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Technical Advisory Group for Health System Strengthening (TAG-HSS) 

Semi-Annual Meeting Report - revised 

September 18 – 19, 2012 

 

 

Executive Summary 
 

The first semi-annual TAG-HSS meeting was held in Geneva from September 18 – 19, 2012, attended 

by 19 participants including TAG members, GAVI Secretariat and additional invited guests (see 

Annex 1 for details).  

 

The CEO of GAVI outlined his view of the challenges GAVI faces in the area of health systems, and 

shared his vision for revamping the HSS support model to make it more relevant and effective.  

 

¶ Without removing heath systems bottlenecks, GAVI’s overall mission is at risk. 

¶ HSS is a key component of the GAVI Alliance mission under Strategic Goal 2: Contribute to 

strengthening the capacity of integrated health systems to deliver immunisation. The HSS 

model should be focused on improving immunisation outcomes. 

¶ Investments in HSS have not lifted up immunisation coverage as expected and disbursements 

for HSS are below the desired level. 

¶ HSS support should be aligned with country health systems, sensitive to country needs, and 

also address issues of sustainability. 

¶ GAVI must implement methods that encourage effective risk management and accountability 

for outcomes. 

A number of key recommendations as well as suggested next steps were made following TAG 

discussions on the following four main topics.  It should be stressed that the main concern and  

priority throughout the discussions were how to make the GAVI HSS support more effective in 

responding to low performance situations. There were a range of points discuss but no general 

consensus yet on the investments and pathway to achieve immunization outcomes. 

 

1. GAVI HSS support to countries - Rethinking the Health Systems Funding Platform (HSFP): 

The concept of the HSFP must be reframed to better reflect the ways that GAVI has used it to provide 

cash-based support for the achievement of immunization outcomes. GAVI should identify countries 

where the HSFP approach is most applicable in order to better tailor programmes to country needs 

and capacity. It is also necessary to determine how GAVI can best utilize existing tools (National 

Health Strategy, JANS, etc.) for harmonization and alignment with governments and other developing 

partner support. 
 

Suggested next steps 

¶ A smaller TAG group to advise on HSFP, led by Andrew Cassels, including  the World Bank, 

WHO, GAVI and the Global Fund.  

¶ A “reality check” and later a revised conceptual framework for HSFP to be further discussed 

by TAG-HSS and included in the package of the overall revision of the HSS support model.  

¶ Conversation to continue within the group (GAVI, WHO, WB, TGF) on ways forward and 

the tools that are available for harmonisation and alignment (NHS, JANS, etc.).  

¶ Consultation with a few country representatives during the Partners’ Forum in Tanzania to 

better understand the country perspective with regard to GAVI’s role in supporting health 

systems strengthening using the platform approach.    

The role of GAVI in strengthening the financial sustainability of routine immunisation systems, and 

thereby contributing to the financial sustainability of the overall health systems, was high-lighted. The 

importance of additionality of financing versus substitution was stressed. GAVI funds should not 

replace government funding, but instead provide additional resources for strategic and cost-effective 

investments in HSS. In this regard, attention was drawn to GAVI’s Performance Based Financing 
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(PBF), soon to be rolled out as a new modality of HSS support. Operationalization of PBF has to be 

done carefully to ensure it does not compromise predictability of funding for country health systems.   

 

In order to better trace the results of GAVI’s HSS support, a suggestion was made to adopt additional 

indicators that could detect health systems improvements at the intermediate level, as opposed to 

using only high level outcome indicators such as vaccine coverage. The starting point for identifying 

those indicators should be what countries propose. 

2. Performance Based Funding (PBF) 

TAG-HSS agreed that the currently approved PBF model should be rolled out through a phased 

approach to maximize learning opportunities and facilitate alignment with country plans. However, 

the PBF model may benefit from increasing the overall amount and proportion of the fixed payment 

as an added incentive to countries, utilizing a combination of country HMIS, surveys, and periodic 

spot-checks for data validation, and measuring incremental improvements in health system 

performance and equity through intermediate result indicators. The balance between the fixed and the 

variable portion was also discussed. 

 

Clear and detailed communication to countries and partners will be essential for any changes made to 

HSS programming, including PBF.  

Suggested next steps 

¶ A smaller advisory group to assist in operationalizing PBF, led by Daniel Osei. 

¶ Provide assistance in communicating the PBF model and implementation to countries. 

¶ Act as a sounding board for the Secretariat as it considers additional design features for the 

Board approved current model and provide advice on which targets and indicators to include 

(vaccine coverage, equity, service delivery indicators, etc.). 

¶ Commission synthesis of evidence on implementation of PBF, pulling together examples of 

past and current initiatives with lessons learnt from countries. 

 

3. A country tailored approach for GAVI HSS support:  

The importance of this approach lies in what flexibilities are applied to selected countries and what 

implications this will  have for HSS support. Complementary instruments will be need to address HSS 

bottle necks in certain countries with low performance. 

 

The importance of building country ownership and partnerships, encouraging bilateral partner 

involvement, and coordinating donor support was stressed, especially for fragile states less adept at 

donor negotiation and management.  

 

GAVI must also consider how best to target HSS funds in larger countries with highly decentralized 

systems and localized funding support, where National Health Strategies and JANS are not as 

informative for determining the overall impact of GAVI HSS grants.  

 

Suggested next steps 

¶ Revisit the issue of a country-by-country approach pending the Board’s adoption of the 

policy. Meanwhile, TAG-HSS can be used as a sounding board for any questions or ideas the 

Secretariat may have regarding this subject.  

¶ During an in-country TAG-HSS meeting with government members and stakeholders, the 

question of a country-by-country approach could be further discussed, and country feedback 

sought.  

¶ The next TAG agenda will include discussion on CSO involvement and consider the question: 

Should CSOs have a different avenue for funding that is separate from government? 
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4. Setting up effective implementation support and TA mechanisms for countries 

The need for more effective and country tailored technical assistance was recognised.  The important 

role of GAVI’s present partners – WHO and UNICEF – was stressed, and a suggestion was made that 

GAVI should explore new partners in the area of HSS to complement the valuable work that its 

existing partners have been doing.  

 

GAVI should distinguish between short- and long-term TA needs and explore multiple modalities for 

TA provision, including South-South learning, external outsourcing, and engaging with local 

institutions. 

 

 GAVI can also learn from past practices where multi-agency EPI reviews informed the development 

of an annual TA plan, based on identified program requirements.  

 

Suggested next steps 

¶ TAG-HSS should facilitate a process through which GAVI and the Global Fund can start a 

discussion on possibilities for providing coordinated TA to countries and determine what 

resources and mechanisms may be required.   

¶ TAG-HSS shall consider an in-country meeting with government members and stakeholders 

to discuss their TA needs as well as their experiences in receiving TA from various partners.  
 

The additional action items suggested by TAG-HSS included; 

¶ The meeting report for distribution to board and committee members as well as other 

interested partners,  

¶ Consultations with selected country representatives during the upcoming Partners Forum in 

Tanzania to better understand country experiences with HSFP, the level and quality of TA 

provided, and potential applications for a country-tailored approach in order to be able to 

continue to provide the GAVI CEO with best possible advice.  

¶ The next semi-annual TAG-HSS meeting is scheduled for February 2013 and a TC for late 

October.   
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Report 
 

I. Background  

 

The Technical Advisory Group of Health System Strengthening (TAG-HSS) was established in June 

2012 as an independent expert panel to advise the CEO of GAVI Alliance on a wide range of 

programmatic and operational aspects of GAVI’s engagement in health system strengthening support 

to countries. Objectives and scope of work of TAG-HSS are determined by the Terms of Reference 

(TOR) approved by GAVI Alliance CEO, which was presented to the GAVI Alliance Board during 

the June Board Meeting in Washington DC in 2012.  

 

The first meeting of TAG-HSS took place on September 18-19, 2012 in Geneva. The meeting was 

attended by nine TAG-HSS members and four invited guests. In addition, two TAG-HSS members 

and one guest were connected via teleconference. A limited number Secretariat staff were also 

present. The full list of the meeting participants is attached as Annex 1.  

 

II. Objectives of the meeting 

 

The objectives of the first semi-annual meeting of TAG-HSS were: 

¶ To familiarise TAG-HSS with GAVI’s health system strengthening portfolio. 

¶ To discuss how TAG-HSS can support the GAVI CEO in line with its Terms of Reference. 

¶ To initiate discussion and come up with concrete recommendations on how GAVI can 

improve the performance of its HSS portfolio and effectiveness of its HSS model.  
 

III. Expected outcomes of the meeting 

 

¶ TAG-HSS members have a good understanding of the purpose of GAVI HSS support and the 

challenges GAVI faces with its HSS work. 

¶ TAG-HSS members have agreed on their roles, responsibilities, and mode of work. 

¶ Concrete suggestions and options for action are proposed in the following areas: (a) future 

engagement in HSFP, (b) rolling out performance based financing (PBF), (c) implementing a 

country tailored approach for HSS, (d) setting up more effective mechanisms for providing 

technical assistance (TA) and implementation support to countries. 

¶ General directions and road map for the overhaul of the HSS support are outlined. 

 

IV. Opening Introduction from Anders Nordstrom, TAG-HSS Chair 

 

In his introductory remarks, the TAG-HSS Chair, Anders Nordstrom, stressed the importance of 

GAVI’s engagement in health system strengthening and underscored the important role that TAG-

HSS can play in assisting GAVI to make its HSS support more effective in achieving its intended 

objectives.   

 

Dr. Nordstrom highlighted how the Terms of Reference of TAG-HSS link with GAVI’s overall 

agenda to address the shortcomings of the current HSS support model. He stressed that GAVI’s 

efforts to improve the effectiveness of its HSS support have significant implications for other 

development partners, many of which are also grappling with similar issues that GAVI faces in the 

area of health systems.  

 

Sharing lessons learnt and experiences between GAVI and its development partners in this area is 

necessary, and TAG-HSS can facilitate this process.  
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The health systems agenda includes issues around cold chain and logistics, health financing, 

organisation of services, good governance, human resources, incentives, public and private sector 

relationships, domestic public policies and the politics that surround it, etc.  

 

The goal of TAG-HSS is to help GAVI determine how it can structure its support, what instruments 

can be used, and how best to utilize or improve the current HSFP model.  

 

The Chair also addressed the issue of potential conflict of interest arising from institutional affiliation 

of TAG-HSS members or their past and future collaboration with GAVI.    

 

V. Presentation from Seth Berkley, GAVI Alliance CEO  

 

The CEO of GAVI made an introductory presentation where he outlined his view of the challenges 

GAVI faces in the area of health systems, and shared his vision for revamping the HSS support model 

to make it more relevant and effective. The key points of the presentation are outlined below: 

 

o Without removing heath systems bottlenecks, GAVI’s overall mission is at risk. 

o HSS is a key component of the GAVI Alliance mission under Strategic Goal 2: 

Contribute to strengthening the capacity of integrated health systems to deliver 

immunisation. 

o Investments in HSS have not lifted up immunisation coverage as expected. 

o Disbursements for HSS are below the desired level. 

o There are challenges at multiple levels: policy level, process level, and country 

implementation level. 

o Process level changes require improvements to the GAVI grant management 

structure. 

o Country level challenges include provision of appropriate, timely, and high quality 

technical assistance to countries for both grant application and implementation. 

o The HSS model should be focused on improving immunisation outcomes. 

o HSS support should be aligned with country health systems, sensitive to country 

needs, and also address issues of sustainability. 

o GAVI must implement methods that encourage effective risk management and 

accountability for outcomes. 

Discussion:  

¶ In order to better trace the results of GAVI’s HSS support, a suggestion was made to adopt 

additional indicators that could detect health systems improvements at the intermediate level, 

as opposed to using only high level outcome indicators such as vaccine coverage.  

 

¶ The need for more effective and country tailored technical assistance was recognised.   The 

important role of GAVI’s traditional partners – WHO and UNICEF – was stressed, and a 

suggestion was made that GAVI should explore new partners in the area of HSS to 

complement the valuable work that its traditional partners have been doing. It was recognised 

that the traditional partners also face capacity limitations and may not be able to reach the 

grassroots level in countries as effectively as smaller organisations, including CSOs, can.  

 

¶ The role of GAVI in strengthening the financial sustainability of routine immunisation 

systems, and thereby contributing to the financial sustainability of the overall health systems, 

was underscored. The importance of additionality of financing versus substitution was 

stressed. GAVI funds should not replace government funding, but instead provide additional 

resources for strategic and cost-effective investments in HSS. In this regard, attention was 

drawn to GAVI’s Performance Based Financing (PBF), soon to be rolled out as a new 

modality of HSS support. Operationalisation of PBF has to be done carefully to ensure it does 

not compromise predictability of funding for country health systems.   
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VI. Presentation from Bakhuti Shengelia, Director, Technical Support, Country 

Programmes, GAVI Alliance 

 

This presentation provided an overview of GAVI’s HSS support, how it evolved, and how key board 

decisions have shaped it to its current form. A more detailed picture of operational and programmatic 

challenges was presented and possible approaches to these challenges were proposed. The key points 

of the presentation are outlined below: 

 

¶ Low rate of HSS disbursements is an important concern. It is caused by various factors 

including: small number of new HSS applications, low grant approval rate, delayed cash 

utilisation and disbursement of approved grants, and limited grant ceilings. 

 

¶ Health System Funding Platform (HSFP) did not materialise as expected. The principles 

underpinning the concept of the HSFP are still valid but the operational approaches to HSFP 

need a major redesign along with the adoption of a more country tailored approach.  

 

¶ GAVI’s model for grant review and renewals is not the best fit for the purposes of HSS. The 

model will be redesigned to make it more iterative, inclusive, better aligned with the country 

cycle, and well informed by the country context.  

 

¶ GAVI shall consider moving towards more real-time monitoring/supervision of 

implementation of its cash-based grants and improve current grant management practices. 

 

¶ The need for more effective, flexible, and needs-based technical assistance and 

implementation support was stressed. 

 

¶ The GAVI business plan for 2013-1014 in the area of health systems will focus on the 

following: (a) intensified support to a selected set of underperforming countries; (b) rolling 

out PBF; (c) strengthening real-time monitoring for HSS grants and grant management 

practices; (d) overhaul of the HSS support model and streamlining operational procedures; 

and (e) establishing procedures to provide more effective technical support to countries.  

 

 

VII. Presentation from IRC Chair for HSFP New Proposals 

The Chair of HSS IRC, Bola Oyeledun, shared with TAG-HSS the key observations and issues 

stemming from the 2011-2012 reviews. The key points of the presentation are outlined below: 

¶ The HSFP is still new and remains a learning process. However, experiences so far indicate 

that its operationalization in every country may not be possible or even necessary. 

Administrative procedures around operationalisation of HSFP should be simplified. 

 

¶ There is more thinking needed about how to use various documents such as national health 

plan (NHP), joint assessment of national health strategies (JANS), and HSFP applications for 

reviewing country proposals and reaching funding decisions. These documents are not always 

consistent with each other, and do not guide the IRC decision in the same direction.  

 

¶ There has been an improvement in the quality of proposals and better linkage between 

country NHPs and applications. Though linkages between constraints, interventions, and 

indicators still remains weak in the country proposals. 

 

¶ The share of capital investments in the country proposals is significant, yet very little 

information is provided on maintenance, sustainability and impact on health systems.  
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¶ There is a need to increase linkages with Civil Society Organizations (CSOs) and better 

outline their role and involvement in HSS grants. 

 

¶ There is a need to improve TA provided to countries for proposal preparation as well as for 

implementation after the grant is approved. 

 

¶ There are disparities in pricing of goods and services. GAVI may want to consider regional 

and/or national benchmarking of unit costs to help guide country budget preparation.  

 

¶ The content of proposals coming from countries with high immunisation and low 

immunisation coverage is often similar, which is surprising as one would imagine that high 

performing countries would have different needs than low performing countries with regard 

to health system strengthening. The proposals from high performing countries should focus 

on equity and sustaining coverage as opposed to incremental operating costs.  

 

¶ A different focus and level of TA should be provided to fragile states. GAVI may want to 

consider a different scope of investments and novel approaches in countries with the highest 

burdens and weakest systems.  

 

¶ It is not clear how the countries will sustain results achieved with GAVI support after the end 

of their grants. GAVI may consider encouraging countries to develop plans for financial 

sustainability. 

 

¶ Investments should be upstream, cost-effective and justifiable. Countries should show 

complementarity and added value of GAVI funds. 

 

¶ GAVI should develop clearer guidelines for reprogramming.  

Discussion:  

It was noted that the IRC observations regarding HSS proposals contain many recurring themes since 

2007. The issues of sustainability, appropriate budgeting, linkages between HSS and immunization, 

and weak monitoring frameworks have been brought up repeatedly. The perennial question regarding 

the balance of focus between immunisation and broader health systems is still debated and the false 

perception of a dichotomy between HSS and immunisation still persists. By definition, investing in 

immunisation means investing in health systems. The debate should not be about whether to invest in 

health systems or in immunisation, but rather about how to remove the systemic functional and 

organisational constraints in the health sector which impede the performance of immunisation 

programmes.  

 

Since the HSS agenda is very broad, neither GAVI nor any other organisation can do it alone. Thus, 

each development partner should not expect to support everything under the HSS umbrella, but rather 

should focus support to a specific area of the country led HSS strategy, depending on the development 

partner’s comparative advantage and programmatic mission. Such coordinated, complementary, 

synergetic and mutually accountable support to HSS will ensure more complete coverage of a 

country’s health system strengthening needs. It will also enable partners to strike a good balance 

between ensuring contribution to the broader HSS agenda and attribution of concrete country level 

results and outcomes to their support.    

 

The other item of discussion was how GAVI, and more specifically the IRC, could best use the Joint 

Assessment of National Health Strategies (JANS). The JANS was intended to be a quality stamp on a 

country’s national health program. The experience of using JANS outcomes in the IRC process points 

to the need to have (a) better quality and more standardised JANS; (b) greater focus on programmatic 
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(e.g. immunisation) dimension during JANS, and (c) better follow up on country adoption of JANS 

recommendations.     

 

It was also noted that IRC observations raise the question of how “offshore” organisations such as 

GAVI, without a country presence, can ensure adequate design of HSS support to countries and, most 

importantly, implementation of grants once approved. It was felt that GAVI should explore new 

operational approaches in its work with countries, increase CRO ownership and stewardship of HSS 

grants, and better leverage the strengths of various development partners.  

 

 

VIII. Thematic Group Discussions   

The TAG members were divided into four groups to discuss the following topics:  

(A) GAVI HSS support to countries – rethinking the Health Systems Funding Platform (HSFP). 

(B) Performance based financing – how to capitalize on its advantages and minimize risks and 

limitations in the context of GAVI HSS support? 

(C) Country tailored approach in GAVI HSS support – policy and operational implications. 

(D) How to improve effectiveness, relevance, and timeliness of technical support to countries  

with the aim to increase their approval rate by IRC and improve implementation? 

 

See Annex 2 for the presentations prepared by each thematic group. The goals for each of the small 

groups were:  

¶ Provide advice on what the future direction should be; 

¶ Give concrete suggestions for short and long-term action with particular focus on the former; 

¶ Identify areas and activities TAG-HSS should work on during the period of 09/2012-12/2013.   

 

1. GAVI HSS support to countries - Rethinking the Health Systems Funding Platform  

 

HSFP is currently the main vehicle for GAVI’s health system support. The specific term, however, 

has little currency in the other organizations involved in its original conception (WHO, World Bank 

and GFATM). There is therefore an opportunity to rename and reframe the concept in line with 

GAVI’s specific needs – specifically as a vehicle for cash-based support for the achievement of 

immunization outcomes. However, the concept needs to be refined and any change needs to be 

carefully communicated to other partners and countries.  

Ideally, cash support to countries would be provided against the achievement of agreed immunization-

related outcomes without the specification of inputs. Maintaining this vision is important as the ideal 

direction in which joint support to HSS by donors should eventually proceed. However, in order to 

mitigate fiduciary risks and the risks of not achieving results from GAVI’s investments, a more 

contingent approach based on country capacity is needed. In other words, the scope of cash support 

for the achievement of immunization-related outcomes would be more tightly specified and aligned 

particularly to the needs of immunisation programme. For this contingent approach to work, grouping 

countries into several “bands” would be required. It would also imply a more narrow—immunization-

related—conception of what is meant by health systems strengthening in the context of GAVI. 

The group noted that this contingency-based approach was in line with directions recently signalled 

by the Global Fund and other organizations. This signals a move toward country-based identification 

of needs combined with discussion and negotiation among development partners and the recipient 

country on necessary programme adjustments in the area of HSS. Regular participation in country 

level negotiation and planning processes will have implications for GAVI’s operational model and 

budget. 

To enable more rapid progress it will be necessary to re-visit the JANS. The power of this instrument 

in its current format is that it signals the assurance of quality of a plan, agreed jointly with partners. At 

the same time few, if any, partners are prepared to use the JANS (or other instruments of this kind) to 
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replace their own decision making processes. The task therefore is: (a) to be clear on what purpose the 

JANS should be designed to achieve; and (b) to clarify its relationship with agency specific processes 

– in GAVI’s case the IRC. Given the work involved, senior management agreement on direction is 

needed before embarking on any changes.  

There is a need to give more thought to the relationship between results and the quantum of resources 

needed to achieve them. If improvements are to be measured in terms of overall mortality or coverage 

levels then resources from all partners need to be taken into account, noting contribution but without 

seeking precise attribution.  If  GAVI’s cash-based support is linked to specific systemic bottlenecks, 

the level of contribution still needs to be commensurate with the nature and magnitude of the problem 

to be solved. These issues are particularly important in providing a sound basis for Performance 

Based Funding. While at the outcome level it may be sufficient to acknowledge GAVI’s contribution 

to the achievement of results supported jointly by all development partners, GAVI may want to 

consider adding intermediate level result indicators which can be more directly attributed to GAVI’s 

support to HSS and immunisation specifically. 

While HSFP principles still remain valid and relevant, the experience so far has shown that the 

funding platform approach may not be applicable to all countries. Low performing countries with 

urgent needs to fix systemic issues related to immunisation may benefit from a much more focused 

approach not necessarily anchored in the joint platform. Countries in a higher band of performance 

with less urgent issues hindering their immunisation programme may be better candidates for an 

HSFP approach, provided that there is a solid national health strategy in place to align with. 

The Global Fund has currently suspended funds for HSFP, but funding may be reopened after the 

replenishment. Meanwhile, the platform can continue as a coordination mechanism and partnership 

but GAVI will have to continue moving forward with its own funding window, simplifying 

administrative aspects, and removing barriers to application for countries. TAG-HSS suggested that 

the Secretariat, in collaboration with WHO, prepare a concept paper that outlines HSFP as a strategic 

engagement, and frames this conversation as a document that can be incorporated into the broader 

HSS framework to be presented to the Board. The TAG-HSS can act as a “sounding board” to the 

Secretariat on this concept for moving forward with HSFP.  

Communication to countries will need to be consistent among the partners at global and country level. 

GAVI should consider developing an effective communication package around the refined concept of 

HSFP and its operational implications. It was suggested that a country mapping be conducted through 

a more regular discussion between the partners to see where attention should be focused on alignment 

and making the platform work.   

Main Conclusions:  

¶ GAVI must reframe the concept of the HSFP to better reflect the ways that GAVI has used it 

to provide cash-based support for the achievement of immunization outcomes.   

¶ GAVI should identify countries where the HSFP approach is most applicable, as well as 

countries that require a more specific immunization-focused approach, in order to better tailor 

programmes to country needs and country capacity.  

¶ It is necessary to determine how GAVI can best utilize existing tools (JANS, NHS, cMYP, 

etc.) for harmonization and alignment with government other development partner support. 

 

Action Items for TAG-HSS:  

¶ A smaller TAG group to advise on HSFP, led by Andrew Cassels, including  the World Bank, 

WHO, GAVI and the Global Fund.  

¶ A “reality check” and later a revised conceptual framework for HSFP to be further discussed 

by TAG-HSS and included in the package of the overall revision of the HSS support model.  

¶ Conversation to continue within the group (GAVI, WHO, WB, TGF) on ways forward and 

the tools that are available for harmonisation and alignment (NHS, JANS, etc.).  
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¶ Consultation with a few country representatives during the Partners’ Forum in Tanzania to 

better understand the country perspective with regard to GAVI’s role in supporting health 

systems strengthening using the platform approach.    

 

 

2. Performance Based Financing  

 

The GAVI Board approved Performance Based Financing (PBF) for cash based support in November 

2011, with a mandate to the Secretariat to roll it out by the end of 2012. The TAG-HSS agreed that 

the Board approved PBF model as an approach to health system strengthening was acceptable in 

general and it would help strengthen the focus on performance and immunisation outcomes. However, 

its current design will require further refinement in order to maximise its advantages and minimise its 

limitations.    

TAG-HSS considered a possible modification to the current PBF model, by setting the current country 

HSS ceilings as the upper limit of the fixed portion of the PBF envelope, and using additional funds 

from the undisbursed HSS envelope for the performance-based variable component (top-up). This 

would effectively mean increasing HSS allocation to countries beyond the current ceilings depending 

on country performance. This model would also increase the incentives for PBF, as countries will be 

given an opportunity to receive more resources than they would have received otherwise. The 

Secretariat was advised to estimate financial implications of this modification for GAVI’s resource 

envelope. If setting the HSS ceiling as the limit of the fixed portion of the PBF is found unaffordable, 

GAVI shall still consider some increase in the fixed portion of the PBF envelope to make the PBF 

model more relevant for countries. It was noted that the current PBF design does not reward 

improvements in equity. 

It was agreed that the implementation of PBF would need to be done through a phased approach, and 

the frequency and timing of the rewards should be based on the country calendar in order to facilitate 

advanced planning. It was agreed that phase one of the modified PBF model could be applied to the 

countries that were approved for HSFP support in 2012. The proposed modification could also 

consider topping-up current grants depending on the number of years left until their completion. The 

phase one countries should be used as a learning opportunity for GAVI to fully understand the 

potential of PBF for its health system strengthening agenda and, based on the lessons learned, decide 

how to roll out the next phases of PBF implementation. Given the complexity of this model, the 

implementation framework for PBF will need to be very clearly communicated to countries through a 

series of workshops and detailed guidelines.  

The issue of data quality was raised as an important factor in the success of PBF. The group proposed 

that health management information systems (HMIS) be used to validate data. However this would 

require countries to have a reasonably well functioning HMIS in order to justify the use of routine 

information to inform PBF. Therefore, it was suggested to develop a set of criteria for assessing the 

quality and reliability of country HMIS for the purposes of PBF.  

Due to weak HMIS, some countries may underreport performance instead of over-reporting, which 

would lead to smaller performance payments. These countries therefore have an incentive to 

strengthen their HMIS to improve the completeness of their reporting in order to access more funds.  

Since the performance payments provided to countries will be untied, countries may choose to invest 

the funds in improving their HMIS. It was also recognised that in countries where a weak HMIS 

previously over-reported, the improvement of HMIS may create the impression of worsening 

performance. Applying PBF in such cases may lead to ‘penalising’ a country despite improvements in 

the quality and reliability of data, and overall strengthened HMIS.   

On the issue of equity, it was noted that using the wealth quintile indicator (number of % points 

difference between DTP3 coverage in the lowest wealth quintile and the highest wealth quintile) 

would be easier to verify through surveys than the district-level indicator (% of districts that have ≥ 
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80% DTP3 coverage). Also, the wealth quintile indicator is already used as an indicator for GAVI’s 

Strategic Goal 2 for strengthening health systems. However, it was underscored that using the wealth 

quintile indicator for equity would be impossible without surveys and therefore the district level 

equity indicator remains the only practical alternative. TAG-HSS also noted that the current design of 

PBF does not encourage improvement of district level equity but rather rewards maintaining it once 

90% of districts reach at least 80% coverage. It was felt that the PBF design should consider 

rewarding improvements in equity as well.   

When considering the use of surveys to verify data, it has to be understood that surveys can only take 

place once every few years. Therefore, spot-checks will be required between surveys as 

supplementary verification. These can be used to confirm HMIS data on a more regular basis to 

ensure countries are correctly reporting what is happening on the ground. In addition, for countries to 

show the difference in wealth quintile coverage over time would require before and after surveys, 

which would be impractical due to the sample size required.  

TAG-HSS also advised the Secretariat to look into the option of adding a limited set of intermediate 

result indicators to the current set of immunisation specific outcome indicators in order to enable 

GAVI to better measure the impact of its funding on health system strengthening. When selecting 

additional result indicators for PBF, GAVI should consider the possibility of having a menu of 

indicators relevant for various dimensions of health system performance, and selecting those that are 

the most relevant to the country and the programme content funded by GAVI.   

The suitability of the PBF approach for underperforming and fragile countries was discussed. It was 

argued that fragility and underperformance may not be such a critical deterrent for PBF as long as 

intensive on-going monitoring, validation and technical assistance is provided according to country 

needs.  

The PBF approach as proposed by GAVI is fairly innovative, in terms of providing incentives directly 

from the donor to country governments for improvements in high level output and outcome indicators. 

This pilot can be used as a learning experience. It may be useful to review and synthesise experience 

from other performance based financing options used by various development partners such as the 

World Bank, Centre for Global Development, European Commission, USAID, etc.  Similarly, GAVI 

shall carefully document its own experiences with PBF to share with the rest of the development 

community.  

When rolling out PBF, GAVI shall avoid possible duplication with other PBF programmes supported 

by other donors in order not to pay double rewards for the same performance indicators.  

 

Main Conclusions:  

¶ The currently approved PBF model should be rolled out through a phased approach to 

maximize learning opportunities and facilitate alignment with country plans.  

¶ The PBF model may benefit from modifications to increase the fixed portion of payment and 

increase overall ceilings, as feasible within the overall HSS funding envelope.  

¶ To address the issue of data quality, GAVI should use a combination of country HMIS, 

surveys, and periodic spot-checks for data validation.   

¶ GAVI should consider the use of intermediate result indicators for measuring, and possibly 

rewarding, incremental improvements in health system performance and equity.  

 

Action Items for TAG-HSS: 

¶ Create a smaller advisory group to assist in operationalizing PBF, led by Daniel Osei. 

¶ Provide assistance in communicating the PBF model and implementation to countries. 

¶ Act as a sounding board for the Secretariat as it considers additional design features for the 

Board approved current model and provide advice on which targets and indicators to include 

(vaccine coverage, equity, service delivery indicators, etc.). 
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¶ Commission synthesis of evidence on implementation of PBF, pulling together examples of 

past and current initiatives with lessons learnt from countries, particularly any lessons using 

PBF in the field of immunization. 

 

 

 

3. Country tailored approach for GAVI HSS support 

 

TAG-HSS has reviewed the policy that GAVI is preparing on a country-by-country approach, which 

will be presented to the board in December 2012. It was felt that the concept of fragility was not as 

useful for the purposes of determining the type and modality of HSS support to a country. While the 

need to be sensitive to the country context was recognised, there was no clear consensus reached 

about the typology for classification of countries. From the perspective of HSS, the important 

parameters for determining a differential approach to countries could be related to the level of 

immunisation coverage, the landscape of development partners’ activities in the country, the 

stewardship role of the government, etc. Therefore, a differential approach to countries for health 

system strengthening shall be informed by a thorough understanding and analysis of the country 

context.  

 

TAG-HSS was informed that through country, public and expert consultations, the Secretariat 

developed a framework for defining “fragile” and “underperforming” countries for a tailored 

approach, and has currently identified the following 10 countries (subject to revision): Afghanistan, 

CAR, Chad, Cote d’Ivoire, DRC, Haiti, Nigeria, Pakistan, Somalia and South Sudan. However, it was 

underscored that all these countries have very different forms of fragility. This results in a situation 

where Pakistan is grouped together with South Sudan for this tailored approach, which may or may 

not be appropriate depending on the type of support the country receives.   

The important question to consider is what does it mean for these selected counties? What are the 

flexibilities applied with the country tailored approach? For example, GAVI could be much more 

involved in the proposal preparation process. The proposals may also be reviewed differently, 

depending on the guidance provided to the IRC based on this approach. Finally, the funding provided 

to the country may be more flexible depending on how the country ceiling is applied. The flexibilities 

provided in this tailored approach may be attractive to all GAVI countries, so the inclusion criteria 

must be transparent and defendable.  

 

TAG-HSS felt that it was also necessary to build country ownership and partnerships. One suggestion 

was to increase the level of bilateral partner involvement and engagement in country and use this high 

level engagement as leverage for achieving better results. This is particularly important in countries 

with weak institutions and leadership in the health sector. Fragile states are not as adept at donor 

management and negotiation, but if donors are present in country then they can play an important role 

in country HSS programme development together with local government. GAVI could even consider 

having a “lead bilateral” work with UN partners to ensure donor support is coordinated and well 

utilized.  

With a country tailored approach, two important aspects to consider are the influence of GAVI money 

within the country context, as well as the size and government structure within a country. For 

example, GAVI funds may be highly influential in a low income country with limited ODA resources. 

In countries with a large amount of ODA resources and sizable domestic investments, GAVI funds 

may make little difference overall on health systems, but may have a more focused impact on 

immunisation. In terms of the country size and structure, a highly decentralized system may make it 

more difficult to target funds. For example, in India and Nigeria, the differences in district level 

programmes make it hard to determine the overall impact of a grant that is localized to a certain part 

of the country. In this aspect, the National Health Strategy and JANS are not informative. The 
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presentation of this plan to the Board will also require a strong overall plan for implementation, 

annual checkpoints and an impact risk assessment.  

A periodic operational risk assessment was suggested to support the country tailored approach. Some 

countries are considered fragile but may have in place the necessary infrastructure to more easily 

transition out of this category. Other countries may not have this infrastructure, which will make it 

more difficult to improve. The operational risk assessment approach may lead to the development of a 

tool-kit for engaging in fragile and underperforming countries.  

 

The engagement of CSOs is another aspect to consider within the country tailored approach. Given 

that the GAVI Board has chosen to continue funding CSOs through government, this policy will 

affect tools and TA that can be provided in countries designated as fragile states, and also affects how 

CSO expertise can best be used. In many of these fragile states, CSOs are often the implementers for 

humanitarian relief. The discussions around development for fragile states is a high-level political 

issue (i.e. work done by g7+), but it would be useful to show that GAVI and immunization 

community have a role to play. This issue can be put on the TAG-HSS agenda for future discussion.  

 

Main Conclusions: 

¶ An important aspect to consider for a country tailored approach is what flexibilities will be 

applied to selected countries and what implications this will have for HSS support. 

¶ It is important to build country ownership and partnerships, encourage bilateral partner 

involvement, and coordinate donor support, especially in fragile states less adept at donor 

negotiation and management.  

¶ GAVI must consider how best to target HSS funds in larger countries with highly 

decentralized systems, where funds and activities may be localized and National Health 

Strategies and JANS are not as informative for determining the overall impact of HSS grants.  

 

Action Items for TAG-HSS:  

¶ It was suggested that TAG would revisit the issue of a country-by-country approach pending 

the Board’s adoption of the policy. Meanwhile, TAG-HSS can be used as a sounding board 

for any questions or ideas the Secretariat may have regarding this subject.  

¶ During an in-country TAG-HSS meeting with government members and stakeholders, the 

question of a country-by-country approach could be further discussed, and country feedback 

sought.  

¶ The next TAG agenda will include discussion on CSO involvement and consider the question: 

Should CSOs have a different avenue for funding that is separate from government? 

 

 

4. Setting up effective implementation support and TS mechanism for countries 

 

Historically, most technical support has been provided for HSS proposal development, and less for 

implementation or capacity building in country. TAG-HSS noted that that the current model for TA is 

outdated, and its scope should be broadened. GAVI’s current partners, WHO and UNICEF, provide 

an important role in terms of carrying out high level policy dialogue and capacity building in 

countries, but they may not be as effective in providing a more grassroots level of implementation 

support. Therefore, enriching the existing group of partners with new players is needed. This should 

not be viewed as substituting existing partners, but rather complementing them in order to broaden the 

scope of TS to include grassroots level support.   

 

An observation was made that country programmes should drive the TS provided, not the 

organization. Country needs should be identified first, and then the most suitable organisation should 

be chosen to provide the necessary TS. It is also important to encourage South-South TS and learning 

both in and across countries. These learning opportunities need to have clear learning objectives, so 

that they are not simply study tours, but are designed as real training. GAVI should also explore 

providing TS through organized outsourcing such as the Grant Management Solutions (GMS) project 
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used by the Global Fund. In fact, it may be more effective if done in conjunction with the Global Fund 

in order to build greater choice.  

 

It was noted that countries rarely include TS requests within their HSS grant proposals. An 

observation was that TS is more frequently requested when it comes from another source or 

“account”. Assessing and coordinating TS needs should be part of the grant application development 

process. There was a practice in the past in some countries (e.g. DRC) that annual multi-agency desk 

reviews reviews were often followed by the development of a joint immunisation TS plan for the 

subsequent year. This method is an effective way of projecting needed TS, which is based on the 

actual review of the program requirements. The Inter-Agency Coordinating Committee for 

Immunisation (ICC) is supposed to play the role of coordinating the TS needs assessment process, but 

the ICC is not always inclusive of as many stakeholders as the EPI reviews. There is a need to invite a 

wider group of stakeholders, especially CSOs and bilaterals, in the assessment of TS needs and the 

development of a TA plan.  

 

TAG-HSS also suggested options for financing TS. For example, some portion of current HSS 

funding can be reserved for TS. In addition, there are innovative financing options that can be applied 

in addition to regular GAVI funds (e.g. various donors interested to support TA could participate 

through GAVI’s matching grants programme). In addition, GAVI must also consider the cost-

effectiveness of TA, whether it is short or long-term, local or international. 

 

In terms of accountability, there is no mechanism for determining the level of TA in a country, or 

monitoring quality of TA provided. It could be possible to look at achievements and APRs to see if 

level of TA was adequate.  

 

When thinking of how to modify TS provision, it is important to consider the separate implications for 

short term TS vs. longer-term TS and capacity building. For short term TS, much greater diversity in 

skills is needed, as well as a mechanism for payment and management and greater transparency and 

competition. In order to address long-term TS for capacity building, local institutions such as Schools 

of Business and School of Public Health could be involved. 

 

Main Conclusions: 

¶ GAVI should explore the use of new partners for the provision of TS to meet country needs 

and complement the expertise provided by existing partners (WHO and UNICEF).  

¶ It is important to distinguish between short- and long-term TA needs and explore multiple 

modalities for TS provision, including South-South learning, external outsourcing, and 

engaging with local institutions.  

¶ GAVI should look at past practices where multi-agency desk reviews informed the 

development of an annual TS plan, based on identified program requirements.  

 

Action Items for TAG-HSS: 

¶ TAG-HSS should facilitate a process through which GAVI and the Global Fund can start a 

discussion on possibilities for providing coordinated TS to countries and determine what 

resources and mechanisms may be required.   

¶ TAG-HSS shall consider an in-country meeting with government members and stakeholders 

to discuss their TS needs as well as their experiences in receiving TS from various partners.  

 

IX. HSS 2012 Evaluation 

In 2005, when the HSS investment case was established, there were plans to conduct two independent 

evaluations of HSS in 2009 and 2012 in order to capture lessons learned during implementation and 

assess of the overall performance of the HSS window.  
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In 2009, the GAVI Alliance commissioned two HSS specific studies in line with the above 

recommendations – an HSS Mid-Term Evaluation and an HSS tracking study. The GAVI Alliance is 

now commissioning a second HSS evaluation, which will build on the two HSS studies completed in 

2009 as well as other relevant studies. The assessment will cover the entire period of GAVI HSS 

support, with a particular focus on developments since 2009, particularly in the context of evolving 

policies and direction for GAVI HSS.  

The two main objectives of this evaluation are: 

¶ To identify and document experiences and lessons learned in relation to the design and 

implementation of GAVI HSS grants and; 

¶ To assess the extent to which GAVI’s HSS grants are on track to achieve the objectives and 
targets described in countries’ approved proposals, as well as the extent to which the full 

portfolio of GAVI’s diverse HSS grants to countries is on track to contributing to the 

achievement of the GAVI Alliance’s goals and objectives.  

TAG-HSS felt that the added value of this second evaluation would be rather limited considering that 

it is planned so soon after the first evaluation, and the Secretariat has not had time to implement all 

the recommendations from the 2009 evaluation. Nevertheless, it was recognised that since the Board 

mandated the study, it should be conducted in a way that could be beneficial for the Alliance. 

It was agreed that the second HSS evaluation should focus on the key changes in policies, grant 

processes and leadership that have been made since the first evaluation. HSS represents a large 

investment of GAVI resources, which justifies the need for periodic evaluation of overall progress. 

The lessons learned from this evaluation may also inform the GAVI Secretariat on the best approach 

to HSS programs in general. For example, evaluations of this scale cannot conduct a detailed review 

of all countries receiving HSS funds. It may be more effective to have a country evaluation (midterm 

and end of grant) built into the HSS programs. In addition, given that changes to the HSS modalities 

are currently underway, the evaluation results in this specific area would be more useful to have now 

to inform the change process rather than afterwards.  

TAG-HSS observed that the planned HSS evaluation includes a review of the proposal, 

implementation and monitoring of HSS grants. However, an additional objective should be included 

which addresses the communication of experiences and lessons learned to partners and stakeholders. 

It will also be important for the Secretariat to focus on the issue of sustainability in regard to HSS 

grants, especially for graduating countries. 

The current evaluation results are focused on whether HSS grants are achieving targets outlined in 

their original proposals. The evaluation would benefit from also exploring the impact of HSS grants 

on routine processes and immunization outcomes. For example, the evaluation could measure the 

success of HSS grants against benchmarks, such as the use of well known, cost-effective 

interventions. This process will reveal what effect GAVI support has had in stimulating improvements 

in health systems and processes to help reduce bottlenecks in country. Keeping in mind, of course, 

that a detailed evaluation of HSS grants at the country level is very resource intensive. This approach 

is similar to that of the Full Country Evaluation, which will assess both HSS and vaccine programs, 

and is currently only planned in five countries in order to ensure a realistic level of country 

involvement.   

The Secretariat may also consider a more collaborative approach to the second HSS evaluation. The 

2009 evaluations involved the work of external consultants. However, it will be important to also 

include local staff as part of the evaluation process, so that they may contribute as key members of the 

evaluation team.  

Action Items for TAG-HSS: 

TAG-HSS should provide the Secretariat with feed-back on the ToR 
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X. Additional issues discussed 

In terms of in-country consultations, TAG-HSS could arrange a session within a GAVI supported 

country and also invite other country representatives to attend. These consultations could be 

conducted for two groups of countries: (a) countries with on-going implementation and successes 

(Tanzania, Nepal, Ethiopia), and (b) fragile countries (Afghanistan, Sudan, etc.). In this way, TAG-

HSS can gather key partners around the table to learn about realities in country, determine what role 

GAVI is playing with HSS support, how resources are being used, and what needs and suggestions 

countries have for moving forward. The goal for the meeting should be for country representatives to 

share their experiences and provide context for how HSS support is working. The participating 

countries will need to be receiving HSS grants and have the flexibility to make adjustments based on 

the group feedback at the meeting. At the Partners Forum in Tanzania, participating TAG-HSS 

members can have an initial discussion with countries based on a focused set of questions. This will 

be the starting point for a more in depth country lab that can happen next year.  

TAG-HSS considered the issue of communication to partners and countries regarding GAVI’s work 

on HSS. Recently, WHO has assisted with workshops in different regions during which GAVI 

communication is shared with participating countries. The report from this TAG meeting can also be 

shared with partners. Since countries currently receive a high volume of correspondence from GAVI, 

this meeting report can be distributed during the next decision letter sent to the country. In addition, 

the GAVI website is a good way to share information including new guidance on PBF and 

reprogramming of HSS support.  

TAG-HSS also proposed that the Secretariat consider establishing a knowledge sharing platform 

through which GAVI could disseminate to the wider development community its experiences and 

lessons learned from the implementation of HSS programmes. This could be a web-based platform 

accessible to the public. GAVI could contract out the development and management of such a 

knowledge sharing platform, and may also consider developing other forms of web-based knowledge 

sharing such as web-based seminars, courses, blogs, thematic discussions, etc. It will be important to 

look back at the web-based knowledge portal that was established in 2009 when taking this work 

forward. 

Graduating countries are another important group to talk to regarding HSS support, recurrent costs, 

staff hired with HSS funds, and issues of sustainability. However, this issue will be added to the 

agenda for the next TAG-HSS semi-annual meeting. 
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Summary of Next Steps 

 

1. Meeting Report: A draft of the TAG-HSS meeting report will be distributed by the 

Secretariat for review within two weeks.  

 

2. TAG-HSS Workplan: The members of TAG will continue to refine the activities in their 

workplan for 2013. The workplan will include a timeline for when actions will be carried out, 

who will take the lead for each action item, and what additional resources may be required.  

 

3. Rethinking the Health Systems Funding Platform:  

a. A smaller TAG group led by Andrew Cassels to advise on HSFP. 

b. The team will conduct conceptual level work to clarify how to move forward with 

HSFP, and how it will fit into the larger overall revision of HSS support. 

c. The team will carry out work around the harmonisation and use of tools (National 

Health Plans, JANS, etc.) and linking to work of IHP. 

d. TAG will assist the Secretariat to engage with original partners in moving forward. 

 

4. Performance Based Financing  

a. A smaller TAG group led by Dan Osei. 

b. The team will look in more detail at operational issues and use of indicators. 

c. Support the Secretariat as it continues with a phased approach that will apply to 

newly approved and existing grants. 

d. Remain available as a sounding board for the Secretariat as it considers additional 

design features for PBF and possibilities for increased country ceilings. 

e. Link to other similar PBF work that is up and running (i.e. World Bank Program for 

Results). 

f. Commission synthesis of evidence on implementation of PBF, pulling together past 

and current initiatives with lessons learned from countries. 

 

5. Country tailored approach for GAVI HSS support: 

a. TAG will revisit the country-by-country approach pending the presentation of this 

policy to the Board. 

b. Investigate the work UNICEF is conducting on underperforming countries. 

c. Put on agenda fragile states and humanitarian work for future discussion. 

 

6. Setting up effective implementation support and TA mechanism for countries: 

a. Robert Clay will  provide guidance for further work to investigate options for TA 

support. 

b. TAG and the Secretariat will work together to prepare a paper to present to the GAVI 

Board for information. This paper will facilitate discussion with the GAVI Board on 

new methods to provide TA. 

c. Look at options for both short and long term need for TA, and potential linkages with 

Global Fund work (especially in the short term). 

 

7. Evaluation 

a. TAG-HSS should provide the Secretariat with feed-back on the ToR 

 

8. Country Consultations: Develop questions for consultations with country representatives to 

be held during the Partners Forum in Tanzania. These questions will help TAG-HSS to better 

understand the country perspective with regard to GAVI’s role in HSS, experiences with 

HSFP, the level and quality of TA provided, and potential applications for a country-tailored 

approach. This initial discussion can be the starting point for a more in depth country lab to 

occur next year. 
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9. Learning from programmatic/country experiences: Possibly prepare a paper that builds on 

programmatic information that is readily available. This will pull together examples from 

history, what we can learn, and country success stories for addressing bottlenecks.   

 

10. HSS Portfolio review: TAG can review updates on the programmatic progress of the overall 

HSS portfolio as well as periodically analyse and present GAVI’s experience with 

disbursement of HSS funds. This information can be presented annually/semi-annually to 

assist with making conclusions on how the portfolio is performing.  

 

11. Communication and transparency: TAG will assist the Secretariat in determining how best 

to communicate to partners and countries regarding GAVI’s work in HSS. All members are 

tasked with considering how to move forward with this communication. In addition, the TAG 

Chair, Anders Nordstrom, will discuss this issue directly with Seth Berkley, the GAVI CEO.  

 

12. Phone conference October 2012: Schedule a phone conference in October to discuss the 

TAG work plan and the report from this meeting.  

 

13. Next TAG-HSS meeting, February 2013: Agenda items will include CSO discussion, HSS 

around CSO, graduating countries, and sustainability questions that we did not discuss at this 

meeting. Location of meeting TBD.  
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