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Abstract

Although not reliant on donor funding for health, the external assistance that Sri Lanka receives contributes to the improvement of the health
system and health outcomes. In this study, we evaluated transition experiences of the expanded programme on immunization (EPI) that received
Gavi funding to expand the vaccine portfolio and the Anti-Malaria Campaign (AMC) that received funding from the Global Fund for AIDS, Tuber-
culosis and Malaria to scale-up interventions to target and achieve malaria elimination. We assessed if EPI and AMC programmes were able to
sustain coverage of previously donor-funded interventions post-transition and explain the facilitators and barriers that contribute to this. We used
a mixed methods approach using quantitative data to assess coverage indicators and the financing mix of the health programmes and qualitative
analysis guided by a framework informed by the Walt and Gilson policy triangle that brought together document review and in-depth interviews
to identify facilitators and barriers to transition success. The EPI programme showed sustained coverage of Gavi-funded vaccines post-transition
and the funding gap was bridged by mobilizing domestic financing facilitated by the Gavi co-financing mechanism, full integration within existing
service delivery structures, well-established and favourable pharmaceutical procurement processes for the public sector and stewardship and
financial advocacy by technically competent managers. Although the absence of indigenous cases of malaria since 2012 suggests overall pro-
gramme success, the AMC showed mixed transition success in relation to its different programme components. Donorsupported programme
components requiring mobilization of operational expenses, facilitated by early financial planning, were successfully transitioned (e.g. ento-
mological and parasitological surveillance) given COVID-19-related constraints. Other key programme components, such as research, training,
education and awareness that are dependent on non-operational expenses are lagging behind. Additionally, concerns of AMC's future financial
sustainability within the current structure remain in the context of low malaria burden.
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Introduction alone and involves local/national ownership and restructuring
of programmes for efficiency gains. In this study, we evaluate
in-depth two health programmes in Sri Lanka that received
external assistance for health from two funding organizations
established in the early 2000s—Gavi and the Global Fund to
Fight AIDS, Tuberculosis and Malaria (GFATM). The analysis
will aim to understand factors that have influenced sustained
coverage of donor supported interventions post-transition.
Sri Lanka, although having limited donor reliance for
health, with total financing from foreign sources on aver-
age around 2% of current expenditure on health (CEH)

in the past three decades (Amarasinghe et al., 2021; Insti-

The adoption of the Millennium Development Goals and the
establishment of new global funding mechanisms for health in
the early 2000s saw large increases in external development
assistance for health up until 2009, which have not continued
since (Dieleman et al., 2016; 2017; Bendavid et al., 2017).
Contributory factors include shifting priorities of donor coun-
tries towards areas such as climate change, refugee crisis,
and COVID-19 (Dieleman et al., 2016; Moon and Omole,
2017), fiscal constraints precipitated by the global financial
crisis (Leach-Kemon et al., 2012) and slowness of the global
financing architecture to engage emerging donors (Rannan-

Eliya, 2022). In this context, most global health funders aim
to transition countries from their support, which is funda-
mental to long term sustainability. Sustaining coverage of
previously donor-funded interventions following transition is
one important component of determining transition success
that has received relatively less attention than financial sus-
tainability. This is more complex than a financial transition

tute for Health Policy, 2021), provides an opportunity to
study donor transitions for health from a unique perspective
due to several distinctive health system features and inter-
play with large macroeconomic shifts during the period of
donor assistance and post-transition. With 22.2 million peo-
ple (Department of Census and Statistics, 2020), Sri Lanka
is currently a lower-middle income country (LMIC), having
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Key messages

e General contributors of strong health system performance
such as financial risk protection, close-to-client services and
a well-established primary healthcare network were also
facilitators of donor transitions.

e Central control over equitable allocation of resources and
structures in place to achieve national health goals were
some governance-related factors identified for transition
success in the Sri Lankan context. Health programmes with
a historically strong domestic financing base, integration of
service delivery of donor funded interventions within exist-
ing structures and formal phased transition mechanisms
were other facilitators of transition.

e The Sri Lankan experience also highlights the importance
of factoring in future macroeconomic projections and poli-
cies that can impact fiscal space for health and political
commitment that reflect public prioritization of diseases,
during decision-making on health programmes’ structure
and organization during donor transitions.

moved to upper-middle income country status briefly in 2018
to reverse back to LMIC status in 2019 (World Bank, 2023).
Over the past three decades, Sri Lanka has had limited fis-
cal space for health owing to chronic low and declining levels
of general revenue tax collection (>15% of gross domestic
product (GDP) in 2003 to <10% of GDP in 2020), high pub-
lic debt (>100% of GDP in 2003 with a gradual decline to
less than 70% of GDP in 2014 and rising again to >100%
of GDP in 2021) and debt servicing commitments (Economic
Research Department, Central Bank of Sri Lanka, 2021; Inter-
national Monetary Fund, 2022). This has been associated with
low public CEH at less than 2% of GDP, and substantial
reliance on private financing of healthcare services (half of
CEH) (Amarasinghe et al., 2021). Notwithstanding the lim-
ited spending on health, Sri Lanka’s health system is known to
be high achieving in terms of health outcomes (Rannan-Eliya
and Sikurajapathy, 2009). However, Sri Lanka has for a while
now been facing substantial challenges due to an ageing pop-
ulation and an increasing non-communicable disease (NCD)
burden (Rannan-Eliya et al., 20225 2023). Limited fiscal space
constrains expenditure increases necessary to respond to the
demographic and epidemiological transition while continuing
to maintain health services for Maternal and Child Health
and communicable diseases (Smith, 2018; Asian Development
Bank, 2019).

Previous research on donor transitions in Sri Lanka identi-
fied limited fiscal space for health, loss of technical assistance,
inadequate national planning and health system challenges
related to inefficiencies and increasing disease burden due
to NCDs as challenges (Perera et al., 2019; Bharali et al.,
2020). The prospect of achieving greater self-reliance was
identified as an opportunity, with transition planning and
sustainable funding choices identified as priorities in the tran-
sition context (Bharali et al., 2020). However, these general
factors pertaining to health transitions can vary, particularly
for specific health programmes for which targeted external
support is provided. In this study, we evaluate transitions in-
depth by focusing on two health programmes—the Expanded
Programme on Immunization (EPI) and the Anti-Malaria
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Campaign (AMC)—that have received targeted grants and
have transitioned away from external assistance within the
past decade.

The EPI, established in 1978 and coordinated by the Epi-
demiology Unit of the Ministry of Health (MoH), is a well-
established MoH programme achieving and sustaining some
of the highest rates of vaccine coverage globally (UNICEF,
2018). Targeted funding by Gavi was used to expand the vac-
cine portfolio (introducing new antigens hepatitis B in 2003
and Haemophilus influenzae type B in 2008). In this study,
we focus on the Gavi funding period 2003-2015. During this
period, Gavi funding on average accounted for 47% of total
financing for vaccines and supplies of the EPI and 0.34%
of government expenditure on health (GEH) (Institute for
Health Policy, 2021). A gradual decrease in the birth cohort
from the time Gavi funding was initiated has eased the bur-
den on the EPI over time. The reduction was 10% from 2003
(370 643) to end of the Gavi funding period in 2015 (333 097)
and 12% (326461) by 2017, two years after Gavi gradua-
tion (Department of Census and Statistics, 2022). Timelines
relevant to Gavi funding for the EPI are illustrated in Figure 1.

The AMC, a deeply rooted, long-established semi-vertical
programme of the MoH (first AMC established in 1911),
successfully eliminated malaria, with Sri Lanka achieving
malaria-free certification from the World Health Organiza-
tion (WHO) in 2016 (Ministry of Health, 2016). External
assistance to the AMC from GFATM played a crucial role
in scaling up a wide range of anti-malaria interventions to
achieve the goal of malaria elimination. During this period,
the AMC underwent major programmatic changes associ-
ated with malaria elimination as well as the GFATM funding
transition (Anti Malaria Campaign—MoH, 2018). GFATM
funding on average accounted for 59% of total financing
of the AMC and less than 0.4% of GEH until the GFATM
funding transition (Institute for Health Policy, 2021). Time-
lines relevant to GFATM funding for the AMC are illustrated
in Figure 1.

Theoretical framework

We used an adaptation of Walt and Gilson’s (1994) health
policy analysis (HPA) framework to guide data collection
and analysis. Sustaining effective coverage post-transition at
levels seen during the funding period defines a successful
transition from external assistance. This framework recog-
nizes that understanding the level of success achieved or the
potential level of success that can be achieved by a health
programme following transition from external assistance can
be evaluated by analysing four elements—content, context,
process and actors. Content describes the health programme
before and after transition in terms of the major health sys-
tem inputs such as financing, service delivery, governance
and leadership and other inputs such as human resources,
procurement and health information systems. A systematic
analysis of content can identify what and to which level health
system inputs changed after transition. The framework then
allows us to explain how these changes occurred considering
the elements context, process and actors. Context allows the
assessment of how political, social, economic and historical
factors influenced transition. Process describes the expectation
of transition in comparison to what happened including tran-
sition preparedness, planning and how transition fits into the
broader health system objectives. The examination of actors



Health Policy and Planning, 2024, Vol. 00, No. 00

Expanded programme on immunisation (EPI)

Anti-malaria campaign (AMC)

Successfully transitioned from Unicef assistance for
EPI vaccines in the mid 1990s

Very high sustained vaccine coverage and elimination
of most vaccine preventable diseases

Beginning of negotiations with Gavi @

Introduction of new antigen hepatitis B
and auto-disable syringes ™

Introduction of pentavalent vaccine with new antigen P
Haemophilus influenza B

Co-financing mechanism for pentavalent vaccine

Graduated to middle income emerging market under
International Monetary Fund (IMF) criteria

Beginning of Gavi accelerated transition @

End of Gavi support €

Initiation of Gavi support for inactivated polio virus (IPV) _ [
as part of global ‘switch’ on polio endgame strategy ™

Post-Gavi period €

One-time support for new vaccine introduction —
human papilloma virus (HPV) vaccine

Moved up to upper-middle income country status
(World Bank criteria)

Moved down to lower-middle income country status
(World Bank criteria)

Figure 1. Timeline of events impacting donor funding and transition

External assistance supplemented domestic financing
from multiple sources.

World Bank funding just prior to GFATM funding

GFATM funding initiation
Ongoing malaria control phase

Joint project funding for community-based
organisations (CBOs) together with Ministry of Health
(MOH)

Scale-up of interventions through human resources
(HR) of CBOs

End of armed conflict

' Decision to target malaria elimination

Launch of malaria pre-elimination phase

Launch of malaria elimination phase

Last indigenous case of malaria

~ Addition of prevention of reestablishment (POR)

phase

Expansion of AMC to previously non-malarious
regions

End of GFATM funding to CBOs

» MOH continued to receive GFATM funding

Loss of HR from CBOs managed with new
recruitment, decreased disease burden and GFATM
supported staff for AMC

WHO malaria free certification
GFATM transition triggered
Transition planning meetings

) Programme reorientation to POR only phase
Discovery of A stephensi, an urban malaria vector in India

End of GFATM funding to the AMC

GFATM final transition grant

Funding provided at end of the year to Treasury and
not directly available to AMC. Therefore, in effect
beginning of post-transition period for AMC

Negative impact of COVID-19 on some programme
components

End of GFATM transition grant
Beginning of economic crisis

Negative impact of COVID-19 on some programme
components

' Fully independent of GFATM funding
@ Continuing economic ctisis



recognizes the role of multiple stakeholders in health pro-
gramme planning and decision-making and the contribution
of influential stakeholders to the resulting health programme
structure following transition. Applying this framework can
help identify facilitators and barriers to sustaining coverage
of key interventions following donor transitions. The dif-
ferent elements in the framework capture the complexity of
transitions by allowing for multidimensionality and inter-
play between various elements. A detailed description of the
theoretical framework is described elsewhere (Shroff et al.,
2024).

Methods

Study design

We used a mixed methods approach. In the quantitative
component, we assessed whether coverage of donor-funded
interventions was sustained post-transition by using a time
series of selected coverage indicators from administrative data
sources for the EPI and AMC. At minimum, sustaining cov-
erage of interventions post-transition at pre-transition levels
was considered as transition success. In addition, a finan-
cial analysis using the Institute for Health Policy (IHP) Sri
Lanka’s health account (SLHA) database evaluated domes-
tic and donor contributions for the two health programmes
over the donor funding period and post-transition period
(Institute for Health Policy, 2021). In the qualitative compo-
nent, to identify enablers and barriers of transition success,
semi-structured interviews were conducted with a range of
stakeholders from within and outside the AMC and EPI pro-
grammes and documentary review of both published and
unpublished literature was carried out.

Selection of the AMC and EPI for in-depth analysis was
based on meeting two inclusion criteria: (1) health pro-
grammes that transitioned away from external assistance in
the past decade (beginning of the post-transition period for
the EPI and AMC was 2016 and 2019, respectively); and (2)
had a minimum three-year post-transition period at the time
of study initiation.

Data collection
Coverage indicators

In selecting coverage indicators, we considered interventions
that had major contributions from donors and those that
reflect a direct impact of overall programme success. Expan-
sion of the vaccine portfolio in the EPI through introduction of
new antigens, hepatitis B from 2003 (hepatitis B monovalent
from 2003-2007 and continued since 2008 in the pentava-
lent vaccine) and Haemophilus influenzae type B from 2008
(through introduction of pentavalent vaccine) were the main
outcomes of Gavi funding from 2003-2015. Therefore, for
the EPI, the third dose of hepatitis B vaccine coverage and
pentavalent vaccine (using DTP3 coverage) and incidence of
diphtheria, pertussis and neonatal tetanus were selected as the
indicators of coverage and effective coverage.

The AMC received GFATM funding for a wide range
of interventions. Considering the feasibility of collecting a
time series of data, we selected two key interventions for
the AMC—number of blood films screened from risk pop-
ulations (parasitological surveillance) and total number of
entomological surveillance days each year as coverage indi-
cators along with the number of imported, introduced and
indigenous malaria cases. The latter provides information on
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the overall effectiveness of the AMC. Data were collected
from administrative records of the EPI and AMC, and any
data gaps were addressed by direct queries to the two health
programmes.

Financing mix

The domestic and external financing mix of the two health
programmes was estimated to understand the changes in the
level of financing pre- and post-transition. Financing mix was
estimated using IHP databases that compile SLHA (Institute
for Health Policy, 2021). IHP’s SLHA estimates fully comply
with the System of Health Accounts which is the global stan-
dard for reporting health expenditures published by the Orga-
nization for Economic Cooperation and Development and
WHO (OECD/Eurostat/WHO, 2017). In addition to the infor-
mation from SLHA, detailed expenditure for Gavi-supported
EPI vaccines was supplemented by data and information gath-
ered from Gavi annual progress reports and other country
specific Gavi reports (Gavi, The Vaccine Alliance, 2022b).

Documentary review

A documentary review of published and unpublished liter-
ature was carried out. The literature was identified using
major academic search engines, publications of the EPI, AMC
and MoH, thesis collections of the Post-Graduate Institute
of Medicine which trains all specialist doctors in Sri Lanka,
libraries of other local bodies and included documents for-
warded by key informants upon our request. We used the
documentary review to gather information by elements in
the HPA framework. The review also helped identify gaps in
information to be collected through key informant interviews.

In-depth interviews with key informants

Using purposive sampling, semi-structured interviews were
conducted with 25 participants during the data collection
period from November 2021 to December 2022. The num-
ber of key informants interviewed by health programme,
national or sub-national level or other category (e.g. donors
and technical advisory committees) is detailed in Table 1.
We first approached key informants knowledgeable and/or
experienced with delivery of relevant services under the AMC
and EPI both past and present. Subsequent key informants
were selected using snowball sampling (Creswell and Clark,
2017). We conducted in-depth interviews with key informants
using a semi-structured interview guide developed to reflect
the various elements in the HPA framework. We also used
these interviews to corroborate/clarify information gathered
through the documentary analysis. Interviews lasted between
45 and 60 minutes and were conducted in the respondent’s
preferred language (Sinhala, Tamil or English). Interviews
were recorded with consent and all interviews were tran-
scribed for analysis. Interviews conducted in Sinhala or Tamil
were transcribed and translated to English. Data saturation
was used to determine the end point of the key informant
interviews.

Data analysis

We followed a deductive content analysis approach to anal-
yse the qualitative data from the documentary review and
in-depth interviews (Patton, 2002). For the element content in
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Table 1. Key informant interviews by category and health programme
Expanded Programme on

Key informant category Immunization (EPI) Anti-Malaria Campaign (AMC) Common to both programmes Total
Top level managers of the Central MoH 3 2 7
Other Central MoH unit staff 2 2 7
Provincial level administrators 1 1
Regional level administrators 1 1
Regional level staff 1 2 3
Technical advisory committees 3 3
Donors 1 2 3
Total 6 1 8 25

the HPA framework the main health system components (ser-
vice delivery, financing, human resources, procurement and
information systems) that changed (or not) from pre- to post-
transition were identified for each health programme (World
Health Organization, 2007). Critical evaluation of a range of
contextual factors, transition process and key actors together
with coverage indicators, funding mix of health programmes
and changes in other major health system components pre-
and post-transition, were used to identify enabling and/or
impeding factors of transition success.

Ethics approval was obtained from author’s institution eth-
ical review board and administrative approval was obtained
from the MoH on 26 October 2021.

Results

First, we present coverage indicators for each health pro-
gramme to assess if coverage of key selected interventions
was sustained post-transition. This is followed by a cross-
programme analysis of facilitators and barriers to transition
that was guided by the HPA framework and supplemented
with information from the financial analysis. Programme-
specific differences are discussed where relevant.

Coverage indicators
EPI

The third dose of the new antigen hepatitis B (hepB3), intro-
duced with Gavi assistance in 2003 as hepatitis B monovalent
and continued since 2008 with the pentavalent vaccine (cap-
tured in DTP3 coverage) shows sustained coverage pre- and
post-Gavi transition (Table 2). Consistently low levels or
absence of diphtheria, pertussis and neonatal tetanus, some of
the target diseases of the pentavalent vaccine, suggest effective
coverage of the vaccine.

AMC

Compared to the average for the period of GFATM tran-
sition funding (2016-2018), the annual number of blood
films screened from risk populations (nearly 1.1 million) was
6% higher in 2019 but declined in 2020 and 2021 by 27%
and 40%, respectively (Table 3). Compared to the average
number of annual entomological days (4617) for the same
period (2016-2018), entomological days were 5% higher in
2019, 17% lower in 2020 and 1% higher in 2021. Key infor-
mants attributed the decrease in parasitological surveillance
in 2020 and 2021 to the difficulty in implementing these
interventions due to COVID-19 restrictions, and not due
to a lack of finances to implement these interventions. For

the AMC, it is important to highlight that due to multiple
programmatic changes associated with the epidemiological
shift in malaria, sustaining coverage post-transition at pre-
transition levels should be considered with caution. To illus-
trate, the expected decrease in the level of interventions due
to decreasing disease burden must be balanced with neces-
sary interventions to maintain malaria-free status along with
responding to new challenges. Relevant to maintaining this
balance, key informants explained that overall coverage lev-
els of the selected interventions reported in this study are not
expected to decrease. This was attributed to expansion of pre-
ventive activities to previously malaria non-endemic regions
in response to a shift in transmission risk associated with the
greater incidence of imported malaria cases now occurring in
previously non-malarious regions (Anti Malaria Campaign—
MoH, 2018). This requires maintaining surveillance activities
in both previously malaria-endemic as well as non-endemic
regions, where decreases in some areas were offset by increases
in others. While the optimum level of anti-malaria interven-
tions may be difficult to determine, the ultimate success of the
AMC is dependent upon maintaining malaria-free status and
prevention of local malaria transmission. Since 2012, there
were no indigenous malaria cases reported in Sri Lanka until
the time of writing this study, thus illustrating the overall
success of the AMC (Table 3).

Facilitators of transition

From the documentary analysis and key informant interviews
and guided by the HPA framework, the changes in health
system inputs pre- and post-transition are detailed in Supple-
mentary Tables S (EPI) and S (AMC). In Table 4, we identify
the facilitators and barriers to transition by each element of
the HPA framework and for each of the two health pro-
grammes. In this section, we discuss the key facilitators and
barriers to transition common to both health programmes as
well as ones that are programme-specific.

Contextual factors

Several contextual factors served as overall enablers of tran-
sition common to both programmes. First, the Sri Lankan
health system is built on several well-established general
principles for strong health system performance and health
programme success (Rannan-Eliya and Sikurajapathy, 2009;
De Silva et al., 2016). These are also applicable to the EPI
and AMC and include emphasis on financial risk protection,
close-to-client services through a historically well-established
health service delivery network and public sector primary
health care available free of charge. Second, both programmes



Health Policy and Planning, 2024, Vol. 00, No. 00

*9]qB[TEAR 10U SAIBIIPUT /N
‘110ddns suoea mau pue juess uonentul AJH—/T0T ‘AdI 107 6T07—S 107 WOy Surpuny 1aeo),
*600T U1 Suoueuy-00 Jo 9duasqe Ay sure[dxa SIy ] ‘0[O ATBNIGa,] Ul PadONPOIIUIAT SEM JUIDIBA
JudreseIuad o1 ‘UONELINSIAUT UE FUIMO[[O,] "IUIIBA O3 JO UONENSIUTIWPE J91JE SYILIP [81049s SuIMO[[0] 00T [17dVY 67 U0 papuadsns nq gO(¢ Arenue[ [ UO UONEHSIUTWPE JUIDILA JudeABIUSd pareniur ejueT g,

" (ex{uel-11s/s3UWUINOOP-A11UN0/310° 18 MMmm//:sd1Y) $107—-8007 Partodar ssaxdord [enuue 1aen) pue aseqele(] IUNODY YI[edH eueT 11§ JH] Sursn uone[nded sioyinyy
*sormIIpuadxa 1910 pue 2dULUANUTEW UTRYD P[0d ‘IJH Y2 JO Judwadeuew

PUE SITATIS TUOMBZIUNWILI JO ATIAI[OP O] $9IINOSII UBWINY 0] $aIMIPUadXd sapn[dXd Inq DMpayds uoneziunwu feuoneu ay) ut sarpddns £1o5es uondalur pue saurddea 10y armypuadxs sapnpour SundULUY HNSHWO(],
‘Teuoisiaoxd st g7 (g 10§ armatpuadxy "aseqeie(J sIUNOOY YI[edH eue] LIS (JHI) A91]0J YI[edH J0j 93mInIsu] woj eiep armipuadxy,

(€20 47n1q37 0T Passadae] 01 [=pid¢dyd siaoyysiBua/feuyyow yaos yijeaymmmy/:diy g107 und[Ing YiesH [enuuy,
"[€20T Areniqaq o passadoe] 1 [=pid¢dyd-sioyiozystSusyeuy qow |03 aeaymmm//:dny ¢10T uBd|ng YieoH [enuuy,
(€707 4711937 07 PIssadoe] 011 =prd¢dyd sioyaoystjSus/jeuyyow N[ a0 ya[eay mmar//:dny gLOT UBI[[ng YIeIH [enuuy

"[€20T Areniqag ¢1 passadoe] ‘ndur druanm/weiyuwysuonedtqndauroymmmmy/sdiy (QINZNA) 98819400 UOBEZIUNWIW] [EUOEN] JO $3eWlsY JHDINN/OHM.

- - VIN VIN VIN V/N VIN VIN VIN 96 96 0c0¢
- - (0001) TT'9  (£0)¥0'0  (89)THO (ST6)99°S 00°0 0 0 86 86 610¢C
- - (0001) 95’ (#'0)T00  (6°S)€€0  (L€6) TTS 00°0 €0°0 0 96 96 810¢C
- - (00001) ¥9'9  (€°0)T0°0 (+'LT)T8T (€£7TL) 08t 00°0 10 0 96 96 L10T
SOJUIWIUIOD
potrad
- - (0001) 6L  (+70) €00 (ST0)¥0°0 (166) TLL 00°0 €0 0 86 L6 1AeD-180d 9107
96 ¥ (0'001) 'S (I'T) 9070 Am €0 0T (0°SL) 60t 00°0 0 0 66 66 10T
68 11 (0000T) 96'% (8°0)%0°0 (€71 190 (6'98) T€¥ 000 v'0 0 66 66 ¥10¢T
61 I8 (0°001)8S'S  (0°0)000 (S£S)1TE (STH) LET 0070 €0 0 L6 L6 €10¢
6¢ I (00001) €0'% (0°0) 000 ($89)9LT (S1€)LTT 00°0 €0 0 001 001 10¢
uonisuen
parerd
-[o20e
1c 6, (0001) €19 (000000 (T'¥2) ¥Stv  (67ST) 6S°T 0070 €0 0 ¥6 Y6 AeD 1107
€l L8 (0°001)9¢'9  (0°0) 000 (€82) 86+ (L17)8€'T 00°0 10 0 6 6 010¢
0 0 (0'001) 0T'C  (0°0) 000 (I'8%) 10°'T  (6°15) 60°T 0070 0 0 88 88 600¢C
0 00t (0°001) 09'8  (0°0) 00°0  (£°0£) 809 (€£67) TS'C 10°0 10 0 16 L6 QUIIITA JUS[EABIUS] 800¢C
- (0r001) 07’1 (0°0) 000 (0'TH) 0S°0  (0°85) 69°0 0070 10 0 16 €6 L00T
- - (0000T)9T'C (07000000 (9°S€) £L°0  (#'¥9) 6€°T 10°0 o 0 16 Y6 900T
- - (0000T) TT'C  (0°0)00°0 (8°0%)98°0 (T'6S) ST'T 09°0 ¥0 0 L8 96 €00¢
- - (0001)€6'C (0°0)0000 (§TT) 990 (§£LL)LTT 09°0 o 0 9 6 00T
uonenut
Suipuny
- - (00001) 09'T  (0°0) 000 (+'1€) 0S50 (9'89) 60°T 09°0 90 0 [43 86 q sunedoy 1AEH €007
onsawoq 1ABD) [eloy, sauase 1aen  dnsawoq pSnueIay ,ysnod am_uuﬁam% cqdoyg cdlda sourppw} Sulpuny 1ALy IBIL
NN Jo 20uap Surdooym JO 2duap
-1our 10§ JO ddULpIOUT -1out 10§
uonendod 103 uonem  uonemndod
000001 -dod 000001 000°00T
12d sasen 19d sasen) 12d sasen)
(< %) dumdEA (w03 %)

Juspeaeiuad 103
a1eys uueUy-0))

Jo %) uoriu qsM) [dH 10§ drmpuadxyg

93819400 QUIOOBA

(Id3) uoneziunwwi uo swwleiBold papuedxa 8y} 1o} XIW BuldUBULY IABE) pUB D1}SBWOP puUe S10}edipul 86eI1an0)) g ajqeL


https://www.who.int/publications/m/item/wuenic_input
http://www.health.gov.lk/moh_final/english/others.php?pid=110
http://www.health.gov.lk/moh_final/english/others.php?pid=110
http://www.health.gov.lk/moh_final/english/others.php?pid=110
https://www.gavi.org/country-documents/sri-lanka

Health Policy and Planning, 2024, Vol. 00, No. 00

*9[qe[IBAR JOU SAIBIIPUI /N
JoquiaA0N 03 dn s3sed [e10]

‘SPIBMUO g()()7 WOF sased Juikyisse[d uesaq DAY "d[qe[leAr 30U d1e pajrodwr pue snOUIFIPUI SE SISED JO :oummouwwmm_ﬂ_w

*[9A3] TeoUIA0Id 93 I (SPBIYIIAO JOYIO PUE SILIB[ES)

21 Ipuadxd JUSIINIAT SIPNJIXD SIY T, *s0urA01d Yyl 03 93eI0IIP DAY Y3 £q parpddns (uowrdmbs 3-2) soanpuadxs 19y3o pue sorjddns [edrpaw pue 21n3Ipuadxd 93LI0IIIP DAY SIPN[IUl SUDdUEUY JISIWO(Jg
‘Teuorsiaoxd st g7 10§ srnaIpuadxy dseqeIe( SIUN0IIY YI[EdH eNUET LIS (JHI) AST[0J Y2[eaH 103 AMsU] woy erep armirpuadxy,

“e3ep paysiqndun exueT 11§ yI[esH jo Anstury ‘uSredwe) ere[eN-nUY 170T-0T0C PU® (10T “7?

72 BINJPSEUND)) /00T ‘[£70T A1EnUE[ ¢7 pIssadde] ‘surodai-[enuue/sadrnosai/uspaod-usredweserrejewrmmamy//:dny) s1roday renuuy DNV 6107-810T ‘9107-900T {(610T 77 12 dureIewai]) :007—£00¢C 10 BIe(,
“e3ep paysiiqndun

exUueT 11§ B9 Jo AnsTury ‘usredure)) eire[eN-nUY :1707-070C PUe ([£70T A1en1qaf 7T passadde] ‘srodor-renuue/sadmosa/uayaos usredureserrefeurmmam//:dig) sizoday enuuy DNV ‘6107-010¢ 107 BIE(,
(1207 “1v 12 1mise[nyD) 10T Ul Pa3iodal ased BLIB[EW PIdNPUI-UOISNISURI) POO[q,

“(6T0¢ “v 12 eudseunIe) g1 Ul p2110dor osed BLIB[EW PIINPOIIU],

"[e70T ArEnIqag T passedde] yuapyyaos ey owe/:dy/17cHT09CT 1 7C0T/q2M/310 A1ydre qamy//:sdny aasqam DINY 70T ‘erep paysiqndun exue 11§ yajesy jo Ansmury ‘uSredurer)
BLIR[RIN-IUY :1707—020T PUt ([£707 ATeniqa 0] passadde] ‘s11odai-[enuue/sadinosat/uspy[-aos udredweserreiewrmmm/:dny) suodsy fenuuy DNV :6107-900¢C S(TT10T 72 12 dysuisedaqy) :007—£00¢ 103 eied,

V/IN V/N V/IN V/IN V/IN V/IN V/IN 0 0€ 0 (44114
VIN V/N V/IN V/IN V/IN YvL€L9 799% oL (44 0 170
V/N V/N V/N V/N V/N 0TC0T8 0¢8¢ 0 0¢ 0 070t
SDUIWWIOD
uonIsuen
-3sod
(0°001) 90°1 (6°0) 10°0 (0°0) 00°0 (0°0) 00°0 (1'66) SO'T vil6 vl 1 0€8Yy 0 €S 0 NIVAO 610CT
(0°00T) 90'F (zo) 100 (6°SL) 80°¢€ (0°0) 00°0 (6°€7) L6°0 0L067CTT 879 ql LY 0 8T0T
(0°00T) T#'T (+'0) 100 (8'79) TS'1 (0°0) 000 (8'9¢) 68°0 0676801 1Tey 0 9¢ 0 £10¢
(0°0071) 86°1 (07 ¥0'0  (6°TH) $8°0 (0°0) 00°0 (1'$8) 60T 96¢TLOT 106¥ 0 |84 0 uonisuel], 910¢C
(000T) £S'T (61) €00 (T°0%) €90 (0°0) 00°0 (0°85) 16°0 99 THT T 8Ty 0 9¢ 0 S10T
(0°001) TT°€ (9'1) s0'0  (9'vL) TET (0°0) 00°0 (8°€7) ¥L°0 YIETETT V/IN 0 6 0 10T
(0°001) ¥S'¥ (€1)90°0 (5°68) 88°¢ (0°0) 00°0 (T€1) 09°0 6LS9¢T 1T 6C18 0 S6 0 €10
(0°001) 9T°€ (+'7) 800 (+°08) T9°C (0°0) 00°0 (TL1) 950 S9198T 1 50L - 0L €T 710t
(0°001) L9°S (110900 (T2 8¢y (000000 (LT €TT 00 EYTT L90L - s 4 110¢
(0°00T) ¥£°9 (0°0) 000 (9°T8) LSS (0°0) 00°0 (FL1) LT T 6LL860 1 8681 - 4 89 010¢C
(0°001) T0°8 (0°0) 000 (£°78) 6579 (0°0) 00°0 (L) Trt 7€9606 V/N - LT 1€¢ 600CT
(0°00T) £9°9 (0°0) 000 (6'8S) €6°¢ (0°0) 000 (T'T¥) LT YOI LYOT V/IN - T 99 800¢C
(0°001) ¥1°C (0°0) 000 (9°%€) L0 (0°0) 00°0 (+'$9) 0¥'1 €O ¥¥0 1 V/N - - q 661 £00¢C
(0°00T) 0§°C (0000000 (8¥)TI'0 (000000  (T'S6) 8T 1719201 V/IN - - y 16§ 900¢
(0°00T) £9°1 (0°0) 000 (6'8€) §9°0 (0°0) 000 (1'19) 201 198 €L6 V/IN - - q 0v91 §00¢T
(0°001) €€+ (0°0) 000 (S76€) TL'T (0°0) 00°0 (§°09) 79°C 1818611 V/IN - - y 07TLE 00T
(0°001) ¥T'v (0°0) 000 (9799) 0¥°C (9°7) 11°0 (8°0%) €£'1 6STT6L 1 V/N - - 4OIS0T  uoheniul Surpuny INIVAD €00T
[exo], seuade NN WIVID ueqd pioy gonsswoq  suonemdod wﬁmv paonponuf parroduy snoud3Ipu]  saurown Jurpuny N IVIO bi2) ¢
Mm_h EO.HW— OUENEMO.\CSm
paudaIds [ea130]
mﬂ.:@ ﬂuOOML |OEOuEm~
Jo TdqUINN
w:_ﬁou JO o) wor[Iw dsN) DINV 103 aanipuadxyg $SOSED BLIB[BIN

(DINY) uBledwe) eugRA-IUY 8Y3 10} X1 BudueUly |A 145 PUe 211S8UIOp pue Sioleoipul 96eISA0) *E aqeL


http://www.malariacampaign.gov.lk/en/resources/annual-reports
https://web.archive.org/web/20221126024221/http://amc.health.gov.lk/en/
http://www.malariacampaign.gov.lk/en/resources/annual-reports
http://www.malariacampaign.gov.lk/en/resources/annual-reports

Health Policy and Planning, 2024, Vol. 00, No. 00

(ponunuod)

‘W) JOAO JUBM UEBD [OIYM
UOTIeIISTUTWIPE JUIIND Y3 SUOUre BIIL[EW JO ATOUISW [eUOT)
-nnsul oyl Aq PaINqLIUOd A[¥I] UOHBUIWII JO IXIUOD Y}
Ul U9Ad SUTWOOY1I0] Uadq sey DAY Y2 10] 11oddns uonensi
-urpe Ho [eRud) "DIAY Y3 03 11oddns [edruyday sapraoxd
‘SHOJ Y2 £q paireyd (H§]) dnoid 1roddns [eoruydel ay .
*91BI0302IP [BIIUID SY3 03 I[qBIUNOIIE
a1e pue [9A3] [euIr0Id ay3 01 A[30311p 110da1 [94A9] [BUOIZAT
a1 18 SQIATY “DINV 92 JO 9INIBU [BIIIIIA-TIIAS 91 01 aN(]
*(seaxe 101ju02-150d
PaAIdsIOpUN *§°2) SUOSEAI IYI0 PUEB UIPING ISBISIP UO PIseq
A1ea ued spasu asoym saduIaoid ay3 Jo Jjeyaq uo dueIsIsse
[BUINXD SAIBNOSIU 2)BI0IIP DNV YL "S[eoS ya[eay
[euonIEU SUIAJIYOE J0F 9JUBISISSE [EUIIIXD JO Jeyl Jurpnjoul
$95IN0SAIT JO UOTIBIO[[E [qeInba sammsua 9181039211p DAY Y L
*918J03021TP DIATY 23 01 J[qBIUNOIIE dTe
pue SHOJNJ Y3 03 310da1 SQIAY *SIMIAIIOE JWOS J0] sjrun
HOOW Yim uoneidanur pajiwi] awog “uonejuauwadut
swwerdoid 105 ojqisuodsar axe sweal J19y3 pue (SOINY)
SI9DYJO BIIB[EW [BUOISAT [2Ad] [BUOISDI ) 1B PAzI[BIIUD(
‘dryspieamals pue uonen[ead pue guriojiuow ‘Surures)
921n0sa1 uewny Juawaindoid ‘quawdofaasp £o1j0d jo suon
-dunj 9y} Sp[OY 33BI0IDAIIP [e1U)) dwweI301d [eOnIoA-1Was Y

‘uonisuen N LV49O Suump umop 3uimos Awouodyg
*90UBISISSE [BUINIXD

yam pajuswsddns paureiurew aseq gunueUy d1IsaWOJ
‘UOIIBUIWIA JO 3X2IU0J Y3 Ul uoneziioud moj 03 Inp suem
Ued JuaunIuod [esntjod A[[esr101sty paaIasqo sy ‘9107

Ul UOIIEOYI1IAD 391J-BLIB[BIN "€96 Ul 110JJ9 UOHBUIWI[S JBIN]
*s1ea£ 93 1940 siouop adnnw
UIOI] PIATPIAT IOUBISISSE [BUINXD YInoyie aseq Sundueuy on

-SOWIOp SNONUIIUOY) “[ T4 Ul PAYSI[qeISI JTUN BLIB[EW-TIUL ISIT]
"paau UO paseq apim
pue[st pajuawa[duwl 918 SUOIIUIAIIUI BLIR[RW-1IUE PUE 35TIRYD
-J0-221] 9[(B[TEAE 2TE SUOTIUIATIIIUT JATIBIND PUE JANIUIAIIJ
*suo18a1 JIwapus elIefew ul A[rejnonted sanioey yijeay jo
Juowdo(aAdp puE UONBIUALIO PUE ATNIONIIS [EUOTIBZIUESIO
SHOW 913 paouanpur (0961-0€6T) poriad aanew1og s (HOW)
Ya[eaH jo Ansturjy ay3 ur agus[reyd yijeay Lurond 1soysiy
o1 Suraq BITE[ETA "S1I0JJ0 UOTIBUIWII]D PUE [0IIUOD BLIL[ETI

103 JuaWITWIWOD [ed1I[od PIAIIAI SBY SIBIL 93 10A0 DINY

"‘ddOV 2y3 Je suonrdqipPp

PISBQ-90UIPIAS UO PIse( D[(R[IBAE SEM UOLBHIIUI UIDIBA 10§

9JUEISISSE [BUIIIXD UIYM UAD [ Y3 WOIJ PIPN[OXI SIUIIBA

"(OV.LIN) dnoid £10s1Ape [B21UY29] UOLIBZIUNWIWI [BUOLIBU

® JO jud[eanbs o3 se suonduny SHOH(J 2Y3 £4q paireyd
(ADDV) $ISBISIP S[qEBIIUNWOD UO I21ITWWOD AIOSIAPE Y],

‘Papasu uaym sInd0 Jtuf) A3ojorwapidy

a3 4q s1ruswsjdwr swrwresso1d Jo urioaruow 10311(J "[9AJ]
[euoneu pue [eruIAr01d euoIZaI Y 1B PaIOIUOW ST [JF YL,

*(seaxe 101juod-150d 01 (YH) $92In0saI

ueBWNY PUB JINIONIISLIJUIL JO JUoWdO[9AIP SPIBEMO] PI[[dUUEYD

Jueld Sutuayiduails swalsAs YI[eay 1aeo) ‘3-2) sjeos yieay

[euoIBU SUIAJIYDE JOJ JUBISISSE [BUIAIXD JO Jeyl uIpnpul
$921N0$31 03 $5900¢k J[qenba sainsus 3un) ASojorwapidy ay 1,

*S90TATAS (H{DIN) Y[ P[IYD PUE [EUISIBW [IIM paleiSarur
A0y st 1Jq 'SHOINJ 243 Jo maraind 9y 1opun st £19A1[9p 301A
-19S UONBZIUNUIW] ‘WAISAS YI[eay 1931 93 UIyIM pjerdaiul
Ioy3anj a1e SUIUTeRI) PUE $IDINOSAI UBWNY ‘Juawaimdoiy “diys
-pIemals pue uonenjead pue uroiiuow uawdorasap Lorod
JO suonduny Ay sp[oy HO [e13uad ay3 Jo 3up) £3ojorwaprdy

"UONISUEBI) PAIBIS[IIJE 1ABY) 1933113 01 UOSEIT B
‘(B1193110 JIA[J) SNIBIS £13UNOD SWOdUI J[ppIW 03 pArenpeid
BUET LIS "UONISUeN 1ABD) SUlp yimoisd Jqo Surseaouy

170ddns [BUIIXD INOTIIM TIAD PIPPE SIUIBA MIN

*SIJIAIDS

UOTIBZIUNWITIT 10] PUBWAP I[N *SISLasIp a[qeiuasaid aum
-DBA JO 90UIPIOUI MO[ 10 0I9Z PUE $9IBI IFBIA0D duIddeA YSIH

‘UOIISUEI]
IOUOP [NJ$sa0INS JO dUALIAAX J0LI] *§/6T Ul PAYSI[qeIsy

10309 21eALId Y3 SSIDOB OYM ISOYI 03 I pauleIqo aq

ued saurdea [J9 ‘uonendod ueyueT LI§ 911U 3yl SULIDAOD

sonIjIoEy Yi[eay pue syun (HOOW) Y3[¥oH JO 19430 [ETPIN

9G€ PAZI[BIIUIIAP JO YIOMIAU B YSNOIY) SUBUERT 11§ [[€ 03

9[qIsSa00E PUE 29I TE $IITATIS UONBZIUNUIW] *$3101[0d [IBay
ur paynuapt Apoidxs swwerdord Lroud [euoneu e st |49

HOW

343 Jo [249] 3s9y31y a3 woiy 310ddns azearjoey ued (SHOA)

SIO1AIAS I[BY JO [BI2US 10IDIIP YD Aq PAITBYD 391 WO))

‘3UD{BW-UOISIOIP PISE(-90UapIAl 105 Indur [ed1uydal apraoid
HON 2p1sino woij s11adxa urpnjour ssanuuwod A10SIapy

Jow a1e s[eos

{39 [9A9] [BUOIIBU PUE [BUOIBUQNS SIINSUD [9A3] [BUOLIBU
03 [epuIr01d ‘[euordar woij SULIOIIUOW JO WaISAS PIIdn-INIA

Pa9U UO Paseq S[9A] [BUOTIBUQNS 0 IDUBISISSE [EUIANXI
Jo Surp[auueyd Jurpnjour sjeo3 Y3[eay [BUOLIBU JAJIYDE 0}
$921N0s$31 JO uonedo[[e a[qenba 103 Liqisuodsa [erIua)

drgspremols pue uonen[ead

pue Suliojiuow ‘Gurules} PUE $3JIN0SIT UBWINY ‘JUIUIIND

-o1d ‘quawrdofaaap £o1j0d Jo suonounj paurelal oA [BHIU))

*(SHOWN) Y3[edY jo satnsturw [eouisold auru jo maraind

oY) JOpUN SIDIAIDS YI[8IY 2ATIUAAI PIzZI[enIUIA(] "[oAI]
(Terouraoid) [euonieuqns 03 YI[eay JO UOHN[OAIP PI[[OTIUOD)

2dueUIdA0L) sindur walsAs Ya[ea

urmniumop
JIIouo039 \AL PaMOT[O] 1933k.Iq awodUT JO JudUWAOW
pue SHBOHW dd5 wnﬂwﬁwhuﬁﬂ|ﬁmuuGOu JIWOUOI30IIEIN

3[qe1s Inq ‘moj A[pane[ar—3urpuads yI[eay JUIUILIIAOL)

JusuIwod [eonjod sadrojural ssadons swwerdord o[qiue],

aseq Sunueuy
onsswop Suons ym swweidord paysijqeIss-[[om AJ[edLI0ISIH

2182 Yaeay Arewiid pue s901AI9S JUAI[D-03-950]d ‘Uond2l0Id
Teroueuy jo sajdourrd o ymq ST WAISAS Y[y ULNULT 11§
—SJUOUWILIIA0S 9AISSIIONS AQ Y3I[BIY JOF JUIUIIWIWOD [BILI[O0]

1X21U0))

(DY) uSredwed eurejew-nuy

(1d4)

uoneziunwwi 10j swwerdord papuedxy

1B91Y1/1911TBq/I0IBI[ID.,]

slomaulely sisAjeue Adljod yieay (#661) S,UOS|ID pue 1epA Byl Jo sewayl Ag uonisueil-isod abeianod Buiulelsns 1o} siealy} pue siallleq ‘sioei|ioe) Jo Alewwns ¢ ajqeL



Health Policy and Planning, 2024, Vol. 00, No. 00

(peanunuod)

"198pnq HOJN [e1IUad
9y} I9puUn 33BI0IIIP DNV Y3 10§ Wl aul| 33pnq jeredss y
*90UBISISSE [BUIIIXI Y23S 01 panunuod A[951e[ sey
DAV YoTyMm I0J SINTPOTIUIOD IIYIO PUE S[BLIB[EW-IIUE (¢) pue
faz1[Iqow 03 19pIey s1 SUdUBUY JISIWOP Y2IYyMm 10§ sasuadxa
[euonerado-uou (7) {(pazijiqow uaaq A[p81e] sey Supueuy
o1sawop Yorym 10j sasuadxoa [euonerado () :10j uonisuen
B SB Paz1103218d 9818 9q UBd DNV Y 10] N LVD Wwoij
UONISUEBI] [BIDUBUY 33 399JJ2 U] "S[9AJ] [eoulaoid pue [e1uad
3y1 Yl0q woij Sudueuy J1ISaWOp Jo uonezijiqouw sarmbax
SIY [, "XIw SUdUBUY JOUOP PUE dISIWOP JulkIeA yIm sjuau
-odwoo swrwes8o1d [[e ss01oe pasn sem Jurpuny N IVIO

*9seq SurouBUY d1ISIWOP FUNSIXD

a3 paruswajddns asay 1, *aouLISISSE [BIIUYD] SUrpnjout

SIOUOP JUSIJJIP [BI2A3S Y3n01yl s1eak 9yl 1940 110ddns [eu
-191X2 PIAIRAT Sey DINY ‘uonentur Surpung A LY.ID 03 I0Lig

*so1n3onns SunsIXo UM
paserodioour Jyers paroddns A Ty D "uonisuen uipuny
INLVID 2y3 £q pa19381n aseyd £[uo (YOJ) uononpoiuror
Jo uonuaaaid o3 uonelusLIoal swwesdold (¢) pue fusping
aseasIp ur a8ueyd [ed1ydes8093 03 onp suorgal drwpus-uou
erre[ew Ajsnoiaaid 01 DAY Jo uoisuedxa pue uoneurwid Sul
-MO[[0] JUIWAYSI[qISI-21 PUE UOHONPOIIUIAI JO UONUIAdId
01 Suturelrad suonuaAIaIUL JO UONIPpPE Aq 28uBYd dnEWWERIS
-01d (7) ‘AT9AT[OP 901AI3s 10] sarn1onns [afjered jo uoneaId
(3n01y3 uonBUIWI[A BLIE[EW [1IUN SUONUIAIIUI JO dn-a[eds
(T) :01 anp saSueyd 10[LU [BI9AIS JUIMIIPUN ATIAT[IP 2DTATIG
‘uonisuen
Surpunj W IV:{D pPUe UONEUTWI[D eLIe[eul SUIMo[[o] sTys
onewwerdord [B19A9s SUIMO[[0] UIAI pagueyoun A[931e|
DAY 3y Jo uoneziuediQ) ‘syusuodwod swwreidord
SWOS Ul uoneIZIUl paiwr] dwwesdord [Bo1IaA-TWIS Y

“A[oan0adsax

‘sa98nja1 pue $32105 urdaadaoesd NN—sdnois ysu eurejewt

pazrodur Y3y Jo ainieu ay3 01 anp 1a3u0ms are (SGONN

pue YDHN/) suoneziueSio [BUOHBUINUI pUE ATeII[IW ay3

[IIM SUONBIO(E[[0)) "UOnBUIWI[d elIe[ew 01 Jouid swweld

-01d BLIE[RW-1IUE 39U} UI PIA[OAUI AIIM (SOQFD) SUOLBZIUESIO
Paseq-AIunwitioy) "UONBUIWI[ BLIB[eUW SUIMO[[0] PIseaIdd(]

‘1949 [e1outa01d Jy3 38 PIIIAIIP A[9S1e] SIIIAIIS

HDIA UIjiim pue [2A3] [e1IUD 3 1€ 11U A3ojorwapidy ayp

yam uonerdalul [[nj 031 anp [J4 Y3 jo syuauodwod 1930

10J SurduBUY PAYIEWIRd ON] ‘8§00 2uls paruswojduir sem
198pnq (SN Y3 Ul S9UIDOBA 10§ Wl dul] 193pnq eredss y

*AI9A1[9p 901A13S 10] pasn jou uipuny

1ABD) 90Uls pasnbal jou [949] [edUIA0Id 3B UO1IEIOZIN] *$393

-pnq y3reay [enuirold sopun Apueurwopaid (£19A19p 9014198

*2°1) uoneluawa[dut [J7 QSN 2Y? Iopun 198pnq surddoeA

3y asea1dur 03 JOJA Y3 Yim Sunenosdau £q Jouop ay3 £q

1391 ded Suueuy ay1 Surdpriq paimbar Apueurwopaid 1aen

W01 UOIISUEBI] [NJSSIIONS B “QI0JIIY ], *(9%, (08~ ) SIUIDIBA 10§

Apueurwopard sem Surpung 1aex) (QSIN) uorsiaip sariddns

[ed1paw s, HOJA [B13Ua2 Y3 Jo sarjddns [ed1pawr pue sauIIpaw
10§ 328pnq [[BI9A0 UIYIIM PIIBIZIUL SAUIDIBA 10] Surdueul]

*1dd Y3 Jo 3uswaroadwr

Aypenb snonunuod pue jyels jo 3uipping Loeded 105 OHM

pue JIDIN( Wwoij 11oddns (8513110 INq PAITWI] JATIIIT

03 panunuod [J4 "$661-0661 Wo3 poriad ay3 usamiaq
saurddeA 10] Surpunj JIDIN() Wolj pazenpeis A[nJ [dq

“Surpuny 1ABD) 031 ANP PAILIId SIINIONIIS
[o1ered ON ‘Idd Y3 JO $21n3oN1Is AISAI[IP 3J1AISS FUNISIXD
oY1 UTYAIM PareISaiut A[[NJ SaUIIIBA PIpuny 1AeL) JO AIATPJ

‘SHUn HOOW
£q paruowsdwr $301A19S DA UTYIIm paterdajul AJ[nj sl

Idd "Idd 9Y3 uryim paierodiodul Sem aUIdIBA PIpUNJ IABD)

*(JOIN) dourUL] JO ATISTUIIA

woij 310ddns [erueuy pue [J4 9Y3 Jo uoneiusws|dur 10§

ut-Anq Surjqeus £ousredsueny sazeard siy I, -owwesdord uon

-eziunwul 03 Suturelsad suoneIaqiap 10J SI9P[OYINEIS JO

a3ues e jo uonedonred syeloey ytun 43ojorwapidy ay3 £q
P9ZIUESIO SHWWNS UONBZIUNWWI [EUOIBU SB (INS SWNIO

swwrerdoid yieay
30 syuouodwod 10 swwesgord yijeay 103 Sudueuy payrew Jey

uonisuen 1oy suonedsdwr sey

swweidoid yijeay a3 Jo syjuauodwod JuaIdIJIP 0] S[IAJ] [BID

-uiao01d pue [e1IUD I XIW JudURUY JOUOP PUB J1ISAWOP Y ],
‘syuauodwod swwerdoid yijeay 10§ $901nos SudurUY JO XIN

110ddns 1ouop pue Sunueuy dISIWOP
J0 [9A3] pue xtw—oawweidoid yaeay jo £101s1y Juoueu]
Sunueury

$9IN10N1S FUIISIXD UIYIIM AIIAT[IP IDTAIG

uoneidaiul jo [9Ad]
KISAT[Op 301A19G

uonedonied 1spjoyayels 19peoiq 10§ sanunizoddo

(DY) uSredwres eurejew-nuy

(1d9)
uoneziunwwi 1oy swwerdord papuedxy

1B3IY1/I911TBG/I0IRIIOR]

(PaNURUOD) 'Y 9jqeL



Health Policy and Planning, 2024, Vol. 00, No. 00

10

(ponunuod)

DAY Y3 JO WAIsAs uoneuLIOjul

BunsIxa $ZI[1IN JULIONUOW JUBIS [[B ‘UOHBUIWI[D SUIMO[[O]

“Ky[iqisuodsar J19y3 Jopun seare ul OgD Aq paurejurewr £[ajer
-edas doue[[oains [ed13ojolisesed uoneUIWId BLIB[EW O3 JOLI]

‘UONISUEI} SUIMO[[Of SDUEBISISSE [BUIIIXD JO $IDINOS
19430 y3no1y: 1ySnos os[e sanIpowwod [ednnadeutieyd-uou
pasueuy N TVIO Apueuriopaid £[snorasi -aouelsisse [eu
-191X2 JO SIDINOS SNOLIBA [SNOIY) PIUTRIO S[ELIB[RW-TIUL
€3[Nsa1 B sy ‘sawnjoa mof 03 anp saotid y3iy £19a Sunzonb
SIOPPIq 10 SIPPIQ JO Yo 03 anp FuISUI[[BYD SeM SPOYIAW
JuawaInd01d Sunsixa JuIzZI[) ‘WONBUIWI[ BLIB[EW IIM
Pasea1d9p sanIpowwiod [edrnadewseyd-uou 1oyjo pue
SOPIONIDASUT ‘S[RLIB[EW-TIUE 10 JUdWIMbar juswansoig

DAY 2y Jo Aenb aya 01 3e21y) ® 9q
ued pue SuUBUY J1ISIWOP JO Yor[ 03 d[qeIau[na Jusuodwod
swweadoid siy1 SupjewW SI0UOP [BUIAIXI J9YI0 Pue N IVID
ySnoays Apueurwopard papunj us3jo Jururers 19ysaIal pue
Sururei] "‘HOJA 93 jo sowweidord Suiures) pue [BuoIed
-npa uryim parerdajut A[ny st dururen payioddns N I1VIO
‘uoneuawaduwl
swwerdoid [ewmdo apadur ued pue AnoYJIp st sanonas Sul
-1SIX0 UM (9siradxa GI) “§2) $a110323ed Jjels pazierdads
Sunmaidal pue SuneaId ‘VI0ULIdYUIN "DV Y3 JO [013U0D
ay3 puo4aq sarorjod 3usUINIdGI YH 03 INp P3[[y 21 suon
-150d [[e J0N] sweal QI PUe SQIAY JO JUOUIINIDAT MU
Surimbai sny suor3a1 SIWAPUI-UOU BLIB[EW SNO1AdId 01
DIAY Y3 Jo uoisuedxa ur paj[nsal sased eLie[ew pajrodul jo
dn-mo[joj pue uonosaiap pider uo Suisndoj HIAY Y3 01 IUdU
-odwod onnewwesgord [euonIppe UB ‘UOIIBUIWIY BLIB[BW YA\
-aseyd £Juo Y(OJ 01 UoIBIUILIOAT
swwe13ord paradsin uonisuen se [[9m se uonIsuen uipuny
WLVAD Yy0q yim pasnbai uonisuen yH "poirad Suipuny
ALLVD 1noy3noIyl sa[eds AIe[es pue 21n1onils uoneziu
-e810 swes urynm pajerodiodur jyeis parroddns-INTyID
($107-€007) (SOgD) suoneziuedio paseq-A1unuwwod
01 papIeme sjueid A [ VD Sulmnp uoneurwi|d eLe[ew
10§ suonuaazaul dn-3edss 03 pareasd sa1nonas YH [o[[eied

1dd

343 JO wAIsAs uonewIojul SUNSIXI SIZI[IIN SULIOIIUOW JUBID)

“JUQUISSISSE
o3 wo paseq Juauramdoid 10] uondo Yorym asooyd pnom
pue sao1id 1ae5), Uyl 19MO[ $3011d p[aIf pjnom wsIueydIW
Juswamooid [eonnadewreyd HOJA ay3 J1 passasse A[snonuny
-u0d yiun) £3ojorwapidy ay3 ‘sxead 9y 105 sdud 1aBD), 10§
31q181[o ySnoy[e ‘uonisuerl 1aex) uimojjo] ‘porad Sudueuy
-02 1aex5) gunmp uoisiaip 4ddns JgHINN ysnoiys pamnodord
SOUIDDBA PIPUNJ-IABL) *SIUIDOBA 10J Judwarinbar [euonippe
ue s1 s1a1ddns jo uonesyienbard QH A\ “STOpuUsl [EUOLIEU
-193ut e1a £5uage Juswarndoid [enuad e y3noayl ‘yuswarndord

[eonnaoeurieyd uryiim palerdajut st JuawaInd0id audep

"HOA 2y3 jo sowweidoid Sururen pue
[euoneonpa uryIIm pajeidaiut £[[ng st Sururen parroddns 1aen)

‘uoneIdalur
901A19s 03 INp [d4 105 YH uo 3dedur tolew ou A[3urwasg

*SBQIE PIAIISIOpUN
ur A[re[nonaed ‘s901A19s uonBZIUNWWI JO ATOAT[IP 10] HOIN 4q
Pa3inIdax YH jo Surureny pue Ajoey Suturesd jo yuswdopasp
9IN10NIISBIJUI 10] pazi[iin Jueld SuruayI3uails swaisks yieay
1ABD) JO JME( "[dH UIYIM UONBISIUI [Ny 03 dNP SIUIDIBA
papuny 1aex) Jo AIAI[SP 10§ Pajeald sanionas YH [ofjered oN

swwerdoad yifeay 9yl Jo swdlsAs uonEWIOUL
uryim pajerdaur syusuodwod papunj-10uop jo SuLIOITUOIN
swalsAs uoneWIOJU]

Aqa3ua] a1e S3[I4 JUSWAIND0I *SIOLLIE] ISOD

[erueuy Supnpar £q Ayiqeurelsns SunjelI[Ioey SI9pud) [eqO[3

y3noays aseyoind ynq 03 anp sjeonnadeurteyd 10§ saotid mof

SuIuTeIQO UT 9AIIDI]JI ST WISTUBYIIW JUSWAINI0Id SIUIIIPIA

*UOISIAIP JuawaINd01d s HHON Y3 4 PaIeuIpIO0d puE saul|
-opm$ Juowainooid [euoneu Smo[[o] Juswaindoid pazijenua))
JUAWAIND0I ]

HOIA 243 £q P23BUIPIO0D PUE Pajdonpuod Jjels
BunsIxa 0] SurureI] 19Ysaijol pue JJeis mau Ioj ururen YH

puo£aq
pue saijod HOJA [[BI9A0 03 sa19ype sa1d1jod Juauninidas Yy

swwresdord yifeay ay3 jo syjuouodwiod
papunj-1ouop juswa(dwr 01 JuswaSuelie (YH) 9In0saI YI[BIH
$92INOSAT UBWNE]

(DY) uSredweds eurejew-nuy

(1)
uoneziunwwl 1oy swwerdord pspuedxy

1B21Y1/I911TE(/I0IBIIIDE,]

(PaNUnUOD) ¥ 9jqeL



1"

Health Policy and Planning, 2024, Vol. 00, No. 00

"smarazarul Yadop-ur pue MarAdI £TBIUSWNOOP WOIJ JO SISA[BUR SIOYINY :20IN0G

‘uonisuen
qlo0us & 01 SYUAWIPadwT Se PayIIUIPT 21oM JBY) SBITR A3
ur Ajre[nonaed uonisues) Sunel[dey 03 pAuI[ JueIS UONIS
-uen [euy e Suipiaoid £q pue ‘syjuouodwod onewwreidord

01 paje[a1 uonISuEI} SULIOIUOW JUIWISSISSE SSAUIPET UOIIS
-uen e 3untoddns £4q uonisuer oyl diearioe) padppy N LVID
'saruade
[e21UY223 WO} JYOJ 0] saul[aping 1ea]d Jo aduasqe Ay ul
MOd Suipm$ ut ajox £33 & Le[d s10siApe [B21UYD3], “JOJ 0?
uonisuery donewwerdord sy pue uonisuell N [y4O ‘Uoneu
-IWI[o eLIE[eW SUIPUBISYIIMIOU ‘DAY Y3 JO UONBZIULSIO
[BO13IOA-TWAS UTBIDT 03 SUIYBW-UOISIIP £y Os[e a1om sdnois
9s2Y[ [, *[2A9] [BUOTIBUQNS JY) WOIJ SPBI] [BITUYD2) ) WOIJ
sindur yum QY Y1 01 SIOSIAPE [BITUYDI] 91BI0IDAIIP [T
-U9 33 JO SIIDYJO 2I9M UOMISURII Y] PAIOAIIP JBYI SI0I0E 3]
“diysiopea] oA 1uaimd Suowe
Juasaid [[us eurejew jo Lrowaw [euonninsuy ‘paroddns [op
‘sanuord yijeay
JI9Y310 puE UIPINg ISEISIP MO[ 03 dnp uoneurwId-3sod Juruem
Jo suSts moys $110JJ2 uonBUIWId SULIMP JUIUNTUIUIOD [EITI[O]

‘3urpuny Jo s1BaA 991Y3 9y JO OBI J0J UOIISUEBII 9IBII[IO8]

01 TBOIILID J[qeIaATap patenodou-aid paugep e Suradryoe

DIATY Y3 UO paseq Ieak 9y3 Jo pud 9yl 3 LInseai] Suising

-uITaI £q SI5INOSAT JTISIWOP AZI[IOUW 0 PAuSISIp [opour

Suipunyg *(1707-610¢) [Ppow Surpunj mou 3uisn ssad01d uon
-ISUBI) o) PIe I9YIINJ 01 parenosau Juelsd uonisuen N IV.I0

*SQUI[OWIT} UOBISUEBI) JUSISJJIP UO

sindur wais£s yapeay pue swwerdoid sy jo syusuodwod Jud

-1p1( "aseyd AJuo YyOJ 03 uonisueny onewwerdord/fesruydal

JU2021 350w Y pa1agSin osfe uonisuen Juipuny N IVID

‘sindur swa1s4s Ya[eay 1uaIdIp ul sadueyd Surrnbai syusu
-odwod onewwerdold sydunw sso1oe pannbar uonisuely

‘(9107

ur) parog3Li) sem UOBISURIY 19YJE (£T(T Ul) pa1indd( “1roddns
JALLVAD Y301yl paArodal 90UBISISSE [BIIUYID] YIIM PIIdonpuoyr)

"UOTIBOYIIID

2213 errefew QH A\ Jo 3d19001 pue uoneurwId BLIE[RW 03 INP
P2108311) UOTIISUERI) PUE JOUBAPE UT UMOUY SOUT[IUIT) UOTIISUBI],

‘PaAdIydE U3 194 10U
sey [eo3 e y3noyife £ouaroyje aroidwr 01 wropeld paseq-qam
3[3uls & 03 SWaIsAs uoneWLIOUI IsYI Suneidaiur pue JuneISiN

-asuodsar prder pue uonen[eas ‘Surrojruowt
10§ swaIsAs uonewIojul d1eiedas IN0OJ SIZI[IIN pUE SUTBIUIBIA]

‘UOIISUEBIY PIILI[IOB} [9POUW SUIDUBUY-0D PIIBLIUL(-1ABD))
-1ouo( ‘Idd Y2 Jo Lufiqeureisns [erueuy suroddns [q7 a3 jo
SIgouaq 9[qI3ue] SE [[om St SUDEW-UOISIIAP PIIR[2I-dUIIIBA JO

ssa001d JuoredsueI) pue 9ATIBI[NSUOD I JO SIIAIISGO SB JOA

‘Idd 2Y3 03 IUdUNIWWOD
10978218 YST[q©ISI 01 JOPIO UT UOTIBI[NSUOD JOP[OYRIS JOPLOIq
10§ sAem Ya9s A[oanoe osfe 3un) £3ojorwapidy ay3 Jo s1904y50
*SUOTIONPOIIUT JUIDIBA I0J DUBISISSE [BUIAXD JO AN[IQE[IEA.
uo paseq A[dwis J0u pue SUOIBIIQIIP PISE-2IUIPIAI MO]
-[0F suondNPOINUI AUIIEA MAN] “[dH Y2 Su109s1940 31U
A3ojorwapidy ay3 jo s130yjo 10§ santonrd £ axe [J7 2y Jo

Ayenb Sururejurew pue Juiaoidwi pue L31[iqeureisns [eIOUBUL]

110ddns azenbape pue Lyuoud ysiy

JusuIuwod [ednijod o3 aje[suen
Idd Y jo sured 3]qiSuel pue SAUIIEA 0] PUBWIAP dI[qNJ

‘uonisuen-ysod

S9011d 1aBD), 03 $59008 JBAL 941 Iuouodwiod Juoueuy-0d

STISAWIOP UT ASBIIOUT [enpeln) ‘uondaour 1e paread JoN

Suowre ssouaseme pue uoneluswo[duwr 105 £103eUSIS SE
(JOIN) 9oueUI] JO ANSIUIA pasinbal [opowr Sudueuy-0d 148

“A)TIqeUTRISNS [RDURUY

21nsUd 03 JON YIm 19432303 payIiom ruf) £3ojorwapidy

31 JO SI90YJO [BI1UYyd9] Suouwre uIaduod 43 e A[iqeureisns
[eueury ‘Suruued uonisueIl pajeIIIdE) [PPOoW FUDUBUY-0))

uonisuen
Pa3BIo[ad0E Pade) BYUE] LI puk paldadxo ueyl 1a1[1ed patad
-8111 uonisuen) Y3nOoyl UsAd UMOUY SIUI[IWIT] UOLISUBI],

JADINN 4q parroddns aaneniur ue ‘wroperd
paseq-qom & 03 pajeldiw swdlss uonewojul paseq-radeg
“Aenb 9014195 1031UOW puE 98BI0A0D UOTIBZIUNWIWIT
aaoxdwr 01 paziun st pue s[aAd] ojdnnur 1e parolruour
‘pOpI0IAT ‘PAUIBIUTEW [[9M UII] IABY SPI0IAT UOTIBZIUNTUI]

UONISUBI) JO SIdUIN[JUT £33 130

uonisuexn urpng ur ajo1 ped| e Aefd seanrwwiod
KI0SIADE [BIIUYDA) YIIM 1913950) SI0IeIISIUIWpPE dwwelSo1]

uonensiuiwpe o woij mroddng

JUSUIITWWOD [BIBI[O]
S1010Yy

uonIsueI} AEI[IOB] 01 spppow Jurpun,g

00 patired guruueld uonisuel],
PIONPUOD JUIWISSISSE SSIUTPEIT UOTIISUBI],
9DUBAPE UT UMOTY SIUT[ITIT] UOTIISURI],

ssad01d uonisuely,

Sun{ewW UOISIDAP 10J PIZI[IIN SWIISAS U0 BWLIOJU]

(DY) uSreduwres erejew-nuy

(1d9)
uoneziunwwi 1oy swwerdord papuedxy

1B3IY)/ILIIB]/I0TBI[ID.]

(PaNURUOD) 'Y 9jqeL



12

are historically well-established (EPI in 1978 and first AMC
established in 1911) enjoying strong political commitment
with a long-established domestic financing base. To illus-
trate, the EPI underwent a successful transition from UNICEF
funding in the early 1990s and was almost wholly domes-
tically financed prior to initiation of Gavi funding for new
vaccines, thus illustrating high existing levels of political com-
mitment towards the programme (UNICEF, 2019). Malaria,
a historically important disease due to high disease burden
has also received political commitment for elimination efforts
(near elimination effort in the early 1960s) (Wijesundere and
Ramasamy, 2017). Third, the macroeconomic context was
favourable for Gavi transition (Economic Research Depart-
ment, Central Bank of Sri Lanka, 2021). The revision of Gavi
eligibility and co-financing policy in 2011 and Sri Lanka grad-
uating to middle-income emerging market status according to
the International Monetary Fund (IMF) criteria in 2010 (Inter-
national Monetary Fund, 2010) triggered Gavi accelerated
transition in 2011.

Factors related to health system content

Key features of the governance structure of both health pro-
grammes can be considered as facilitators for transition. These
include decentralized service delivery, but with a strong central
stewardship role that retains policy development and pro-
gramme monitoring and ensures the equitable allocation of
resources (including external assistance) to achieve national
health goals. Decision-making for both programmes was sup-
ported by technical advisory committees with experts from
both within and outside of the MoH (Wijesinghe et al., 2010;
Datta et al., 2019). The EPI in particular allowed for broader
stakeholder participation (e.g. physician groups, MoH and
Ministry of Finance (MoF) officials) such as through national
immunization summits. Key informants noted that delib-
erations in such summits afforded transparency and high
acceptance of decisions reached in such forums. Furthermore,
it helped build confidence among MoF officials, who were
observers of the process, which in turn helped to garner MoF
support for the EPL

Some health system features related to service organization
and financing can be identified as major facilitators of suc-
cessful transition for the EPI compared to the AMC. This is
related to what was externally funded, how this funding was
channelled to the EPI and how services funded through exter-
nal assistance were delivered. Approximately 80% of Gavi
funding over the period from 2003-2015 was for vaccines
(Gavi, The Vaccine Alliance, 2022a). Gavi-funded vaccines
were made available from the centre throughout the coun-
try, and vaccine administration was fully integrated within
the existing service delivery structures. Hence, no new par-
allel structures for service delivery nor deviation from central
procurement resulted on account of Gavi funding. Further-
more, since Gavi funding was predominantly for vaccines
and since pharmaceutical procurement for the public sector
in Sri Lanka is centralized (Guyer, 2021), determining domes-
tic financing requirements in the absence of the funder was
relatively straightforward making the process of transition
planning easier (this contrasts with that of the AMC, discussed
later).

Process factors

While transition timelines were known well in advance for
both health programmes, another major facilitator for the
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EPI was the Gavi co-financing mechanism, which gradually
shifted the burden of vaccine financing to national govern-
ments over time (Table 2). As part of the co-financing policy,
funding commitments were made known early on with both
the MoH and MOoF being signatories to the co-financing
mechanism.

Actors

Technically qualified staff involved in programme planning
and implementation also predominantly guided the transi-
tion process of both programmes. As noted by key infor-
mants, financial sustainability was an area of top priority for
the officials of the Epidemiology Unit working closely with
MoF officials (independent of Gavi funding) and they pro-
vided leadership to several activities that promoted broader
stakeholder involvement in decision-making that helped build
support for the EPI (e.g. through national immunization
summits). Although both the EPI and AMC (for malaria elim-
ination) received broad political support, community demand
for immunizations helped further reinforce this support for
the EPI.

Challenges/barriers to transition

Challenges/barriers to transition are more programme-specific
and a larger number of challenges were identified for the AMC
compared to that of the EPL In part, this can be attributed to
four major factors. One, the major programmatic changes in
the AMC that occurred during the GFATM funding period
on account of epidemiological shifts (Figure 1). Two, the wide
heterogeneity in anti-malaria interventions that required rais-
ing significant domestic financing to bridge the funding gap
left by GFATM through a range of sources. Three, although
the success of the AMC was malaria elimination, this brought
added challenges for prevention of re-establishment (POR)
when malaria no longer remained a health priority in the
context of elimination. Four, retention of the organizational
structure of the AMC without changes despite the differ-
ent programmatic phases and the GFATM funding transition
required mobilizing adequate domestic financing to replace
donor funding.

Contextual factors

Unlike during the EPI’s immediate post-transition years,
the years immediately following the AMC transition from
GFATM were not associated with a favourable macroeco-
nomic outlook. In the first GFATM post-transition year in
2019, the economy slowed and government revenue fell to
12.6% of GDP from 14.1% of GDP in 2016, the first Gavi
post-transition year (Economic Research Department, Central
Bank of Sri Lanka, 2021). The next two years (2020 and 2021)
saw an even greater decrease in government revenue further
compounded by challenges due to COVID-19 (International
Monetary Fund, 2022).

In addition to this, an important historical context for the
AMC is its experience of a near malaria elimination effort
in the early 1960s. Failure to eliminate during this time was
attributed to a lack of focus on the AMC (low priority asso-
ciated with the low disease burden) and has been cited as a
main reason to continue to retain the organizational structure
of the AMC without change (Anti Malaria Campaign—MoH,
2018). This can be challenging in the context of shrinking fis-
cal space coupled with malaria elimination. A main challenge
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for programme managers particularly at the sub-national level
is having to justify financing for a resource-intensive organiza-
tional structure for a malaria-focused programme, which now
has a low disease burden.

Factors related to health system content

Some health system features related to service organization
and financing made transition for the AMC more challeng-
ing compared to that of the EPIL. The disease-focused AMC,
having a semi-vertical organizational structure, has no formal
integration with other mosquito vector borne diseases or other
infectious diseases. The challenges to mobilizing domestic
financing to maintain this structure were noted above.

Furthermore, the AMC implements several key anti-
malaria interventions, which have all received support from
GFATM, but to varying degrees. Although these interven-
tions have remained the same throughout the GFATM funding
period and beyond, their mix and geographical coverage
have changed with programmatic changes associated with the
epidemiological shifts associated with malaria in Sri Lanka
(details provided in Supplementary Table S2). To illustrate,
along with the extent, target and scope of the different inter-
ventions, a shift in disease burden from imported cases to
regions previously non-endemic to malaria resulted in an
expansion of the geographical coverage of interventions to
these regions as well (Anti Malaria Campaign—MoH, 2018).
Thus, at a granular level, transition for the AMC must be
viewed as having simultaneous multiple transitions across sev-
eral different programme components in different geographi-
cal regions based on risk stratification (in contrast to the EPI
where predominantly one component—vaccines—required
transition), increasing the complexity of the transition process
of the AMC.

This was further compounded by several other factors and
is related to the interplay between the level of GFATM funding
provided for each intervention, the optimal level of the inter-
vention required to maintain POR and the source of domestic
financing that must be tapped to bridge the financing gap.
Thus, financial transition for the AMC can be largely catego-
rized as a transition for programme components that require
mobilizing domestic financing for: (1) operational expenses
(e.g. entomological and parasitological surveillance, vector
control, monitoring and evaluation); (2) non-operational
expenses (information, education and communication activi-
ties, training, research, equipment); and (3) anti-malarials and
other commodities (e.g. long lasting insecticide nets and rapid
diagnostic tests).

Interventions that require mobilization of operational
expenses have historically had a domestic financing base and
this domestic base was supplemented with GFATM fund-
ing to scale up interventions during malaria elimination. In
contrast to operational expenses, activities that require non-
operational expenses have traditionally, in the Sri Lankan
context, been poorly supported through domestic financing,
with health programmes often relying on donor assistance to
fund these activities (GFATM Country Coordinating Mech-
anism Sri Lanka, 2018). Key informants have reported ade-
quate mobilization of domestic financing to meet operational
expenses at both the central and provincial levels during the
three years following GFATM transition (2019-2021). How-
ever, funding for non-operational expenses was reported to
be harder to come by, and advocacy and training activi-
ties were further affected by COVID-19 suggesting a mixed
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transition success for the AMC. Furthermore, as noted by key
informants, reliance on donors for pharmaceuticals and other
essential commodities for the AMC continues due to low vol-
ume requirements that no longer yields low prices through
the central procurement mechanism for pharmaceuticals in
the public sector.

In addition to the financial transition, a human resource
(HR) transition was required for GFATM supported staff in
various positions at national and subnational levels of the
AMC. Difficulty in predicting the exact level of POR inter-
ventions, which requires tailoring to country situations based
on general guidelines (WHO Eastern Mediterranean Regional
Office, 2007; Nasir et al., 2020), creates challenges in project-
ing HR needs. This, together with HR recruitment policies
that are beyond AMC’s control are challenges in the HR tran-
sition that can hinder seamless implementation of POR (UCSF
Global Health Group & Anti-Malaria Campaign - MOH,
2018), and which has made the GFATM transition more
challenging.

Process factors

Transition planning for the AMC occurred relatively late
(in 2017) after transition had already triggered (in 2016).
The AMC additionally was given a final transition grant
by GFATM to further aid the transition process particularly
in three areas identified as critical for transition success—
improving procurement efficiency, revising parasitological
surveillance and programme orientation to reflect POR and
HR transition (GFATM Country Coordinating Mechanism
Sri Lanka, 2018; GFATM, 2022). Financial transition plan-
ning was initiated relatively early, and success is seen in
having mobilized operational expenses for key malaria inter-
ventions that traditionally had a domestic financing base. In
preparation for GFATM transition, subnational level man-
agers were encouraged to submit their workplans and budgets
to the provincial MoHs by increasing the level of domes-
tic financing for operational expenses needed to implement
these interventions (GFATM Country Coordinating Mecha-
nism Sri Lanka, 2018; UCSF Global Health Group & Anti-
Malaria Campaign - MOH, 2018). However, other areas
such as HR and resources for key anti-malaria interventions
that require mobilization of non-operational expenses have
lagged. While a gradual transition was implemented for some
programme components to aid transition (e.g. gradual reduc-
tion in the number of GFATM funded entomological surveil-
lance days) (GFATM Country Coordinating Mechanism Sri
Lanka, 2018), such mechanisms were not implemented for all
programme components that received GFATM funding. Addi-
tionally, unlike in the EPI, no formal co-financing mechanism
was implemented.

Actors

The decision to maintain the current organizational structure
was predominantly shaped by technical leads from within
and outside of the AMC who have made key contribu-
tions towards malaria elimination and POR (Datta et al.,
2019). This occurred during programme reorientation dis-
cussions and meetings on transition planning held in 2017
(Anti Malaria Campaign—MoH, 2018), a time when the
macroeconomic outlook was somewhat more favourable than
immediately after transition (Economic Research Depart-
ment, Central Bank of Sri Lanka, 2021), potentially giving
rise to a disconnect between planning then and dual shocks
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to the health system with COVID-19 and the economic crisis
immediately after transition.

Discussion

In one of the first such studies in Sri Lanka, we conducted
an in-depth assessment of two well-established health pro-
grammes with strong domestic financing bases that transi-
tioned away from external assistance for health within the
past 10years. Although external assistance, either before
or after transition, did not bring about any major changes
in programme organization or service delivery structure in
either programme, a major difference between the two pro-
grammes was transition complexity. Whilst the EPI continued
unchanged with respect to its workload before, during and
after the period of external assistance (essentially a transi-
tion to the previous pre-GAVI state, and not a transition to
a new condition), there were major changes in the scale and
geographic coverage of service delivery for the AMC. This
was a result of having to face and adapt to major changes
in its targets and objectives with changing disease burden
due to malaria elimination and threat from imported malaria
cases. Importantly, having a zero disease burden had major
implications for domestic budget prioritization.

Our findings indicate that transition success was achieved
for the EPL. Gavi financing was predominantly utilized for vac-
cines, a component that Sri Lanka has domestically financed
since the mid-1990s until Gavi funding initiation in 2003 to
expand the vaccine portfolio. Therefore, sustaining the cov-
erage of Gavi-funded vaccines required bridging the financing
gap for vaccine procurement at the central level. This was suc-
cessfully achieved through negotiations by the efforts of key
officers at the Epidemiology Unit in collaboration with MoF
and facilitated by the Gavi co-financing mechanism. A study
by Saxenian et al. (2015) of transition readiness assessments
conducted by Gavi in graduating national immunization pro-
grammes identified several key areas for transition success, of
which Sri Lanka meets most criteria. These include favourable
economic growth (at time of Gavi graduation) (Economic
Research Department, Central Bank of Sri Lanka, 2021),
political commitment (UNICEE, 2019), adequate technical
capacity for vaccine planning and advocacy, vaccine procure-
ment policies and practices (National Procurement Agency,
2006), national regulatory capacity, immunization technical
advisory bodies and their effective functioning (Wijesinghe
et al., 2010; Datta et al., 2019) and budgeting for vaccine
purchase and cost tracking and estimates (Ministry of Health,
2017). A Gavi appraisal also concurred with this strong per-
formance of Sri Lanka’s EPI (Gavi, The Vaccine Alliance,
2015).

For the AMC, GFATM funding was received for all pro-
gramme components. Given the unchanged organizational
structure following malaria elimination as well as the GFATM
transition, bridging the financing gap left by GFATM for these
multiple different programme components required mobiliz-
ing not only operational expenses, but also non-operational
expenses at both the central and provincial levels, an increas-
ingly difficult task in the context of elimination. Given the
urgency for bridging the financing gap due to GFATM tran-
sition, as part of transition planning, developing a financial
sustainability plan was given primacy compared to a num-
ber of other components of the AMC that also required
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transition (UCSF Global Health Group & Anti-Malaria Cam-
paign - MOH, 2018). Our findings for selected indicators
that required mobilization of operational expenses (e.g. para-
sitological and entomological surveillance) suggest sustained
coverage, however, with some negative impact due to COVID-
19 for parasitological surveillance. Sri Lanka, within and
beyond the health sector, has performed poorly in mobiliz-
ing domestic resources for non-operational expenses, whereas
operational expenses needed for healthcare service delivery
and pharmaceutical and non-pharmaceutical commodities for
health programmes have generally received financing priority
(Amarasinghe et al., 2021). This general system-wide trend
poses a challenge to components such as research, advo-
cacy and awareness programmes, and (to an extent) training
components required to maintain the quality of the AMC.
All this points towards a mixed transition for the AMC,
depending broadly on what type of financing was mobilized
in response to transition, and which programme component
benefited from this. Nevertheless, Sri Lanka has been able
to achieve the objectives of POR (i.e. no indigenous cases
of malaria since 2012) post-GFATM transition (Anti Malaria
Campaign—MoH, 2022), pointing to overall programme
success.

Although this study was initiated and conducted during
2020-2022 (during COVID-19 and economic crisis in Sri
Lanka) both programmes had transitioned out of external
assistance at that time and most data collection and find-
ings predominantly relate to the period prior to these dual
shocks to the economy and health system. The impact of
the economic crisis has been severe with detrimental impacts
observed throughout the health system in general with acute
medicines shortages, lack of medical supplies and equipment,
migration of healthcare professionals in large numbers and
general fiscal tightening policies and recruitment restrictions
to the public sector from which the two health programmes
are also not immune (Bandara and Alwis, 2022). The eco-
nomic crisis in particular has implications for financial sus-
tainability of the two programmes in the future. However,
there are important differences between the EPI and AMC
that influence the likelihood of maintaining public support
and hence political and financial commitment for the two pro-
grammes. Although the EPI has eliminated some diseases (e.g.
polio) others remain relevant and challenging (e.g. HPV). In
contrast, the AMC’s managers at the national and provincial
levels must advocate for financing a disease in the context
of elimination where the disease is no longer perceived as
a priority among the public. Therefore, one key driver for
financial prioritization (high disease burden) no longer exists
for malaria and retaining the current structure of the AMC
maybe unviable in the future for implementing POR. While
deliberations as part of GFATM transition planning (in 2017)
did consider the organizational structure of the AMC, it was
decided to retain the same structure for the present time with
the main intention of ensuring that the focus remains on
malaria (Anti Malaria Campaign—MoH, 2018).

While the GFATM transition has been challenging in gen-
eral due to its complexity, continued limited spending on
health (Amarasinghe et al., 2021), other competing health
priorities and increasing personnel in the MoH with a lack
of institutional memory or experience with malaria, worsen-
ing fiscal space and looming economic crisis were not critical
factors considered during the GFATM transition planning
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deliberations. Therefore, there is likely a potential disconnect
between the scope (level and coverage) of the programme
components of the AMC for POR decided during transition
planning and current resource availability that may have detri-
mental impacts on the AMC. This may require a major rethink
of its organizational structure and service delivery. Any such
re-engineering of the AMC should ensure full engagement
of all relevant stakeholders, something that is critical for
long-term success (Najera et al., 2011). In this regard, a
phased implementation towards integration to build confi-
dence and address stakeholder concerns could be the best
approach. Given Sri Lanka’s success with providing integrated
services (e.g. EPI), the AMC can look to model itself after
successful programmes from within the health system as well
as those from outside specifically looking at and learning
from countries in the region that have made this transition
(e.g. Singapore) (Ministry of Health, Singapore, 2017). While
funders have generally been reluctant to fund such efforts
(Rannan-Eliya, 2022), given the importance of programme
sustainability to donors, funding the conceptualization of
reengineering the programme up to the stage of implemen-
tation should be considered by donors such as GFATM even
in the post-transition period.

There are several limitations of this study that are largely
due to the complexity of the AMC that resulted from multiple
programmatic changes in the course of malaria elimination
as well as the GFATM funding transition. We were unable
to obtain an expenditure breakdown by the different anti-
malaria interventions due to the reporting structure of budgets
thus preventing an exact assessment of the financial transi-
tion of the different programme components. Additionally,
coverage indicators for all interventions, particularly the ones
funded through non-operational expenses were difficult to
obtain due to unavailability of a time series of collated infor-
mation on these interventions. Nevertheless, for both these
instances we have obtained qualitative inputs from the AMC
staff past and present and corroborated with external experts.
We are confident that the general trends presented in this
study are accurate. Lastly, it must be acknowledged that
assessing whether coverage was sustained for donor funded
interventions pre- and post-transition must be viewed in the
context of uncertainty surrounding the optimal levels of POR
interventions.

Conclusion

This study on donor transitions of two health programmes
in the same country, although having contextual and
governance-related similarities, provides lessons in donor
transitions within the country as well as outside of it. This
study reiterates the importance of some well-established
pre-requisites for strong health system performance and
health programme success. These include health system
principles of financial protection, close-to-client services and
primary health care. Nationally prioritized and therefore well-
established health programmes with a strong domestic financ-
ing base, central control over equitable allocation of resources
and structures in place to achieve national health goals were
some governance-related factors identified for transition suc-
cess. Other key facilitators of transition as illustrated in
the EPI experience are service integration and gradual phas-
ing of funding over time. The cross-programme comparison
between the EPI and AMC suggests the importance of early
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delineation of what programme components receive donor
financing, and for each programme component, the level of
coverage and extent of donor funding over time, domestic
financing source at national/sub-national levels that need to
be mobilized to bridge the financing gap left by donors or
the available avenues to achieve efficiency during shortfalls
in domestic financing. This planning process can help high-
light key areas where domestic financing bottlenecks exist and
where limited but continued donor funding can make substan-
tial contributions to the health programme. The Sri Lankan
experience also highlights the importance of factoring in con-
textual factors such as future macroeconomic projections and
policies that can impact fiscal space for health and politi-
cal commitment that reflect public prioritization of diseases
during decision-making on health programmes’ structure and
organization.
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