countries are in the top 25 recipients and therefore they do not appear in the figure below.

* Country categorisation sourced from Annex of "Policy brief - GAVI Alliance new vaccine co-financing policy",
2008.
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GAVI co-financing categories, with Chart 1 showing total approvals, and Chart 2 depicting the

trend over time. The key points are:

Over 2001-10, Poorest countries received the most approvals (38%), and Intermediate
countries also received a large proportion of total approvals (31%).

Fragile countries received 23% of total ISS approvals. Annual approvals made to
"Fragile" countries increase gradually to a peak of $12.5m in 2007, and then decline in
the following years. This might suggest that the situation in fragile countries inhibits
them from attaining the DTP annual coverage targets to be eligible for rewards funding.

Least poor countries received a small proportion of total approvals (8%). Annual
approvals are relatively low in all years, and peak at $6.8m in 2010.

The sharp rise in ISS approvals in 2004 is focused almost entirely on Poorest countries.
This increase is spread across several countries, although Bangladesh experiences the
greatest change (its ISS approvals increase from $3.6m in 2003 to $12.8m in 2004, and
then fall to zero in 2005). This might be on account of its relatively large birth cohort and
increasing DTP3 coverage.

In contrast, the sharp rise in approvals in 2007 is focused almost entirely on Intermediate
countries. However, the 2007 spike is not representative of all intermediate countries, as
it is almost entirely due to increased approvals to Nigeria and Pakistan.” Again, these
countries have large population cohorts and are more likely to secure ISS funding as they
increase DTP3 coverage.

Figure 5: Total 1SS approvals by GAVT country categorisation; and annnal 1SS approvals by GAVIT country
categorisation, 2001-10 ($m2)
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Figure 6 below restates the total SG1 approvals for countries in each co-financing category, but

also shows the average approvals per country. The key points are:

The Poorest group had by far the largest number of countries (28, whilst the other 3
categories had 34 between them), and so it is not surprising that it has the highest total

% Combining these two countries, approvals rise sharply from $6.9m in 2006 to $51.9m in 2007, then fall again to
just $7.9m in 2008.
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approvals. As a result, it has only the 3rd highest average approvals (out of the 4

categories).

e Intermediate and Fragile countries have the highest average approvals, with the
Intermediate group average roughly two and a half times the Poorest group average.

e Least poor countries, in addition to having the lowest total approvals, also had the lowest
average approvals. This suggests that the ISS program largely benefitted the more poor
countries.

Figure 6: Average 1SS approvals per country, by GAV'I country categorisation, 2001-10 ($m)
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LICUS and non-1.ICUS countries

LICUS countries are defined as "Low-Income Countries Under Stress", and of the 62 countries
36

that received ISS approvals, roughly half are categorised as LICUS countries.”™ Figure 7 below
shows the breakdown of ISS approvals between LICUS and non-LICUS countries: Chart 1
shows the total approvals over the period 2001-10, whereas Chart 2 depicts the trend over time.

The key points are:

e Opver the period 2001-10, just under half of ISS approvals went to non-LICUS countries,
and just over half went to LICUS countries. This roughly equal split means that the
average ISS approval per country is also similar for both LICUS and non-LICUS.

e Both LICUS and non-LICUS approvals fluctuate over time. The spike in approvals in
2004 is principally due to non-LICUS countries, whereas the spike in 2007 is due to both
LICUS and non-LICUS countries (i.e. the high one-off approvals to Nigeria (LICUS)
and Pakistan (non-LICUS)).

% There are 32 LICUS countries and 30 non-LICUS countries
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Figure 7: Total 1SS approvals by LICUS categorisation; Annual ISS approvals by LICUS categorisation, 2001-10 ($m)
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2.6 Previous evaluations’ findings

The overall conclusion of the evaluation” of the first five years of GAVI immunisation services
support (ISS) funding published in 2007 by Abt. Associates Inc. is that GAVI ISS has been
successful in achieving its stated objectives of improving access to immunisation. The key

findings in terms of impact on immunisation financing, DTP3 coverage rates and the added

value of the design and structure of the program are summarised below:

The report states that “GAVI funding — including ISS and other funding — has increased
total funding for routine immunisation”. Based on the evidence sources analysed by the
study, it is however, unclear whether GAVI ISS funding has displaced other sources of
funding. The report highlights the importance of focusing attention on this issue and
further analysis of cMYP and global level funding data.

It is found that GAVI ISS funds had a significant impact on DTP3 coverage rates from
2001-05. According to the report, a 1$ influx of ISS funding per surviving infant
increases the odds of immunisation by approximately 10% in the year in which funding is
received and by another 10% in the next year. Statistically significant variables that
influence the ISS effect include GDP (negative effect), political stability (positive effect)
and presence of a current conflict (negative effect). The analysis does not confirm the Lu
et al (The Lancet 2000) finding that ISS funding has no effect in countries with baseline
coverage above 65%. It is pointed out that the different findings result from data rather
than modelling differences.

Broadly, the review acknowledges the added value of the program flexibility of GAVI
ISS. There is however, room for improvement in terms of refining the reward
mechanism in order to broaden program objectives and to increase applicability to higher

coverage countries.

In terms of policy and design of the program, the evaluators recommend continuation of ISS

funding by GAVI owing to its positive impact on DTP3 coverage rates, use of the DPT3

indicator to measure performance, and the flexibility approach to use of ISS funds by countries.

%7 Abt Associates Inc. (2007): “Evaluation of the first five years of GAVI Immunisation Services Support funding”
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GAVI should, however, reconsider how ISS funding is calculated, its approach to working with
countries in conflict/ recovering from conflict, and rewards for countries with higher
immunisation coverage rates. The management recommendations include increase in advocacy
efforts at the global and country level, increased efforts to coordinate support from all GAVI
partners at the country level, establish procedures to respond to country-level problems quickly,
and greater emphasis on in-country technical review in standard procedures and reporting of
GAVI. To improve monitoring and evaluation, the key recommendations are to closely monitor
total immunisation funding (particularly non-vaccine funding), establishment of a process to
actively follow up on information in APRs as part of routine monitoring procedures, and
continuation of the use of in-country data collection to monitor performance at the country
level.

A desk review of GAVI documentation and study of 52 countries approved for ISS funding by
December 2003 undertaken by Abt. Associates Inc. (2004)* highlight the presence of a coherent
ICC, strong technical capability within/ easily available to the National Immunisation Program
(NIP), control of funds by NIP, and ISS spending at the sub-national level as some of the key
factors contributing to the successful implementation of GAVI ISS in certain contexts. No
conclusive results were found regarding the impact of ISS funds on DTP3 coverage rates, partly
on account of problems with immunisation data quality and completeness. The initial application
process was marked by lack of clarity and processing delays, however, the report points out that
these have been largely overcome. In comparison to GFATM support, GAVI processes were
found to be more manageable, while GFATM was considered more likely to have a significant
impact on the health systems given the magnitude of funding.

In terms of design, impact and evaluation, the evaluators recommend the continuation of flexible
ISS funding, while emphasising the need for ongoing monitoring and evaluation. In addition,
GAVI should support the implementation of FSPs and efforts to improve data quality. The
implementation recommendations include provision of opportunities for sharing of country
experiences, establishment of a mechanism to strengthen the ICC, improved communication of
procedures and policies, and consideration of revision of the progress report format to allow
easier monitoring.

3. Utilisation of ISS funds

This annex section provides a robustness check on the analysis presented in section 4.4 of the
main report, using GAVI ISS disbursement data. It then provides a region-wise analysis of the
non-utilisation of GAVI ISS funding.

Robustness check

In order to check the accuracy of the data from APRs on non-utilisation of funds, a second

analysis was undertaken involving:

% Abt Associates Inc. (2004): “Evaluation of GAVI Immunisation Services Support funding”
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e Determining a subset of countries that had received ISS disbursements according to boh
the APRs and the most recent ISS disbursement file sent directly from GAVL”

e Comparing the ISS disbursements from both sources over the period 2006-08.

e Repeating the non-utilisation analysis above for this subset of countries.

Figures 8 and 9 show the outcome of this second analysis. The key points are:

e The ISS disbursements in each year are very similar for both sources, which provides
positive evidence that the APR data is fairly reliable on this measure.

e The non-utilisation is roughly at 50% in all three years, which is very similar to the results
provided in the first analysis.

Figures 8 and 9: Comparison of ISS' disbursements; Non-utilisation of ISS balances (%o); 2006-08
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Region-wise analysis of 1SS non-utilisation
Use of available 1SS funds by countries - regional analysis

This section provides a regional breakdown of the ISS APR analysis undertaken in the main
body of the report. As in the main report, the figures below show the extent to which available
funds in a given year are being spent by the recipient countries, which aims to indicate whether
countries can absorb ISS funding made available by GAVL"

¥ For example, Angola received $747,000 in ISS disbursements in 2006 according to APRs, but did not receive
anything in that year according to the most recent file sent from GAVI. Therefore it was excluded in this second
analysis. As a result of similar exclusions, the following number of countries was included in each year: 17 in 2006;
27 in 2007; and 15 in 2008.

“ As in the main report, the key statistic is the 'Non-Ultilisation' percentage, which is calculated as the "Balance
catried forward to next yeat' as a percentage of 'funds carried forward from previous year plus funds received during
cutrent yeat'.
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Table 1

shows the number of countries included in the analysis for each WHO region over the

period 2006-08, based on available data from APRs. Figures 10 to 15 show the non-utilisation

percentages over time for the different regions. The key points are:

AFRO has the largest number of countries receiving ISS funding, based on available data
from APRs. Therefore, the AFRO non-utilisation graph in figure 10 below has by far the
greatest impact on the overall non-utilisation graph (for all WHO regions) shown in the
main report.

AFRO non-utilisation is 46% in 2006 and 2007, and then rises to 71% in 2008. Nigeria is
very influential on the 2008 results (as stated in the main report), as it received a large
quantity of funding which it mostly did not spend. If Nigeria is excluded from 2008, the

non-utilisation percentage falls from 71% to 56%. However, this still leaves a 10% rise
on the 46% figure from 2007.

The other two most influential regions on the overall analysis are EMRO and SEARO.
SEARO's non-utilisation graph is similar to AFRO's, albeit at slightly higher levels (60%
in 2006 rising to 82% in 2008)". However, EMRO's graph is slightly different, with its
highest non-utilisation at above 70% in 2007.

EURO non-utilisation percentages are very high in all years, although they are based on a
very small number of countries.

As a caveat, all regions except AFRO, have a very low number of countries in this
analysis, and therefore the non-utilisation percentages must be interpreted cautiously.

In addition, for many of the regions, the number of countries in the analysis is less than
the total number of GAVI countries classified in that region. This is clear when looking
at the total number of countries, which is between 40 and 43 over the period despite
there being 72 GAVI countries in these WHO regions. The absence of data from some
countries again suggests that some caution should be applied in interpreting these results.

Table 1 - Number of countries included in analysis for each WHO region, 2006-08
WHO Region Total countries 2006 2007 2008
AFRO 37 26 31 27
AMRO 6 1 - 4
EMRO 5 4 3 4
EURO 8 2 1 2
SEARO 9 5 4 3
WPRO 7 2 2 3
Total 72 40 41 43

*! This rise in non-utilisation between 2007 and 2008 is the result of there being a very low number of countries in

the analy

sis and Indonesia no longer having available data in 2008. Indonesia had the largest balance of funds in

2007, but had a lower non-utilisation rate (55%) relative to other SEARO countries. Therefore, when it was not
possible to include it in 2008, the SEARO non-utilisation rate increased significantly.
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Figure 10: AFRO - Percentage of 1SS funds that have not been utilised in a year, 2006-08 (%)
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Figure 11: AMRO - Percentage of 1SS funds that have not been utilised in a year, 2006-08 (%)
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Figure 12: EMRO - Percentage of 1SS funds that have not been utilised in a year, 2006-08 (%)
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Figure 13: EURO - Percentage of 1SS funds that have not been utilised in a year, 2006-08 (%)
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Figure 14: SEARO - Percentage of 1SS’ funds that bave not been utilised in a year, 2006-08 (%)
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Figure 15: WPRO - Percentage of 1SS funds that have not been utilised in a year, 2006-08 (%)
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4.  Impact of ISS funding on DTP3 coverage

This annex contains full details of our analysis of the impact of ISS funding. Additionally,
detailed results tables for the various distinct pieces of analysis are also presented.

Lu et al (2000) assessed the relationship between DTP3 coverage rates (both as estimated by
WHO/ UNICEF and as reported by countries®) and ISS and non-ISS spending, controlling for
the impact of GDP and political governance. We use this as the basis for our analysis, focusing
on the primary question of whether ISS disbursements have had a positive effect on DTP3
coverage rates. Following Lu et al, we also test whether this relationship varies depending on a

country’s initial coverage rate.

42 . . . .
A third, most accurate option, is to use survey-based measures. However, since these data are not available on an
annual basis we do not use them in our analysis.
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Our analysis makes two main contributions:

o We are able to draw on a revised and extended set of data. Lu et al’s approach, carried out in
20006, can now be carried out with updated data. A review of this work, together with our
methodology and data revisions is discussed in the section entitled ‘Background and
methodology’.

o We test the sensitivity of our findings to a range of modelling choices. Our main results and a

detailed discussion of their robustness is presented in the ‘Results’ section of this annex.
4.1 Background and methodology

We take the published work of Lu et al to be the basis for our analysis, though our primary focus
is on the relationship between ISS disbursements and DTP3 coverage overall, rather than
differences between countries. We also build on the ISS Evaluation, carried out by Abt
Associates in 2007.

This section includes: (a) a review of Lu et al’s approach and results; (b) a review of the ISS
Evaluation approach and results; and (c) an overview of the key similarities and differences of
our approach in comparison with the previous two examples.

Review of Lu et al

Lu et al examine data from 1996-2004, focusing on the relationship between ISS disbursements
per surviving child and the DTP3 coverage rate. They test models using both WHO/UNICEF
estimates and country reported coverage rates as the dependent variable. Their core model is an
Otrdinary Least Squares (OLS) regression with Panel Corrected Standard Errors (PCSE), as
suggested by Beck and Katz.* Essentially this is a standard OLS regression, with corrections to
the standard errors to take account of the time series (by year) and cross-sectional (by country)
structure of the data. They also test a fixed effects model, and find no significant differences in
results.

Based on simple descriptive analysis, Lu et al expect the relationship to vary depending on the
baseline coverage rate for each country. They therefore split the sample into three groups
depending on the coverage rate in 2000: <65%, 65-80% and >80%. They then perform their
analysis separately for each sub-sample.

Some elements of their approach are not explained in full in the paper:

o The variable used to indicate number of children. Their main explanatory variable is ISS
disbursements per surviving child, but the precise definition of and source for “surviving
child” is not indicated.

o The source data used to create country groupings. Where countries are grouped based on their
DTP3 coverage rate in 2000, the paper does not state whether WHO/UNICEF
estimated or country-reported coverage rates are used. However, there is minimal
difference between the two approaches.

* See references 22-25 in Lu et al (2000) for further details.
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Where we attempt to replicate Lu et al’s results, we therefore use each available combination of
the above options in order to be sure we have captured their approach.

Overall, there are three hypotheses that we seek to test further:

e ISS disbursements have a positive and statistically significant effect on DTP3 coverage
rates for countries with initial coverage of less than 65%.

e There is no significant effect of ISS disbursements on DTP3 coverage rates for countries

with initial coverage of greater than 65%.

e The above conclusions atre robust to the use of country-reported or WHO/ UNICEF
estimated coverage rates.

Review of 1SS Evalnation

To a large extent the ISS Evaluation follows the approach taken by Lu et al, updating it with an
extra year (2005) of available data. It also includes two main methodological revisions:

e GAVI funding is captured via country expenditures rather than disbursements; and

e The dependent variable (IDTP3 coverage is transformed into a logit functional form.
Briefly, this implies that the effect of an additional dollar of funding diminishes as

coverage approaches 100%.

In contrast with Lu et al’s finding, this evaluation found that ISS spending had a positive effect
on DTP3 coverage in all countries. This was attributed primarily to data differences, as the ISS
Evaluation team repeated their analysis excluding the additional years of data (i.e. they restricted
the sample to the years of data available to Lu et al, 1995-2004), and found no significant change
in their results.

Our approach

Our primary question of interest is whether ISS disbursements have a positive effect on DTP3
coverage rates. To address this question, our core model is:

) Yye=a+Pli+yNy+pYy1+0Z; +&;

where Y denotes the coverage rate (as estimated by WHO/UNICEF), I denotes ISS
disbursements per surviving child*, N non-ISS GAVI disbursements, and Z denotes a vector of
control variables including GDP per capita (in natural log form) and the World Bank’s Political
Stability index. The subscript 7 denotes countries and the subscript # years. The data are
structured as a panel (i.e. each observation represents a country-year), and so, following Lu et al,
we estimate an OLS regression with PCSE. Also following Lu et al, we include the term Yjr_q,
the lag of the coverage rate, to account for autocorrelation. The variable indicating non-ISS
GAVI disbursements is excluded from some specifications, in order to focus on the relationship
between ISS disbursements and DTP3 coverage. The key hypothesis in this model concerns the
coefficient B. A positive and significant coefficient would suggest that ISS disbursements
increase the DTP3 coverage rate in the year of disbursement.

*“ Where the number of surviving children is defined using births minus infant mortality based on UN data.
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A secondary question is whether there are any differences across countries in the relationship
between ISS disbursements and DTP3 coverage. To account for anticipated differences
depending on initial coverage rates, Lu et al estimate this model on three different sub-samples
of countries. These three groups represent coverage rates in 2000 of below 65%, 65% to 80%,
and above 80%. We do the same, except that rather than using coverage rates in 2000, we use
coverage rates in the year preceding ISS support.” As a further check, we also estimate a version
of this model using only two groups, reflecting initial coverage below 80% and above 80%. Lu et
al’s main finding is that 3 is positive and significant for countries with initial coverage below
65%, and insignificant otherwise.

We supplement this extension of Lu et al’s approach with a number of further models. First, we
apply an alternative method for identifying distinct relationships between disbursements and
coverage. Instead of estimating a separate model for each country group, we estimate a more
general regression model of the form:

(2) Yie = a + Bilit + B2D21it + B3Dsli + y1Nit + v2D;Nie + y3D3Niyy + pYieq + 0Z; +
DZ + D3 + Eit

where D, (D3) is a dummy variable taking the value 1 if country 7 is a member of group two
(three) and O otherwise. Group two is defined as countries with initial DTP3 coverage between
65% and 80%, and group three as countries with initial DTP3 coverage below 65%." We also
estimate a simplified version in which groups two and three are combined.

In this case the coefficients require more interpretation. The coefficient ff; captures the general
effect of ISS disbursements on DTP3 coverage across all countries. The coefficients 8, and f3
capture any statistically significant differences in this effect for countries in group two and group
three respectively. Translated into this model, Lu et al’s conclusion that ISS disbursements only
increase D'TP3 coverage in countries with baseline coverage below 65% implies that £1 and [,

are both insignificant, and B3 is positive and significant.
This approach has two main advantages:

o [t enables direct comparison of coefficients between country groups. Since all country groups are
included in a single model, any statistically significant differences in the relationship
between DTP3 coverage and disbursements can be inferred from the significance of the
coefficients on fy, ff,, and f3. For example, if f; is significant and f, is not, then there
is no significant difference between the relationship for countries in groups one and two.
Comparison of coefficients is not as straightforward when they come from distinct
models, as in Lu et al’s analysis.

® 7 increases sample sige for control variables. In this model the estimate of 6 is based on data
from all countries, rather than from a single group of countries, potentially increasing its
precision.

* "This accounts for the fact that in our sample, many countries began receiving ISS support some time after 2000,
and coverage rates in that year would therefore not necessarily reflect initial conditions.

“ To avoid perfect collinearity between variables, one set of dummy variables must be excluded. In this case we
have excluded the set of dummy variables indicating group one, countries with initial DTP3 coverage above 80%.
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However, this model does constrain 0 to be equal across country groups; for example, the impact
of GDP on DTP3 coverage does not vary by country group. If there is no justification for
believing that the relationship between Z and Y varies by country group, then this is an
improvement.

Our second extension is to incorporate the first lag of disbursements as an additional
explanatory variable. In the terminology of the equations above, we include additional variables
Ii¢—4 andNj_4. This is to attempt to control for the fact that disbursements may influence DTP3
coverage only after a delay — for example because countries spend the funds in the year(s) after
receipt.

Finally, our third extension is to estimate the model using the logit transformation of the

coverage rate as the dependent variable. That is, we replace Y;; with: log (11/—1;) This is the
~Yit

approach favoured by Abt Associates in their 2007 evaluation. The main advantage in this
context is that it allows the marginal effect of a dollar of disbursements to fall as the coverage
rate approaches 100%. It may therefore permit more accurate estimation of the relationship
between disbursements and DTP3 coverage for countries with high initial coverage rates."

Unlike Lu et al, we do not exclude any countries from our sample. We retain data on GAVI
countries that did not receive any ISS funding, since by increasing the sample size we expect
more precise estimates for the control variables. And we retain data on countries that receive ISS
funding only towards the end of the period, since according to our main hypothesis there should
still be a discernible effect.*

Our main source for DTP3 coverage rates is the set of WHO/ UNICEF estimates. However, as
a robustness check we also estimate our models using country reported coverage rates. We use
disbursement data provided by GAVI, translated into disbursements per surviving child based
on World Bank Data Catalogue estimates of births and infant deaths. Again, as a robustness
check we use alternative measures of the number of surviving children.

Table 2 below sets our methodology in context.

Table 2: Methodology comparison

Element Lu et al ISS Evaluation CEPA
Sample

Years 1996-2004" 1996-2005 1996-2008
No. of countries 66 52 75

7 More generally, the logit is best-suited to cases where the underlying dependent variable is a probability. That is
the case here, since Y denotes the probability that a randomly selected infant has received DTP3.

*In simple terms, the main hypothesis implied by Lu et al’s model specification is that ISS disbursements increase
the DTP3 coverage rate 7 the year in which disbursements are made (our emphasis). Hence, if disbursements begin
partway through the year, the hypothesised effect would still be present. It is plausible that disbursements have a
lagged effect, however, and we investigate that possibility with an alternative model specification.

? For some series data were available from 1995. However, the World Bank Political Stability index, included in all
of Lu et al’s models, begins in 1996.
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Element

Restrictions/
Exclusions

Data

DTP3 coverage

ISS spending

Control variables

Econometrics

Dependent
variable form

Model(s)

Country groupings

Test for wvariable

effects

Luetal

Excludes 9 countries
receiving ISS funds after
mid-year 2004

« WHO/ UNICEF
estimated rates

« Country
rates

reported

Disbursements

o GDP per capita
» WB political stability

o Percentage

o Logarithm

« OLS with PCSE*

o Fixed effects model

o Based on coverage in

2000
Split sample

ISS Evaluation

e Excludes 1 country
receiving ISS funds in
Q12006

o Excludes non-ISS
recipient countries

« WHO/ UNICEF
estimated rates

o Country reported
rates

Expenditure

o GDP per capita
» WB political stability

« Initial coverage

o Percentage
. Logit
o Logarithm

OLS with PCSE

o Based on coverage in
1998-2000

Split sample

CEPA

None

« WHO/ UNICEF
estimated rates

« Country
rates

reported

Disbursements

o GDP per capita
» WB political stability

o Percentage
. Logit
o Logarithm

OLS with PCSE

o Based on coverage in
year preceding ISS

 Split sample

o Interaction terms

The following sub-sections present our results. Unless otherwise stated, in each table the
dependent variable is the WHO/ UNICEF estimates of coverage rates, and baseline groups are
determined using WHO/ UNICEF coverage rates in the year before ISS.

20 Cuba, Solomon Is., Nicaragua, Timor Leste, Papua New Guinea, Somalia, Bolivia, Mongolia and Honduras.

! Papua New Guinea.

> Ordinary Least Squares regression with Panel Corrected Standard Errors. This is the main model suggested by Lu
et al, based on their review of the literature. In this model, the coefficients estimates are as given by a simple OLS

regression, while the standard errors are subject to a correction for the time-series and cross-sectional composition
of the data.
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4.2 Results

We are interested in the relationship between trends in DTP3 coverage and ISS disbursements.
These trends are summarised in Figure 4.16 and Figure 4.17, which present mean coverage rates
and ISS disbursements across thtee groups of countties based on WHO/ UNICEF estimates of
DTP3 coverage in the year preceding ISS support.

Figure 16.: Mean DTP3 coverage for 1SS recipient countries
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Figure 17: Mean 1SS disbursements for 1SS’ recipient countries
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According to the WHO/ UNICEF estimates, there has been some convergence in coverage
rates over the period 1996-2008. Countries with the lowest coverage rates have gradually caught
up countries with higher rates. According to the reported figures (but not the WHO/ UNICEF
estimates), this convergence accelerated from around 2002 for the countries with the lowest
initial rates (<65%).

There is little obvious correspondence between the two charts. In particular, ISS disbursements
fell sharply for all three groups in 2005 with little apparent impact on DTP3 coverage. This
provides a sharp contrast to Lu et al’s data, in which coverage rates for countries with baseline
coverage below 65% first fell (1995-99) and then rose strongly during the period of increasing
ISS support (1999-2004).

Main results

Obur first set of results is based on estimating the model in equation (1) above on a sample which
includes all countries pooled together. The results are presented in Table 3 below, where column
(1) represents the results for a model excluding non-ISS disbursements, and column (2) the
results for a model including non-ISS disbursements. (Please note that in this table and those
that follow: the rows report the coefficients for each explanatory variable; standard errors are
reported below coefficients in parentheses; and ‘ISS per child” refers to ISS disbursements per
surviving child.)

Table 3: Regression results using a pooled sample

(1) @
ISS per child 0.39 0.34
0.29) 0.27)
Non-ISS per child 0.06
(0.00)
Ln of GDP per capita, PPP (2005 §) 0.63* 0.68*
0.37) (0.30)
WB political stability index 0.3 0.34
(0.40) (0.40)

Lag of coverage 0.92%¢ 0.92%%¢
0.02) 0.02)
Constant 2.27 2.02
(2.62) (2.63)
Observations 827 826

Dependent variable is WHO /UNICEF estimate of coverage rates
Standard errors below coefficients in parentheses. * p<0.10, ** p<0.05, *** p<0.01

Although the coefficient of interest is positive in both models, overall there is no significant
evidence (at the 10% level) of a positive relationship between ISS disbursements and DTP3
coverage. Pooling evidence from all countries together, we cannot conclude that ISS
disbursements have increased DTP3 coverage rates.
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Our second set of results is based on estimating the model in equation (1) above on three
different sub-samples, reflecting countries with DTP3 coverage in the year preceding ISS
support of <65%, 65% to 80%, and >80% respectively. This represents a replication of Lu et al’s
methodology using our full revised and updated dataset. The results are presented in Table 4
below, where each column represents the results for a particular group of countries.

Table 4: Core regression results using a split sample

Baseline  Baseline  Baseline
<=065% 65-80% >80%
ISS per child 0.51 0.85%** 0.11
0.32) (0.30) 0.35)
Ln of GDP per capita, PPP (2005 §) 0.6 -0.03 0.46
0.57) 0.24) 0.70)
WB political stability index 0.53 0.06 -0.32
0.54) 0.57) 0.506)
Lag of coverage 0.94#+k  (.80#** 0.80%**
0.03) (0.05) 0.04)
Constant 1.13 15.71%Fx  14,85%%*
(4.18) (4.90) (3.83)
Observations 325 165 337

Dependent variable is WHO /UNICEF estimate of coverage rates

Standard errors below coefficients in parentheses. * p<0.10, ** p<0.05, *** p<0.01

Panel B: ISS & non-ISS

Baseline  Baseline  Baseline
<=065% 65-80% >80%
ISS per child 0.51 0.66* -0.01
0.32) (0.35) (0.35)
Non-ISS per child 0.07 0.08 0.07
(0.08) (0.05) 0.07)
Ln of GDP per capita, PPP (2005 §) 0.63 0.02 0.53
0.59) (0.26) (0.65)
WB political stability index 0.55 0.03 -0.27
0.54) 0.57) (0.54)
Lag of coverage 0.93F+€  0.79%F  0.80%F*
0.04) (0.06) 0.04)
Constant 1.3 15,7286 14 42%4*
(4.17) (4.91) (3.53)
Observations 325 165 336

Dependent variable is WHO /UNICEF estimate of coverage rates
Standard errors below coefficients in parentheses. * p<0.10, ** p<0.05, *** p<0.01

There is evidence of a positive effect for countries with baseline coverage of 65-80%, and this
evidence is significant at the 10% level in the model including non-ISS disbursements (if non-ISS
disbursements are excluded it is significant at the 1% level). In the model containing only ISS
disbursements (Panel A), the estimates imply that an additional $1 of funding per surviving child
raises D'TP3 coverage by 0.85 percentage points, only in countries with an initial DTP3 coverage
rate between 65% and 80%. Controlling for the impact of non-ISS disbursements reduces the
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effect to 0.66 percentage points, and diminishes its significance. There is no statistically
significant evidence at the 10% level of confidence of such a relationship for either of the other
two country groupings. This is contrary to Lu et al’s results, which found a significant
relationship only for countries with baseline coverage below 65%. It also differs from the
findings of Abt Associates; their results provided evidence of a positive effect in all countries.

There are two further aspects of these results to note. First, the coefficient estimates for the
<65% group are close in magnitude to those of the 65%-80% group. Although they are only
significant in the latter group, it is difficult to conclude that these represent two fundamentally
distinct relationships. Second, the coefficient estimates on the control variables differ across
groups. We are not aware of any convincing interpretation of these differences.

For both of the above reasons we consider an alternative set of results based on equation (2)
above, in which all countries are included in a single model and interaction terms are used to
investigate differences between groups. These results are presented in Table 5 below. The first
column indicates results based on just two groups, <80% and >80% initial coverage respectively;
the second column indicates results based on all three.
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Table 5: Core regression results using interaction terms

Panel A: ISS only

B @
ISS per child 0.11 0.11
0.37) (0.306)
ISS per child*Baseline coverage <80% 0.46
(0.51)
ISS per child*Baseline coverage 65%-80% 0.52
0.42)
ISS per child*Baseline coverage <65% 0.53
(0.58)
Ln of GDP per capita, PPP (2005 §) 0.38 0.42
(0.30) (0.40)
WB political stability index 0.21 0.21
0.39) (0.39)
Lag of coverage 0.90%* 0.89%¢
(0.02) (0.04)
Constant 6.61%* 7.36%*
(3.40) (3.53)
Baseline covg <80% =177
0.71)
Baseline covg 65%-80% -1.52%%
0.01)
Baseline covg <65% -2.42%
(1.42)
Observations 827 827

Dependent variable is WHO /UNICEF estimate of coverage rates.

Standard errors below coefficients in parentheses. * p<0.10, ** p<0.05, *** p<0.01

Model (1) includes two groups: the reference group of countries with baseline

coverage >80% and those with baseline coverage <80%.

Model (2) includes three groups: the reference group of countries with baseline

coverage >80%, those with baseline coverage of 65%-80%, and those with baseline

coverage <65%.
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Panel B: ISS & non-ISS

() @
ISS per child 0.04 0.04
(0.34) (0.33)
ISS per child*Baseline coverage <80% 0.45
(0.54)
ISS per child*Baseline coverage 65%-80% 0.49
0.47)
ISS per child*Baseline coverage <65% 0.57
(0.59)
Non-ISS per child 0.03 0.04
(0.09) (0.09)
Non-ISS per child*Baseline coverage <80% 0.07
(0.10)
Non-ISS per child*Baseline coverage 65%-80% 0.02
0.12)
Non-ISS per child*Baseline coverage <65% 0.12
0.12)
Ln of GDP per capita, PPP (2005 §) 0.42 0.46
(0.30) 0.39)
WB political stability index 0.25 0.24
0.39) 0.39)
Lag of coverage 0.89%* 0.88***
(0.02) (0.04)
Constant 7.04%* 8.18**
(3.39) (3.50)
Baseline coverage <80% -2k
(0.84)
Baseline coverage 65%0-80% -1.75%*
0.74)
Baseline coverage <65% -3.18%*
(1.62)
Observations 826 826

Dependent variable is WHO /UNICEF estimate of coverage rates.
Standard errors below coefficients in parentheses. * p<0.10, ** p<0.05, *** p<0.01

Model (1) includes two groups: the reference group of countries with baseline

coverage >80% and those with baseline coverage <80%.

Model (2) includes three groups: the reference group of countries with baseline
coverage >80%, those with baseline coverage of 65%-80%, and those with baseline

coverage <65%.
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In these results, the coefficient labelled ‘ISS per child’ represents the overall estimate of the
impact of ISS disbursements per surviving child on DTP3 coverage common to all countries.
The coefficients for the interaction terms (e.g. ‘ISS per child*Baseline coverage <80%’) represent
the differences in this impact for the specified group(s) relative to the omitted reference group

(countries with initial coverage above 80%).

In both models (and whether two or three groups are used) there is no significant evidence of a
relationship between ISS and DTP3 coverage across all countries. Since it is the omitted
reference group, this also means there is no significant evidence for countries with initial
coverage above 80% finally, since none of the coefficients on the interaction terms is significant
at the 10% level, there is no statistically significant difference in the relationship for countries
with initial coverage below 80%. We cannot conclude with confidence that the relationship
between ISS and DTP3 coverage varies by country group (when countries are classified
according to baseline coverage rates of <65%, 65%-80% and >80%).

Exctension: Lagged effects

As noted above, it is possible that ISS disbursements are spent by countries (and therefore
impact DTP3 coverage) with a lag. To investigate this possibility we estimated equation (1)
including one lag of disbursements. The results are presented in Table 6 below.

Table 6: Lagged effect regression results using a split sample
Panel A: ISS only

Baseline  Baseline  Baseline
<=65% 65-80% >80%

ISS per child 0.46 0.86*+* -0.22
(0.33) 0.31) 0.43)
ISS per child (lag) 0.27 -0.16 0.82%*
(0.36) (0.33) 0.42)
Ln of GDP per capita, PPP (2005 §) 0.67 -0.02 0.58
(0.506) 0.25) (0.70)
WB political stability index 0.56 0.04 -0.32
(0.55) (0.58) 0.58)
Lag of coverage 0.94%%€  0.80%F*  0.80%F*
(0.03) (0.00) 0.04)
Constant 0.81 15.36%F*  13.98%F*
(4.14) (5.01) (3.94)
Observations 325 165 337

Dependent variable is WHO/UNICEF estimate of coverage rates.
Standard errors below coefficients in parentheses. * p<0.10, ** p<0.05, *** p<0.01
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Panel B: ISS & non-ISS

Baseline  Baseline  Baseline
<=65% 65-80% >80%

ISS per child 0.46 0.66* -0.36
0.33) (0.36) 0.41)
ISS per child (lag) 0.29 -0.47 0.79*
0.41) 0.37) 0.45)
Non-ISS per child -0.04 0.06 -0.07
(0.09) 0.10) ©.07)
Non-ISS per child (lag) 0.22%* 0.07 0.271 %%k
(0.10) (0.10) 0.08)
Ln of GDP per capita, PPP (2005 §) 0.64 0.09 0.75
0.52) 0.26) 0.65)
WB political stability index 0.59 -0.05 -0.36
0.57) 0.58) 0.506)
Lag of coverage 0.92#kk .80k (0, 79%kk
0.04) (0.006) 0.04)
Constant 1.58 14.70%Fx  13,04%%*
(3.83) (4.98) (3.67)
Observations 325 165 336

Dependent variable is WHO /UNICEF estimate of coverage rates.
Standard errors below coefficients in parentheses. * p<0.10, ** p<0.05, *** p<0.01

The results are difficult to interpret. There appears to be:
e asignificant positive effect for countries with initial coverage of 65%-80%;

e a significant positive effect with a one year lag for countries with initial coverage of
>80%; and

¢ no significant effect for countries with initial coverage below 65%.

We are not aware of a convincing explanation for this pattern of coefficients. However, for this
model specification the results from a model including interaction terms suggest the above
differences in the relationship between ISS and DTP3 coverage between countries are
statistically significant.
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Exctension: Logit of dependent variable

We also estimated equation (1) using the logit transformation of the dependent variable. As
noted above, this approach may better enable the identification of an effect if the marginal
impact of ISS disbursements is lower at higher initial coverage rates. The results based on a split
sample are presented in Table 7 below.”

Table 7: Logit dependent variable regression results using a split sample

Panel A: ISS only

Baseline  Baseline  Baseline
<=65%  65-80% >80%
ISS per child 0.03* 0.14%%* -0.03
0.01) 0.02) 0.07)
Ln of GDP per capita, PPP (2005 §) 0.03 -0.03** 0.04
0.03) 0.01) 0.11)
WB political stability index 0.03 0.02 -0.03
0.02) (0.03) 0.07)
Lag of coverage 0.96%+€  0.70%F .78k
0.04) (0.05) (0.06)
Constant -0.11 0.54%+* 0.3
(0.18) 0.14) (0.80)
Observations 325 165 337
Panel B: 1SS & non-ISS
Baseline  Baseline  Baseline
<=65% 65-80% >80%
ISS per child 0.03* 0.13%%* -0.05
0.01) 0.03) ©.07)
Non-ISS per child 0 0.01 0.01
(0.00) (0.00) 0.01)
Ln of GDP per capita, PPP (2005 §) 0.03 -0.03* 0.05
0.03) 0.01) (0.10)
WB political stability index 0.03 0.01 -0.02
0.02) (0.03) (0.06)
Lag of coverage 0.95%+k  (,69%+* 0.78%**
0.04) (0.05) (0.06)
Constant -0.13 0.51%%* 0.21
0.19) 0.14) 0.73)
Observations 325 165 336

Dependent variable is logit of WHO/UNICEF estimate of coverage rates
Spend per child defined using births minus infant mortality

As before, a statistically significant positive relationship is detectable for countries with initial
coverage from 65% to 80%. However, in this specification a significant effect is also detectable

Note that the magnitude of the coefficients cannot be interpreted directly when the dependent variable has been
transformed this way, since the marginal effect of the explanatory variables varies.
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for countries with initial coverage below 65%. Our estimates from models using interaction
terms suggest that the former (but not the latter) relationship is significantly different from that

for countries with initial coverage above 80%.

Replicating Lu et al’s results

Since the results in Table 4 reflect Lu et al’s methodology, we infer that data differences account
for our different findings. To determine whether revisions or updates drive these differences, we
estimate Lu et al’s split sample model on a sample restricted to 1996-2004, and exclude countries
also excluded by Lu et al. If these results are similar, then we can infer that the updated data
from 2005-08 alone are responsible for the differences. If the results are different, then revisions

to 1996-2004 data must have played a part.
We account for uncertainties regarding Lu et al’s approach by:
e cstimating models using three alternative definitions of ISS spending per surviving child:
O using birth rate minus infant mortality;
o using population aged 0; and
o using population aged 0-1.

e grouping countries according to both WHO/ UNICEF estimates and countty reported
rates of baseline DTP3 coverage.

In total therefore there are six variations on Lu et al’s analysis; we repeat each variation using
WHO/ UNICEF estimated coverage rates and country reported coverage rates as the dependent
variable.”* We simply summarise the key findings here.

Overall we find little support for Lu et al’s findings (see Table 8 for a summary).

Table 8: Summary comparison of our revision of Lu et al’s analysis

Lu et al finding Our result

ISS disbursements have a positive effect on
DTP3 coverage for countries with baseline
coverage below 65%

ISS disbursements have no significant effect on
DTP3 coverage for countries with baseline
coverage above 65%

Results are robust to use of reported and
WHO/ UNICEF estimated coverage rates

o Our results suggest no significant effect if
WHO/ UNICEF coverage rates are used

o Our results are only supportive if country
reported coverage rates are used

Our evidence is mixed: we find some evidence
of a positive relationship for countries with
baseline coverage above 65%, but this depends
on model specification

The effect of ISS disbursements is generally (a)
weaker and (b) less significant when WHO/
UNICEF estimated coverage rates are used

Opverall, we are not able to replicate Lu et al’s main findings on the reduced sample. We therefore
conclude that data revisions from 1996-2004 at least partly account for our different results in
the full sample from 1996-2008.

o Additionally, we repeat all 12 model variations including non-ISS spending as a control variable. The focus here,
however, is on results using ISS spending alone.
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Robustness checks

We have carried out two main robustness checks on our main models:

o  Country reported coverage rates as dependent variable. We replaced the WHO/ UNICEF

estimates of DTP3 coverage with countries’ administrative rates.

o Alternative definition of 1SS per surviving child’. Our main results use countries’ birth rates less
infant mortality to determine the number of surviving children by year. Alternatively, we
estimated models using the population aged 0 and the population aged 0-1 to determine
the number of surviving children.

The latter did not affect our conclusions, and we do not present results here. The former had
some notable effects, and so the results based on a split sample model are presented in Table 9
and the results for an interaction terms model in Table 10.

Table 9: Regression results using split sample with country reported coverage rates
Panel A: ISS only

Baseline  Baseline  Baseline
<=65% 65-80% >80%

ISS per child 1.43 1.83** 0.1
(1.01) (0.75) 0.42)
Ln of GDP per capita, PPP (2005 §) -1.69 -0.11 1.1
(1.40) (1.00) 0.87)
WB political stability index 2.50%* 0.53 -0.46
(1.19) 0.93) 0.47)
Lag of coverage 0.76%+€  0.63%€  (.65%+F
(0.00) (0.09) 0.07)
Constant 30.12%%  29.64%FFF 23500
(12.45) (9.21) (7.10)
Observations 300 143 354

Dependent variable is country-level administrative coverage rates

Standard errors below coefficients in parentheses. * p<0.10, ** p<0.05, *** p<0.01
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Panel B: ISS & non-ISS

Baseline  Baseline  Baseline
<=65% 65-80% >80%

ISS per child 1.52 1.38* -0.09
(1.01) 0.79) 0.42)
Non-ISS per child 0.31* 0.35 0.12%*
0.17) 0.24) (0.006)
Ln of GDP per capita, PPP (2005 §) -1.6 -0.38 1.27
(1.47) (1.01) (0.85)
WB political stability index 2.64%* 0.43 -0.46
(1.17) 0.92) 0.45)
Lag of coverage 0.71%F  0.60%+F  (.64**+*
0.07) 0.09) (0.06)
Constant 31.75%k 33200k 2D 7Rk
(13.18) (9.31) (7.19)
Observations 300 143 353

Dependent variable is country-level administrative coverage rates
Standard errors below coefficients in parentheses. * p<0.10, ** p<0.05, *** p<0.01

The results from the split sample model are directionally similar to those using WHO/ UNICEF
estimates of coverage rates. Once again, the effect of ISS on DTP3 coverage is only statistically
significant for countries with initial coverage of 65%-80%. However, the magnitude of this effect
is substantially greater than in the previous set of models. Using the results controlling for non-
ISS disbursements, the coefficient for this group of countries is 1.38 as compared with 0.66 in
our core model. The coefficient for countries with initial coverage <65%, although statistically
insignificant in both models, is again higher when administrative rates are used (1.52 as
compared with 0.51.
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Table 10: Regression results using interaction terms with conntry reported coverage rates

Panel A: ISS only

B @
ISS per child -0.09 -0.11
(0.306) (0.306)
ISS per child*Baseline coverage <80% 1.5
(1.07)
ISS per child*Baseline coverage 65%-80% 1.79%kx
(0.55)
ISS per child*Baseline coverage <65% 1.76
(1.28)
Ln of GDP per capita, PPP (2005 §) 0.07 -0.04
0.906) 0.93)
WB political stability index 0.78%¢* 0.79¢*
(0.15) 0.14)
Lag of coverage 0.76%+* (.74
(0.05) (0.06)
Constant 21.53%%* 24.63%¢*
(7.68) (8.32)
Baseline coverage <80% -4.36%F*
(1.18)
Baseline coverage 65%0-80% -3.20%%¢
0.74)
Baseline coverage <65% -0.15%%¢
(2.02)
Observations 797 797

Dependent variable is country-level administrative coverage rates

Standard errors below coefficients in parentheses. * p<0.10, ** p<0.05, *** p<0.01
Model (1) includes two groups: the reference group of countries with baseline
coverage >80% and those with baseline coverage <80%.

Model (2) includes three groups: the reference group of countries with baseline
coverage >80%, those with baseline coverage of 65%-80%, and those with baseline
coverage <65%.



Panel B: ISS & non-ISS

() @
ISS per child -0.2 -0.22
(0.39) (0.38)
ISS per child*Baseline coverage <80% 1.5
(1.15)
ISS per child*Baseline coverage 65%-80% 1.59%*
0.69)
ISS per child*Baseline coverage <65% 1.87
(1.34)
Non-ISS per child 0.07 0.07
(0.00) (0.05)
Non-ISS per child*Baseline coverage <80% 0.18
0.17)
Non-ISS per child*Baseline coverage 65%-80% 0.18
0.19)
Non-ISS per child*Baseline coverage <65% 0.29
(0.19)
Ln of GDP per capita, PPP (2005 §) 0.19 0.11
0.97) 0.94)
WB political stability index 0.79%¢* 0.80¢*
(0.18) (0.15)
Lag of coverage 0.74%¢ 0.69%*¢
(0.05) (0.06)
Constant 22.62%* 27.13%%
(7.45) (8.00)
Baseline coverage <80% -5.38k*
(1.10)
Baseline coverage 65%0-80% -4.08%*
(0.81)
Baseline coverage <65% =827k
(1.95)
Observations 796 796

Dependent variable is country-level administrative coverage rates

Standard errors below coefficients in parentheses. * p<0.10, ** p<0.05, *** p<0.01
Model (1) includes two groups: the reference group of countries with baseline
coverage >80% and those with baseline coverage <80%.

Model (2) includes three groups: the reference group of countries with baseline
coverage >80%, those with baseline coverage of 65%-80%, and those with baseline
coverage <65%.
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The results using interaction terms suggest that in this case there is a significant difference in the
relationship between country groups. The coefficient on the ISS disbursements interaction term
for countries with initial coverage of 65%-80% is positive and significant, reflecting a significant
difference from the relationship seen for countries with initial coverage >80%.

4.3 Conclusions

We draw on results from the above models to answer two key questions: (1) Is there a
statistically significant effect of ISS disbursements on DTP3 coverager (2) Is there evidence that
this relationship varies depending on a country’s initial DTP3 coverage rate? We also assess the
robustness of our results to the source used for DTP3 coverage.

Our main findings are as follows:

o There is some limited evidence of a positive impact of ISS disbursements on DTP3 coverage.
Coetficients on ISS disbursements are generally positive, indicating a possible positive
effect. However, this effect is not statistically significant (at the 10% level) in a model
that pools data for all countries together, and in models on split samples, it is only
statistically significant for countries with initial coverage of 65%-80%.

o There is mixed evidence of distinct relationships across country groups.

o Based on results from split sample models (following Lu et al’s approach), the
evidence of a positive impact of ISS disbursements on DTP3 coverage is only
significant (at the 10% level) for countries with initial coverage of 65%-80%.
However, since these results come from three separate models, it is not possible
to compare results for each group of countries directly.

o The evidence from models with interaction terms (which do give a direct test of
differences between groups) suggests that differences across country groups are
not statistically significant.

o The evidence from a model using the logit transformation of the dependent
variable supports two distinct relationships: a significant (at the 5% level) positive
effect for countries with initial coverage of 65%-80%, and no significant effect
for other countties.

Our results using extended data differ from those of Lu et al and Abt Associates.
Although we do find tentative evidence of a positive effect, this evidence is strongest for
countries with initial coverage between 65% and 80%. This contrasts with Lu et al’s
results (which found strongest evidence for countries with initial coverage below 65%)
and with Abt Associates’ results (which found evidence consistent with a positive effect
for all countries.

Overall, we conclude it is likely that ISS disbursements have contributed to increases in DTP3
coverage, though it is not possible to estimate the impact precisely. Given that the results differ
depending on model specification (and taking into account that previous studies have generated
different findings); CEPA’s judgement is that differences between country groups largely
represent statistical fluctuations.
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However, to the extent that there is a fundamentally different relationship for countries with
baseline coverage of 65%-80% (as supported by some of our model estimations), we suggest the
following interpretation (although these have not been verified by evidence):

(i) countries with low baseline coverage rates may be particularly difficult countries (for
example, fragile or LICUS countries), where a limited amount of ISS funding may not
impact DTP3 coverage rates (especially given the context of the small percentage of ISS
relative to other sources of immunisation systems expenditure);

(i) countries with ‘medium’ level of baseline coverage have benefitted from ISS funding (by
targeting the flexible funding at district levels and covering the relatively ‘easier to reach’
unvaccinated children), raising their levels of coverage over time; and

(i) countries which started with relatively high levels of coverage (i.e. 80% or more as per
our model) have not increased their coverage rates further through ISS funding —
perhaps due to the relatively higher cost of reaching the ‘last mile’ and diminishing
incentive effects.

5. Electronic survey feedback

This section presents detailed quantitative and qualitative results to the electronic survey
statement, A key example of the value add of GAVT's ISS program is its performance based rewards and
provision of flexible cash’.

Table 11 below presents an examination of the responses by stakeholder category.
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Table 11: E-survey multiple choice responses to question 9 by responder constituency - ‘A key example of the valne add of GAVT's ISS program is its performance based rewards and provision
of flexcible cash”

Responses b Not Strongl: Neither agree

P Y Blank  aware/ rong’y Disagree - g Agree Strongly agree TOTAL
constituency 20 view disagree nor disagree
Multilaterals 7% (5) | 7% (5) 1% (1) 4% (3) 22% (16) 39% (29) 20% (15) 26% (74)
Donor/Foundation 6% (1) | 0% (0) | 0% (0) 0% (0) 29% (5) 47% (8) 18% (3) 6% (17)
z) ivjr?g:i U | gon 2y | 14% (7) | 0% (0) 0% (0) 8% (4) 36% (18) 38% (19) 18% (50)
Xeavcg;‘;ng coumﬁffumy 17% (1) | 0% ) | 0% (0) 0% (0) 0% (0) 67% (4) 17% (1) 2% (6)
Xliﬁfahse 4 Counﬁi‘f“y 0% (0) | 0% (0) | 0% (0) 0% (0) 0% (0) 67% (2) 33% (1) 1% (3)
8:; isations SOCey | 4on (1) | 30% (8) | 0% (0) 0% (0) 7% (2) 37% (10) 22% (6) 10% (27)
E‘;‘i’jﬁcﬁl sggjesTeChmcal 14% (2) | 21% 3) | 0% (0) 0% (0) 14% (2) 21% (3) 29% (4) 5% (14)
Not applicable 9% 4) | 9% @) | 0% (0) 9% (4) 9% (4) 37% (17) 28% (13) 16% (46)
Blank 13% 6) | 4% ©2) | 2% (1) 4% (2) 18% (8) 36% (16) 22% (10) 16% (45)
TOTAL 8% (22) | 10% (29) | 1% (2) 3% (9) 15% (41) 38% (107) 26% (72) 100% (282)
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Table 12 presents the key qualitative response themes to the electronic survey statement, ‘4 key
excanmple of the value add of GAV1's 1SS program is its performance based rewards and provision of 'flexible
cash'.’ The responses mean is 1 with a medium level of variance, indicating agreement with the

statement.

Table 12: E-survey qualitative response feedback themes for question 9 - ‘A key exanmple of the value add of GAVT's 1SS
program is its performance based rewards and provision of 'flexcible cash”

Response Theme Frequency
Performance based rewards provide a tangible incentive for countries who achieve

targets and clear consequences for those that do not, hence it serves as a strong 10
motivation to drive performance

Flexible funds have enabled countries to target support based on their own priorities 10
and system weaknesses, and to take ownership by developing plans

Limitations identified should be addressed, and the program should be maintained, 7
strengthened and not phased out

Performance is not monitored strongly and transparency and accountability are poor 5
The effectiveness of performance based monitoring is limited by data quality issues 5
The ISS program has been of little or no value add, it has led to undesired outcomes and 5
is open to abuse

Some indicators are unsuitable for use in certain contexts, not related to performance 5
targets and open to manipulation

Performance based rewards and flexible funds should be adapted to fragile states/high

coverage countries where the approach to achieving/maintaining outcomes may be 4
different

The performance based rewards and flexible cash are innovative and unique 4
Reporting and procedures at country level are burdensome and complicated 2
Communication on funding decisions could be improved, as the impact of the funding 5
withdrawal is significant and feedback will enable continuous improvement

6. EPI manager survey feedback

This annex section presents detailed responses to the EPI manager survey question, ‘Has the
performance based funding aspect of GAVI ISS incentivised countries to achieve better
immunisation results than if the support had not been rewards based?’; and, “What are your
views on the usefulness of ‘flexible cash’ offered to countries through GAVI HSS and ISS
support?’. It also summarises the key feedback points on DQA.

Table 13 below summarises the key responses to the EPI manager survey question, ‘What are your
views on the usefulness of flexible cash’ offered to countries through GAVI HSS and ISS support?’
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Table 13: What are your views on the usefulness of 'flexible cash’ offered to countries throngh GAVI HSS and 1SS
support?

No of responses Comments
Positive | Negative | Mixed

Supportive comments:

[ Flexible funds allow the government to set their own priorities for
use of the money.

M GAVI 1SS funding is important as it can be used for various
activities especially in remote areas for which EPI funds are not
available.

[ Each province can plan the use of funds as per the local situation/
budget gaps. This is useful given the variation in costs and
resources.

15 0 2

Criticisms/ Areas for improvement:
Flexibility of funds may encourage misappropriation.

Given that funds are not earmarked, there is a chance that they may
be used for low priority areas on account of politicised decision
making.

Source: EPI manager survey

Table 14 below summarises the key responses to the EPI manager survey question, Has the
performance based funding aspect of GAVT LSS incentivised countries to achieve better immunisation results than
if the support had not been rewards based?’

Table 14: Has the performance based funding aspect of GAV'T ISS incentivised conntries to achieve better immunisation
results than if the support bad not been rewards based?

No of responses Comments
Positive | Negative | Mixed

Supportive comments:

M Performance based funds have been an important driver in
increasing immunisation coverage rates and reaching remote areas.

M The standard rate of reward helps the planning exercise.

M The indicator is easy to measure and comparable across time and
place; enables the allocation of resources to locations that ate most
in need.

M Encouraged countries to improve promptness and completeness
of data/ reports and assess their data management systems.

Issues raised:

Difficulty in obtaining additional rewards once a high level of
coverage is achieved.

Rewards do not reach the district level which weakens incentives.

X [x

Concerns regarding the appropriateness of the indicator on which
rewards are based.

Issue of data quality.

X [x]

Country context not adequately taken into account while providing
rewards.
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No of responses Comments

ISS funds do not contribute to sustainable activities as there is
uncertainty regarding rewards.

Source: EPI manager survey

Table 15 summarises the key feedback points on DQA from the EPI manager survey.
Table 15: EPI managers’ feedback on DQ.A

No of responses Comments
Positive | Negative | Mixed

Supportive comments:

M Enables countries to assess and improve their data management
systems.

M Helps establish accuracy of figures on which rewards are based.
M Enables GAVI to assess the use of its funds, while maintaining
flexibility in the provision of cash.
3 2 0 Issues raised:
Problems noted with data on improvements of coverage rate.

More investment in data quality is required for performance-based
funding to be a useful approach.

Concern regarding auditors’ bias in the conduct of DQA in
different countries.

GAVI HSS should promote better interaction between EPI and
other sectofs.

Source: EPI manager survey
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ANNEX 5: GAVI CSO

1. Introduction

This annex provides information on GAVI CSO to supplement the analysis of results and value

add of the program presented in the main report. The annex is structured as follows:

e Section 2 presents background information including a discussion of the findings of

previous evaluations.

e Section 3 presents detailed responses to the electronic survey statement, GAVI's CSO
program has not contributed much to facilitating/expanding the role of CSOs in
delivering immunisation and health services’.

e Section 4 presents detailed responses to the EPI manager survey question, ‘Are you
aware of GAVI’s CSO program and is it relevant for/ effective in your country, given
the role of CSOs in the immunisation sector?’

e Section 5 presents Type A CSO allocations for all GAVI eligible countties.

e Section 6 describes key objectives/ proposed activities, expected outputs, M&E
indicators and issues for four Type B pilot countries — Afghanistan, Pakistan, DRC and
Ethiopia.

e Section 7 summarises the profiles of alternate CSO approaches followed by other
donors/ global health partnerships - Stop TB, UNAIDS, UNITAID, USAID and World
Bank.

2. Background
2.1 Type A Review findings

A review of GAVI’s Type A CSO support was undertaken by an independent consultant in
2009 and concludes that “there is now, and will certainly continue to be only limited
enthusiasm in GAVlI-eligible countries for Type A funding by itself as the program is currently
constituted and implemented”. The key reasons outlined for this lack of interest include small
size of funding allocations, cumbersome application process and delays between submission and
approval, lack of local resources and capacity for proposal preparation, conception of GAVI
CSO support as a window separate from GAVI HSS support, and GAVI oversight of Type A
programs vis-a-vis Type B support.

The second broad area of findings relate to the way “civil society organisations” are defined by
GAVI. According to the report, the broad interpretation of the term in the context of GAVI
support tends to marginalise indigenous groups. It is highlighted that large, international NGOs
with representation in countries tend to be advantageously placed to access GAVI CSO support
as they invariably have greater funding and prior experience in immunisation program
implementation.

> Eliot T. Putnam Jr. (2009): “GAVI Alliance support for Civil Society Organisations — An analysis of Type A
funding”

97



The evaluation concludes that disbursement of funding through official channels, governmental
(usually MoH) or multilateral (WHO/ UNICEF) can prove to be problematic. While it is
acknowledged that the limited capacity for direct GAVI to CSO transfers makes official
channelling necessary, there are a number of problems associated with this mechanism such as
delays in transfer of funding to CSOs, in-country overhead charges of 7% of the value of grant
(in cases where the money is routed through WHO/ UNICEF) etc.

The key recommendation of the evaluator is that GAVI should make a decision as to whether
the overall goal of the CSO program should be ‘full coverage’ or ‘intensive coverage’. If it is the
former, GAVI should fully integrate CSO Type A support into the HSS framework in terms of
application and implementation, making “CSO coordination and representation” an area of
focus equal to other HSS support objectives. In case of the latter, GAVI should commit to a
full-fledged pilot project for CSO support and more vigorously expand direct support to
immunisation programs of CSOs/ CSO umbrella groups in the ten selected countries, with the
possible addition of a few others. Other recommendations include the need to raise the profile
of indigenous NGOs, consideration of direct/ semi-direct funding to CSOs through partner
organisations, and adding another full CSO representative to the GAVI Board to raise the global
profile of CSOs as an engine of change.

3. Electronic survey feedback

This section of the annex presents detailed quantitative and qualitative responses to electronic
survey statement, ‘GAVT’s CSO program has not contributed much to facilitating/ expanding the role of
CSOs in delivering immunisation and health services’.

Table 1 presents an examination of the responses to the statement by stakeholder category.
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Table 1: E-survey multiple choice responses to question 10 by responder constituency - ‘GAVIT’s CSO program has not contributed much to facilitating/ expanding the role of CSOs in
delivering immunisation and health services”

Responses by Not Strongly Neither agree
constituenc Blank | awate/ di Disagree di Agree Strongly agree TOTAL
Yy T view sagree nor 1sagree
Multilaterals 9% (7) | 22% (16) | 3% (2) 11% (8) 22% (16) 26% (19) 8% (6) 26% (74)
Donor/Foundation 6% (1) | 18% (3) | 0% (0) 0% (0) 35% (6) 24% (4) 18% (3) 6% (17)
go i:rlr(l)g:ri OUnEY 1 20 (1) | 34% (17) | 4% (2) 12% (6) 30% (15) 12% (6) 6% (3) 18% (50)
Xeavcg;‘;ng coumﬁffumy 17% 1) | 17% 1) | 0% (0) 33% (2) 33% (2) 0% (0) 0% (0) 2% (6)
Xliﬁfahse 4 Counﬁi‘f“y 0% (0) | 0% (0) | 0% (0) 0% (0) 0% (0) 100% (3) 0% (0) 1% (3)
8:; iations Society | 4on (1) | 0% (0) 7% (2) 33% (9) 7% (2) 33% (9) 15% (4) 10% (27)
E‘;‘i’jﬁcﬁl sggjesTeChmcal 7% (1) | 36% (5) | 0% (0) 21% (3) 14% (2) 14% (2) 7% (1) 5% (14)
Not applicable 2% (1) | 35% (16) | 7% (3) 20% (9) 13% (6) 20% (9) 4% () 16% (46)
Blank 16% (7) | 24% (11) | 4% (2) 2% (1) 31% (14) 13% (6) 9% (4) 16% (45)
TOTAL 7% (20) | 24% (69) | 4% (11) 13% (38) | 22% (63) 21% (58) 8% (23) 100% (282)

99



Table 2 below presents key qualitative response themes to the electronic survey statement,
‘GAVT’s CSO program has not contributed much to facilitating/ expanding the role of CSOs in delivering
tmmnnisation and health services’. The responses mean is 0.2 with a relatively high variance, reflecting
overall neutrality in the feedback to the statement and significant diversity of views.

Table 2: E-survey qualitative response feedback themes for question 10 - ‘GAVT's CSO program has not contributed much
to facilitating/ expanding the role of CSOs in delivering immunisation and health services’

Response Theme Frequency
The program is a good way of engaging CSOs and providing them with the opportunity 19

to be actively involved in delivering services

It is difficult to determine — there are a limited number of countries awarded funding, the 15

program is quite short and it is too early to assess the impact

Current support is channelled through governments, which hampers progress due to
bureaucracy and lack of state willingness to support CSOs. CSOs should receive more 14
direct support.

There have been few applications for CSO funds and a general lack of demand, one

11
reason may be lack of awareness
Success has varied between countries 6
Resources could be directed elsewhere to make better use of these funds. There are 5
already larger donors supporting CSOs, and this encourages fragmented progress
There are not many CSOs that operate in the immunisation space and those that do many
not have the technical capability, capacity, coordination or corruption-free environment 5
desired.
Eligibility for funds is low and only open to a limited number of countries hence impact is 5

not widespread

4. EPI manager survey

This section of the annex presents detailed responses to the EPI manager survey question, “Are
you aware of GAVT’s CSO program and is it relevant for/ effective in_your country, given the role of CSOs in

the immunisation sector?’
Table 3 below summarises the key feedback points.

Table 3: Are you aware of GAVT’s CSO program and is it relevant for/ effective in your conntry, given the role of CSOs
in the immunisation sector?

No of responses Comments
Positive | Negative | Mixed

Supportive comments:

M GAVI CSO program has contributed through social mobilisation,
including increase in the demand for immunisation.

NGOs play an important role in creating awareness with respect to
immunisation.

|
M CSOs are involved with training of health workers.
|

Particular importance of CSOs for reaching remote districts with
limited health personnel.

Criticisms/ Areas for improvement:
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No of responses

Source: EPI manager survey

5. CSO Type A funding

Comments

NGOs are not seen to be playing a major role in provision of
routine immunisation.

CSO involvement in HIV/ AIDS activities has not provided a

good example.

Lack of interest on part of the government in this window of

support.

Conditions are not favourable for the operation of NGOs in
certain problem districts.

Program would be more valuable if well integrated with country
immunisation programs.

Lack of defined responsibility in-country for putting together an

application.

Delay in process of selection of organisations to develop

application.

Table 4 below presents Type A CSO allocations for all GAVI eligible countries.

Table 4: GAV 1-eligible countries and Type A CSO allocations
GAVI funds (US$)

Country

Afghanistan*
Angola
Armenia
Azerbaijan
Bangladesh
Benin
Bhutan
Bolivia*
Burkina Faso
Burundi*
Cambodia
Cameroon
Central African Republic
Chad
Comoros
Congo, Dem. Rep*.
Congo, Rep.
Cuba

Cote d'Ivoire
Diibouti
Eritrea
Ethiopia*
Gambia, The
Georgia*
Ghana*

Guinea

100,000
74,878
10,000
13,221

100,000
34,073
10,000
26,463
60,120
33,00
42,179
56,199
14,887
45574
10,000

100,000
17,170
13,606
66,129
10,000
16,592

100,000
10,000
10,000
67,909
38,280

Country

Lao PDR
Lesotho

Liberia
Madagascar
Malawi

Mali

Mauritania
Moldova
Mongolia
Mozambique*
Myanmar

Nepal
Nicaragua

Niger

Nigeria
Pakistan*

Papua New Guinea
Rwanda

Sao Tome and Principe
Senegal

Sierra Leone
Solomon Islands
Somalia

Stri Lanka

Sudan

Tajikistan

GAVI funds (USS$)

20,355
10,000
16,358
70,421
54,999
64,697
12,327
10,000
10,000
76,876
99,225
78,583
15,292
73,370

100,000

100,000
17,557
36,497
10,000
41,896
24,493
10,000
35,921
32,993

100,000
18,559
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Country GAVI funds (US$) Country GAVI funds (US$)

Guinea-Bissau 10,000 Tanzania 100,000
Guyana 10,000 Timor-Leste 10,000
Haiti 10,000 Togo** 23270
Honduras 20,562 Uganda 100,000
India 100,000 Ukraine 39,111
Indonesia* 100,000 Uzbekistan 61,056
Kenya 100,000 Vietnam 100,000
Kiribati 10,000 Yemen, Rep. 82,553
Korea, Dem. Rep. 34,939 Zambia 46,809
Kyrgyz Republic 11,554 Zimbabwe 38,376

* Type B pilot countries
Source: Eliot T. Putnam — Jr. (2009): “An analysis o Dpe A Funding
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6. CSO Type B funding

This section of the annex is part of the analysis of the results of GAVI CSO Type B support. Table 5 presents key objectives/ proposed activities,

expected outputs, M&E indicators and issues faced by four Type B pilot countries — Afghanistan, Pakistan, DRC and Ethiopia. This is based on a
review of CSO Type B proposals, case studies and 2008 APRs.

Table 5: CSO Type B countries™

Country
Afghanistan

Objectives/ Proposed CSO activities

e Complement efforts of MoH and
NGOs to increase access to Basic
Package of Health Services (BPHS),
and strengthen collaborative
partnerships with CSOs.

Target huge service delivery gap in high

conflict areas with difficult-to-reach

populations through:

e Community Midwifery Education
(CME): Recruitment of women for
training, establishment of standard
training site, implementation of skills
training for student community
midwives, self-assessment of CME
program, independent assessment of
graduates by the National Midwifery
Education and Accreditation Board,
deployment of CMEs to BPHS
facilities.

e Lstablishment of a replicable model
of partnership with private sector

providers to increase access to
immunisation and basic reproductive

Expected outputs

e Training of over 2000 midwives
(this figure was 462 in 2002),
resulting in a subsequent rise in
the number of births attended
by a midwife to nearly 20%
(from 6% in 2002).

® Increased access to
reproductive health and
immunisation services to

women and in hard to reach,
unstable geographic locations.

e Partnership  between  the
ptivate sector, community and
MoPH, a competitive
relationship in the health sector

among  bidders,  expanded
network of CSOs eligible to
compete for funding, and

expansion of a female health
worker-focused training module
for midwives.

56 . . . T .
The information presented in the table is indicative and not meant to be exhaustive.

e DPT3

M&E indicators/ targets

coverage in
targeted areas of Uruzgan
and Farah increased >
80%.

Number of new CME
programs in Kunar,
Nimroz, Zabul and
Ghazni, accredited by the
NMEAB.

Number of private service
providers from Uruzgan
and  Farah  provinces
trained.

Number of private service

provision  outlets  of
Uruzgan  and  Farah
delivering  immunisation

and basic RH services.

Issues faced

e Delays in signing the final grant

agreement and disbursement of
funds due to confusion over the
best mechanism for fund
management.

NGOs were already familiar
with  the  health  sector
participated in the application
design and bidding process.
Broad participation was difficult
to achieve owing to time
constraints.

Given the relatively low level of
funding and the time and effort
spent  on  the  proposal
development  process,  the
government felt that the activity
was not very valuable.

The necessary resources to
strengthen  capacity of local
CSOs  to  participate  in
discussions and be part of the
proposal and application
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Country

Pakistan

Objectives/ Proposed CSO activities

health services: Mapping exercise to
determine the number and types of
private  sector  providers  and
pharmacy outlets in high conflict
areas, training of selected private
service  providers, provision of
necessary  equipment,  demand-
creation activities, project monitoring,
evaluation of outcomes,
documentation and  sharing  of
achievements and lessons learned
with stakeholders.

Support and complement ongoing
HSS efforts, and work with the
community to access most difficult-
to-reach populations by (i) improving
the quality of MNCH services
(provision of drugs and equipment to
First Level Care Facilities, Lady
Health  Workers, Lady Health
Visitors, Skilled Birth Attendants) (ii)
Broaden the range of MNCH services
(improve, expand and diversify the
skills of private health workers at
FLCF) (iii) Improve access to quality
services (improving referral systems,
empowering communities and village-
based  health  committees  to
effectively participate in assessing and
monitoring quality of health services).

Collection of baseline and
Knowledge Attitudes and Perceptions
(KAP) data.

Expected outputs

e Platform for CSOs,
government, and other
stakeholders to interact,

understand one anothet’s work
in immunisation and HSS and
initiate a more formal
partnership.

e Formation of a new national
CSO consortium to unify the
voice of civil society.

e MoH to be more aware of the
skills and capabilities of CSOs
by MoH.

e Collaboration between CSOs
and MoH on activities beyond
the scope of the grant
application process e.g. polio
eradication campaigns,
development of Training of
Trainers manuals, planning for

M&E indicators/ targets

e Fully immunised children
(up to 23 months of age)
(o)

e TT coverage among
pregnant women (%o)

® Increase in Hepatitis B
vaccination of children (5
— 16 years)

® Deliveries by skilled birth
attendants (%o)

e Children with moderate
and severe malnutrition

(7o)

Issues faced

processes were not made

available eatly on.

The time allocated for the
evaluation process was
insufficient to ensure that the
methodology employed by the
CSOs was of high quality.

Some of the CSOs were
working in recently created
districts; hence, the required
baseline data was not already
available.

Further refinement of the
monitoring framework of a
number of CSOs is needed, to
be able to meet requirements of
reporting and  tracking of
progress.

A few CSOs did not receive
funds on time due to needed
work plan revisions.

The economic situation in
Pakistan deteriorated rapidly in
the period following the
submission of proposals. CSOs
were not able to adjust their
requested  funding amounts
accordingly. A number of them
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Country

DRC

Objectives/ Proposed CSO activities

e Objectives of the CSO grant project:

(i) strengthen the capacity of local
organisations involved in community
sensitisation and provision of support
to primary health facilities (ii) train
and guide community bridgers whose
role is to reach the most difficult-to-
reach  populations (i) provide
technical support to the health
districts (iv) ensure the logistics
systems of the health districts (v)
provide bonuses to increase staff
motivation (vi) organisation of grass
root support for health districts and
centres in their various activities.

Proposed activities: (i) Support local
census and micro-planning (i) Train
health zone personnel in EPI
management and in Data Quality
Self-assessment  (iii)  Supply of
transport, gas and kerosene for the
cold chain (iv) Administration of
performance contracts for health
zone personnel (v) Identify and train
local CSOs, community mobilisers
and Red Cross volunteers, and
support  for  supervision  and
monitoring of activities in the health

Expected outputs
TB and Hepatitis activities.

e Data collected by CSOs to
serve as a valuable resource to
supplement/verify MoH data.

e Formation of a new
management consortium.

e Increased vaccination coverage
for DPT3, measles and TT2+.

e Effective implementation of a
strategy for reducing drop-outs
through use of community
mobilisers and Red Cross
volunteers.

e Good collaboration between
CSOs and the Provincial Inter-
Agency Coordinating
Committee (ICC).

e Participation of CSOs in HSS
activities conducted by MoH.

e Increased capacity of the civil
society to network.

e Involvement of 14 additional
CSOs that previously had not
been involved in immunisation
at all.

M&E indicators/ targets

Number of health areas
with enumerated
populations and with an
appropriate micro plans

Number of motorcycles
and  bikes  provided;
Number of cold chain
operation days

Number of facilities
supplied with tools and
communication supports;
Number of community
bridgers  trained, and
sensitisation sessions

held

Immunisation coverage
by infectious disease;
Number of immunised
infants from 0 to 11
months; abandon rate

e Number of supervisions

carried out; Number of
monitoring meetings held
in the Health Districts

Issues faced

had submitted their requests in
rupees rather than dollars,
which may present a funding
issue due to the devaluation of
the rupee, as inflation escalates.

Challenge of providing coverage
for health zones that did not
have CSOs with international
funding, given the eligibility
condition for GAVI CSO
funding of having an
international partner..

Decision  to  work  with
stronger/morte readily available
NGOs made on account of the
delay in the mapping exercise,
so as to not  delay
implementation.

Process was less democratic
than had been originally planned
Due to weak communication
and outreach to CSOs.

Bottlenecks and delays in CSO
funding

Health worker strikes affected
CSOs ability to ensure service
delivery.

While the relationship between
the Government and CSOs has
been strengthened at the central
level, this has not consistently
been the case at the provincial
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Country

Ethiopia

Objectives/ Proposed CSO activities

zone.

e (CSOs will provide services in facilities

unreached by public immunisation
services (30% of the population), to
increase immunisation coverage.

Refresher training of over 25,000
Health Extension Workers (HEWS),
an apprenticeship program for over
12,000 HEWSs, 5,400 health centre
staff  trained in Integrated
Management of Neonatal and
Childhood Illnesses, and refresher
training of 7,400 workers and Health
Centre Management teams.

Training  of  traditional  birth
attendants, community-based
reproductive health agents,
immunisation practices of health
workers, and EPI coordinators on
mid-level management and
immunisation practices; as training
clergy to include referral of
immunisation and health services of
mothers and children.

Build local capacity, house-to-house
awareness and air radio messages to
reduce misconceptions and fears of
immunisation.

Source: CSO case studies, Country Proposals, APRs

Expected outputs

e Platform for the government to

share with CSOs the country’s
long term plans for health and
child survival.

First opportunity for different
types of CSOs to discuss their
immunisation and related health
services among themselves, and
with MoH.

Partnership building, political
and operational collaboration
between government and civil
society.

M&E indicators/ targets

Number of Trained Birth

Assistants (TBAs)
trained.
Number of safe

deliveries performed.

Percentage of  health

facilities receiving
supervision.

Measles immunisation
coverage

Number of IEC materials
produced/ disseminated

Issues faced

level.

e Although the process was highly

participatory and inclusive in
Ethiopia, the time between
initial introduction of the grant

mechanism and actual
disbursement and
implementation ~ was  rather

lengthy.
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7. Alternate CSO approaches

This section of the annex is a part of the comparative analysis of GAVI CSO with other CSO
programs. The main report presents the key findings emerging from a comparison of GAVI and
Global Fund CSO approaches. Tables 6 to 10 below summarises the profiles of alternate CSO
approaches followed by other donors/ global health partnerships. The comparator organisations

covered here are:

e Global Fund

e StopTB

e UNAIDS
e UNITAID
e USAID

e World Bank
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Table 6: Global Fund
Criteria

Focus of Global
Fund

Definition of CSO

Year of
commencement

Objectives/Rationale
of support

Structure of CSO
engagement

Description

International financing institution working to attract, manage and disburse resources to fight AIDS, TB and malaria.

Associations of citizens (outside their families, friends and businesses) entered into voluntarily to advance their interests, ideas
and ideologies, mass organisations (such as organisations of peasants, women or retired people), trade unions, professional
associations, social movements, indigenous people’s organisations, religious and spiritual organisations and academic and
public benefit nongovernmental organisations.

GF has engaged with and supported CSOs since its inception in 2002. Some initial grants were made to Faith-Based
Organisations as PRs.

e The civil society plays a fundamental role in resource mobilisation by securing money that GF needs to finance each of its
funding rounds to date.

e The civil society is often uniquely placed to determine whether the resources which are intended for affected communities
are actually reaching and benefitting them. They also play an important role in advocacy and awareness-raising.

e Development of a sense of ownership whereby civil society stakeholders inform their counterparts on the work of the GF.

e CSO support enables GF to reach beyond the formal infrastructure, provide services to especially vulnerable and far flung
communities affected by the diseases.

¢ Community System Strengthening (CSS) funding window: Proposals can include funding requests for organisational
systems development, training and HRD, mentoring younger community organisations, and systematic partnership building
at the local level. This kind of funding may be requested as part of the disease-specific proposal or the HSS cross-cutting
component.

¢ Dual Track Financing (DTF): Each proposal should provide for a government Principal Recipient and a non-government
Principal Recipient for a disease component. The civil society PRs must meet the same technical, managerial and financial
requitements’’ as the government PRs. GF is encouraging countries to adopt DTF, and if this is not done, the countries are
asked to provide an explanation for not including CSO PRs.

¢ Gender Equality Strategy: This was approved in November 2008, to expand GI’s investment in programs focused on
women and girls and those most at—risk of the three diseases. Programming on AIDS, TB or malaria that takes gender issues

PRs have to meet minimum requirements in four areas: (i) Financial management and systems (ii) Institutional and programmatic arrangements (iif) Procurement and supply

management systems (iv) Monitoring and Evaluation arrangements. Further details on these minimum requirements are provided at the end of the table on the Global Fund.
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Criteria Description

into account, and build on national health and disease strategies, can be the basis for GF proposals.

Size and areas of e 57 of a total 271 GF grants went to CSOs.”

€50 funding to date || 32% of GF resources go to programs implemented by CSOs (2008 Annual Report).”

e 78% of 230 Round 8 proposals received included CSS activities, and 84% of the 108 proposals recommended for funding
included CSS.

e CSS support to government and non-governmental sectors has occurred least frequently. M&E and building partnerships
and strengthening coordination have been the two areas most often included to strengthen the non-governmental sector.
The majority of CSS activities planned to strengthen the government sector were related to the purchase of infrastructure
and equipment.

e Close to half of the Round 8 proposals including DTF and the highest representation falls within HIV/AIDS components.
The majority of proposals recommended for funding in Round 8 (particulatly malaria and HIV/AIDS) included DTF. For
Tuberculosis, however, 41% of recommended proposals were DTF.

CSO involvement in | e Strengthening the role of civil society in grant overview and implementation are focal areas of GF’s strategy.

rogram cycle . iy . o
Prog Y e CSOs receive grants equal to other entities such as the private sector organisations and the governments.

e CSOs are represented on the Country Coordination Mechanisms (CCM) that submit grant proposals to the GF and
nominate a principal recipient.

e Throughout the eight regions in which the GF has grants, CSOs are proving to be effective implementers. Year end figures
from 2006 show that 83% of civil society PRs were A or B-1 rated. Civil society as an entity received the largest percentage
of A and B-1 ratings in comparison to other entities involved in grant implementation.

e In Eastern Europe, CSOs involved in HIV programs manage 60% of all GI grants and 50% of the financial resources.
e Both the DTF model and the multiple-PR model have become effective mechanisms for utilising existing capacity in a given
setting,.
Funding  approval | e CSOs have to follow the same application process for grants as other PRs.

procedures e The Global Fund calls for proposals following which the CCM prepares a proposal based on local needs and financial gaps.

* United States Government Accountability Office (2005): “The Global Fund to fight AIDS, TB and Malaria is responding to challenges but needs better information and
documentation for performance-based funding”, GAO
* Total income (2008): $3.9bn; Total expenditure in the form of grants (2008): $2.4bn
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Criteria Description

GP’s partners such as RBM, UNAIDS etc provide technical assistance at the stage of proposal development and writing,
The CCM nominates 1-2 PRs as part of the proposal. The Secretariat reviews proposals to ensure they meet eligibility
criteria, and forwards all eligible proposals to the Technical Review Panel (TRP) for consideration. The TRP makes
recommendations to the Board, which then approves grants. The Secretariat and PR negotiate grant agreement, following
which the first disbursement is made.

Funding channels e Funds flow directly to CSOs, and CSOs are expected to account for these funds in the same way as other recipients”.
CSO reporting | @ CSO PRs have to meet the same reporting requirements as other PRs.
requirements

e The PR is required to submit updates on programmatic and financial progress when it makes periodic disbursement requests.
The Local Fund Agent verifies the information submitted and recommends disbursements.

e The PR is also requited to submit fiscal year progress report and annual audit of program financial statements to the
Secretariat through the LFA.

MOﬂitO{fiﬂg and | e GF has recently added new tools particularly in the area of M&E, such as an M&E toolkit”', a strengthening tool” and top
Evaluation/ Output | ten indicator cards® that will benefit all implementers.
indicators

e A community system strengthening component has also been introduced which directly channels monies to build the
capacity of CSOs working at the community level.

e The GF has established a team of 11 professionals to support its work with CSOs and has managed a large database of
CSOs in all recipient countries.

60 L . . . .
" Global Fund’s application process has been outlined at http://www.theglobalfund.org/en/rounds/applicationprocess/; it is assumed that the same applies to CSOs.

51 Available at: http://www.theglobalfund.org/documents/me/M E Toolkit.pdf

52 http:/ /www.theglobalfund.org/documents/me/ME,_Systems_Strengthening Tool.pdf

0 Top ten indicators for routine Global Fund reporting: (i) Number of adults and children with advanced HIV infection currently receiving antiretroviral therapy (if) Number of (a)
new smear-positive TB patients detected, (b) new smear-TB patients who were successfully treated and (c) laboratory-confirmed MDR-TB patients enrolled in second-line anti-TB
treatment (iii) Number of (a) insecticide-treated nets or re-treatment kits distributed to people and (b) households (or structures or walls) in designated target areas sprayed by
indoor residual spraying in the past 12 months (iv) Number of people with fever receiving anti-malarial treatment according to national policy (specify artemisinin-based
combination therapy versus other therapy) (v) Number of women and men aged 15-49 years who received an HIV test in the last 12 months and who know their results (vi)
Number of HIV-positive pregnant women who received antiretrovirals to reduce the risk of mother-to-child transmission (vii) Number of condoms distributed (viii) Number of
people benefitting from community-based programs: specify (a) care and support including orphan support, home-based management of malaria and directly observed therapy
(DOT); (b) behaviour change communication outreach activities including specific target groups; and (c) disease prevention for people most at risk (except behaviour change
communication) (ix) Number of TB patients who had an HIV test result recorded in the TB register (x) Number of people trained for improved service delivery in HIV, TB and
malaria (specify (a) health facility or (b) outside facility). There is also a set of top ten indicators for medium-term outcome and impact in the M&E toolkit.
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Criteria

Governance

Key challenges

Description

e GF is in the process of developing a CSS M&E framework. GF conducts a Grant Performance Rating to evaluate grant
performance that forms the basis of future disbursement decisions. This is calculated based on indicator ratings (Top Ten
and other indicators) through a Grant Rating Tool in the Grant Management System. Following this, management issues in
the four functional areas are identified, and an overall rating is derived. Finally, the Indicator Disbursement Range is
determined and the disbursement amount is decided.

e CSOs participate actively in GF’s decision-making and management.

e Civil Society members hold three seats on the GIF Board, namely the Developed Country NGO, the Developing Country
NGO, and the Communities Affected by the Diseases delegation. Each of these constituencies has full voting rights. The
civil society is also represented on the vatious committees of the GF (such as the GF Policy and Strategy Committee).

e There is a Civil Society Team at the GI¥ Secretariat. Each member of the team is responsible for different regions in which
the GF has grants, facilitating regular contact with civil society networks, and providing clearer channels of communication
with civil society representatives at the regional and country levels.

e The civil society collaborates with the government and private sector on the CCM to decide crucial programmatic and policy
outcomes, and work to scale up prevention and treatment programs. Civil society representatives on the CCM work to
ensure that the point of view of their constituency is taken into account and applications from CSO PRs are considered
seriously. This enables broader participation from the civil society.

e While the inclusion of CSS activities strengthens country proposals, this funding window is still considered underutilised.

¢ Questions have been raised regarding the clarity of guidance, information, outreach and knowledge regarding this type of
support among community based civil society organisations, timing of support.

® Need for technical and financial assistance in the preparatory process.

e Lack of a critical mass of civil society advocates for malaria, reflected in the relatively low success rate for malaria proposals
per round and the development of the capacity of civil society in the longer run to take on a stronger implementing role.

e Civil society stakeholders continue to report the difficulty of accessing up-to-date and easily-digestible information on the
GF and its procedures in determining how civil society groups are represented and accountable in country processes.
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Notes

Minimum Requirements to be satisfied by the PRs to qualify for funding:
The Global Fund has prescribed minimum requirements for PRs in four areas:

I. Financial Management and systems that:

(i) Can correctly record all transactions and balances, including those supported by the
Global Fund;
(ii) Can disburse funds to sub-recipients and suppliers in a timely, transparent and

accountable manner;
(iii) Can support the preparation of regular reliable financial statements;
(iv) Can safeguard the PR’s assets; and
(v) Are subject to acceptable auditing arrangements.
II. Institutional and Programmatic arrangements that include:
(i) Legal statement to enter into the grant agreement with the Global Fund;

(ii) Effective organisational leadership, management, transparent decision-making and
accounting systems;

(iii) Adequate infrastructure and information systems to support proposal
implementation, including the monitoring of performance of sub-recipients and
outsourced entities in a timely and accountable manner; and

(iv) Adequate health expertise (HIV/AIDS, tuberculosis and/or malatia) and cross-
functional expertise (finance, procurement, legal, M&E).

III.  Procurement and Supply Management Systems that can:

(i) Provide a basic procurement supply and management plan which outlines how the
PR will adhere to the Global Fund’s procurement principles, which include, among
others, competitive and adequate purchasing, adequate quality assurance, compliance
with national laws and international agreements, appropriate use of health products,
mechanisms for monitoring the development of drug resistance where necessary,
and accountability safeguards;

(if) Deliver to the end-user adequate quantities of quality products in a timely fashion
(especially in the area of health products) that have been procured through a
transparent and competitive process, and;

(iii) Provide adequate accountability for all procurement conducted.

IV. Monitoring and Evaluation arrangement that can:

(i) Collect and record programmatic data with appropriate quality control measures;
(i) Support the preparation of regular reliable programmatic reports; and
(iii) Make data available for the purpose of evaluations and other studies.

(Available at:
http:/ /www.theglobalfund.org/documents/6 pp fiduciary arrangements 4 en.pdf)
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Table 7: Stop TB
Criteria

Focus of Stop TB
and Challenge
Facility for Civil
Society (CFCS)

Definition of CSO

Objectives/Rationale
of support

Structure of CSO
engagement

Size and areas of
CSO funding to date

Description

Stop TB works to accelerate elimination of TB by promoting R&D, and increasing access to effective diagnosis, treatment and
cure.

CFCS assists grass-root CSOs by providing grants and supporting project implementation.

To be eligible for a Challenge Facility grant, an organisation must:
e have a basic management structure and processes in place;
¢ be solvent, with current funding sources for the organisation cleatly stated;

e represent and serve an identifiable community, such as people living with TB, MDR-TB, TB/HIV, women, children,
poot/neglected communities, or people living in remote rural areas;

e have a track record of carrying out activities with tangible outputs and outcomes in the area of advocacy or social
mobilisation;

e have a clearly defined vision, mission and set of objectives;

e have links with other development and/or health institutions;

e provide grass roots level support to communities.

e To provide support to community-based organisations engaged in advocacy and social mobilisation activities seeking to raise
awareness and empower communities to fight against TB.

e CSOs can apply directly for Challenge Facility grants by filling out the CFCS application form.

e The proposal should include project objectives, proposed activities/interventions, expected outcomes, work plan,
monitoring plan, timeframe, plan for sustainability, planned collaborations, and budget details.

¢ In the ongoing round (third), the budget is of $400,000.
e Individual grants range from $5,000 to $20,000.

e Examples of project activities: capacity-building activities such as training of own staff of the applicant, interpersonal
counselling and communication training of health service providers, awareness building activities such as development of
easy-to-understand, locally relevant patient information pamphlets, organising community meetings, meetings with
government officials etc.
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Criteria

CSO involvement in
program cycle

Funding  approval
procedures

Funding channels

CSO reporting
requirements
Monitoring and
Evaluation/Output
indicators
Governance

Description

e NGOs, affected communities etc. can also apply for other forms of support such as TB REACH (to increase case detection
of infectious TB and ensure timely treatment).

e The CFCS proposal is reviewed by an independent Selection Committee comprising of a maximum of eight representatives
from the communities affected by TB, NGOs from developed and developing countries, National TB Program (NTP)
managers, multilateral or technical agencies.

¢ Pollowing review, the grant is awarded and the first disbursement is made.
e Disbursement made directly to grantee.

e The grantee has to submit a mid-term report following which the last disbursement is made. A final report is to be submitted
at the end of the project.

e The original proposal includes the proposed activities/interventions, expected outcomes, work plan, monitoring plan,
timeframe, and a plan for sustainability.

e Of the 34 members on the Stop TB Coordinating Board, 2 representatives are from communities affected by TB.
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Table 8: UNAIDS
Criteria

Focus of UNAIDS

Definition of CSO

Year of
commencement

Objectives/Rationale
of support

Structure of CSO
engagement

CSO involvement in
program cycle

Description

UNAIDS brings together the efforts and resources of ten UN system organisations in the response to AIDS to help prevent
new HIV infections, care for people living with HIV, and mitigate the impact of the epidemic.

AIDS service organisations, groups of people living with HIV and AIDS, youth organisations, women’s organisation, business,
trade unions, professional and scientific organisations, sports organisations, international development NGOs, and a wide
spectrum of religions and faith-based organisations, both globally and at country level.

Civil society has been a key partner since UNAIDS was set up in 1996.

People living with HIV/representatives of key affected populations/those who assist them can provide comprehensive
information on the specific behaviour patterns that may be driving the epidemic in a country and how best to reach their
constituency with targeted and effective services.

Importance of securing input from the full spectrum of civil society, including people living with HIV; civil society speaks
with many voices and represents many different perspectives.

The wide range of strategic and tactical expertise within civil society organisations makes them ideal partners in the process
of preparing National Progress Reports. Civil society organisations are well positioned to provide quantitative and
qualitative information to augment the data collected by governments.

In many countries, civil society is the main provider and recipient of prevention, treatment, care and support services. As
such, civil society is best placed to be driving universal access and ensuring the feasibility, relevance and cost of proposed
targets and scale up activities.

There is civil society involvement in almost all principal outcomes/activities funded by UNAIDS such as strengthening
leadership and resource mobilisation, political commitment to ensutre inclusive, multi-sector AIDS response, enhancing
human resources and systems capacities, planning, financing and technical support on policies and programs, strengthening
coordination and governance of response to AIDS.

Key partners in implementation and oversight of all UNAIDS programs.

Reportt on state of stigma, discrimination, and issues of human rights and gender.
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Criteria

Governance

Key challenges

Description

® NGOs have representatives on the UNAIDS Program Coordinating Board (PCB). The NGO delegates represent the
perspectives of civil society, actively seek inputs from their respective communities on UNAIDS policies and programs,
advocate with member states and cosponsoring organisations for improvements in implementation and evaluation of AIDS
policies and programs.

e A fundamental challenge continues to be how to maximise the political impact of the interaction between an inter-
governmental body such as UNAIDS and non-state actors. For example, having facilitated the participation of thousands
of NGOs at the 2006 High Level Meeting on AIDS, the room for civil society to drive political outcomes was limited.

e NGOS have high expectations that UNAIDS can influence and change government policies.

e UN system staff and bureaucracies are often unfamiliar and uncomfortable with dealing with non-state actors. Despite
recent changes most UN staff still view their primary working relationship to be with government.

e Many member states are reluctant to have a UN body engage too closely with civil society, especially those within their own
counttries.

e The levels of representation and accountability of civil society groups or individuals in governing bodies and policy
development processes.

e Current UN Reform processes have only had minimal involvement of civil society.
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Table 9: UNITAID
Criteria

Focus of UNITAID

Definition of CSO
Structure of CSO
engagement

CSO involvement in
program cycle

Funding channels

Governance

Other relevant
features

Description

UNITAID aims to contribute to the scaling up of access to treatment for HIV/AIDS, malaria and tuberculosis by leveraging
price reductions for quality diagnostics and medicines, accelerating the pace at which these are made available, and disburse
funds to international partners working in global health and commodities procurement.

Communities living with HIV/AIDS, TB and malaria, NGOs from developed and developing countties.

e Once a project has been approved and funds have been committed, the implementing partner (e.g. WHO, UNICEF, Roll
Back Malaria, etc.) and UNITAID purchase products from manufacturers and supply to countries through national partners
such as NGOs.

e CSOs are involved at the stage of implementation of projects at the country level.

e UNITAID funding is channelled through their partners (UNICEF, WHO etc.)

e The Executive Board of UNITAID has two representatives (of total 11 members) of relevant civil society networks (non-
governmental organisations and communites living with HIV/AIDS, malaria or TB).

e Communities/NGOs have members on all committees of UNITAID: Finance and Administrative committee
(communities), Policy and Strategy Committee (NGOs), Communication Committee (both communities and NGOs).

e The Consultative Forum that serves as a platform for debate, advocacy, fund raising and inclusion of new partners, has
representatives the civil society. The Forum provides feedback, recommendations, and advice for consideration by the
Executive Board.

e UNITAID would shortly be hosting a discussion space on their website dedicated to communities living with HIV/AIDS,
TB and malaria. The forum will allow those living with the diseases to comment on treatments, diagnostics, availability,
adherence, and other issues relating to the commodities that UNITAID projects fund. The pages would be moderated by a
UNITAID Board Member.
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Table 10: USAID
Criteria

Definition of CSO

Objectives/Rationale
of support

Structure of CSO
engagement

Size and areas of

CSO funding to date

Description

¢ Independent, non-governmental realm of citizen activity is termed civil society.
e Examples: NGOs such as agricultural cooperatives, women’s health care associations, or business associations.

e USAID focuses on CSOs that enter the public policy arena, the so-called “politically active” or advocacy CSOs.

The Agency supports CSOs whose advocacy efforts give voice to citizens and expand their influence on the political
process.

e Strengthening civil society is increasingly seen as a way to counterbalance excessive authority by governments and
economic and political elites, and as a way to encourage more open dialogue about public policy matters too often decided
behind closed doors.

e A vibrant civil society can provide recourse to justice through the work of human rights groups, especially in post-conflict
situations.

e USAID provides grants, training and technical support to CSOs through projects such as the Civil Society Advocacy
Initiative (CSAI) to support Serbian civil society in its ability to influence public policy, serve as government watchdogs, and
conduct sustained advocacy campaigns on a wide variety of reform issues.

e Another example USAID’s Initiative to Promote Afghan Civil Society (I-PACS) encourages the development and growth of
a politically active civil society in Afghanistan with an emphasis on women-focused organisations. This is done through
technical assistance, capacity building training and grant support to CSOs.

e Five focus areas of USAID efforts to strengthen civil society: creating a legal framework (often called an enabling
environment) to protect and promote civil society; increasing citizen participation in the policy process; increasing the
financial viability of CSOs; enhancing the free flow of information, especially through support for independent media; and
promoting democratic political culture.

e The Office of Democracy and Governance (DG Office) also encourages the role of CSO constituencies as participants in
economic reform.

e In the Dominican Republic and Kenya, for example, USAID has offered support to a variety of CSOs to help gain citizens’
access to the political system, the reform goals being fair elections and constitutional reform respectively.
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Criteria Description

Other relevant | o Faith-Based and Communities Initiatives (FBCI) was established by USAID in 2002 to create a level playing field for CSOs
features to compete for USAID programs by increasing their capacities and eliminating barriers to these organisations.

e PACT, a membership organisation for private and voluntary organisations (PVOs) and NGOs, is a leading facilitator of
leadership and organisational development for both nascent and established NGOs, local and national governments and
businesses. Over the past 10 years PACT has managed over $100m of USAID funds. PACT also provides USAID-funded
sub grant management facilities to other PVOs.**

o4 http:/ /www.pactworld.org/cs/who_we_are/what_we_do
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Table 11: World Bank
Criteria

Definition of CSO

Year of
commencement

Objectives/Rational
e of support

Structure of CSO
engagement

Description

Wide array of non-governmental and not-for-profit organisations, based on ethical, cultural, political, scientific, religious or
philanthropic considerations. CSOs therefore refer to community groups, non-governmental organisations (NGOs), labor
unions, indigenous groups, charitable organisations, faith-based organisations, professional associations, and foundations.

World Bank began to interact with civil society in 1970s through dialogues with NGOs on environment concerns.

Wortld Bank has been working to strengthen its engagement with the civil society since 1981, when its first operational
policy note on relations with NGOs was approved by the Bank’s Board of Directors.

Give voice to stakeholders — particularly poor and marginalised populations — and help ensure that their views are factored
into policy and program decisions.

Promote public sector transparency and accountability and contribute to the enabling environment for good governance.

Promote public consensus and local ownership for reforms, national poverty reduction, and development strategies by
building common ground for understanding and encouraging public-private cooperation.

Bring innovative ideas and solutions, as well as participatory approaches to solve local problems.

Strengthen and leverage development programs by providing local knowledge, targeting assistance, and generating social
capital at the community level.

Provide professional expertise and increasing capacity for effective service delivery, especially in environments with weak
public sector capacity or in post-conflict contexts.

The Bank facilitates dialogue and partnership between civil society and governments by providing resoutces, training,
technical support, and often playing a convening role. That type of engagement can be best seen in the process of
formulation of the country poverty reduction strategies (PRSPs).

The Bank dialogues and consults with CSOs on issues, policies and programs, by listening to their perspectives and
inviting suggestions. These interactions vary from consultations on global policies, such as social safeguards and adjustment
lending, to discussions on local Bank-financed projects.

The Bank partners directly with CSOs through contracting technical assistance and training services, funding civil society
initiatives, and managing joint programs. There are many examples of active partnerships in the areas of forest conservation,
AIDS vaccines, rural poverty, micro-credit, and expanding internet usage.
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Criteria

Size and areas of

CSO  funding
date

Funding channels

to

Description

e Projected CSO involvement in Bank-funded projects has risen steadily over the past decade, from 21% of the total number
of projects in fiscal year 1990 to an estimated 72% in fiscal year 2006.

e World Bank estimates that 5% of its annual portfolio or $1bn is channelled to country-based funds (indirect CSO funding

through governments).

e The World Bank manages several types of funding mechanisms geared to providing funding directly to CSOs, at the global,
regional and country levels in a variety of sectors. Most of these funding mechanisms are managed out of the Bank’s
Headquarters, and some are administered at the country offices.

e The Bank also supports CSOs indirectly through governments via mechanisms such as social funds and Community-Driven
Development projects. These support a variety of local development activities such as rural development, community health,
water delivery, HIV/AIDS prevention, and small enterprise development.

e Many of these mechanisms are funded in partnership with other donor agencies, such as the UN and bilateral agencies (e.g.
DIFD, CIDA).

e Some of these mechanisms only support CSOs, but other fund proposals submitted by government agencies and businesses.

e Grants and staff volunteers are provided to CSOs in the Washington area through the Community Outreach Program.
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