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RBM Partnership Second Steering Committee Meeting

30-31 October 2002


SUMMARY REPORT - DRAFT


Wednesday, 30 October, 2002 

Morning Session

1.0  Election of Chairperson.  Dr David Heymann was nominated, seconded, and duly elected to chair the meeting.  Dr Yves Bergevin was elected as vice chairperson.

2.0  Introduction of Members of Steering Committee.  Participants introduced themselves (see list of participants, Annex 1).

Dr Alnwick (RBM Secretariat) informed the meeting that the Government of Zambia had been invited to send a representative to the meeting, indications had been received that there would be a representative, but attempts by the RBM Secretariat to communicate with the Ministry of Health in Lusaka in the days prior to the meeting to confirm participation had not been successful.

The Committee was informed that there were two ‘vacant’ seats, one for a representative of malaria endemic countries (outside of the WHO Africa Region and outside of the WHO SEARO and WPRO regions) and one for a representative of foundations.  Dr Alnwick’s proposals as to how to fill these seats were accepted.

3.0  Discussion of Proposed Operating Framework for the RBM Partnership: Document No. SCRBM 10-02-011.  The participants agreed with the proposal of the chair to move directly to the agenda item ‘Review of structure and function of the RBM Secretariat’.   Dr Jane Edmondson agreed to modify the draft document based on the Steering Committee discussion.   

Dr Dennis Carroll (USAID) and Dr Jane Edmondson introduced the paper.   Discussion centred on the annex to the document, containing a table outlining RBM Secretariat Team Responsibilities at different levels.

3.1  It was agreed that there would be one RBM Partnership Secretariat, which operates globally through regions and sub-regions.  It was agreed that the term `Geneva` be changed to `Global` in describing the Partnership Secretariat Team, and that there should be one line of accountability, to the Head of the Partnership Secretariat, who would hold the title of Director or Executive Secretary.  The Head of the Secretariat in turn would be accountable to the Steering Committee.   

3.2  The present paper was Africa specific and needed to be broadened.  It was agreed that Dr Sokhey (India) would work with the RBM Partnership Secretariat to prepare recommendations on broadening the focus of the paper.

3.3  Policy, Planning and Monitoring and Evaluation.  The importance of ensuring that malaria was well represented in the Country Co-ordinating Mechanisms being established to coordinate GFATM proposal preparation and implementation was noted.

3.4  Ms. Middelhoff (Netherlands) re-emphasized the need for the Policy, Planning and Monitoring and Evaluation people to work together as one team within the Secretariat.  Dr Alnwick (RBM Secretariat) reported that strengthening the Monitoring and Evaluation Team is a top priority for the Secretariat. 

3.5  Dr Alnwick (RBM Secretariat) drew attention to Document SCRBM 10-02-08 ‘Roll Back Malaria Global Secretariat:  Terms of Reference, Functions and Structure' and indicated this was an elaboration by the present RBM Secretariat of the functions of the Secretariat.  It was discussed and it was agreed that this was an elaboration only of the functions of the global portion of the RBM Secretariat.  It was agreed that further similar work was needed to define and elaborate on the functions of the Secretariat at the Regional and Sub-regional levels.  It was agreed that the Secretariat staff would work with Dr Carroll and Dr Edmondson to develop one final paper on Terms of Reference and Structure of the Partnership Secretariat.

3.6  It was agreed that the meaning of the term ‘programme updates’ as a function of the Secretariat needed to be explained more fully.

3.7  In regard to the team’s `Monitoring & Evaluation` function, it was suggested that `Development of core M&E indicators` has already occurred, and that the Secretariat’s function in this respect should be to compile and disseminate the results. It was agreed that there needed to be strong links between RBM monitoring efforts and work underway to monitor and report on the Millennium Development Goals (MDG).  

3.8  It was suggested that the term ‘policy development’ when referring to the work of the partnership Secretariat was more accurately described as ‘development of strategies to scale up interventions’.   The development of such strategies would be the responsibility of RBM Working Groups.  It was agreed that the term ‘Policy’ in the team’s title should be changed to ‘Strategy’.

3.9  The proposal to re-name the former ‘Technical Support Networks’ as RBM Partnership Working Groups was accepted, since the function of these groups is mainly programmatic, not technical.

3.10  The need for an additional entity, the ‘Technical Assistance Network’ (TAN)  was discussed. This would be a virtual network of programming expertise available to assist the work of the partnership. TANs were said to be a clearing house in which country demands for assistance could be matched to resources available in the partnership. 

3.11  The Chair mentioned other possible mechanisms for brokering such assistance, some of which had been discussed at the previous day’s UNICEF-WHO meeting, the results of which would be reported to the Steering Committee later.

3.12  Partnership Development/Networking Team.  It was agreed that Regional Teams and Inter-country teams would need to support regional work, in addition to supporting individual countries.  The importance of ‘cross border issues’ was referred to.   It was agreed that an additional point be added to the framework giving the ‘regional level` responsibility for promoting and coordinating regional and sub-regional action including cross border work. It was agreed that the ‘sub-regional teams’ would also provide programme backstopping.

3.13  The overall purpose of the partnership was re-stated.  The RBM partnership has the primary objective of ‘going to scale’.  WHO has the responsibility of establishing the best technical approach, showing the direction.  The Partnership is the mechanism for taking that approach to scale and the Partnership Development/Networking Team ensures that all partners contribute.

3.14  It was agreed that the ‘Sub-regional Teams’ would not belong to any particular agency, and that they should be called ‘Partnership Sub-Regional Teams’ (but note also proposal to call them ‘Inter-country, inter-agency teams’).

3.15  Dr Pannenborg (World Bank) expressed the view that the dynamics of the partnership needed to shift more towards the sub-regional teams which should increasingly take initiative, rather than having a situation in which the RBM Secretariat Geneva Office takes most of the initiative.

3.16  Other Steering Committee members agreed, it was proposed that the document should include a pre-amble stating that the ‘locus of energy’ should be at the sub-regional level which would work with countries to ‘maximally mobilize the partnership in going to scale’.

3.17  WHO/AFRO agreed on the importance of inter-country teams.  These would not replace national capacity but would bring additional support to countries.   There would be a team of several different organizations and bodies.   All partners should participate in the development of plans at the inter-country level.   As countries strengthened their own capacity, the need for inter-country support would decrease.

3.18  The need to avoid having the inter-country teams as another layer of bureaucracy was stressed.  Countries require fast decision making and response.  It was suggested that this could best be done by the elaboration of clear annual work plans.

3.19  Resource Mobilisation Team.  Following an explanation from Dr Pannenborg (World Bank) it was agreed that the term ‘Resource Mobilisation’ was too narrow.   A term for the group such as ‘Malaria Financing’ should be adopted to ensure a focus on all aspects of support required in helping countries identify and use resources for malaria, not just in obtaining new resources.  It was agreed that the document should make specific reference to working with Ministries of Finance on the issue of absorption of funds and capacity.  The development of a fundraising strategy to increase funding at global and national levels for malaria programming was emphasized.  The term `marketing strategy` was changed to `fundraising strategy`. 

3.20  It was also agreed that ‘Resource Mobilization’ work should not just focus on cash resources.  Donations in kind and preferentially priced goods and services should also be seen as important resources. The name of this team should be changed to Malaria Financing Team and that the term `Geneva` should be changed to `Global`.  The linkage to GFATM was emphasized.  It was suggested that RBM and GFATM should proceed towards signing an MOU.  

3.21  Dr Pannenborg (World Bank) stressed that Governments of malaria endemic countries should not be encouraged to view the RBM Partnership Secretariat as a direct source of funds for malaria control activities.  Recent examples of Governments not wishing to pursue other options for malaria programme financing (such as IDA credits) because they believed that grant resources would be available from the RBM Partnership were cited.  It was suggested that the Malaria Financing Team’s mandate should not include through-flow of funds to grantees.  Instead, all funds raised would be for internal use only.  

3.22  The issue of the definition of sub-regions was raised.   The importance of working closely with existing sub-regional groups, such as ECOWAS and SADCC was stressed. AFRO described in detail the present WHO/AFRO epidemiologically based sub-regions.

3.23  It was agreed that a major issue for the next RBM Partnership Steering Committee would be ‘how RBM at the country level can be more effective’.   A document on this should be prepared for the next Steering Committee meeting.

3.24  Dr Edmondson was requested to include a glossary of terms as a preamble text to the Framework document.

3.25  In conclusion, the Terms of Reference for the Partnership Secretariat were broadly  agreed on.  Dr Edmondson agreed to circulate an amended framework document incorporating suggested changes to members electronically.  

3.26  It was agreed that a group consisting of Dr Carroll (USAID), Dr Kaboré (WHO/AFRO), Dr Pannenborg (World Bank) and Dr Bergevin (UNICEF) would meet to strengthen the part of the framework document entitled ‘The Planning, Monitoring and Evaluation Cycle’.

3.27  Dr Sokhey (India) requested that an item on the agenda of the next SC meeting be a report progress with these activities. 

The meeting adjourned for lunch.  Discussions then resumed on the structure of the Partnership Secretariat.

Afternoon Session

3.28  Roll Back Malaria’s Mission, Partnership Objectives and Principles (Pages 4 to 7 of SCRBM 10-02-011 – Proposed Operating Framework).    It was agreed that more clarification was needed on mission, partnership objectives, individual partner responsibilities, and translation to country level engagement.  The mission should be clarified to explicitly state the added value of the partnership, a defined leadership, and indicators of performance (for example its ability to achieve malaria-related MDGs), especially at the country level.  It was agreed that this is a priority item for the next meeting and that a document clarifying these issues should be prepared for presentation at the next meeting.

3.29  Partnership Models.   It was agreed to limit discussion to options “b” and “c” as presented in the Framework document, Page 8.  Dr Carroll (USAID) strongly supported the model showing the maximum level of functional accountability between the Secretariat and the Steering Committee (option ‘b’).  In the subsequent discussion, it became clear that the differences between options `b` and `c` were small and subject to different interpretations.  It was agreed that full and active engagement of the partners improves accountability.  Further clarification was sought on the meaning of the terms ‘functional’ and `functional relationship’ in relation to different models.
3.30  The relationship between the RBM Partnership Secretariat and WHO was debated.  Dr Pannenborg (World Bank) supported a solid and meaningful functional relationship between the Secretariat and the Steering Committee, which was distinct from a relationship between the Steering Committee and WHO.  Dr Carroll (USAID) was of the opinion that an Executive Board and a Chief Executive Officer should be responsible for the Secretariat with the Head of the Secretariat having responsibility for interpreting and working out the details of the work plan.  
3.31  The structure of the Stop TB Partnership was reviewed, and it was noted that it functions in a way in which it is able to support the partnership function whilst reporting administratively to WHO.   Information was provided that the Stop TB Director is not responsible for other WHO functions, the partnership functions are separated from the normative technical work, and he is devoted full-time to implementing the work plan to support the partnership. The STB Secretariat is responsible for the implementation of the work plan of the partnership, while the Technical Group is responsible for implementation and operations. 

3.32  SC Members favoured maximum accountability of  the Secretariat to the Steering Committee.   SC Members agreed on the need for an empowered Director or Head of the Partnership Secretariat whose mandate is the implementation of the partnership’s work plan and the work plan of the Secretariat, as approved by the Steering Committee.  There was consensus about the need to minimize an additional level of bureaucracy in this relationship. 

3.33  Members of the SC from endemic countries stressed the need to maintain activities at the country level without disturbance during the transition from the old Secretariat to the new. 

3.34  SC Members agreed on the separation of the WHO Technical and the RBM Partnership Secretariat functions, and on the need for a high level of accountability of the Head of the Partnership Secretariat to the Steering Committee . Accountability rests with the partners through the Steering Committee. It was suggested that the Head of the Secretariat would be required to report to the Steering Committee on a regular basis any way that his or her performance was compromised by WHO rules and regulations. It was agreed that these points require additional clarification. 

3.35  It was agreed that the financial implications of the proposed arrangements would

require further study.

3.36  The following text, summarising the agreement reached up to this point in the meeting on the structure and management of the RBM Partnership Secretariat and its relationship with WHO, was drafted in the meeting with inputs from SC members, and the draft text was shared with members.

“The RBM Partnership Secretariat Director is responsible for preparing and presenting a work-plan for the partnership, and, once approved by the RBM Steering Committee, he or she is responsible for its subsequent detailed interpretation and implementation and for reporting progress to the Partnership Steering Committee. 

On behalf of the Partnership, WHO will house the RBM Partnership Secretariat and its Director will report administratively to an appropriately high level WHO Officer. 

The SC members understand that the Director will work full time on behalf of the Partnership and that WHO will create a separate group to carry out its normative and technical functions with fully independent reporting.”

4.0  Report from WHO-UNICEF Working Group on ways to strengthen RBM Partnership support to African countries – Functions of Inter-agency Inter-country Teams.   Dr Kaboré (WHO/AFRO) presented a summary of the conclusions of the meeting between UNICEF and WHO which took place on October 29th (Annex 2).  The two organizations planned to meet on this issue again in Arusha at the MIM Conference, and in Harare in December to finalize plans
.  There would be a conference call to organize the December meeting.

4.1  WHO/AFRO is shortly to finalize a decision to transfer the WHO inter-country team from Kampala to Nairobi and is looking for ways to strengthen the inter-country team in Libreville. 

4.2  Dr Carroll (USAID) stated that his organization and other partners greatly valued the steps taken by UN colleagues in establishing a ‘platform’ for inter-country work that other partners could contribute to.  He hoped that all future discussions on this subject would now include all partners and welcomed the opportunity to participate in the Arusha and Harare meetings.  Inter-country work was very important and it was urgent to move this work forward.

4.3  It was agreed that there was a need to link inter-country RBM support efforts with other health partnerships at this level, and that inter-country support also needed to be closely linked with other groups and organizations working with groups of countries in Africa.

4.4  Dr Carroll (USAID) raised the External Evaluation recommendation of  a limited number of ‘focus countries’ and said that this might be important when considering the structure of inter-country support.  He was of the view that some kind of targeted focus to a limited number of countries, followed later by rapid expansion, would be advantageous.  

4.5  Other views on the potential dangers of ‘focus countries’ were expressed.  The chair summarized the discussion on this issue.  The external evaluation had recommended that RBM provide special support to a small number of ‘focus countries’.  But it was felt by our country colleagues and by WHO/AFRO and UNICEF ESARO that the RBM Partnership should support countries based on their request and on their state of implementation, recognising that countries are at different stages.  It was felt that it will only be possible to obtain clarity when workplans based on country requests are developed.

4.6  Dr Pannenborg (World Bank) expressed concern that there was a large ‘disconnect’ between the agreement on the functioning of the partnership so far reached at the global level,  and on the discussion of regional and sub-regional functions.  He was concerned that additional emphasis needed to be given to regional work and requested that this topic be re-considered on Thursday.

5.0  Relationship between the RBM Partnership and GFATM.  Dr Richard Feachem (EXD of GFATM) presented a set of slides illustrating GFATM support for malaria.  In ‘Round 1’ approvals malaria received about 160 million dollars over 5 years, or about 10% of  the 1.6 billion dollars awarded. 54% of ‘Round 1’ malaria resources had been allocated to Africa.  Dr Feachem was of the opinion that the percentage allocation to malaria should be higher and that he would like to see it increase, but he stressed that the GFATM has no policy on allocation of funds between the three disease priorities.  Actual allocation is a function of the quality of proposals and the judgement of the Technical Review Panel.  A funding commitment had been made for the first two years, subsequent funding will depend on progress.  Disbursements for successful Round 1 applicants were just starting, it had taken several months to put the ‘disbursement architecture’ in place.  Disbursements for Haiti, Ghana, Tanzania and Sri Lanka were expected in the next 10 days, and for the remaining countries by the end of 2002.

5.1  ‘Round 2’ applications closed in September, and the TRP met September 11th to review proposals.  Total applications were 60% larger in dollar value than in the first round.  20% of the value of the 2nd round applications were for malaria.

5.2  Dr Feachem stressed that the GFATM is a financing mechanism.  The Fund will have about 50 people in Geneva, mainly investors and managers.  It will not be a technical organization with lots of opinions about malaria.  In countries, the Fund will appoint Local Fund Agents (LFAs), but they will not be technical organizations, they will be mainly charged with financial and managerial oversight to recipients to ensure that programmes are implemented as planned.  Dr Feachem then made two specific requests to RBM.

5.3  Four countries were successful in Round 1, RBM was asked to very actively intervene to ensure that implementation happens rapidly and is of high quality.  The GFATM would  share all the information that it had available on Round 1 countries.  The GFATM would alert RBM to potential problems, but would not itself be in a position to intervene to address technical shortcomings.  The GFATM would like to see the emergence of a partnership in which RBM could be a strong supporter or ‘guarantor’ of successful country level implementation and would give priority to overcoming problems, which the GFATM would alert RBM to, but which it anticipated RBM would itself also be aware of.   A similar request was made for support to countries which will be successful in the second round of applications, which will be approved in the last week of January 2003.  The GFATM will alert RBM to successful countries and request RBM assistance to support implementation.

5.4  The second request relates to ‘focus countries’ and the debate which has ensued following the recommendation of the External Evaluation on this issue.  Dr Feachem stated that he himself was a strong supporter of the concept of focus countries, not withstanding the political difficulties.  Round 3 of the GFATM application process represented an opportunity to implement the idea of ‘focus countries’ for malaria control.  The development of Round 3 proposals would take place in the period of February to April 2003 with the closing date probably being June.  RBM was invited to undertake vigorous and highly focused work to make absolutely sure that  the GFATM received by June 2003 at least six ‘blockbuster’ proposals for malaria control.  These would be proposals that RBM itself had had a significant influence in designing and to which it was committed to supporting implementation and monitoring and evaluation.  The majority of these countries would be in Africa, and the idea would be to demonstrate national level impact in three or four years time.  Dr Feachem stated that if this proposal was accepted, the GFATM Secretariat would be willing to work very closely with RBM to make this proposal happen.

5.5 Dr Bergevin (UNICEF) drew attention to the analogy between the GFATM and GAVI and the Children’s Vaccine Fund.  For the latter, multi-lateral organizations had been able to attract significant funding to support a national process to support quality implementation.  In the case of RBM, UNICEF would need $40 million a year to ensure that countries received technical support and support with rapid scale up, which would depend on labour intensive support for micro-planning.  Dr Bergevin asked for Dr Feachem’s suggestions on how agencies such as his could be guarantors and how they could strategize to ensure sufficient funding to support implementation. The situation was made difficult because some bi-lateral donors were reluctant to support RBM because they were supporting the GFATM.   Dr Feachem was also asked to give an indication of the level of resources which might be available to the GFATM in the next few years.

5.6 Dr Feachem stated that he was aware that the GFATM was asking partners to do many things which cost money and resources, and that some partners might not be adequately funded to be able to undertake those roles.  The GFATM Secretariat would be happy to work with UNICEF to develop a way forward.  Fund resources could be used by the Principal Recipient in a country to bring in external assistance, but it would be unlikely that the GFATM Board would endorse a direct payment to UNICEF.

5.7 Dr Pannenborg (World Bank) stated that many countries use Bank money to pay UNICEF or UNFPA to carry out technical support work; there is absolutely no restriction to Governments doing that. There would therefore be a possibility of RBM partners such as UNICEF using World Bank funds at the country level (at the request of Government) to support implementation of GFATM funded proposals.

5.8 The GFATM would be ready and willing to embark on joint resource mobilization efforts to address collective needs to address the three diseases.  It accepted that tackling malaria not only requires money to be put into the Fund, but also investment in institutions that can provide the technical support required.

5.9 The GFATM currently has pledges totalling 2.142 billion dollars, and would need an additional 2 billion dollars in 2003 and more in 2004.

5.10  It was agreed that it would be good for RBM and the GFATM to work together to develop methods of reporting what the funds were buying in terms of increased patient care.

5.11 The issue of the need for accurate forecasts of future demand in areas such as long lasting bed-nets was raised.  The GFATM agreed to work closely with RBM partners on forecasting future demand for nets and also for Artemisinin Based Combination Treatments.  It was noted that the announcement of one Round 1 grant for bednets had already resulted in one manufacturer of nets making investments to scale up manufacturing capacity.

5.12  Dr Carroll (USAID) stated that the emergence of the GFATM was a challenge to partners to work differently.  Bi-lateral agencies would need to be more synergistic in their approach, being prepared to fill gaps.  In the RBM partnership it will be very important that support to a country strategy is closely linked to the GFATM.

5.13  Dr Feachem noted the inclusion of a draft GFATM Board document on partnerships  in the RBM SC meeting folder and stated  that this would be discussed at the January GFATM Board meeting.  The GFATM Board was very supportive of the ideas contained in the document, there was no need to wait until January to proceed.  The GFATM was pursuing MOUs with RBM, STB and UNAIDS.  It would be very useful to finalize these agreements in the near future, the organizations are already working together, but an MOU is further encouragement for close collaboration.

5.14  A discussion of ‘lessons learnt’ from the establishment of the GFATM Board which might be relevant to the RBM Steering Committee then ensued.  A suggestion was made that RBM might wish to draw upon the work of the GFATM Governance Working Party, and a copy of this document was shared with SC Members.  It was agreed that a small board, with individuals knowing each other, facilitated its work.  Representatives on the board needed to be truly representative of their constituencies.  Adherence by the GFATM Board to basic principals, decision points and running of meetings results in good outcomes.  The participation on the GFATM Board by the private sector and by foundations and communities was noted to be a very positive contribution.  Dr Feachem underlined the importance of robust independence of the GFATM Secretariat.
Thursday, 31 October, 2002 

Morning Session

6.0  Discussion resumed on partnership structure, budget and accountability.  Dr Heymann noted that WHO had just had a reform of its appraisal system.  The appraisal system is now based on a mid term and annual review of six selected products.  It would be easy for the SC to review the workplan of the Secretariat and recommend the products that should be closely monitored in the appraisal report.

6.1  Limits of modification of an agreed Secretariat workplan were discussed. It was noted that in TDR reprogramming is permitted by the Director, in consultation with the Executive Director, up to 10%.  Larger changes require approval of the TDR Board.

6.2  Budget of secretariat.  It was suggested that the budget for  the operations of the secretariat would need to fit within WHO requirements.  One budget would be developed for the entire secretariat, not just the Geneva based part.  Partners own resource requirements would be covered by their own budgeting systems.  

6.3  Many SC members saw an advantage in having WHO raise funds for the Partnership Secretariat by including it in the WHO ‘Blue Book’.

6.4  Dr Pannenborg (World Bank) withheld endorsement of the budget proposals until it could review progress in establishing regional and sub-regional functions.  The workplan should dictate the budget and an acceptable regional level workplan would be important for the Banks support.

6.5  The importance of secondments of staff to the Secretariat was noted.  The mechanism of secondments should not preclude having the best qualified people for the job.  Secondments would be based on clarity of functional areas of work.

6.6  It was proposed that work would be needed on this following the SC meeting.  A sub-group of the SC would need to work within the WHO hiring process to work out detailed Terms of Reference and begin the process.

7.0  RBM Support at the country level.  It was proposed that SC members from malaria endemic countries develop a paper, to be reviewed electronically before the next SC meeting, on how RBM should work at the country level.  It was agreed that opportunities needed to be found by which endemic country members could discuss country level support issues with the broader constituency of endemic countries.  Opportunities suggested included the WHO Regional Committees and the World Health Assembly.  The December meeting being convened by AFRO of sub-regional WHO staff and partners would be one opportunity to do this, although countries themselves will not be represented at this meeting.  Another opportunity would be at the next RBM inter-country meeting in Africa in March and at the World Health Assembly.  A number of SC members suggested that action on this issue could not wait until March 2003.

7.1 Dr Alnwick (RBM Secretariat) suggested that WHO Representatives, UNICEF Representatives and representatives of other RBM partners could be invited to meet at country level to formulate ways of strengthening country support.

7.2  Attention was drawn to the present lack of documentation in the French language which will make discussion of the issues with many countries in Africa difficult.  A proposal was also made that the opportunity of dialogue with countries should also be used to consult with countries about GFATM issues.

7.3  Members from malaria endemic countries, representatives of AFRO and Dr Banda (WHO)  met to further discuss development of country support strategy outside of the main meeting.   It was agreed that these individuals would work together on developing the RBM Country Support Strategy paper and would meet in January 2003 to finalise the document.

8.0  Review of Role and Terms of Reference of RBM Partnership Steering Committee – Document SCRBM 10-02-001 Rev 1.   It was agreed that comments made on this document would be recorded and a new revision of the document reflecting those comments would be circulated electronically to SC members.  Only major points of discussion on this subject are included in the following paragraphs.

8.1  The name of the ‘Steering Committee’ was debated.  The view was expressed that the body had power, it was doing more than steering, it was a group to provide strong leadership and perhaps should be called an Executive Board.  Concerns were expressed about confusion with the WHO Executive Board if this name was used.  The name Coordinating Board was suggested, similar to STB’s governing body.  Dr Campbell (UNICEF) stated that he would need to seek approval of his Executive Director for any change in name.  It was proposed that the working name for what until now had been termed the Steering Committee should be “Partnership (Coordinating) Board” and SC members were asked to consult with their constituencies on this name and inform the Secretariat of their decision.

8.2  Dr Taylor (Private Sector Representative) drafted suggested text for the Terms of Reference  of the SC:  “The Steering Committee’s main orientations are to:  a) provide strategic directions and operational oversight to the RBM Partnership Secretariat;   and b) to ensure ongoing support at the country level through the engagement of the wider partnership.”

8.3  It was agreed that the Secretariat needed a management plan, and the partnership needed a workplan.  The partnership workplan would be developed by the Secretariat and approved by the SC.

8.4  The mechanism by which Stop TB developed a partnership workplan was described.  It was pointed out however that malaria is very different from TB.  TB has only a small number of donors and interested parties and an existing ‘community’.  Malaria required a much broader engagement of partners involved in health and development agendas, it is more complicated.  Malaria was not starting from scratch; it is building on what is already going on at country level. It was suggested that a top down process was not helpful, that the process should be inverted, and that a review of country plans should be undertaken, working from the country level up to identify support needs.

8.5  It was pointed out that some of these discussions had already taken place in one ‘sub-region’ at the October Mombasa meeting.

8.6  It was agreed that a country led, bottom up, approach to developing a partnership workplan was required.  Dr Robb (DFID) agreed to work with Dr Amofah (Ghana) on suggested wording on a way to proceed.

8.7  Membership of Steering Committee.  It was agreed that the World Bank, WHO and UNICEF would each have one representative on the Steering Committee, with the possibility of ‘non speaking’ support from other members of these organizations.  Members from endemic countries were concerned with the lack of representation from Central Africa, and it was agreed that malaria endemic countries would be asked to make a proposal to the next steering committee meeting on why an additional seat for endemic countries was justified.  Dr Sokhey (India) agreed that as far as South East Asia was concerned, her office could coordinate with the WHO Regional Office.  Donor countries would remain with three seats.

8.8  Professor Faye (Interim member for academia and research) outlined the priority aims of the Multilateral Initiative for Malaria and made the case for two seats for this constituency.  Dr Taylor (Private Sector Representative) also made a case for two seats.  Subsequently however, in the interests of keeping the board manageable, both members agreed to maintain representation with one seat each for these constituencies.

8.9  It was agreed that the Chair should serve for one year with the possibility of renewal.  The chair should be closely associated with the preparation of meetings and ensure documentation is available one month beforehand.

9.0  Teleconferences.  It was decided that before conference calls take place, all necessary documentation would be sent to participants electronically well in advance of the call.  Any decisions taken during a teleconference call would be posted and circulated electronically with time for response by members. After the call, notes and additional documents will be sent electronically. The RBM Secretariat agreed to investigate better ways to organize teleconferences and prevent logistical barriers to participation.

10.0  Plans for next RBM Partners Forum.  It was agreed that a 5th Partners Forum would be useful.  August or the period September to November 2003 was suggested as a good time to hold the meeting.  There needs to be one more SC meeting prior to the Partners Forum, and this SC meeting could make a final decision on venue and agenda.

10.1  The suggestion was made that the Forum needs to involve endemic countries and be linked to the strategic planning process and scaling up.  The forum would be an opportunity to take stock, report on progress and set priorities.

10.2  An additional view was that the Partners Forum was a means of accountability for the partnership.

10.3  Dr Alnwick (RBM Secretariat) made the suggestion that the Partners Forum would in fact be an expanded SC meeting, with each member of the SC bringing about 10 additional members of her or his constituency.  It would agree on a strategic plan, would be an opportunity for advocacy and mobilization.  Other SC members agreed with this but expressed need to bring in the broader constituency, for example Ministries of Finance and other sectoral interests.

10.4  In response to a concern expressed by one SC member, it was agreed that the Forum needed to be convened by the Secretariat in an open and transparent way and steps taken to ensure that all partners were invited (the possibility was raised that some important partners had not received invitations to the 4th RBM Partners Forum).

10.5  It was agreed that the Forum should be held in a region where malaria was endemic.  Dr Sokhey (India) suggested that India should be considered as a venue.  It was agreed however to leave confirmation of venue until a document had been prepared outlining objectives of Forum  and other details.  

10.6  A Working Group of SC members was established to prepare such a document.  Ms. Middelhoff (Netherlands), Dr Robalo (WHO/AFRO), Ms Trevant (Interim NGO Representative) and Dr Taylor (Private Sector Representative) agreed to join this Working Group together with identified members of the RBM Partnership Secretariat.

11.0  Review of priority items of RBM Secretariat workplan for next 12 months.  A proposal was made for an ad-hoc Working Group to work with the Secretariat on this issue, in particular finalizing the ‘skill mix’ required for the Secretariat and to decide how staffing issues of the Secretariat are decided.

11.1  There was a request for guidance on the relationship between the Inter-country, inter-agency teams and the Secretariat at Regional and HQ levels.  A suggestion was made that these issues were appropriate for the ad hoc Working Group to take up.

11.2  Dr Carroll (USAID) stated that it was not essential for WHO and UNICEF to jointly establish a ‘platform’ for the inter-country teams, teams already exist and partners need to determine whether they have a role in seeking to strengthen these.  WHO/HQ has offered itself as a ‘platform’ for the global secretariat.  The SC needs to determine how to identify a platform for inter-country work, whether to work with WHO/AFRO or with UNICEF or others.

11.3  The Chair agreed to the creation of an ad-hoc Working Group to further develop the concept of the work of the Partnership Secretariat outside of Geneva, in particular the functioning of the partnership at the regional and inter-country levels.   It was agreed that this ad-hoc Working Group would be formed by Dr Carroll (USAID), Dr Kaboré (WHO/AFRO), Dr Loume (Senegal), Dr Abai Ayalew (UNICEF), Dr Shiva Murugasampillay (WHO/AFRO) and Dr Banda (WHO).  This group will seek to work in harmony with the schedule of consultations on these issues already scheduled and described by Dr Kaboré (WHO/AFRO) (see 4.0 above).

The meeting adjourned for lunch.

Afternoon Session

12.0  Review of Outstanding Items.  The Chair reviewed progress with the 12 outstanding items relating to the Operating Framework for the RBM Partnership and the meeting agreed with a summary of actions as follows:

12.1  Mission and objectives to be discussed by email with submissions to Dr Jane Edmondson by November 15th and resolved in next Draft of ‘Proposed Operating Framework’.

12.2  Working Group to be convened to discuss Partnership Forum, members identified.

12.3  Agreement on Steering Committee Terms of Reference complete.  Malaria endemic country members of SC invited present document in support of increasing representation of constituencies from malaria endemic countries in Steering Committee to next meeting of SC.

12.4  Secretariat TOR, role of regional level and staffing issues to be discussed in Working Group convened by Dr Banda (WHO).

12.5  Clarification of action required post meeting to address interagency, inter-country mechanisms already addressed. 

12.6  Working Groups to be discussed in afternoon session.

12.7  Technical Assistance Networks to be discussed in afternoon session.

12.8  Joint planning mechanisms discussion to be followed up later.
12.9  Resource implications of new partnership structure to be addressed at later date.

12.10  Change management process and responsibilities discussion to be  addressed by an ad hoc committee for the change period only to work with Secretariat on change management issues. Chair and co-chair to work with Secretariat on this.

12.11  Incentives for improved partnership working to be addressed by ad hoc committee led by Dr Alastair Robb (DFID) and aided by a representative from the Secretariat to be identified later.

12.12  Deadline for further comments on the paper allowing time for consultation with wider constituencies was established as November 22nd.

13.0  RBM Partnership Working Groups (which is the agreed new name for what used to be called Technical Support Networks) were discussed, referring to Annex 4 of the document Steering Committee RBM 10-02-011.   

13.1  Dr Banda (WHO) explained that Working Groups would be organized thematically, to address global strategy for scaling up RBM, and would present proposals to the Steering Committee for consideration.  The Working Groups would be mandated to consider evidence based policy decisions and make recommendations on steps needed for scale up.  Decisions made in the Working Groups would be ratified by the Steering Committee for implementation by the Secretariat.  

13.2  The Chair asked how scale up strategies would be operationalized, and Dr Banda (WHO)  invited the partners’ input.  

13.3  Dr Bergevin (UNICEF) suggested that issues of interventions may affect the design of Working Groups and that delivery channels would need to be considered.  Dr Sokhey (India) emphasized inter-country differences and that the RBM response should be integrated with existing, ongoing country programs.  Participants agreed that countries should be consulted individually when preparing work plans and strategies.  There was additional discussion emphasizing that the functions, roles and terms of reference of the Working Groups should be decided prior to deciding their structure.  The participants agreed that Working Groups are highly important to the success of the partnership.  

13.4  The Chair emphasized that Working Groups will not have a country interface but will work closely with the partners to engage them directly.  They will work in an advisory capacity rather than as an implementation force to bring partners together based on their comparative advantage. It was agreed that it is too early to identify Working Group themes.  Participants agreed it is critical that members of the Working Groups are highly experienced with in-country implementation.  Working Groups will be mandated by the Steering Committee and convened by the Secretariat.  

13.5   Dr Carroll (USAID) pointed out that there is a need to articulate best practices to determine the balance of interventions to promote.  It was recognized that there are two levels at which this should be considered:  at the political level and at the country interface.  Participants identified two primary issues needing to be addressed:  (a) a need for clarity on best practices adaptable to country realities; and (b) the need to ensure that issues of cost and availability are not barriers to implementation.  Dr Bergevin (UNICEF) suggested that input from WHO is needed and that a strategic programming Working Group should be convened to address rapid scale up.  Participants recognized that existing Working Groups need to be identified and asked for the Secretariat to provide a report as an interim action.  

14.0  Technical Assistance Networks (TAN’s)  It was recognized that there needs to be an annual identification of partners’ support and contributions to country needs.  Dr Carroll (USAID) proposed that the Technical Assistance Networks should act as an interface between the Regional Secretariat and the sub-regional Secretariat teams, and that the regional team along with the sub-regional teams would be responsible for the TAN’s.  

14.1  Dr Jane Edmondson voiced a need for clarification of the purpose of TAN’s and invited response from Partners.  The Chair suggested their role is to implement the Working Group Scale up plans.  Dr Carroll (USAID) disagreed, suggesting they are a ‘clearing house’ for bottom up communication.  Dr Campbell (UNICEF) suggested there is no immediate need for TAN’s until their purpose is clarified.  It was generally recognized that more clarification is needed on how TAN’s will be operationalized.  The Chair suggested that Sub-regional Offices should be the maintenance point of the network.   Dr Kaboré (WHO/AFRO) requested clarification regarding the difference in the role of the TANs and the inter-country teams, and warned that too much organizational complexity at the country level could compromise the Partnership’s credibility.  

14.2 The Chair reminded the group that parts of the proposed process is already being implemented, with Working Groups developing Scale up strategies that are implemented by a group of partners, providing support to countries through or at the request of existing inter-country teams.  Participants voiced concerns regarding potential duplication of function and effort with inter-country teams and country partnerships.  

14.3  Dr Amofa (Ghana) suggested that it would be useful to:   (1) to compile a list of all contact persons involved in African countries, and to officially inform them by mail of the envisaged TAN structure;  and (2) to develop a memo to solicit input of member countries to understand their perceptions of the development and support of country mechanisms.  It was agreed that malaria endemic country Members would develop a memo to solicit input of member countries on development and support of country mechanisms, and will provide feedback to the Steering Committee before the end of 2002.  With the assistance of WHO/AFRO, they will convene a meeting in a venue yet to be decided and develop a Draft document by 15 January 2003 to be disseminated to the wider Steering Committee.   Dr Sokhey (India) will provide a review of India’s regional networks, their status, strategies in use, and gaps and perceived needs which will also be submitted by 15 January 2003.  The Secretariat will assimilate and disburse findings to the Steering Committee.      

15.0  Joint planning mechanisms.  The Chair asked that the Secretariat convene an ad hoc Working Group electronically to discuss joint planning mechanisms.  Participants agreed that further discussion on country prioritization is needed.  Some partners wondered whether the Partnership has the appropriate tools to help countries prepare the best proposals for the GFATM. It was agreed that at the time of proposal preparation, the Secretariat should facilitate discussion among the partners on the subject.  
16.0  Next Steering Committee Teleconference.  It was agreed that the next teleconference would be held during the month of December 2002, no date was fixed.  The agenda for the Teleconference call would include:

· Report on email exchange on priorities for partnership work over next 12 months and priorities for the Secretariat.

· Report on progress with the work of the established Steering Committee Working Groups.

· Plans of the 3rd Steering Committee meeting and further development of agenda.

16.1   Next Steering Committee Meeting.    Participants agreed that the next Steering Committee meeting would last two days and that it should be held in Geneva towards the end of March 2003.   An outline of the agenda was agreed upon as:

· Final agreement on membership of Steering Committee.  Consideration of report from African Countries on justification for additional members from malaria endemic countries in Africa and decision on this issue.

· Consideration of paper on country level resources and ways to increase country level action to Roll Back Malaria.

· Consideration of paper on the proposed ‘Technical Assistance Networks’

· Agreement on number, type and functioning of Partnership Working Groups.

· Plans for the 5th RBM Partners Forum. Consideration of  report from Working Group established on this subject (purpose of meeting, composition and plan, venue, host organisation) and decision on this.

· Discussion on paper on incentives for working in partnership.

· Report on finances of the RBM Partnership Secretariat, proposed budget, outline of funds required in future and proposed fundraising strategy.

· Review and approval of workplan of the Secretariat.

· Further discussion and resolution of issues relating to country prioritisation (focus countries).

16.2  Election of Chair for next meeting.  It was agreed that further consultation would be necessary before electing a new chairperson and that selection of the chair will occur at the beginning of the next Steering Committee meeting.  Dr David Heymann agreed to take on the role of Interim Chairperson until the next meeting.  Participants agreed that the selection process will be clarified at the next teleconference meeting.  The next teleconference meeting will be in one-two months time, following the Harare meeting.      
17.0  Closing.  Dr Alnwick (RBM Secretariat) recognized the support staff that had helped to organize the meeting and thanked them for their contributions.  The Chair then closed the meeting and thanked members for their participation.
18.0 Summary of action items and next steps to be taken as soon as possible:

· Best Practices: A strategic programming Working Group will be convened with WHO input to address rapid scale up.  Secretariat to provide a report outlining existing Working Groups as an interim action.  

· Budget of Secretariat:  Budget to be developed for the entire secretariat, and articulated in the workplan.  

· Change Management:  The change management process and responsibilities discussion is to be addressed by an ad hoc committee for the change period only to work with Secretariat on change management issues.  Dr Heymann and Dr Bergevin to work with Secretariat.

· Country Support: Countries will dialogue with their representatives about country support and co-ordinating mechanisms and report back at the next meeting.  Members from malaria endemic countries including Dr Loume (Senegal), Dr Amofa (Ghana), representatives of AFRO and Dr James Banda will develop the RBM Country Support Strategy paper and will meet before 15 January, 2003 to finalise the document.  Dr Sokhey (India) will provide a review of India’s regional networks, their status, strategies in use, and perceived needs to be submitted by 15 January, 2003.  The Secretariat will assimilate and disburse findings to the Steering Committee.   

· Financial & Resource Implications: Financial implications of the Partnership model are a post-meeting issue requiring further study. Discussion of fit within the WHO organization to be conducted later with Dr Heymann. 

· Geographic Focus of Proposed Operating Framework: The present Partnership Proposed Operating Framework is Africa specific.  Dr Sokhey (India) will work with the Secretariat to prepare recommendations on broadening the focus of the paper.
· GFATM: GFATM and RBM to draft & approve MOU in the near future.  

· Incentives for Improved Partnership Working: Incentives for improved partnership working to be addressed by ad hoc committee led by Dr Alastair Robb (DFID) and aided by a representative from the Secretariat to be identified later.

· Mechanisms for Joint Planning, Monitoring & Evaluation: Secretariat to convene an ad hoc Working Group electronically to discuss joint planning mechanisms and country prioritisation.  Working Group consisting of: Dr. Carroll, Dr. Kaboré, Dr. Pannenborg and Dr. Bergevin will meet to strengthen the part of the framework document entitled ‘The Planning, Monitoring and Evaluation Cycle’.

· Name of Steering Committee: SC members are to consult with their constituencies regarding the proposed name of “Partnership (Coordinating) Board” and inform the Secretariat of their decision.

· Partners Forum: The purpose, focus, goals and added value of the Partners Forum are to be addressed by a Steering Committee Working Group consisting of: Ms Monique Middlehoff, Dr Magda Robalo, and one representative each from the NGO and Industry sectors that will be identified by the respective representatives (Ms Circe Trevant and Ms Kate Taylor). This group will work with the Secretariat to prepare a paper highlighting the goals, mandates and logistics of the meeting. The Secretariat will organize the meeting on behalf of the Steering Committee. 
· Partnership Mission & Objectives:  Clarity on Partnership mission, objectives, individual partner responsibilities, and translation to country level engagement is a priority item for the next meeting. Partnership mission and objectives to be discussed by email with submissions to Dr Jane Edmondson, and resolved in next Draft of ‘Proposed Operating Framework’.

· Partnership Workplan:  Partnership workplan to be developed by the Secretariat and approved by the Steering Committee.

· Representation on Steering Committee:  Malaria endemic country SC representatives will make a proposal for presentation at the next Steering Committee meeting, justifying 4 instead of 3 seats. 

· Review of Secretariat Priority Items and Workplan:  Ad hoc group to work with the Secretariat to discuss the details of its role at the regional and sub-regional levels, country-level support mechanisms, issues of staffing, and Secretariat terms of reference.  The group consists of: Dr Bergevin, Dr Carroll, Dr Kaboré, Dr Shiva Murugasampillay, Dr Ayalew and members of the Secretariat, and will be convened by Dr James Banda and Mr David Alnwick.  Deadline for resolution on these issues is in parallel with MIM and December meetings.

· Role and Terms of Reference of RBM Partnership Steering Committee:  A new revision of the SC terms of reference document reflecting comments from SC meeting to be circulated electronically to SC members by Secretariat.  

· Secondments: A sub-group of the SC is to work within the WHO hiring process to work out detailed terms of reference and formalize the process of seconding staff to the RBM Partnership Secretariat.

· Teleconferences: The RBM Secretariat will investigate better ways to organize teleconferences and prevent logistical barriers to participation.  The next teleconference will be held during the month of December 2002, no date currently fixed.  

· Terms of Reference and Structure of the Partnership Secretariat: Secretariat staff will work with Dr Carroll and Dr Edmondson to develop a final paper on terms of reference and Structure of the Secretariat. Deadline for further comments on the paper allowing time for consultation with wider constituencies was established as November 22nd.

· ‘Vacant’ seats on SC:  one for a representative of malaria endemic countries (outside of the WHO Africa Region and outside of the WHO SEARO and WPRO regions) and one for a representative of foundations.  Dr Alnwick’s proposals as to how to fill these seats were accepted.

· Working Groups:  A strategic programming Working Group will be convened to address rapid scale up.  Secretariat to provide a report identifying existing Working Groups as an interim action. 

Annex 1

WHO, UNICEF, RBM Meeting on Strengthening Support to 

Malaria Endemic countries in Africa

WHO/HQ, Geneva, 29 October 2002

SUMMARY AND CONCLUSIONS:

Twenty senior staff from WHO/AFRO, UNICEF ESARO, UNICEF HQ, WHO/HQ and the Roll Back Malaria Partnership Secretariat met in Geneva to review ways in which UNICEF, WHO and other institutions could work closer together to provide coordinated support to countries.  The World Bank was represented in an observer capacity.

Co-ordinated Country Support:
Agreement was reached between WHO and UNICEF on ways of strengthening co-ordination of country support functions to accelerate implementation of country RBM plans through joint work-planning.   (This was seen to be distinct from the work of WHO and UNICEF at country level in support of national, in-country co-ordination processes, in which both organizations will continue  to support and  work through National Malaria Control Programmes, through broader sectoral programmes (eg SWAPs) and through country co-ordination mechanisms.)

The discussion and agreement focused on the area of strengthening programme implementation support.  

It was agreed that:
1)  WHO and UNICEF have the will to work together to strengthen inter-country support mechanisms to support countries, and the two organizations agree to regularly inform the RBM Steering Committee through the RBM Partnership Secretariat on the degree to which they have fulfilled their commitment to joint work to support accelerated country implementation.

2)  WHO, UNICEF and other partners will maintain the usual supervisory channels and accountability structures.

3)  There is a will and commitment to  joint work planing  and co-ordinated implementation of RBM inter-country  support activities.

4)  The RBM Secretariat will facilitate and monitor the joint work planning and coordinated implementation of such activities.

5)  The RBM Secretariat will mobilize and strongly encourage other partners to participate in joint work planning and co-ordinated implementation.

6)  The RBM Secretariat will report  to the Steering Committee on progress and constraints with joint work planning and implementation.

7)  Based on the experience of the first year of implementing this agreement, the RBM Steering Committee will be asked to make an assessment of joint work plan implementation  to assess the effectiveness of the country support mechanism and whether additional mechanisms (such as a formal MOU) to further engage partners might be  necessary.

Process of implementing this agreement:

1. Each organization will inform its country offices of the determination of the RBM partners to work in close coordination to provide country support.

2. The RBM Secretariat will identify a convenor or convenors that will organize a meeting of  countries and partners at least once a year.  This meeting will identify the support needs of countries and identify those partners who can provide that support.

The outcome of the meeting will be a joint workplan and mechanism* for co-ordinated implementation support.

It was agreed that the principal way of working together would be through building stronger networks.  

In addition, UNICEF offered to second a staff member to the SAMC Intercountry Team based in Harare and WHO/AFRO accepted this offer although the administrative and managerial details need still to be worked out.  UNICEF ESARO offered to accommodate a WHO staff member to strengthen a Nairobi based inter-country team for East Africa, and WHO/AFRO will look at its feasibility and bring it back in the next few days.  Consideration needs to be given to the current availability of resource persons and the centre based in Kampala.

The possibility of closer coordination of UNICEF and WHO work in West Africa, through strengthening ties between the UNICEF WCA Regional Office, temporarily located in Accra, Ghana, and the WHO Lome Intercountry team, was also discussed.

* The mechanism could range from an agreement that partners providing regional support would be co-located physically or virtually.

� Following the meeting, WHO AFRO confirmed a meeting in Arusha, Simba Hall at the MIM Conference, 1:00pm on 20 November 2002.  WHO AFRO also proposed that the second meeting on this issue take place in Harare on December 5 and 6th 2002.
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