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Abstract

The Sustainable Development Goal of universal health coverage, coupled with the withdrawal
ofinternational donors in a growing number of countries, has underscored the need for
resourceprioritisation in the health sector in low- and middle-income countries. These shifts

pose not only a financing challenge but also an institutional one. In this paper, profiles of Laos,
Liberiaand Kenya illustrate the different challenges countries were facing in 2019 and the complex
institutional landscapes involved in health financing decisions. We identify three key domains
where more targeted attention could be directed when developing donor transition strategies,
when strengthening national decision-making processes, and in future research. These are the
interfaces between (1) domestic and international financing, (2) national planning and budgeting,
and (3) central and subnational levels of government.
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1 Background and approach

Aspirations for universal health coverage (UHC) have highlighted the need for priority setting
processes to determine how limited public resources are spent (Glassman et al., 2017).

This concern is particularly salient for countries where rising national income levels may not
offset the loss of development assistance for health as they become ineligible for donor support
(Silverman, 2018; Engen and Prizzon, 2019). As low-income countries have grown their economies,
public finances have often been reoriented towards infrastructure rather than health and
education (Engen and Prizzon, 2019). Following the reduction of donor support, studies have
documented declines in routine immunisation spending per child (Cambridge Economic Policy
Associates, 2019), in immunisation rates (Jaupart et al., 2019), and reductions in HIV outreach,
access to HIV care and quality (Wilhelm et al.,, 2019). Moreover, Yamey and colleagues (2019)
found that relative to recent ‘graduates’, the next set of countries projected to pass transition
thresholds have weaker health systems, governance and institutional quality ratings and higher
levels of debt and inequality. This has led health officials and donors alike to ask how health

gains can be sustained and UHC be achieved as international donors reduce their support to
anincreasing number of countries, while health sectors are funded through domestic resources
instead.

This is not solely a financing challenge but also an institutional one. Institutions - formal rules,
policies and procedures, as well as informal norms and practices (North, 1990) - shape resource
allocation and implementation processes, influencing how individuals and organisations relate to
one another and affecting their room for manoeuvre. Shifts in the composition of health financing
involve different configurations of actors and agencies, each with their own mandates and
established ways of working.

Over the last two decades, international resources for health increased significantly and research
in the health sector was predominantly focused on the institutional challenges of harmonisation
across many disease-specific initiatives and alignment between these parallel structures and
national health systems (World Health Organization Maximizing Positive Synergies Collaborative
Group, 2009; Biesma et al., 2009; Balabanova et al., 2010; Spicer et al., 2020). Now, there is
increasing acknowledgement of the institutional challenges related to the interfaces between
health and finance ministries and the relationship between central and subnational levels of
government, which have received relatively little attention until recently (Abimbola et al., 2019;
Welham et al., 2017; Miller et al., 2021). As health financing and allocation decisions become
increasingly driven by national systems, it is important to understand how decision-making
processes in the health sector relate to established national planning and budgeting processes,
and how existing arrangements affect the scope of future policy options.
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Most previous work has been written from the perspective of health or public financial
management and has tended to focus on discrete mechanisms within broader processes.’
Here we intentionally look at both health and public finance processes and key points of
interaction within and among them. This scoping paper is driven by two broad questions:
what are the institutional arrangements within which health policy and resource allocation
decisions are made, including the processes and actors involved and types of evidence
considered? And how might these existing arrangements shape efforts to marshal funds
and prioritise essential health services using domestic resources and national institutions?

The paper reviews these questions in the context of immunisation services in three countries
at different income levels and correspondingly different phases of donor transition: Liberia,
Kenya and Laos. Each country experience highlights distinct challenges related to the level,
composition and shifts in health financing and associated decision-making management and
delivery systems, and related to changes in domestic institutional structures and processes.
Together, they point to three key interfaces that should be taken into account when targeting
future research in this area and when developing donor transition strategies and strengthening
national decision-making processes. These are those between (7) domestic and international
financing systems, (2) national planning and budgeting, and (3) national and subnational levels
of government. By understanding institutional arrangements, including previous challenges
and attempts to improve alignment, future investments can be grounded in a more realistic
acknowledgment of the structures within which key stakeholders work and interact, and how
thisaffects the scope and options for change.

This paper aims to engage those in the health and public finance communities who may be
involved in donor transition efforts, in national decision-making and budgeting processes that
affect health resource allocation, or in studying these processes. As such, it discusses issues
that may be very familiar to some readers and unknown to others. For instance, the unintended
effects of efforts to maximise attention and resources for specific diseases - fragmentation
across health areas (i.e., immunisation, HIV, maternal health, non-communicable diseases) and
across domestic and international funding sources - have been debated at length in the health
sector (Buffardi, 2018), but public finance officials may be less aware of these critiques and

1 For example, the World Bank (2013) has examined whether medium-term expenditure frameworks
affect the share of health expenditures in the budget and the volatility and efficiency of health
expenditure. Lakin and colleagues (2018) review the design, processes and effects of programme-based
budgeting practices in low- and middle-income countries (LMICs). Abimbola and colleagues (2019)
examine mechanisms through which decentralisation affects health system performance, noting the
mediating effect of context and capacity. Earlier research on vaccine decision-making processes has
identified the health actors involved and types of evidence considered, noting a lack of clarity about
the role of the ministry of finance despite the importance of funding availability (Burchett et al.,

2012). More recent reviews have characterised ways of working and assessed effectiveness of national
immunization technical advisory groups (NITAGs) specifically (Adjagba et al., 2015; Howard et al., 2018;
Bell et al., 2019, among many others). Other scholars, including McCollum et al. (2018) and Waithaka
etal. (2018), have focused on the subnational level, examining county health priority setting in Kenya.
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attempts to address them. On the other hand, discussion of the different structures shaping wage,
operational and capital expenditures is uncommon in health systems research, despite serving

as the overarching framework for government spending controls and having implications for
resource reallocation during the budget year.

Approach

Mindful of this paper’s multiple intended audiences and the limited crossover among them

to date, section 2 first identifies key features of each sector, both well-established and more
emergent. Drawing on existing literature, it briefly reviews previous efforts to improve resource
allocation in the health sector and aspects of public financial management (PFM) processes
that influence resource allocation and disbursement from the perspective of a finance ministry.
Within the context of broader resource allocation considerations, immunisation financing and
delivery decisions and national budget processes serve as the entry points for our enquiry into
health and public finance systems, respectively.

Section 3 then investigates the actors, decision-making processes and institutional arrangements
in two lower-middle (Laos and Kenya) and one low-income country (Liberia). These income
differences affect their eligibility for international support. In the case of immunisation financing,
Liberia is in Gavi’s Vaccine Alliance initial transition phase, Kenya is in preparation for transition
to self-financing, and Laos is in the accelerated transition to self-financing. Kenya and Laos have
also recently established new institutional mechanisms for advising on vaccine decisions and
systematically assessing the value of a range of health interventions, enabling us to learn about
the early phases of these efforts.

These country profiles provide a brief overview of the context and then characterise the
actorsand processes?involved in the three areas of interaction mentioned above: domestic
and international financing, and associated decision-making, management and delivery systems;
national planning and budgeting; and (in Kenya, the most highly devolved health system of

the three countries) subnational planning and budgeting, including relationships among levels
of government. Because interactions among entities involved in decision-making has been
identified as a gap in previous studies, we provide a finer level of detail than is often documented.
For each country, we also note specific ways in which different types of evidence are used to
guide decision-making and steps that are currently being taken to strengthen capacity in this
area. The dominant concerns in each country reflect the orientation of the individual profiles;
thus, the profiles are not intended to be directly comparable but rather highlight particular
considerations for countries at particular points of transition.

2 Context, actors and processes reflect the core elements of Walt and Gilson’s (1994) ‘policy triangle’
framework for analysing health sector reform. The fourth element, policy content, is similar across
the three countries, through our focus on immunisation.
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Our country selection took place as part of a larger study of which these analyses are part.
Selection was based on four criteria: diversity in country profiles; relevance to low- and
middle-income countries (LMICs) that may need continued international support; additionality,
aiming to avoid duplication of previous case studies that have already been conducted; and
feasibility, including availability of information and access to key informants in a short timeframe.

Design, data collection and analysis took place between April and May 2019, with updates in
December 2019. Because decision-making processes are often iterative and undocumented,

we aimed to leverage long-term experience of research team members who worked closely with
national ministries and institutes. This was supplemented by a review of primary and secondary
source documents, including national health plans, budgets, Gavi joint appraisals, and Public
Expenditure and Financial Accountability (PEFA) reports, as well as selected expert consultations.
Authors used a standardised template to develop each country profile.3

While the country profiles were prepared prior to the Covid-19 pandemic, the issues they identify
are just as important today. The full implications of the pandemic on donor transitions are not yet
clear. Graduation timelines may be extended because of effects on national economies. On the
other hand, it is possible that international funding for health services falls as the global economy
slows and aid funding is reprioritised - such as towards the war in Ukraine. Regardless of this
uncertainty, it’s clear that the question of ‘transitioning’ out of aid remains an important issue for
many countries in the longer term and that this is particularly true for the health sector, which has
historically received high levels of international assistance.

3 The template covered: decision-making processes and actors, types and sources of evidence that are
used to inform decisions, perceived strengths and conducive factors, perceived challenges, weaknesses
and barriers, support needs/gaps, other settings where lessons may be most relevant, and information
sources.
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2 Sector-specific processes influencing
resource allocation and spending
controls

Although resource prioritisation is becoming more pressing for some countries, it is important to
acknowledge that efforts to improve resource allocation and management through a variety of
means have been ongoing for many years, with mixed success; and that this is true for both PFM
and health systems strengthening.

Previous efforts to improve resource allocation in the health sector

Essential medicines lists and health benefit packages (HBPs) are two key ways the health

sector has sought to prioritise health interventions (Glassman et al., 2017; Wright and Holtz 2017,
2017). Some forms of an explicit benefit package have been established in at least 64 LMICs
(Glassman and Chalkidou, 2012), including in 13 out of the 16 countries in eastern and southern
Africa (Todd et al., 2016). These packages have often reflected ambitious national health strategic
plans - driven in part by global norms and targets - whose cost far exceeds the resources
available to implement them. For example, the 2011-2016 Malawi Essential Health Package was
costed at $44 per capita, despite a health budget of $14.50 per capita (Love-Koh et al., 2019).
Other calculations suggest that no low-income countries, and only one-third of LMICs, can
afford the basic package of highest priority interventions identified by the Lancet Commission
on Investing in Health (Schéferhoff et al.,, 2019). Domestic and international actors are gradually
acknowledging the need to consider economic constraints when formulating health policy
(Rajan et al,, 2016; Cashin et al., 2017; WHO, 2019). Therefore, more recent efforts have aimed to
identify techniques to ensure HBPs prioritise the most cost-effective health interventions within
the resource envelope available (Glassman et al., 2016; Love-Koh et al., 2019).

Some countries have formalised health technology assessment (HTA) processes or bodies to
systematically evaluate the value of a broad set of health interventions (WHO, 2016a), drawing on
available evidence to inform resource allocation in a transparent manner. HTA is less common in
LMICs (Babigumira et al., 2016; Siegfried et al., 2017); however, the International Decision Support
Initiative (iDSI), an international network of priority setting institutions that works with LMICs to
build technical and institutional capacity for HTA, has reported increased demand for this type of
support.

In many countries, specialised advisory groups also make recommendations to health
ministries regarding specific interventions or health areas, including vaccines. National
immunisation technical advisory groups (NITAGs), which advise on new vaccine adoption
and other immunisation-related matters, are currently functioning in 123 countries
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(NITAG Resource Centre, n.d.). Their context-specific recommendations aim to draw on local
evidence, where possible. However, evaluations have noted particular gaps in cost-effectiveness
data and economic expertise, as well as limited integration of NITAGs into broader national
decision-making processes (Adjagba et al., 2015; Howard et al., 2018; Bell et al., 2019).

If these types of prioritisation processes are going to influence national health budgets, they need
to be well-integrated into the systems guiding budget management. Yet, this is often overlooked
in researching and reforming decision-making processes in the health sector. As just one example,
prioritisation of health interventions continues to recommend international benchmarks, suchas
cost as a factor of gross domestic product (GDP) per capita, when nationally determined cost
effectiveness thresholds have been shown to set a much stricter level of prioritisation (Ochalek
etal, 2018).

More generally, a number of studies in the vaccine and donor transition literature have identified
existing weaknesses in costing and financing and emphasised the significance of: (1) projecting and
planning of vaccine financing; (2) resource mobilisation, including for roll-out costs; (3) attention
to health systems capacity, such as procurement and supply chain management; and (4) broad
engagement of a range of domestic and international stakeholders (Bao et al., 2015; Bennett

etal., 2015; Resch and Hecht, 2018; Cernuschi et al., 2018; Mihigo et al., 2019; Gotsadze et al.,

2019; Sambala et al., 2019; Saxenien et al., 2015; Gilbert et al., 2019; Ikilezi et al., 2020).

Notably, the 2019 evaluation of Gavi’s transition policy highlighted the need at country level for
better collaboration between the Expanded Programme on Immunization (EPI) and other health
programmes, increased donor coordination, and deeper involvement of key actors, including
finance ministries and subnational governments (Cambridge Economic Policy Associates,

2019). Despite these observations, these studies say little more about the specific role of the
finance ministry beyond the importance of its involvement. The links between health policy

and intergovernmental fiscal arrangements has also received little attention.

Features of public finance processes that affect health resource
allocation

The transition from donor-supported vaccination programmes to a decision-making system that
is strongly integrated into national systems for policy-making and financing clearly involves more
than the initial recommendation from an advisory body like a NITAG or HTA. Resource allocation
is not a one-time determination, but rather a series of decisions made by different people and
organisations.

The decision-making structures for public spending are most commonly described in relation
to the budget cycle, which consists of phases for budget preparation, approval, execution and
evaluation (Figure 1). However, decisions will also be shaped by the basic accountability structure
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for public spending. In most low- and middle-income countries, the budget is allocated and
controlled with a focus on who is in charge (the administrative unit) and the transactions involved
(the economic item).

Figure 1 Ministry of finance classifications and cycles

Budget preparation

Budget review Annual budget cycle Budget approval

Budget execution
(including in-year
rationing as needed)

Generic economic cost classifications

Wage recurrent costs (e.g. health worker salaries)
Operational or non-wage recurrent costs (i.e. vacancies, supplies)
Capital or development costs (e.g. cold-chain equipment, health facilities)

Source: Adapted from Andrews et al. (2014)

There are several reasons why these basic features of financial management are important
for understanding the links between priority-setting processes and actual resource allocations
and spending. The literature on public sector budgeting frequently refers to the difficulties

of developing and implementing reliable, policy-informed spending plans (Caiden and
Wildavsky, 1980; CABRI, 2006; Wilhelm and Krause, 2008). We do not review the full range

of decision-making processes involved in doing so, including macroeconomic, revenue and
expenditure forecasting, and bottom-up cost estimation; instead, we focus on two issues that
are particularly relevant as background to the country profiles.

First, the literature shows that there is a multiplicity of actors involved in spending decisions,
and exactly who is involved often varies according to classifications of government spending
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(e.g., wage recurrent, non-wage recurrent and capital spending). For example, the civil service
regulations and payroll systems which determine wage costs and how funds can be spent on
human resources are usually governed by a public service ministry. Competitive tendering and
procurement regulations which affect non-wage operational expenses like vaccines are often
overseen by a public procurement department or agency. Subnational spending will be influenced
by laws governing intergovernmental fiscal relations and associated financing arrangements
(Boadway and Shah, 2007).

Recent work from Malawi illustrates the challenges of budgeting for a health benefit package

in this web of decision-making structures (Hart and Miller, 2022). One challenge is to allocate
resources across the different organisations that deliver health services in line with the health
benefit package. Another is to ensure that the right resources are also allocated to the right types
of expenditure in the budget. There are also broader constraints, including the political reality that
not all of the health budget will be spent on the most cost-effective interventions. Many of these
lessons are relevant for vaccine decision-making processes.

Second, the literature also shows that many LMICs face persistent challenges executing
budgets as planned (Simson and Welham, 2014; Allen et al., 2017; Mills, 2018; de Renzio et al.,
2019; de Renzio and Cho, 2020; Piatti-Funfkirchen et al., 2021). There are many factors that can
contribute to large differences between approved budgets and actual spending, but what is
important for the context of this paper is that budget execution incorporates a further layer
of decision-making structures that influence how plans are executed in practice.

When budgets are not fully financed, finance ministries often employ a strategy of ‘cash rationing’,
where spending limits for line ministries and other units are allotted on a monthly or quarterly
basis based on estimates of the available financing (Miller and Hadley, 2016). This can help the
finance ministry maintain aggregate control of spending and inflation, but it often comes at

the cost of greater unpredictability of resources for spending departments (Stasavage and

Moyo, 2000; Fozzard and Simwaka, 2002; Welham et al., 2017). This may affect the ability of the
government to bulk procure vaccines, to maintain reliable supply chains and cold storage facilities,
and to plan and execute targeted vaccine campaigns.

Even resources that are released by the finance ministry may not reach the front-line service
providers and may be used poorly (Welham et al., 2017; Gauthier, 2010). Public Expenditure
Tracking Surveys suggest that this is generally more problematic for non-wage recurrent
spending, and particularly resources delivered in-kind, such as drugs. In Morocco, for example,
less than 30% of the official value of a sample of 16 drugs reached primary health providers
(Gauthier, 2020). A study of immunisation financing in Tajikistan found that 98% of facilities faced
a stockout of at least one type of vaccine in 2005 (Brenzel et al., 2008). These various examples
illustrate how decisions made during budget execution are also critical when it comes to resource
prioritisation.
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More generally, it is important to recognise that international support for strengthening health
sector decision-making has been matched by parallel efforts to strengthen financial management
systems in order to improve allocative and technical efficiency within an affordable overall level
of spending (Schick, 1998; Schick, 2013; World Bank, 2013; Moynihan and Beazley, 2016; Von Trapp
etal,, 2016; Allen et al., 2017; Fritz et al., 2014; Barroy et al., 2018). There are also long-term
questions about the role that donors play in reinforcing or undermining national decision-making
and financial management processes (Hart et al.,, 2015). One of the contributions of this

paper is to help join the discussions across the health sector and public financial management
communities and to reflect both national and international structures used in decision-making.
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3 Case studies of country
decision-making processes
and institutional arrangements

The sector-specific features described so far reflect established and emerging policies and
practices, which are applied in various forms in unique country contexts. As noted, the three
countries profiled here are situated at different points in the donor transition spectrum. Laos is
at one end, in Gavi’s accelerated transition phase, and Liberia is at the other, expected to remain
eligible for international support for the foreseeable future. Kenya is in the preparatory transition
phase and also offers insights into decision-making in a devolved governance system. Table 1
illustrates how they vary along key demographic, health, economic and governance indicators.

Table 1 Demographic, health, economic and governance country profiles

Laos Kenya Liberia
GNI per capita? $2,570 $1,750 $580
Population size? 7.2 million 52.6 million 4.9 million
Infant mortality rate®® 36.4 319 62.2
Under 5 mortality rate®® 455 43.2 84.6
Health spending per capita“ $52 $82 $81
Health spending as a share of GDP*© 2.4% 6.3% 14.7%
Government health spending® 33% 34% 10%
Out-of-pocket spending® 49% 27% 42%
Development assistance for health® 14% 24% 42%
Cumulative Gavi support? $45.3 million $504.9 million $51.4 million
Proportion vaccine support 68% 90% 61%
Proportion non-vaccine support 32% 10% 39%
Transition phase Accelerated, fully self- Preparatory, Initial
financing in 2023 accelerated in 2022
Government effectiveness rank® 21 38 9
Control of corruption rank® 13 25 19

Sources: 22019 World Development Indicators; ’per 1,000 live births; ©2016 rates, Chang et al. (2019),
proportions do not total to 100% in source article; “Gavi disbursements by year paid (31 July, 2019),
Gavi country fact sheets and co-financing information sheets (2019a, 2019b); ©2019 Worldwide Governance
Indicators - percentile rank among all countries o (lowest) to 100 (highest) rank.

NB: There are some uncertainties related to spending figures quoted here. In the past, GDP in Liberia has
been significantly underestimated while per capita spending for 2016 will have risen above normal levels
following the Ebola outbreak in 2014. The 2018 World Development Indicators report current health
expenditure as percentage of GDP as 6.7%, 5.2% and 2.2% respectively.
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Each country experience highlighted particular financial and institutional challenges at the

time of the research. In Laos, this was prioritising resources and managing transition planning

in anticipation of donor withdrawal at the end of 2022. In Liberia, it was sustaining basic health
services given severe revenue shortfalls and the implications of heavy reliance on external
support. In Kenya, it was coordinating central and subnational roles as the country transitioned
from a centralised health function in a devolved system following the adoption of a new
constitution in 2010. In the rest of this section, we look in greater detail at specific actors and
processes associated with decision-making in each country and the interfaces between domestic
and international financing, national planning and budgeting, and (in Kenya) decentralisation.

Laos: prioritising resources and managing transition planning in the face
of impending donor withdrawal

Context

Of the three countries profiled here, Laos has the highest gross national income (GNI) per capita,
which has affected its eligibility for both Gavi and International Development Association funds.
This change had occurred nearly a decade earlier than projected in 2009 (Kallenberg et al., 2016).
At the time of research, Laos was in Gavi’s accelerated transition phase, with plans to move to fully
self-financing in 2023, unless an extension was granted. This date is one year later than scheduled
as aresult of a freeze in country eligibility status instituted by the Gavi Board in response to the
Covid-19 pandemic. Thus, despite attempts to plan for a phased transition, the timing has shifted
in both directions, with less predictability than intended.

Even without considering the impact of donor transitions, Laos had much lower health

spending rates, a higher proportion of out-of-pocket spending, and higher infant and child
mortality rates than Kenya - the other LMIC in our small sample of countries. In preparation

for donor withdrawal, the country was in the midst of several institutional shifts to strengthen

its evidence base and advisory processes, with a focus on building capacity for economic
evaluation. If domestic resource mobilisation is insufficient to offset the loss of international
funds, the country may have to suspend introduction of new health services or reallocate funding
within and/or across sectors within a lower budget ceiling.

Domestic and international financing

Laos has received Gavi funding since 2000/01 and has been progressively increasing its
contribution to immunisation costs for more than a decade. The government began co-financing
Gavi-supported vaccines in 2009, and in 2012 began financing traditional vaccines (Masaki et al.,
2017).4In response to the polio outbreak in 2016, Laos also received financial support for vaccines

4  Traditional vaccines include BCG, Hepatitis B (birth dose), Pentavalent, Poliovirus, Meningococcal and
Tetanus.
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from the Japanese Rotary Foundation, through UNICEF. The World Health Organization
(WHO), the Centers for Disease Control and Prevention (CDC), UNICEF and the Clinton Health
Access Initiative provide technical, advocacy and delivery support to the Ministry of Health for
vaccination programmes.

While government expenditure on health has risen over time, it is not increasing sufficiently

to cover the decrease of Gavi funding. General government health expenditure as a proportion
of general government expenditure has grown steadily since 2012 (World Bank, 2018).

The government set a national target for healthcare at 9% of general government expenditure;
however, a Joint Appraisal indicated that in 2017 general government health expenditure was
7.2%.5 Relative to other countries transitioning from Gavi support, vaccines represent a much
higher proportion of general government health expenditure in Laos: 2% as compared to a
median of 0.6% (range 0.2-3.4%) (Kallenberg et al., 2016). However, even if this priority is
maintained in the future, vaccine supply is not the sole funding concern post-transition. The Laos
Government will need to allocate funds for other operational costs including training, delivery,
cold chain and transport, while budgetary planning will also need to factor in other competing
healthcare priorities.

At the time of research, funding gaps had already affected new vaccine introduction. Human
papilloma virus (HPV) and rotavirus vaccines were recommended by the NITAG and approved

by the government for inclusion in the National Immunization Program (NIP), which leads
coordination and implementation of immunisation services. Both were planned to be co-financed
by Gavi, and the NITAG played a key role in applying for this funding. The HPV vaccine has since
been introduced. Implementation of the rotavirus vaccine, however, was initially postponed due to
delays in vaccine supply shortages from the manufacturer and again just in the past year because
of concerns about financial sustainability.

This reflects a broader mismatch between the transition plan and actual financing. The Laos
Government, with support from partners, developed a five-year transition plan for 2017-2021
that maps out steps to be taken ahead of the graduation and members of the recently reformed
NITAG participated in a ‘Learning Network for Countries in Transition” meeting in 2017. However,
there appears to be a disconnect between the transition plan and the NIP’s multi-year planned
budget (2017-2020). According to the 2018 Gavi Joint Appraisal, only five activities noted in the
transition plan were accounted for in the multi-year budget. The Joint Appraisal recommends
for the NIP to work with other departments to align the immunisation transition plan with

other transition plans including HIV, malaria, tuberculosis, as the plans are generally fragmented
(Gavi, 2018).

5 The exact reference point is not clear from published sources. The World Development Indicators
dataset presents a lower figure of 4.1% as the proportion of general government expenditure spent
on health. Moreover, USAID (2019) notes that the 9% national target uses a definition that also includes
user fees and some external assistance.
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National planning and budgeting

The NIP, which is housed within the Mother and Child Health Center in the Department of
Hygiene and Health Promotion, directly manages purchasing, supply and stock management
and vaccine delivery, including cold-chain management. This was not the case in Kenya or Liberia
at the time the research was conducted. Based on the approved immunisation budget, the
central government provides funding to the NIP, which then transfers funds to provinces on a
quarterly basis. The budget plan is approved only after endorsement by the National Assembly
for the upcoming year, a process which usually occurs in the final quarter of the preceding year
(Masaki et al., 2017).

The general budget institutions in Laos had strengthened significantly in the decade up to

the 2019 PEFA assessment. The 2018 budget (January-December) was finalised at the end of
March 2018 (Gavi, 2019b), though the PEFA assessment suggests this has not been a problem in
most years (World Bank, 2019). Overall scores of aggregate budget credibility improved along
with a number of specific public financial management processes. The PEFA assessment does,
however, note weak links between the high-level, multi-year strategic plans, the sector strategic
plans supported by international donors, and the annual resource allocation provided through
the budget. Cash rationing was still a feature of fiscal management, with salaries given priority
treatment and other spending managed on a first-come, first-served basis and health facilities
relying on cash from user fees (World Bank, 2019). Overall, the public financial management
systems were able to support overall fiscal control but showed considerable weaknesses in the
areas needed to enhance allocative or technical efficiency.

In the past, immunisation decisions were made by senior health officials in the NIP. As noted,

in more recent years, the Laos NITAG has provided technical advice to the Ministry of Health
(MoH) on the prioritisation of new vaccines and immunisation activities in general. Following
standard NITAG protocols, their recommendation first went to the MoH for approval and then
to the Ministry of Finance (and in some cases, the Ministry of Education). NITAG members
agreed during their first meeting at the end of 2017 that burden of disease, vaccine cost and
efficacy would be the most important criteria, and that it should eventually be mandatory for
cost-effectiveness evidence to be required before a vaccine could be introduced. Vaccine supply
and delivery were also central considerations.

At the time of research, the NITAG intended to establish a committee to develop a formalised

set of vaccine decision-making criteria. As other countries have reported (Howard et al., 2018;
Bell et al., 2019), the NITAG has indicated challenges in terms of expertise and a lack of funding;

it was seeking additional financial support to be more independent from the MoH, as NITAGs are
intended to be. In the past, the CDC has provided support for NITAG capacity-building training
and has invested in data quality and surveillance systems, including the Stop Transmission of Polio
Immunization and Surveillance Data Specialists project.
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A formalised HTA unit consisting of five staff members was in the process of being established in
the Laos University of Health Sciences. By June 2019, this had included training on HTA concepts,
including measuring healthcare costs and outcomes, and support for a cost-effectiveness study
on introducing a typhoid vaccine. The study and subsequent HTA studies were intended to feed
into NITAG deliberations. There was no direct funding earmarked to finance the HTA unit and
the staff cited a lack of local data as a barrier to conducting HTA studies. Nevertheless, there was
great interest and momentum to drive HTA forwards in Laos.

Thus, as the transition process in Laos nears the end, additional decision-making mechanisms
are in the process of being established. Spending controls maintain discipline over the aggregate
budget, but there remain gaps between plans, budgets and actual spending at the sector level.

If current trends continue, priority setting will take place within a lower budget ceiling after 2022,
and this is likely to compound the difficulty of prioritisation and budget implementation in Laos.

Liberia: sustaining health services given revenue shortfalls and managing
the current and future implications of heavy reliance on external support

Context

Liberia is at the other end of the transition spectrum to Laos. The country’s income level places it
in the initial phase of the Gavi transition process, where it is projected to remain for the next five
years. At the time of data collection, Liberia was facing a significant revenue shortfall, limiting the
ability of the government to manage basic service delivery. Total revenues and grants had fallen
from 33% of GDP in 2016 to an estimated 26% of GDP in 2018, almost doubling the budget

deficit (IMF, 2019). The country faced heightened public and donor scrutiny regarding stockouts
(Dodoo, 2019a; Sonpon, 2019; Koinyeneh, 2019) and use of external funds for purposes other than
those agreed upon (Senkpeni, 2019), a strike by the National Health Workers Union of Liberia
(Clayeh, 2019), and the resignation of the Director-General of the National Public Health Institute
(Dodoo, 2019b).

Liberia’s experience highlights the challenge of delivering basic health services in a low-income
country that has seen successive waves of political and economic difficulties, and of managing a
cohesive health system that is heavily financed by international donors. Most of the institutional
structures in place in Liberia overlay what aim to be strategic health and investment plans across
multiple programmes delivered by a wide range of actors, with the government predominantly
responsible for wage costs. Moreover, much of the attention on Liberia from outside of the
country, including research, has been focused on the Ebola outbreak in 2014-15 (Mussah et al.,
2017; Wesseh et al.,, 2017; Wagenaar et al., 2018), a narrative that many in the country would like
to move beyond.
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Domestic and international financing

Since the return to peace in the early 2000s, Liberia has relied on external funding for essential
health services, including immunisation. Much of this funding is managed off-budget, reflecting
low confidence in government systems. Indeed, Liberia ranked much lower on government
effectiveness in the World Governance Index than Kenya and Laos, although it compared more
favourably on the indicator for control of corruption.

According to the 2018/19 budget, the government appropriated just under $82 million and
disbursed just under $62 million (76%) to the health sector, relative to aid projections of

$90 million, of which $55 million (61%) was disbursed. While this suggests that government
contributions accounted for more than half of total health expenditures, international funding
nevertheless represented a very large proportion of health financing compared to Kenya and
Laos. This also indicates, however, that estimates of domestic resources were more reliable
than external funding sources in that year.

There is, in effect, a division of labour between government and off-budget international
resources and management systems, with the former covering wage costs, and the latter
covering other operational expenditures including vaccines, which are often not managed
through national systems. For example, Gavi-funded supply chains are separate from other
medical consumables, driven in part by cold-chain requirements. Managing systems off-budget
may be, or be perceived to be, more efficient, easier to track, and less of a fiduciary risk. However,
when resources are not disbursed as planned or when donors eventually withdraw, it will require
a substantial reorientation of national funding to cover non-wage costs, and either the merging
of predominantly separate processes or the creation of new management systems.

National planning and budgeting

In Liberia, top-line national budget priorities are directed by the President and Ministry of Finance
and Development Planning (MFDP). MFDP technocrats then allocate fiscal ceilings to spending
entities —a ministry, agency or commission - which receive separate appropriations, within which
the spending entity allocates across specific line items. The extent to which sectors can lead

their budget planning varies across ministers and depends on the fiscal space, which changes
annually. The 2016 PEFA assessment indicated that the aim of phasing out of cash rationing had
not yet been achieved and spending entities continued to be issued in-year expenditure limits on
amonthly basis (AECOM, 2016).

The Ministry of Health (MoH) has held a reputation for being one of the top-performing
ministries in the country. Nonetheless, due to fiscal constraints and the large proportion of
international funding, donors have a substantial influence on the sector and the design of its
interventions. The Health Sector Working Group, chaired by a senior MoH official, has been more
active in budget prioritisation in previous fiscal years than was the case in 2019. Sector policies,
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planning and resource allocation are guided by two strategic documents: the National Health and
Social Welfare Policy and Plan 2011-2021 and the Investment Plan for Building a Resilient Health
System in Liberia 2015-2021. Cross-national analyses indicate that fewer cost-saving interventions
were included in these plans relative to other LMICs (Leech et al., 2020).

Liberia does not have a NITAG or an entity leading HTA. However, there are numerous working
groups and coordination mechanisms: across programmes within one ministry, across ministries
and agencies, within the legislature (Parliamentary Forum for Immunization), among civil

society groups (Liberian Immunization Platform), and between government, non-governmental
organisations and international organisations. The Health Sector Coordinating Committee
(HSCC) was co-chaired by the Minister of Health and WHO and served as the highest oversight
body for the sector. The MFDP, Gavi and other international agencies were members. The HSCC
met quarterly and oversaw multiple technical working groups. It received advice on policy options
from the EPI Technical Coordination Committee. Other coordination bodies included the Liberia
Coordinating Mechanism, which oversaw Global Fund activities, and the Pool Fund Steering
Committee, which was in the process of being phased out when this research was conducted.®

In addition to the HSCC, the EPI manager also fed into the budget management committee of
the Ministry of Health. This committee participated in pillar meetings convened by the MFDP

for line ministries to communicate their priorities and collectively advance the medium-term
national development strategy, the Pro-Poor Agenda for Prosperity and Development. Drafted by
the Executive and adopted by the national legislature, this strategy includes plans to strengthen
routine immunisation, outreach and mass campaigns for vaccine-preventable diseases.

Liberia had an established system for reporting and monitoring of immunisation performance

at health facility, county and national levels, which aimed for quarterly verification of information
and biannual data harmonisation exercises. Liberia has been part of a regional project to
strengthen national health research systems (Sombié et al., 2017) and a US Agency for
International Development (USAID) Strengthening Routine Immunization Systems initiative.

In 2017, the Government worked with Gavi, the Global Fund and WHO to conduct a nationwide
data quality review, intended to be used to develop an evidence-based Data Quality Improvement
Plan for the health sector.

Despite these coordination mechanisms and investments in data systems, planning and budgeting
functions were not consistently aligned. For instance, county-level needs assessments, which
could provide evidence to guide resource allocation, sometimes took place after budgets had
already been set. Taken together, Liberia’s experience suggests that continued efforts to link the

6  The Pool Fund was established in 2008 to support implementation of the National Health and Social
Welfare Plan. The Steering Committee was created to provide oversight of the fund, with membership
open to all donors who had entered into the Joint Financing Agreement with the Ministry of Health.
See Hughes et al. (2012) for a discussion of the Fund based on early experiences.
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activities of a wide range of stakeholders have not fully addressed the challenge of alignment,
both across national planning and budgeting processes and between domestic and internationally
funded functions. Although the country will continue to be eligible for international support for
some time, the persistence of separate donor systems poses challenges in both the near and long
term in terms of predictable distribution of resources and parallel structures that will need to be
integrated.

Kenya: coordinating central and subnational roles in a devolved context
Context

Kenya is facing dual transitions with the implementation of devolution since 2013 and changes in
the amount and composition of its external sources of financing. This profile therefore focuses on
subnational as well as national decision-making processes.

At the time of research, Kenya was in Gavi’s preparatory transition phase and expected to move
to accelerated transition in 2022. As mandated in the 2010 Constitution, Kenya has decentralised
responsibility for health service delivery to 47 semi-autonomous county governments. County
governments are formally responsible for the provision of health services, including deciding the
size of the budgetary allocation for health, and how this is allocated across human resources,
operational inputs and capital investments, while the central government has a formal policy

and regulatory role, led by the Ministry of Health (MoH). With respect to immunisation services,
central government plays a more active role in procuring and distributing vaccines, in part due to
the continued international support from Gavi.

Domestic and international financing

Kenya spends significantly more on health per capita and as a share of GNI than Laos, despite
having a lower GNI per capita. At the time of the research, the Kenyan government funded
traditional vaccines (measles, polio, tetanus), with penta, pneumococcal, rotavirus and

yellow fever vaccines co-financed by Gavi. Although health services are a devolved function,
county government authority influences spending on human resources and capital investments
more than on vaccines, since financing and procurement of the latter are still largely centralised
and driven by donors. The national government distributes vaccines to different regions,

but counties are responsible for ensuring these reach facilities and for purchasing syringes,
safety boxes and other complementary commodities (Simoneau and Bliss, 2020).

To support coordination with donors, national and county EPI focal persons and those in
charge of the vaccine supply chain conducted joint annual planning and forecasting workshops.
An Inter-agency Coordinating Committee on Healthcare Financing was established in 2007,
prior to devolution in 2013, and received capacity-building support from USAID and PEPFAR
(the US President’s Emergency Plan for AIDS Relief) to reinvigorate this body in the early years
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of devolution. However, some accounts suggested that coordination across Kenya’s major health
programmes (EPI, HIV, tuberculosis and malaria, nutrition, non-communicable diseases) and their
donors was not particularly effective. Donor presence also varied considerably at the subnational
level, with many external actors in some counties and none in others, with likely implications for

equity.
National planning and budgeting

Broad health sector policies are set through the strategic planning process, typically drawing on
epidemiological and coverage data from the national Health Information System. The National
Health Strategic Plan should be linked to financial allocations in the budget through the
medium-term expenditure framework, a process coordinated by the National Treasury. The Kenya
Essential Package for Health and essential commodities list are important policy tools and act as
an anchor for national priorities, including setting standards for services at different levels of care
across the health service delivery system (Otieno et al., 2021). However, past analysis suggests that
planning and budget processes are not generally well integrated, with the decisions and incentives
associated with the annual budget process generally dominating (Tsofa et al., 2016; Waithaka et al.,,
2018). As in Liberia, the Treasury uses monthly cash rationing to limit spending by ministries and
agencies according to the resources available at that time (ECORYS, 2019). This can sometimes
affect the release of funds to county governments (Muwonge et al., 2022). Immunisation services
may not be as significantly affected by these challenges as other aspects of the health system
because vaccine procurement and distribution continue to receive significant financing and
logistical support from international partners, most notably through Gavi.

In the years running up to 2020, Kenya had begun to establish more formal decision-making
processes to inform priority setting. The nascent Kenya NITAG advised on the adoption of new
vaccines and other immunisation matters, although a lack of national data reportedly made its
decisions more difficult (Dawa et al.,, 2019). However, relative to many other countries on the
continent, Kenya has more established research centres, including the Kenya Medical Research
Institute (KEMRI), which has maintained strong institutional collaborations with local and
international research institutions, including the US Centers for Disease Control and Prevention
(CDC) since 1979 and the Wellcome Trust since 1989. More recently, the Kenyan government
entered into a collaborative agreement with the Government of Thailand to access technical
support and collaborate on UHC implementation. Subsequently, the KEMRI Wellcome Trust
Research Programme, Thailand’s Health Intervention and Technology Assessment Program and
Imperial College have been collaborating with the MoH to drive forwards the institutionalisation
of HTA in Kenya though technical capacity-building projects. Looking towards Gavi’s departure,
questions have already been raised about the value of more expensive vaccines relative to other
health interventions (Simonsen et al., 2019).
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Subnational planning and budgeting

At the county level, primary health services are primarily financed by a large unconditional

fiscal transfer (termed the ‘equitable share”) using a formula proposed by the Commission on
Revenue Allocation and debated and approved by the Senate. County governments use these
unconditional grants, together with their own revenues, to varying extents to fund health services.
Counties also receive conditional grants earmarked for specific health services that cannot be
reallocated to other sectors like the equitable share. Counties spent 28% of their budgets on
health on average in 2019/20. The national health budgets in 2019/20 totalled around $912 billion,
and county health budgets around $1.2 billion.”

Counties decide how much to allocate to health services through their budgeting and County
Assembly legislative process. This process is led by the County Treasury, with inputs from the
County Department of Health based on its annual work plan, with accompanying quarterly
budgets. As at the national level, planning and budgeting are supposed to be linked sequentially,
with a five-year county development plan and annual development plans intended to influence
the content of the budget. In practice, however, the research has shown that the budget process
takes de facto priority and allocations generally build incrementally on the previous year’s budget,
with county political processes having a significant influence on priority setting (Tsofa et al., 2016;
Tsofa et al., 2027).

Thus far, devolution has resulted in considerable variation in decision-making processes,
healthcare access and delivery across counties (Ministry of Health, 2016; Tsofa et al., 2016;
Waithaka et al., 2018). There are examples where previously marginalised counties have expanded
access to services, driven by the strong emphasis on equity that underpins the formula for the
equitable share. There are also significant improvements reported in order fill-rates for drugs in
health facilities. At the same time, the process of devolution appears to have exacerbated delivery
challenges in some areas, reflected in declining coverage for key antigens, even in regions that
have previously performed well (Ministry of Health, 2016). Local politics may be encouraging
higher spending on more visible curative interventions, staffing and infrastructure and lower
spending on preventive services (Blampied et al., 2016; McCollum et al., 2018). Some county
governments have broken with the standards set in the Kenya Essential Package for Health,
investing in more complex services in facilities that would not qualify to hold them under national
policies (Opwora et al.,, 2009; Waithaka et al., 2018). The degree to which this has affected
immunisation services is not well documented, with one report suggesting that immunisation
coverage has risen for the country as a whole but has fallen back in some poorly performing
counties (Simoneau and Bliss, 2020).

As Kenya becomes less reliant on external support, it may increase the debate over the current
distribution of spending responsibilities across central and county governments. The integration

7  KSh o3z and 124 billion respectively.
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of HTA and NITAG recommendations into decision-making processes may enable national health
policy to be guided by more transparent, systematic evidence assessments and to incorporate
economic considerations in a more substantive way, which may change the composition of health
services the government provides. How effectively the central government is able to enforce
national standards, however, will likely depend on the future of intergovernmental relations and
coordination. Some research on vaccine prioritisation suggests that counties were demanding
greater involvement in the policy-making process at the national level (Otieno et al., 2021);

but whether such pressures will lead to a change in responsibilities across central and county
governments is, as yet, unclear.
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4 Discussion and conclusions

A comparison of the specific contexts in Laos, Liberia and Kenya provides insights into the
distinct challenges faced by countries at different stages of the international donor transition,
but also reveals the complex network of interrelated decision-making processes and structures
to coordinate them. What implications does this have for the international community as it
seeks to support countries transition? What further questions does it raise?

Distinct challenges across national contexts

The case studies have illustrated how each country is facing different types of uncertainties

in their resource base and role shifts among different sets of actors. The challenges they face
underscore the interdependence of health and finance decisions, and of financial and institutional
transitions away from donor dependency. To a large extent, the transition will be highly context
specific, with each country having to negotiate a range of economic, political and institutional
hurdles. However, each of the cases has also raised issues which will be relevant to other
countries: fiscal constraints, intergovernmental relations and donor coordination.

Of the three cases offered in this paper, Laos was furthest along the Gavi transition process.
Some of the institutional reforms needed for transition are being put in place as the NIP is already
managing vaccine procurement and delivery and the country has been investing in economic
evaluation capacity. However, low levels of domestic resourcing in Laos present a significant
challenge for aid transition in the health sector. More specifically, domestic resources are not
increasing sufficiently to offset the impending loss of external funds. This has already affected
vaccine access, with the country in the difficult situation of suspending the planned rollout of

the rotavirus vaccine.

The Kenya experience illustrates the particular challenges involved in managing health policy
and spending in a context of significant and rapid devolution in the health sector. It highlights the
importance of delineating responsibilities between levels of government and establishing the
processes and trust needed to coordinate decision-making where there is shared responsibility.
The task of defining responsibilities is compounded by variation across health areas, as they are
differentially affected by the presence of international donors. These tensions will take time to
resolve as political attention is focused on other aspects of a devolution process that goes well
beyond concerns with health service delivery.

Liberia is almost certainly many years away from losing its eligibility for international support
based on its GNI. Institutional arrangements for budget management and health decision-making
are generally weak, though the health sector is stronger relative to most other sectors.

External aid provides an important source of financing for services, but the poor predictability
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of international funds affects budgets and service delivery. Furthermore, if unresolved, the
persistence of parallel structures will make the future financial transition much more difficult
since it will also require substantial changes in management and delivery systems.

Complex landscapes and persistent alighment challenges

Despite their unique situations, the institutional challenges across the three countries are in some
ways more similar than one might expect given their different economic, epidemiological and
governance contexts. Common among them are complex institutional landscapes, with many
entities involved in decision-making and delivery within and across sectors and levels of
government.

The density and diversity of actors involved is noteworthy in its own right. The current

situation reflects the legacy of active involvement by international agencies, including

bilateral engagements and the major global health initiatives of the 2000s. The influence

of global trends on national systems continues today in a different form, with more recent
global efforts encouraging further investment in evidence-informed decision-making and
prioritisation processes, including the establishment of new groups and processes to advise

on national-level immunisation and health technology assessment. As Liberia illustrates most
prominently, thereis a plethora of coordination mechanisms that attempt to facilitate interaction
among the many actors involved in health decisions, financing and delivery. This proliferation of
entities has implications for staff time, which rarely features in discussions on human resources
for health. Instead, these which are overwhelmingly oriented towards delivery rather than
coordination, analysis and decision-making (WHO, 2010; 2016b).

In terms of national decision-making processes, there are multiple points at which resource
prioritisation takes place. These processes operate along different timeframes. National and
subnational development plans, health sector strategies and NITAG recommendations generally
set long-term priorities. On the other hand, financing decisions are often dominated by the annual
budget process or the need to ration cash in-year on a quarterly or monthly basis depending

on the resources available. Despite concerted efforts over the years to coordinate among

many actors and to better link national planning and budgeting processes, alignment is clearly
apersistent challenge in all three of the country cases explored here.

The evidence base informing decision-making processes draws on established monitoring
systems and research studies, and all three countries have received external support in the past
to strengthen these foundations. In Liberia and Laos, these have been time-bound initiatives,
whereas Kenya’s long-term research collaborations have been institutionalised for decades.
These initiatives, and more recent efforts to strengthen NITAGs and HTA in Kenya and Laos,
have sought to address specific evidence gaps. However, national actors continue to express
aneed for better data to inform their decision-making processes.
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Implications

Although attention is shifting to the domestic arena - to relationships between ministries

and across central and subnational levels of government - future efforts to improve
evidence-informed resource allocation nevertheless still have to contend with existing
institutional configurations that have been shaped by the past. They would also do well to

learn from previous attempts to improve coordination and process alignment that have not fully
resolved these challenges. For instance, creating new entities, which has been the tendency in
the past, may not improve and could potentially exacerbate coordination issues and undermine
broader priority setting.

Alignment challenges are not simply matters of structure or coordination. The overall aims

and orientation of the health and finance sectors are distinct. The goal of Kenya’s Ministry of
Health, for example, is equitable, affordable, accessible and quality healthcare for all, whereas the
National Treasury aims to achieve shared growth through prudent economic and financial policy
(Ministry of Health, 2017; National Treasury; 2020). These mandates are reflected in institutional
arrangements and practices, including national health plans and essential health packages that
exceed available resources, the proliferation of donors to fill gaps, and financial management
controls that offer limited discretion, flexibility and predictability for spending ministries.

In this context, reform efforts to strengthen one area may have unintended consequences for the
other. Dedicated budget lines for vaccines, as called for in the Global Vaccine Action Plan (2013),
have been seen as a way to protect resources for this purpose (Griffiths et al., 2020). This works
in part by (intentionally) restricting the flexibility that ministries of health have to reallocate
resources away from immunisation budget lines during the year. On the other hand, many
countries are implementing programme budget reforms in order to increase spending efficiency;
and the WHO has recently been encouraging governments to take these reforms further

(Barroy et al.,, 2022). Budget managers are given more flexibility over financing in return for clearer
links between financing inputs and service outputs. This has sometimes reduced transparency
over immunisation services because they represent a relatively small part of the health budget
(typically 1% of health spending or less) (Griffiths et al., 2020).

Importantly, each of the many decision-making processes and domains of interaction have

their own political and power dynamics, which may manifest in different ways given the distinct
configurations of actors and organisations. Resource allocation decisions will never be purely
technical exercises. Priority-setting processes aim to make these debates and decisions more
transparent and informed by evidence, including economic factors. How reforms are introduced
will either reinforce or seek to change existing power structures and create political tensions.
This was evident in the Kenyan case, where devolution has raised important questions about

the roles of central and local government in policy-making for immunisation.
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More broadly, health sector actors could also further consider how policies and priority areas
may be affected by regulations guiding different expenditure categories (wage, operational

and capital costs) and by cash rationing, and how health policies could better account for these
reallocation processes throughout the budget year. Similarly, the fiscal challenges associated
with transition from aid to domestic financing raise important questions about the use of generic
cost-effectiveness measures that are not well suited to making trade-offs across interventions

in a highly constrained budget (Newall et al., 2014; Kazibwe et al., 2022). International actors
should explicitly consider how new investments and initiatives will relate to existing institutional
arrangements; appraising the potential unintended consequences for other health or finance
goals could help to build upon rather than undermine previous efforts.

Our research suggests that there are incremental steps that could be (or are being) taken. As they
transition from donor support, Kenya and Laos are increasingly prioritising economic evidence

in health policy decisions and are strengthening national capacity to conduct these analyses.

They and other countries could further develop budget-constrained priority-setting processes,

as Malawi is currently attempting. Ahead of financial transitions, Liberia could progressively

start to integrate procurement and supply-chain processes and could more intentionally time
county-level needs assessments around the budget cycle to increase the likelihood they will
inform resource allocation.

Areas for future enquiry

How exactly financial and institutional transitions take place in different national contexts remains
to be seen. Indeed, it is an area ripe for future enquiry. This scoping paper has identified three
interfaces where more targeted attention could be directed: between domestic and international
financing, between national planning and budgeting, and between central and subnational levels
of government. Better documenting and analysing the interactions among actors, their roles

and decision-making processes within and across these domains would help to characterise
incremental changes as they are unfolding.

Within each of the domains, there is a series of questions that could be explored. How do
prioritisation and re-budgeting processes operate in practice in different national contexts,
including as economies stagnate, decline or improve and as they pass through phases of donor
transition? How are previously vertically oriented programmes, including but not limited to
immunisation, being integrated into the UHC umbrella, if at all? And importantly, what are the
effects of financial and institutional changes on health access, quality and outcomes? How are
countries balancing the trade-offs that must be made? How are these effects borne differentially
across different subpopulations?

Against the backdrop of donor transitions and a series of efforts over the years to improve
resource allocation and evidence-informed decision-making, there is evidence of growing interest
from both the health and finance sectors to work together in more purposive ways. It is imperative
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that momentum to do so continues to build. If the status quo persists, developing additional

evidence-informed health policy recommendations may not influence resource allocation or
disbursement to the extent intended (Hart and Miller, 2022). Similarly, initiating further PFM

reforms may not necessarily translate into better health budgets (Welham et al., 2017).

The country profiles and analyses presented here represent an initial step in understanding
existing institutional arrangements - the constraints and complications as well as promising
foundations on which to further embed more integrated evidence-informed decision-making
across health and finance sectors. As more concerted efforts are made to bridge resource
allocation processes, this will provide the opportunity to investigate these questions in much
greater detail, within and across dynamic national contexts.
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