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ABSTRACT

Introduction: Although many countries have improved vaccination coverage in recent years, some, including Guinea-Bissau,
failed to meet expected targets. This paper tries to understand the main barriers to better vaccination coverage in the context
of the GAVI-Alliance (The Global Alliance for Vaccines and Immunisation) cash-based support provided to Guinea-Bissau.
Methods: The analysis is based on a document analysis and a three round Delphi study with a final consensus meeting.
Results: Consensus attributed about 25% of the failure to perform better to implementation problems; and about 10% to governance
and also 10% to scarce resources. The qualitative analysis validates the importance of implementation issues and upgraded the
relevance of the human resources crisis as an important drawback. The recommendations were balanced in their upstream-
downstream focus but were blind to health information issues and logistical difficulties. Conclusions: It is commendable that such
a fragile state, with all sorts of barriers, manages to sustain a slow steady growth of its vaccination coverage. Not reaching the
targets set reflects the inappropriateness of those targets rather than a lack of commitment of the health workforce. In the unstable
context of countries such as Guinea-Bissau, the predictability of the funds from global health initiatives like the GAVI-Alliance
seem to make all the difference in achieving small consistent health gains even in the presence of other major bottlenecks.
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INTRODUCTION

Although many countries have improved their vaccination
coverage over the recent years, some have not reached their
ambitious targets. Guinea-Bissau is one of them: it has made
progress but, despite significant donor support, particularly
from GAVI (Global Alliance for Vaccines and Immunisation)
who has committed over 6 million United States’ dollars
($US) since 2001, it has not reached its self-imposed third
dose of diphtheria-pertussis-tetanus (DPT3) vaccines coverage
of 94%. We try to understand the nature of barriers to better
coverage in the context of GAVI-Alliance support, to test
the underlying assumption of the cash based programmes:
that a global health initiative can strengthen a national health
system (HS) so as to achieve specific outcomes such as better
vaccination coverage.

Context

Independent since 1973, Guinea-Bissau suffered a first
military coup in 1980, that started the country towards economic
liberalization and to a multi-party system. The civil war of
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1998-1999 ended in the ousting of the country’s then president
for 20 years. Chronic political instability has set in ever since,
with almost 20 changes of government and several military
clashes/coup d’états (in 2003, 2004, 2009, 2010, 2011, 2012)
between 1999-2012. None of the elected Governments or
Presidents ended their mandates. The country saw 13 Prime-
ministers and 18 Ministers of Health. Political tensions pit a
government supported by the international community against
an army leadership associated with charges of drug trafficking,
corruption and criminal impunity!?.

Today, it is considered a fragile and conflict-affected
country (http://www.oecd.org/dataoecd/35/50/49151944.pdf,
accessed on 23 of April 2012). It ranks as one of the poorest
countries in the world (a human development index - HDI of
0.289 places it as 164" in the HDI ranks - http://hdrstats.undp.
org/en/countries/profiles/GNB.html, accessed on 8" of October
2011). The country has 2,755km of roads but only 27% are
tarred. Fuel shortages are recurrent with serious impact on the
health services'®.

Health and the health system

The health profile reflects urban-rural asymmetries. Malaria,
tuberculosis, Human immunodeficiency virus infection/acquired
immunodeficiency syndrome (HIV/AIDS), diarrhoeal diseases,
acute respiratory infections, malnutrition and maternal mortality
are major problems!!"15, The effects of the civil war on the health
profile of children have been well documented'*?.
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Despite these constraints, the under-5 mortality rate fell from
223%o0 in 2006 to155%o in 2010, infant mortality from 138%o to
63%o and maternal mortality from 822/ to 800/ . Progress
towards the Millenium Development Goals has been slow and
it is unlikely that they will be reached by 2015515,

The Health System of Guinea-Bissau has local, regional
and national levels. At the local level there are health centres
responsible by most vaccination efforts, supported by
community health workers, a technical team and a management
committee with community members. The reach of the technical
teams is extended by mobile services hampered by problems of
transport, fuel and cold chain.

Technical teams are frequently incomplete. It is not
uncommon to have one single health worker manning a health
facility on its own. In October 2011 there were 12 health centres
(in a total of 114 nationwide) closed because of lack of personnel.
This reflects the scarcity of health workers**?5, compounded by a
lack of competencies®, moonlighting®*** and a significant brain
drain®*32, A national school of public health trains mid-level health
workers, mostly nurses and midwifes, and a medical school****
graduated its first class last year. Government inability to pay
health workers’ salaries on time leads to repeated and prolonged
strikes. The ensuing demotivation has been, in other contexts*>-?,
a barrier to better vaccination.

The activities of the health system are guided by a
comprehensive national health strategy (NHS) that runs until
2017. Compared to other countries the health sector and
donor project planning cycles are relatively well synchronised
(http://www.nationalplanningcycles.org/, accessed April 2012).

The cost of the implementation of the country’s NHS
was estimated at USD (United States Dollars) 55 million per
annum*2, Currently, the government budget only supports
25.5% of the total health expenditure, representing USD 18.4
per capita in 2009, very much under the needed annual USD
50 million*".

Official development assistance (ODA) for health represents
about USD 12.2 per capita and 14.3% of the total ODA to the
country in 2009 when five donors represented 88% of ODA
commitments for health: the Global Fund to Fight AIDS,
Tuberculosis and Malaria (GFATM) (44%), the governments of
Spain (18%) and Portugal (13%), the United Nations Population
Fund (UNFPA) (10%) and the GAVI-Alliance (4%)*.

Vaccination coverage

Vaccination efforts are well documented' in particular
since 1978, by the Bandim Health Project’ and by successive
multiple indicators cluster surveys (MICS) (2000, 2006, 2010)
and demographic and health surveys (DHS) (2010)'+13,

In 1979 there was no regular immunization programme
in the rural areas. This was progressively introduced.
Since 1986 UNICEF and the World Health Organization
(WHO) have supported more systematic efforts. New DTP-
hepatitis B-Haemophilus influenzae type B and yellow fever
vaccines were introduced on August 30, 2008. Rotavirus and
pneumococcus vaccines are currently being considered for
introduction®.
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Vaccination has been provided routinely in health centres,
through outreach mobile teams and, since 2001, during yearly
national immunization days. Frequently, there is confusion
among health workers about who should receive which vaccines.
This is further hampered by low levels of public information,
leading to low attendances. In 2008 there was also significant
opposition of the population to antitetanus immunization
(because of rumors of its association with infertility). Teams
run out of vaccines and syringes and children’s ages are
miscalculated. Approximately one-third of all children in the
urban areas and two-thirds in the rural receive at least one
DPT vaccine after 6 months of age*. The dropout rate is not
insignificant>'*. During the civil war there were no routine
immunizations for the first three months of the conflict'”. Cholera
epidemics in 2002, 2004, 2005 and 2008 and the threat of dengue
in 2009 and of HIN1 in 2010 were serious disruptive factors
of the limited capacity of the Ministry of Health (MOH) with
severe impact on vaccination activities. Despite this, vaccination
coverage has resulted in a documented reduced mortality!®444¢
and coverage has been increasing consistently, but without
reaching the 94% DTP3 coverage planned for 2010 (Figure 1).
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FIGURE 1 - DTP3 vaccination coverage trend - 2004: 64% 2010: 76% with average annual
change of +1.71%.

DTP3: diphtheria-pertussis-tetanus;HSS: health system strengthening. yr: year;
ISS: immunisation services support; WHO: World Health Organization; UNICEF: The
United Nations Children’s Fund.

METHODS

Field work (6™-12" October 2011) included a three round
Delphi study and a final consensus meeting (FCM). A further
element of the study was the analysis of the request for health
system strengthening (HSS) funds from the GAVI-Alliance.

Delphi panel study

For the Delphi study the Country office of WHO and the
Director General for Public Health of the MOH selected a
panel of 30 experts among development partners, Civil Society
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TABLE 1 - Profile of the participants.

Delphi FCM
panellists participants
Age (n=13)
mean 48 years 47 years
median 49 years 49 years
range 34t0 59 years  32to 59 years
Sex n % n %
male 11 61.0 11 688
female 7 39.0 5 312
Nationality n % n %
Guinean 17 94.4 15 938
Foreigners 1 0.6 1 6.2
Length of residence in the country for foreigners 7 years 4 years
Professional group n % n %
physicians 6 31.6 9 563
nurses/midwives 3 15.8 2 125
economist 2 10.5 - -
biochemist 1 53 - -
biologist 1 53 1 6.3
epidemiologist 1 53 1 6.3
management 1 53 1 6.3
nutritionist 1 53 1 6.3
pharmacist 1 53 - -
PHT 1 53 1 6.3
Sociologist 1 53 - -
Institutional base n % n %
MOH and affiliated institutions 13 722 12 70.6
CSO 3 16.7 2 118
Other 2 11.1 3 176
Post in the institution n % n %
political 1 53 1 6.7
senior managerial position 5 26.3 3200
intermediate managerial position 5 263 5 333
technical 5 26.3 4 267
Focal point
WHO 2 10.5 1 6.7
MOH 1 53 1 6.7
GAVI subventions /immunization related activities n % n %
major function 3 17.6 - -
frequent 8 47.1 - -
infrequent 6 353 - -
Direct knowledge of GAVI subventions n % n %
yes 11 64.7 - -
no 6 353 - -
Direct knowledge of GAVI subventions (more than
one option are possible) (n=15):
subvention to strengthen immunization programme
knows well (helped to elaborate) - - 6 400
knows from an implementation perspective - - 9 60.0
general knowledge but not in depth - - 4 267
heard of but does not know - - 1 6.7
never heard of - - 1 6.7
subvention to strengthen health system
knows well (helped to elaborate) - - 6  40.0
knows from an implementation perspective - - 7 467
general knowledge but not in depth - - 3200
heard of but does not know - - 4 267
never heard of - - 0 0.0

FCM: Final Consensus Meeting; PHT: Public Health Technologist; MOH: Ministry of Health;
CSO: Civil Society Organization; WHO: World Health Organization; GAVI: The Global Alliance
for Vaccines and Immunisation.

Organization (CSO), MOH (immunization and planning
representatives) and WHO country office (Table 1). The overall
response rate was 60% (18/30; per category of panellists was
72% (13/18) for members of the MOH or affiliated institutions,
43% (3/7) for CSO and 67% (2/3) for other categories. All 18
that answered to the first round also answered rounds 2 and 3
(Table 1).

During an initial plenary meeting the panellists received an
explanation of the Delphi technique intended. During round 1
they were asked to quantify the relative percentual contribution
of 5 GAVI cash funding-related-causes tentatively associated
with unsatisfactory DTP3 coverage (the 5 causes should add
up to 100%): I) design failure (inappropriate design of the
proposal); II) implementation failure (bad implementation due
to capacity constraints, changes in plan, etc.); I1I) inadequate
governance of the grant (administrative delays, leakage, etc.);
IV) insufficient size of the funds made available by GAVI and/or
lack of complementary funding; V) external factors, exogenous
to the health sector (civil war, disasters; etc.). They were given
the opportunity to include further factors besides these five.
They were also asked to justify their answers.

On the basis of the results of round 1, the round 2
questionnaire included the five initial factors complemented
by: I) misunderstanding of the concept of health system
strengthening (HSS); II) human resources for health (HRH);
IIT) community level determinants; IV) overdependence on
immunization campaigns with neglect of routine immunization;
V) lack of formal external monitoring and evaluation; VI) other
unspecified factors.

On the basis of the results of round 2, the tentative
causes addressed in round 3 included the initial five and:
I) misunderstanding of the concept of HSS; II) HRH; III)
community level determinants.

Two causes that appeared in round 2 (IV and V) were
excluded from round 3 because the median was low, and/or the
mode was 0 and the range was very wide; and cause VI, was
excluded because it was not considered useful.

Round 3 questionnaires included extra questions in order
to clarify whether, as it was intended, the cash-based funding
support had been catalytic and complementary to the existing
health sector funding system and whether it produced positive
externalities for the health sector.

The anonymity of the replies was assured.
Final consensus meeting

The Delphi study was followed by a FCM. Nine of the
Delphi participants were present plus six other participants, who
had been invited to the initial panel, could not participate in the
Delphi study, but were available for the FCM (Table 1). Most
(at least 67%) had at least some direct knowledge of the
proposals. The meeting was chaired by one of the Director
Generals of the MOH and facilitated by the consultant (PF) assisted
by two participants (OL & SB) who helped with note taking.

After an initial presentation describing the process and
the DS results, the discussion was divided into two parts: a)

9
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Interpretation of the Delphi results and implications for (I)
further GAVI subventions; (II) the Guinea-Bissau MOH. This
discussion was used for the key informers who had not attended
the Delphi to comment on the Delphi study consensus results; b)
consensualizing recommendations on further action by GAVI:
participants were invited to make up to three recommendations
for each one of the problem domains studied, and to write them
up. They did not have to make suggestions for all the domains.
After all read them aloud, there was a period of discussion, after
which they revised and rewrote their recommendation (10 of
the 16 respondents reviewed their original recommendations).

Quantitative analysis

The consultant calculated means, medians, modes ranges, for
round I results and asked the panellists for re-estimates during the
two further rounds, confronting them with the summary results
of the previous round in order to move them, without coercion,
towards a consensus position on the estimates.

Consensus was considered if the mode included at least 50%
of the replies (n=9), or for any range of values that included
75% of the replies (n=14).

Content analysis of documents and of the qualitative data
of rounds 1&3 and of the FCM

The qualitative analysis was similar to the one described by
Goeman et al.*’. It was based on WHO’s health system building
block categories - service delivery, health workforce, health
information systems, logistics (medical products, vaccines
and technology), financing and leadership & governance®.
This categorization was extended to include a classification of
activities at either the operational (downstream activities) or the
systemic (upstream) levels. Downstream activities were those
that one could reasonably assume exist at the district healthcare
system level or below and do not involve comprehensive change
at a higher, systemic level. Upstream interventions were defined
as those taking place at and/or involving change (action or
resources) at a level higher than the district healthcare system
level. Where an intervention could be considered systemic and
operational, it was classified as systemic. No one building block
was considered to be uniquely systemic or operational*’**, These
were complemented by an additional category, community level.

TABLE 2 - Round 3 ranking of the factors and consensus achieved.

RESULTS

Diagnostic consensus on the importance of the various
factors explaining disappointing DPT3 coverage was firmly
established for all variables in round 3. With one of the criterion,
consensus was obtained for all problem categories; with the
other for 3 of the problem categories (Table 2).

According to the panellists, implementation problems
explain about 25% of the failure to perform better with regard
to vaccination coverage; implementation, governance and scarce
resources explain together about half of the poor performance
observed; adding extrinsic factors and the quality of the GAVI
proposals explains 75% of the failure to improve vaccination
coverage (Table 2).

Qualitative data from the different Delphi rounds

During round 1 of the Delphi, 59 (63%) of the 93 barriers
identified were downstream barriers; 32% of these were health
workforce related and 40% were equally divided between
leadership & governance and the financing system. Sixty
five percent of the perceived upstream barriers were related
to leadership and governance issues The perceived barriers
seemed to ignore community demand, information systems and
upstream financing system issues (Table 3).

During round 3 of the Delphi, 33 (54%) of the 61 recom-
mendations made in writing addressed downstream barriers. Of
these, 27% were associated with the health workforce, 24% with
the financing system and 15% with leadership and governance.
Of the upstream recommendations, 43% related to leadership
and governance and 14% to health workforce issues. Round
3 recommendations ignored community issues, information
systems and logistics (Table 3).

Respondents estimated that taking on board the full set
of recommendations would make it possible to raise DPT3
vaccination coverage to levels between 85% and 98%.

Results of FCM

The discussion of the Delphi consensus in the FCM
was dominated by participants who had not been panellists
of the Delphi. All agreed that implementation was a major
factor hampering coverage. They also felt that the serious

Criteria for consensus

Round 3 range (%) that includes at Mode includes at least
Rank Causes of unsatisfactory vaccination coverage studied mean (%) least 75% of the values 50% of the values (%)
1 a problem of implementation 26.0 20.0-35.0 does not
2 a problem of governance 14.0 10.0-16.0 include
3 a problem of scarce resources 13.0 5.0-15.0 50% of the values
4 extrinsic problems 11.0 5.0-15.0 10.0
5 problem of conceptualization 11.0 10.0-15.0 10.0
6 HRH related issues 9.0 5.0-10.0 5.0
7 problems with community level activities 8.0 5.0-10.0 does not include 50%
8 misunderstanding concept of health systems strengthening 7.0 5.0-20.0 of the values

HRH: human resources for health.
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TABLE 3 - Analysis of the GAVI-HSS proposal and of the qualitative data from rounds 1 and 3 and the FCM.

Health system’s Activities funded Barriers identified Recommendations Recommendations of the
building block and under the HSS grant (n) during round 1 (n) of round 3 (n) consensus meeting (n)
community orientation upstream downstream  upstream  downstream  upstream  downstream upstream downstream
Leadership and governance 1 1 22 12 12 5 21 10
Health workforce 4 1 6 19 4 9 12 8
Logistics 3 4 2 6 1 2 1 2
Service provision 1 0 2 6 4 3 2 4
Health information systems and monitoring and evaluation 4 1 1 2 3 3 1 3
Financing system 1 0 1 12 2 8 3 5
Community orientation 4 7 0 2 2 3 5 7
Total 18 13 34 59 28 33 46 39
Context 16 1

GAVI: The Global Alliance for Vaccines and Immunisation; FCM: Final Consensus Meeting; HSS: health system strengthening.

human resources crisis in the country was the second major
bottleneck. The third and fourth bottleneck cluster of factors
were governance and extrinsic factors.

During the FCM only 39 (46%) of the 85 recommendations
addressed downstream barriers. Of these 26% were associated
with leadership and governance, 21% with the health workforce
and 18% with community orientation. Of the upstream
recommendations, 46% were related to leadership and
governance issues and 26% to health workforce issues. FCM
recommendations ignored information systems and logistics
(Table 3).

These recommendations were validated in individual
meetings with the WHO Country Representative in Guinea-
Bissau and with the Secretary of State for Health of the MOH.
The WHO Country Representative was very comfortable with
the recommendations and highlighted the recommendation on
human resources as being the most important- (finance salaries
of health workers until they are admitted into public service by
the Ministry of Finance: at the time of the survey there were over
100 nurses and 88 doctors without salaries awaiting integration
into public service and 12 health centres were closed for lack of
personnel with the majority of the others running on one nurse).
The Secretary of State for Health was in full agreement with
the panel conclusions and with the meeting recommendations.

TABLE 4 - GAVI Alliance support to Guinea-Bissau.

Results of the analysis of documents

Between 2001 and 2012 the GAVI Alliance cash support
to GB (Table 4) has been associated with immunisation
services support (ISS) since 2003. The ISS grant has included
support to health system building blocks such as service
delivery (vaccination services), health workforce (training,
salaries and incentives), logistics (cold chain equipment and
maintenance, vehicles and transportation, stock control), health
information systems (surveillance and monitoring) and to social
mobilization, IEC, advocacy. It has been administered by the
Rotary Club of Guinea Bissau. The ISS grant has been blind to
issues related to the strengthening of the financing system and
to leadership and governance of the health system (Table 4).

The HSS application was prepared within the context of
the drafting of a new NHP and a National Human Resource
Development Plan (NHRDP) by the MOH technical team,
with the support of a consultant financed by GAVI (PF). By
strengthening certain key aspects of the Guinean HS, the aim of
this application was to focus additional resources on the country’s
41 most deprived health areas, in order to reduce inequalities in
terms of immunisation coverage, access to health care and the
availability of a minimum package of essential health services.

Fourteen (45%) of the 31 activities that were eventually
proposed were downstream activities; 54% of these were

Total
commitments 2001-2016
(as of 31st December 2011)

Total

disbursements 2001-2012
(as of 31st December 2011)

2011 2012 2013 2014

Type of support (US$) (US$) 2003 2004 2005 2006 2007 2008 2009 2010
Health system strengthening 1,428,000 338,500
Immunization services support 630,860 500,360
Injection safety support 115,786 115,786
Penta (NVS) 3,380,453 2,401,573
Vaccine introduction grant 200,000 200,000
Yellow fever (NVS) 324,416 221,919
Total 6,079,516 3,778,140

GAVI: The Global Alliance for Vaccines and Immunisation. NVS: New and underused vaccine support. Bl Red line on table indicates duration of support based on commitments. I Green line indicates
2010, the year of reference for the current study. Source: GAVI Alliance country hub at http://www.gavialliance.org/country/Guinea-Bissau/
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community oriented while 67% of the upstream activities were
equally divided between health workforce, information systems
and community orientation. HSS financing ignored issues related
to leadership & governance and to service provision. This last
blind spot might be appropriate considering the dominant service
provision focus that is already present in the ISS grant (Table 3).

DISCUSSION

This study addresses supply side determinants from a
perspective of how a global health initiative can strengthen a
national health system to achieve better vaccination coverage.

In Guinea-Bissau slow progress can be attributed to several
contextual barriers: to civil unrest in the country and to political
instability associated health workers strikes and with shortages
of petrol which limit travel and outreach activities. Frequent
changes in government paralyzed departments including the
MOH; the focal points for GAVI immunization and HSS were
dissolved. This political instability is one of the consequences
of the civil war of 1998, which disrupted the country to
such an extent that, still today, it has not recovered (African
Development Bank 2011). During these turbulent times the
GAVI HSS funded activities were limited to some emergency
interventions and the funds were not always applied according
to eligible interventions which hampered its implementation.

Despite this, the MOH team has achieved a steady improvement
in the vaccination coverage in the country and the support from
GAVI Alliance, at a time when most donors reduced funding to
the health sector of Guinea-Bissau (favouring with their support
the reform of the security and justice systems), is seen as a major
determinant of this relative success.also The HSS proposal
development strengthened the planning efforts and helped identify
and quantify important bottlenecks.

The consensus achieved in this study is that the main barriers
in achieving the desired coverage objectives were, in order of
importance, factors associated with implementation, governance,
scarcity of funds, extrinsic factors and factors associated with
the conceptualization of the proposals, human resources factors,
factors at the community level and misunderstanding of the
concept of health systems strengthening. Qualitative data
collected during the Delphi rounds and discussion during the
final consensus meeting highlighted some very relevant issues,
mostly associated with human resources and implementation.
Insufficient local production of human resources, very slow
recruitment procedures, poor conditions of accommodation
and low staff morale were some of the major factors indicated
as underlying the unsatisfactory outcomes observed for
vaccination. These are in line with the available published
literature+4,

When discussing implementation the greatest emphasis
was on the need to consolidate vaccination routines through
stable, predictable outreach services. Two important overall
policy consequences were: first, that the MOH’s focus on
vaccination campaigns and neglect of routine vaccination
activities conflicted with the Delphi’s focus on health system
strengthening, both upstream and downstream; and, second,
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that the implementation of GAVI should be guided by regional
and local implementation plans and not only according to a
central national plan.

Most, 58%, of the activities proposed under the GAVI
HSS proposal were activities targeting upstream barriers and,
as such, very much aligned with the 54% consensus meeting
recommendations addressing upstream issues. The concrete
actions proposed as a result of the Delphi exercise include a
request to review and re-programme the current proposal, to
support training of the country’s health leadership on HSS
strengthening, to increase the focus on human resources issues
(including initial training and salary support for new intakes into
the system) and to strengthening routine services. This alignment
notwithstanding, the actual measures proposed for action ignore
important recommendations such as the need to address barriers
at the level of leadership and governance and at the level of the
financing system. The blindness of GAVI HSS proposals to the
need to address issues related to the financing system has also
been identified in a previous study*’. This blindness to strategic
gaps may reflect the challenges global health initiatives face
in shifting from management through programs to managing
through systems®®. Management through programs focused
on vaccination targets and, in Guinea-Bissau, delegated the
financial management of the grant to the country’s Rotary
Foundation. Managing through the Guinean health system
would require close attention to and investment in the financing
system but would potentiate the impact of the support on both
the overall health system and the eventual levels of coverage.

The major conclusion is that despite the difficult context
and the major barriers identified Guinea-Bissau the State has
succeeded, under very difficult conditions, in increasing in a
sustained way its vaccination coverage (Figure 1), albeit not
achieving its specified target. The ambition of the target was
encouraging. The achievement of the current level of coverage
is laudable.

ACKNOWLEDGMENTS

We are grateful to Rosa Bela Ferrinho for the bibliographical
research and text preparation. We are indebted for the
operational support of the country office of WHO in Bissau
and we emphasize the personal interest of the Secretary of
State for Health, Dr Augusto Paulo Silva and the organizational
support of the Director General Dr Umaru Ba. Our deepest
appreciation for the members of the panel for their interest and
commitment and for all those that actively participated in the
final meeting: Alda Umart Jalo, Ane Barent Fisker, Augusto
Paulo Silva, Beti C6, Cunhate Na Bangna, Euclides Victor dos
Santos, Fernando Menezes, Francisco Aleluia Lopes Junior,
Francisco José Mendes, Gabriel C4, Isabel Maria Garcia de
Almeida, Ivone Menezes Moreira, José Monteiro, Julio César
Sa Nogueira, Malam Dramé, Maria Irene Gomes, Orlando
Lopes, Sidu Biai, Silvino Bnaba,Umaru B4, Zacarias José da
Silva and Zeferina Gomes da Costa.

www.scielo.br/rsbmt



Rev Soc Bras Med Trop 46(1):7-14, Jan-Feb, 2013

CONFLICT OF INTEREST

Three of the authors — MD, SB, WVL, work for the funding

agency. PF has been associated with consultancy work in
Guinea-Bissau for many years and his works has been funded
partly by the funding agency.

FINANCIAL SUPPORT

World Health Organization, Geneva, Switzerland.

REFERENCES

Lopes C. A transigdo histérica na Guiné-Bissau: do movimento de libertagdo nacional
ao Estado. Kacu Martel series. Bissau: INEP; 1987.

Koudawo F. Cabo Verde e Guiné-Bissau: da democracia revolucionaria & democracia
liberal. 1410 ed. Kacu Martel series. Bissau: INEP; 2001.

Monteiro AL O Programa de ajustamento estrutural na Guiné-Bissau: analise dos
efeitos socio-econémicos. 10t ed. Kacu Martel series. Bissau: INEP; 1996.

Augel J, Cardoso C. Transi¢do Democratica na Guiné-Bissau e outros ensaios. 1oth
ed. Kacu Martel series. Bissau: INEP; 1996.

Sangreman C, Sousa F, Zeverino G, Barros M. A evolugao politica recente na Guiné-
Bissau: as eleigdes presidenciais de 2005, os conflitos, o desenvolvimento, a sociedade
civil. Documentos de Trabalho n 70. Lisboa: CESA; 2006.

Rudebeck L. On Democracy’s Sustainability: Transition in Guinea-Bissau. The Sida
studies series n. 4. Gothenburg: Novum Grafiska AB; 2001.

Abreu, A. Recent History (Guinea-Bissau), in Europa World online. London, Routledge.
Europa World Contributors. [Retrieved 26 December 2012]. Available from http:/
www.europaworld.com/entry/gw.hi

African Development Bank (ADB). Republic of Guinea-Bissau. Combined 2005-2010
results-based country strategy paper completion report and portfolio performance
review 2010 [Internet]. Regional Department West 2, ADB; 2010. [Cited April 2012].
Available from: http://www.afdb.org/fileadmin/uploads/afdb/Documents/Project-and-
Operations/Guin%C3%A9¢%20Bissau%20-%20DSPAR%202005-R PP%20Eng.pdf/.

Sousa MG. The challenges and constraints of the security sector reform in Guinea-
Bissau: a view from the field. Autumn/Winter. Portuguese J Int Affairs 2009; 2:15:26.

Ministério da Economia, Plano e Integragao Regional (MEPIR). Segundo Documento
de Estratégia Nacional para a Redugdo da Pobreza (DENARP II). Bissau: MEPIR; 2011.
[Cited April 2012]. Available from: http:/www.gw.undp.org/DENARPII_FR .pdf.

Gongalves A, Ferrinho P, Dias F. The epidemiology of malaria in Prabis, Guinea-Bissau.
Mem Inst Oswaldo Cruz 1996; 91:11-17.

Gongalves A, Ferrinho P, Aguiar P. Anélise descritiva e comparativa sobre a influéncia
de factores de caracterizagdo em indicadores antropométricos numa populagdo da
Guiné-Bissau. Acta Med Port 2001; 14:323-329.

Gongalves A, Ferrinho P, Aguiar P. Factores associados com a situagdo vacinal e
consulta aos servigos de satide de criangas de uma zona rural da Guiné-Bissau. Acta
Med Port 2001; 14:331-335.

Coordenagdo do Sistema das Nagdes Unidas na Guiné-Bissau. Balango comum do
pais — Guiné-Bissau. Bissau: Nag¢des Unidas; 2006. [Cited April 2012]. Available from:
http:/www.gw.undp.org/BCP_pt.pdf.

Ministério da Economia, do Plano e Integragdo Regional (MEPIR). Direc¢ao Geral
do Plano. Inquérito aos Indicadores Multiplos, Inquérito Demografico de Saude
Reprodutiva - Guiné-Bissau. Relatorio Final. Bissau: MEPIR; 2011.

Aaby P, Gomes J, Fernandes M, Djana Q, Lisse I, Jensen H. Nutritional status and
mortality of refugee and resident children in a non-camp setting during conflict: follow
up study in Guinea-Bissau. BMJ 1999; 319:878-881.

Aaby P, Jensen H, Garly ML, Bal¢ C, Martins C, Lissa I. Routine vaccinations and
child survival in a war situation with high mortality: effect of gender. Vaccine 2002;
21:15-20.

Aaby P, Garly ML, Bal¢ C, Martins C, Jensen H, Lisse I, et al. Survival of previously
vaccinated and measles un-vaccinated children in an emergency situation: an unplanned
study. Pediatr Infect Dis J 2003; 22:798-805.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31

32.

33.

34.

35.

36.

37.

38.

39.

40.

Jakobsen M, Sodemann M, Nylén G, Balé C, Nielsen J, Lisse I, et al. Tropical medicine
and international health 2003; 8:992-996.

Sodemann M, Veirum J, Biai S, Nielsen J, Bale C, Jakobsen MS, et al. Reduced case
fatality among hospitalized children during a war in Guinea-Bissau: a lesson in equity.
Acta Paediatr 2004; 93:959-964.

Nielsen J, Valentiner-Branth P, Martins C, Cabral F, Aaby P. Malnourished children
and supplementary feeding during the war emergency in Guinea-Bissau in 1998-1999.
Am J Clin Nutr 2004; 80:1036-1042.

Nielsen J, Benn CS, Balé C, Martins C, Aaby P. Vitamin A supplementation during
war-emergency in Guinea-Bissau 1998-1999. Acta Tropica 2005; 93:275-282.

Nielsen J, Jensen H, Andersen PK, Aaby P. Mortality patterns during a war in Guinea-
Bissau 1998.99: changes in risk factors? Int ] Epidemiol 2006; 35:438-446.

Dussault G, Fronteira I, Dal Poz M, Dreesch N, Ungerer R, Estrela Y, et al. Analise dos
recursos humanos da saude (RHS) nos paises africanos de lingua oficial portuguesa
(PALOP) [Internet]. Geneva: WHO; 2010 [Cited 2012 Feb 30]. Available from: http:/
whqlibdoc.who.int/publications/2010/9789248599071_por.pdf.

Ferrinho P, Neves C, Craveiro I. Recursos Humanos na Guiné-Bissau - percepgdo de
profissionais do sector da saade. Hospital do Futuro 2011; 14:27-30.

Backstrom B, Gomes A, Fresta E, Dias F, Gongalves A, Van Lerberghe W, et al. The
coping strategies of rural doctors in Portuguese speaking African countries. Rev Med
Mogambique 1997; 7 (suppl I):13.

Roenen C, Ferrinho P, Van Dormael M, Conceigdo MC, Van Lerberghe W. How African
doctors make ends meet: an exploration. Tropical Medicine and International Health
1997; 2:127-135.

Backstrom B, Gomes A, Adam Y, Gongalves A, Fresta E, Dias F, et al. As estratégias
de sobrevivéncia do pessoal de saude nos PALOP. Comparagdo entre o meio urbano
¢ 0 meio rural. Rev Med Mogambique 1999; 7:28-31.

Ferrinho P, Van Lerberghe W, Julien MR, Fresta E, Gomes A, Dias F, et al. How and
why public sector doctors engage in private practice in Portuguese-speaking African
countries. Health Policy Planning 1998; 13:332-338.

Ferrinho P, Antunes AR, Silva AP, Dal Poz MR, Dussault G. The Portuguese
Contribution to the Brain Drain from Portuguese Speaking African Countries. Cah
Sociol Demogr Med 2007; 47:377-391.

Luck M, Fernandes MJ, Ferrinho P. At the other end of the brain-drain: African nurses
living in Lisbon. /n:-Ferrinho P, Van Lerberghe W, editors. Providing health care under
adverse conditions: Health personnel performance & individual coping strategies.
Studies in HSO&P. 16th ed. Antwerp: ITG Press; 2000. p.163-175.

Ferrinho P, Hipolito F. Imigragdo médica e estratégia de saude em Portugal. Janus
2009; 12:76-77.

Fronteira I, Rodrigues A, Pereira C, Silva AP, Mercer H, Dussault G, et al. Realidades
e expectativas dos alunos da licenciatura de medicina da Guiné-Bissau no ano lectivo
de 2007. Acta Med Port 2011; 24:265-270.

Ferrinho P, Sidat M, Fresta MJ, Rodrigues A, Fronteira [, Silva F, et al. The training and
expectations of medical students in Angola, Guinea-Bissau and Mozambique. Human
Resources for Health 2011; Vol 9:9. 5 pages. [Cited April 2012] Available from: http:/
www.human-resources-health.com/content/9/1/9.

Dietz VJ, Baugman AL, Dini EF, Stevenson JM, Pierce BK, Hersey JC. Vaccination
practices, policies, and management factors associated with high vaccination coverage
levels in Georgia public clinics. Arch Pediatr Med 2000; 154:184-189.

Franco LM, Bennett S, Kanfer R, Stubblebine P. Determinants and consequences
of health workers motivation in hospitals in Jordan and Georgia. Social Science and
Medicine 2004; 58: 343-355.

Manongi RN, Marchant TC, Bygbjerg IC. Improving motivation among primary
health care workers in Tanzania: a health worker perspective. Human Resources
for Health 2006; Vol. 4:6. 7 pages. [Cited April 2012_]. Available from: http:/www.
human-resources-health.com/content/4/1/6.

Nichter M. Vaccination in the third world: a consideration of community demand. /n:
Nichter M, Nichter M, editors. Antrhopology and International Health: Asian Case
Studies. London: Routledge; 2003. p. 329-363.

Odusanya OO, Alufohai EF, Meurice FP, Ahonkhai VI. Determinants of vaccination
coverage in rural Nigeria. BMC Public Health 2008; 8:381.8 pages. [Cited April 2012_].
Available from: http:/www.biomedcentral.com/1471-2458/8/381/.

Wyss K. An approach to classifying human resources constraints to attaining health-
related Millenium Development Goals. Human Resources for Health 2004; 2:11. 8
pages. [Cited April 2012]. Available from: http:/www.human-resources-health.com/
content/2/1/11/.

13

www.scielo.br/rsbmt



Ferrinho P et tal - Vaccination in Guinea-Bissau

41.

42.

43.

44.

45.

14

Russo G, Jald A. Custos e orgamento do Plano Nacional de Desenvolvimento Sanitario
11. Bissau: Ministério da Saude Puablica; 2010.

Tyrrell AK, Russo G, Dussault G, Ferrinho P. Costing the scaling-up of human resources
for health: lessons from Mozambique and Guinea Bissau. Human Resources for Health
2010; Vol 8. 10 pages. [Cited April 2012] Available from: http://www.human-resources-
health.com/content/8/1/14.

World Health Organization. From whom to whom? Official development assistance
for health. Commitments 2002-2009. Geneva: WHO, Department of Health System
Governance and Service Delivery; 2011. [Cited April 2012] Available from: http://
whglibdoc.who.int/hg/2011/WHO_HSS_HDS _2011.1_eng.pdf/.

Aaby P, Jensen H, Gomes J, Fernandes M, Lisse IM. The introduction of diphtheria-
tetanus-pertussis vaccine and child mortality in rural Guinea-Bissau: an observational
study. Int J Epidemiol 2004: 33:374-380.

Benn CS, Martins C, Rodrigues A, Ravn H, Fisker AB, Christoffersen D, et al. The
effect of vitamin A supplementation administered with missing vaccines during national
immunization days in Guinea-Bissau. Int J Epidemiol 2009; 38:304-311.

46.

47.

48.

49.

Kristensen I, Aaby P, Jensen H. Routine vaccination and child survival: follow up study
in Guinea-Bissau, West Africa. BMJ 2000; 321:1-8.

Goeman L, Galichet B, Porignon DG, Hill PS, Hammami N, Essengue Elouma MS, et
al. The response to flexibility: country intervention choices in the first four rounds of
the GAVI Health Systems Strengthening applications. Health Policy and Planning 2010;
25:292-299.

World Health Organization. Everybody’s business: strengthening health systems to
improve health outcomes. Geneva: WHO; 2007.

Porter D, Andrews M, Turkewitz J, Wescott C. Managing public finance and procurement
in fragile and conflicted settings. World Development Report 2011; [Cited April 2012]
Available from: http://wdr2011.worldbank.org/sites/default/files/pdfs/WDR%20
Background%20Paper PFM.pdf.

50. Grundy J. Country-level management governance of global health initiatives: an evaluation

of immunization coordination mechanisms in five countries of Asia. Health Policy Plann
2010; 25:186-196.

www.scielo.br/rsbmt



