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Abstract

Background: Attention to evidence-informed policy has grown; however, efforts to strengthen the quality and use
of evidence are not starting from a blank slate. Changes in health architectures and financing pose different
considerations for investments in evidence-informed policy than in the past. We identify major trends that have
shifted the environment in which health policies are made, and use the evolution and future aspirations of National
Immunization Technical Advisory Groups (NITAGs) in low- and middle-income countries to identify questions the
sector must confront when determining how best to structure and strengthen evidence-informed health policy.

Discussion: Trends over the last two decades have resulted in a dense arena with many issue-specific groups,
discrete initiatives to strengthen evidence-informed policy and increasing responsibility for subnational institutions.
Many countries face a shifting resource base, which for some reduces the amount of resources for health. There is
global momentum around universal health coverage, reflecting a broader systems approach, but few examples of
how the vast array of stakeholders relate within it are available. NITAG aspirations reflect four interconnected
themes related to their scope, their integration in national policy processes, health financing and relationships with
ministries of finance, and NITAG positioning relative to other domestic and international entities, raising questions
such as, What are the bounds of issue-specific groups and their relationship to allocation decision-making processes
across health areas? How do technical advisory groups interface with what are inherently political processes? When
are finances considered, by whom and how? What is the future of existing groups whose creation was intended to
enhance national ownership but who need continued external support to function? When should new entities be
created, in what form and with what mandate?

Conclusions: Countries must determine who makes decisions about resources, when, using what criteria, and how
to do so in a robust yet efficient way given the existing and future landscape. While answers to these questions are
necessarily country specific, they are collective matters that cannot be addressed by specialised groups alone and
have implications for new investments in evidence-informed policy.
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Background
Although scholarship on the uptake and use of research
dates back decades [1], evidence-informed policy has
enjoyed growing attention, both in the health sector and
more broadly in international development [2–5]. Evi-
dence can help to identify health problems, better
understand their magnitude, causes and consequences,
and develop and assess interventions to address these
problems; as such, it can help to guide selection among
multiple possible courses of action to maximise positive
health outcomes or minimise negative effects.
However, efforts to strengthen evidence-informed pol-

icy are not starting from a blank slate. Over the last two
decades, global initiatives have layered additional struc-
tures onto existing domestic architectures. While in-
creased attention and investment in evidence-informed
processes holds great potential, like the proliferation of
disease- and intervention-specific initiatives, it runs the
risk of creating siloed projects that at best operate in
parallel to one another, and at worst strain health sys-
tems by placing more demands on already stretched
staff.
Changes in health architectures, the visibility and or-

ganisation of different health focus areas, and financing
at national and global levels pose a different set of con-
siderations for investments in evidence-informed policy
than at the turn of the millennium. The question, there-
fore, is not simply, ‘how can the quality and use of evi-
dence on issue X be improved’. We must also ask ‘how
do new or renewed efforts to enhance evidence-
informed policy relate to existing, and in some cases,
shifting structures and resources?’ Here, we use the evo-
lution and future aspirations of National Immunization
Technical Advisory Groups (NITAGs) in low- and
middle-income countries (LMICs) – groups of national
experts who provide evidence-informed recommenda-
tions to ministries of health – to illustrate four core
questions and tensions that the sector must confront
when determining how best to structure and strengthen
evidence-informed health policy. These interconnected
questions relate to the scope of groups’ mandate, their
integration in national policy processes, health financing
and relationships with the Ministry of Finance, and the
position of issue-specific groups relative to other domes-
tic and international entities.

Previous efforts to strengthen evidence-informed health
policy
NITAGs represent one type of numerous efforts to en-
hance evidence-informed health policy, which we briefly
review in order to situate NITAGs within the broader
field. For many decades, universities and other institu-
tions have participated in longstanding cross-national
exchanges, established twinning arrangements and

organised study tours to share knowledge and
strengthen capacity. In addition to efforts to improve the
availability and quality of evidence, more recent initia-
tives have aimed to enhance the demand for and cap-
acity to interpret and apply evidence, with a more
explicit focus on decision-makers and facilitating inter-
actions between knowledge producers (researchers) and
users (policy-makers)1 [6].
Initiatives have run the gamut in terms of scope. They

range from investments to support evidence in a particu-
lar issue area in one country, to multi-country health
initiatives targeting specific population groups like the
Innovating for Maternal and Child Health in Africa ini-
tiative [7], to multi-country initiatives aimed at the sec-
tor as a whole, like the WHO Alliance for Health Policy
and Systems Research programme Sponsoring National
Processes for Evidence-informed Policy in the Health
Sector of Developing Countries [8] and the EU-funded
project Supporting the Use of Research Evidence (SURE)
for Policy in African Health Systems [9, 10] . Glassman
and Chalkidou identified 28 distinct international initia-
tives supporting resource prioritisation efforts in the
health sector in LMICs, a number which has likely
grown since initially estimated in 2012 [11].
Similarly, research councils have funded cross-national

investigation of evidence use in LMICs. This work has
been focused on specific areas like sexual and reproduct-
ive health, HIV [12], eclampsia and malaria [13] as well
as studies looking across a much wider range of health
areas and country income groups [5]. Bilateral initiatives
have invested in evidence-informed policy more broadly,
including but not limited to the health sector; for ex-
ample, the Knowledge Sector Initiative in Indonesia [14,
15] and the Building Capacity for the Uptake of
Research Evidence (BCURE) programme, which worked
in a dozen countries in Africa and Asia [16]. Together,
these initiatives highlight the importance of the per-
ceived relevance of the evidence, regular interactions be-
tween researchers and policy-makers to build and
maintain relationships (made more challenging by fre-
quent turnover of ministry staff), and attention to insti-
tutional procedures and incentives as well as individual
capacities and commitment.

1For example, these initiatives sought to build capacity of researchers
to present evidence in ways that are more accessible to policy-makers
like research syntheses and policy briefs; provided training, technical
support to develop tools and guidelines, accompaniment and mentor-
ing to policy-makers to apply evidence; supported intermediary organi-
sations, including the media, civil society and specialised functions
within research institutes, to serve as knowledge brokers; established
rapid response facilities to address pressing evidence needs of policy-
makers; and created mechanisms to increase communication between
researchers and policy-makers such as structured meetings, informal
luncheons and deliberative dialogues.
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NITAGs represent a specific type of evidence-
informed decision-making body, which are currently
functioning in 123 countries2 [18]. Although they have
existed in some countries since the 1960s, their estab-
lishment and development in LMICs was bolstered by
the Supporting Independent Immunization and Vaccine
Advisory Committees (SIVAC) initiative; from 2008 to
2017, this Gates-funded initiative supported NITAGs in
43 countries [19–22]. NITAGs are formal groups with a
legislative or administrative basis, comprised of national
experts who provide evidence-informed recommenda-
tions on vaccine-related issues. Members serve in an in-
dividual capacity, rather than as representatives of
institutions, and typically have immunisation-related dis-
ciplinary backgrounds like paediatrics, infectious disease,
epidemiology, immunology and, less commonly, health
economics. According to NITAG guidance materials,
they should declare conflicts of interest, have formal
terms of reference and distribute agenda items prior to
meetings in order to facilitate transparent processes and
independent advice [17, 23]. Members’ time is offered
in-kind; secretariat support, meeting and other costs are
intended to be funded through the national ministries of
health, but many NITAGs continue to require external
resources to function [22, 24]. Relative to the initiatives
described above, NITAGs place more attention to the
types of evidence used and procedures for the groups’
operation, including how evidence is gathered and ana-
lysed and how policy recommendations are reached, ra-
ther than external communication strategies or
processes for interacting with other decision-making
bodies.
Previous research on NITAGs and other efforts to

strengthen evidence-informed policy has characterised
ways of working [25–28], compared differences across
national contexts [5, 12, 13, 20, 29–33], and retrospect-
ively evaluated the effectiveness of specific programmes
[9, 16, 21, 22, 34]. A recent evaluation of NITAGs in
LMICs indicated that NITAGs were perceived as valu-
able instruments of nationally owned decision-making,
which drew on local evidence when possible and could
tailor global and regional recommendations to national
contexts. Although their capacity to gather and use evi-
dence varied, and newly established NITAGs were
thought to need continued financial and technical sup-
port, considerable progress was noted in the

establishment of these bodies as formalised, transparent
means of using evidence to determine recommendations
regarding national vaccine decisions [22, 24, 34].
This article aims to be forward looking, using NITAG

aspirations and an analysis of the context in which they
increasingly have to operate to highlight questions that
similar groups may face. However, many of these ques-
tions and challenges cannot be addressed by individual
groups on their own – these are collective issues that
the sector as a whole must confront.
These analyses draw on primary and secondary source

information gathered as part of a larger project on
NITAG decision-making and support options, which in-
volved document review, outputs from a NITAG stake-
holder workshop and interviews with key informants
from 14 countries [35]. Documents included articles
from the academic and grey literature, NITAG evalua-
tions, presentations, standard operating procedures,
meeting minutes, recommendations and other na-
tional NITAG materials. The countries covered five
WHO regions as well as a range of income levels and
Gavi eligibility and transitioning status. The median
NITAG founding date was 2010 (range from mid-
1960s to 2015), so this set of countries may reflect
different experiences than those with very recently
established groups. Moreover, the vast majority of key
informants were directly affiliated with NITAGs, so
their perspectives do not represent the full range of
stakeholders in each country; further dialogue on the
questions raised in this article would benefit from in-
volvement of a wider set of actors.

Overarching trends shaping national health policy
processes
Four major trends over the last 20 years have shifted the
environment in which health policy decisions are made,
namely (1) the expansion of the health and development
agenda and proliferation of formalised groups, many of
which are disease or intervention specific; (2) the recent
swing-back towards more of a systems perspective; (3) a
shifting resource base as national incomes rise and inter-
national donors withdraw; and (4) greater targeting at
subnational levels, also with implications for the number
of entities involved in health policy.
Over the last two decades, the number of national-

level committees and advisory groups and global health
networks has multiplied – a trend which has been widely
acknowledged [36–38]. Many of these groups are specia-
lised, with a focus on particular diseases, population
groups or interventions. The number of NITAGs dou-
bled from 2010 to 2016 [39] and the Global Vaccine
Action Plan calls for all countries to have access to such
a group by 2020 [40]. In some cases, like with NITAGs
in many LMICs, the creation of new entities was driven

2The WHO defines a functional NITAG as meeting all six of the
following process indicators: legislative or administrative basis for the
advisory group, formal written terms of reference, at least five different
areas of expertise represented among core members, at least one
meeting per year, circulation of the agenda and background
documents at least 1 week prior to meetings, mandatory disclosure of
any conflict of interest [17]. An additional 48 countries report a
NITAG that meet between one to five of these criteria.
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by global strategies and the availability of external
funding. Other groups were mandated by global health
initiatives, like Gavi Inter-agency Coordinating
Committees and Global Fund to Fight AIDS, Tuberculosis
and Malaria (GFATM) Country Coordinating Mechanisms
[41, 42]. Some of the research-to-policy initiatives men-
tioned in the introduction also sought to create new net-
works and groups, like Health Policy Committees in
Nigeria [43].
The intent with many of these entities was to encour-

age national ownership and foster more inclusive pro-
cesses; for example, directly involving people living with
HIV in Country Coordinating Mechanisms, bringing to-
gether multiple disciplinary specialisations to advise on
immunisation policy, and promoting connections be-
tween researchers and policy-makers. In some instances,
the creation of such groups also explicitly aimed to ad-
vance the use of evidence in health policy. Although in-
fectious disease communities have often been first
movers, other health areas have (re)organised themselves
to raise attention to newborn, maternal and child health
[44] and non-communicable diseases [45], among others,
increasing the number of constituencies at global and
national levels.
The Sustainable Development Goals (SDGs) reflect

this more expansive agenda, both with regards to the
number of areas included within the health goal as well
as the full set of issue areas covered. The centrality of
universal health coverage (UHC) within the health SDGs
also marks a swing back towards a systems approach.
This represents a shift away from the vertical orientation
of the major global health initiatives of the previous dec-
ade – in terms of normative commitments if not (yet) in
terms of development financing for health [46]. Scholars,
and more recently the WHO Strategic Advisory Group
of Experts on Immunization, have acknowledged the
need to integrate immunisation efforts within a broader
system-wide approach linked to UHC and the SDGs [39,
47, 48]. However, to date, research has predominantly
highlighted missed opportunities and the difficulties in
attempts at integration [49–53]. The WHO has initiated
discussions about the use of health technology assess-
ment (HTA) within the context of UHC as a policy tool
for systematically evaluating the properties, effects and
impacts of health interventions. This could serve an inte-
grating function, with the purpose of allocating finite re-
sources and improving equitable access [54]. However,
HTA, particularly through formalised entities, remains
uncommon in LMICs [55–57].
As the set of issues that governments are expected to

address has expanded, a growing number of countries
are transitioning away from external support, leaving
some with a more restricted resource base with which to
address these needs. For example, 35 low-income

countries have been reclassified as middle-income
countries in the last 15 years. Another 29 countries are
expected to be ineligible for official development assist-
ance by 2030 [58]. In the last several years, 16 countries
have become ineligible for Gavi assistance, with another
26–31 projected to be fully transitioned by 2025 [59].
The departure of multiple global health initiatives within
a short period of time represents a substantial reduction
in health financing for some countries in particular, in-
cluding multiple fragile and conflict-affected states and
populous countries like Nigeria and Pakistan [60]. Fur-
thermore, recent analyses indicate that, as country in-
comes have risen, sectoral resource allocation, including
both government spending as a proportion of gross do-
mestic product as well as official development finance,
has shifted away from health and education towards in-
frastructure, further limiting investments in health [58].
A final trend worth noting are moves toward greater

geographic specialisation and targeting. A number of
countries, including Kenya, Nepal and Indonesia, have
initiated processes of decentralisation. To varying de-
grees across countries, these changes devolve responsi-
bility for healthcare delivery, decision-making and
resource allocation to subnational levels. Even for coun-
tries that are not in the midst of decentralisation, there
is growing recognition of the importance of targeting
key populations [61] and subregions in greatest need
[62]. Like disease-specific coordinating and advisory
groups, these geographic shifts increase the number of
entities involved in the decision-making and implemen-
tation chain. These last two trends affect some countries
much more than others and, for some, they are in the
early stages and therefore their consequences may take
time to be observed.
Taken together, these trends have resulted in a dense

arena with many existing bodies, including issue-specific
groups, discrete initiatives intended to strengthen
evidence-informed policy and increasing responsibility
for subnational institutions; a shifting resource base
which, for some countries, is reducing the amount of re-
sources available for health, including investments in the
quality and application of evidence; and global momen-
tum around UHC, reflecting a broader systems ap-
proach, but few examples of how the vast array of
stakeholders relate within it. We now turn to the experi-
ences of NITAGs in selected LMICs to illustrate how
this confluence of factors is manifesting itself in practice
through these formalised evidence-informed advisory
groups.

NITAG aspirations and questions
When NITAG members and other stakeholders were
asked where they envisioned NITAGs in the future, four
interrelated themes emerged related to the scope of their
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mandate, integration in national policy processes, health
financing, and their position relative to other domestic
and international entities. First, NITAGs sought a more
proactive role that covered additional topics – but one
that remained within the remit of immunisation. Many
saw an opportunity to broaden their scope beyond re-
view and recommendation of new vaccines. More re-
cently established NITAGs have typically responded to
requests from the Ministry of Health and expressed a
desire to also identify relevant issues themselves to raise
with the ministry. They saw a need to expand their focus
beyond childhood vaccinations to consider immunisa-
tion issues in other age groups. Others mentioned the
possibility of advising on outbreak response and imple-
mentation matters, including modifications to the vac-
cine schedule and coverage rates. Consideration of these
topics takes NITAGs beyond upstream decisions about
new vaccine introduction to involvement in implementa-
tion and evaluation phases of the policy cycle.
That said, NITAGs did not raise the possibility of ex-

tending their mandates beyond immunisation.3 With
one exception, informants did not discuss how NITAG
recommendations fed into broader assessment processes
which weighed vaccine investments against other health
interventions or how the group related to decisions
about the composition of a national health benefit pack-
age. These interviewees did not independently mention
HTA and, when asked directly, were not familiar with
the process, including in a country that had been initiat-
ing more formalised HTA. The experience in one coun-
try with an active HTA body diverged from the overall
trend; in this instance, the NITAG’s mandate had shifted
and an additional entity was being created to coordinate
the country’s multiple advisory and decision-making
groups.
Thus, when looking towards the future, NITAGs ap-

peared to be eager to broaden their scope within im-
munisation but not beyond it. These perspectives raise
the question, what should be the bounds of issue-
specific advisory groups and their relationship to broader
sector-wide efforts that involve policy and resource deci-
sions across multiple health areas and interventions?
Second, NITAGs wanted to become more integrated

in national policy processes, reflecting a core theme and
frequent challenge of initiatives to strengthen evidence-
informed policy. Greater integration serves the purpose
of streamlining efforts, better linking evidence gener-
ation and assessment to specific policy needs. It was also
perceived to enhance the influence of the NITAG,

increasing the likelihood that their recommendations
would be adopted and implemented.
Our informants did not use evidence-informed policy

jargon like research uptake or demand for evidence, but
saw requests for their advice, the approval and imple-
mentation of their recommendations and, ultimately, im-
provements in health outcomes as key indicators of their
success. As noted, a recent evaluation indicated that
ministries of health in case study countries valued
NITAG contributions [22, 34]. However, several inter-
viewees from newer NITAGs were unclear of what hap-
pened, if anything, once a recommendation had been
issued, if it was disseminated within the ministry to all
of the relevant people, and were uncertain if further ac-
tion was being taken.
The initial request from the Ministry of Health for

NITAG advice was often issued through formal means.
As the decision-making process progressed, it became
less well defined. This may be due, in part, to the itera-
tive nature of policy processes, where further informa-
tion requests and discussions took place through a series
of interactions with different people and agencies.
On the one hand, integration of specialised advisory

groups into health policy processes involves some prac-
tical and logistical matters, particularly when there are a
number of groups who may want to be more proactive
and who are not linked to one another. When, how and
with whom should each group interact? Countries with
decentralised health systems must ask this question at
the subnational level as well, where processes may vary
across districts and the number of potential interaction
points multiplies significantly. This was not yet an
issue for NITAGs. Those with whom we spoke were
only involved in processes at the national level at that
time. One country was undergoing a substantive de-
volution process and the implications for the NITAG
were unclear at that stage. This interviewee wondered
where the approval of future NITAG recommenda-
tions would take place (at national and/or subnational
levels) and whether or not the composition of the
NITAG would need to change to include representa-
tives from each province. In another country, prov-
inces became responsible for the financing and
delivery of vaccines after the first 2 years of national
rollout. The NITAG was only involved in the initial
review and recommendation phase with the Ministry
of Health, although subnational decisions and activ-
ities directly affected vaccine coverage rates – an out-
come of interest for NITAGs.
Determining where and when evidence-informed ad-

vice feeds into iterative processes is one question; how-
ever, integration into policy processes involves more
than matters of organisation and coordination. As
NITAGs seek to become more embedded, it raises the

3One longstanding NITAG with whom we spoke was quite distinct
from the others in that it advised on communicable diseases rather
than solely immunisation matters, was structurally embedded within
the Ministry of Health and had a much larger membership. They did
not indicate a desire to expand their already broad mandate.
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question of how do technical advisory groups interface
with what are inherently political processes?
This question was never explicitly articulated as such

by our informants and previous research on NITAGs
has discussed the issue of NITAG integration in rather
abstract ways. Articles have indicated the need for
NITAGs to balance integration and independence [22],
and for their “careful positioning” in decision-making
processes [20]. Key informants did note the interper-
sonal element of policy processes and the importance of
establishing and maintaining relationships with people
in relevant (and sometimes frequently changing)
decision-making positions. They aimed to be perceived
as credible advisors, based on their ability to marshal
pertinent and rigorous evidence and communicate it ef-
fectively, including in non-technical ways to audiences
who were not experts in the subject.
On the whole, NITAG experiences thus far are better

characterised by the lack of contestation rather than the
dominance of it. In one instance, another assessment
body disagreed with the NITAG because of cost consid-
erations, but overt disputes appeared to be uncommon.
When evaluating clinical and epidemiological evidence,
there may be a clear case of the public health benefits of
vaccination on which evidence-based technical advice
can be given. As vaccines, particularly newer, more ex-
pensive formulations, are no longer externally co-
financed by Gavi, and they are weighed against other
public priorities within and beyond the health sector, the
political nature of these processes will become more ap-
parent. The extent to which evidence is valued, NITAG
recommendations are considered by final decision-
makers and health outcomes are improved is out of
NITAGs’ direct control, which may limit their ability to
fully achieve the aims they seek. It also has implications
for their ways of working and profiles of members,
which, to date, has emphasised technical rather than re-
lational and influencing skills.
Indeed, financing, and the role of the Ministry of

Finance, was recognised as playing a highly influential
role regarding if, when and how NITAG recommenda-
tions were adopted and implemented. Although there
were no examples of NITAG recommendations being
rejected outright by ministries of health, informants
mentioned modifications and delays in implementation,
in some cases for many years. Some NITAGs indicated
that, during their deliberations, NITAG members were
broadly aware of what would be financially feasible, al-
though this was often not part of formal assessments. In
recent years, there has been increasing recognition of
the need to integrate economic analyses [24]. Most
NITAGs did not interact directly with ministries of fi-
nance; these negotiations were predominantly led by
ministries of health. One interviewee noted the

importance of timing and questioned whether recom-
mending vaccine adoption prior to determining the price
undermined countries’ negotiating power with manufac-
turers, rather than making recommendations contingent
upon a feasible financial agreement. The withdrawal of
substantial sources of international funding, coupled
with financial devolution in some countries, may further
complicate the already difficult task of accurately fore-
casting national and subnational budgets and identifying
what is financially possible.
Questions about financing relate to both of the previ-

ous sets of questions around NITAG scope and integra-
tion. As resource prioritisation becomes a more pressing
concern, at what point in the policy process are finances
considered, by whom and how? Should financing be
considered as an initial binding constraint, as a matter of
negotiation within a budget range, or as a second stage
assessment following technical recommendations about
intervention effectiveness? What is the role of advisory
groups and line ministries in these discussions?
The final set of questions that NITAG experiences

raise relates to the relationship of this issue-specific ad-
visory group to other domestic and international actors
beyond government ministries. Despite the presence of
numerous other groups in the health sector noted earl-
ier, NITAGs did not have formalised relationships with
other entities. NITAG members often had academic af-
filiations and were involved in professional associations,
so could facilitate linkages with these organisations. This
took place on an individual rather than institutional
basis, potentially risking the loss of important relation-
ships as members change over time. NITAGs, Gavi
Inter-agency Coordinating Committees and other vac-
cine advisory groups did not interact with one another
and the presence of multiple groups created confusion
at the national level [22, 30, 34]. Thus, there appears to
be fragmentation among entities even within the same
health focus area.
In contrast to the lack of formal ties and clear relation-

ships with other domestic entities, many newer NITAGs,
particularly in lower income countries, have been finan-
cially dependent on international donors. Recent assess-
ments indicate that they will continue to need this
support for at least another decade [22, 24]. As has been
reported elsewhere, Gavi has played an influential role in
national decision-making, in some cases bypassing
NITAGs [22, 30, 34].
NITAG relationships with other domestic and inter-

national organisations raise several questions: how could
established groups with sustainable sources of funding
better coordinate with one another and other stake-
holders they share in common (principally the Ministry
of Health)? What are feasible options for existing groups
that aim to enhance national ownership, whose creation
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was largely externally driven by global strategies and
international financing, who continue to need external
financial support in order to function? The situation is
different for countries without specialised groups, for ex-
ample, in the 71 countries without a functioning
NITAG. In these cases, how can evidence and advice on
particular technical and health areas inform national
health policy when specialised groups do not exist?
When should new groups be created, in what form (i.e.
enduring entities, time bound task forces, ad hoc work-
ing groups), and with what mandate or scope?

Discussion
As portrayed above, within the wider context of an ex-
panded health agenda, dense arena, and donor transi-
tions, NITAG aspirations indicate the desire for an
expanded and more integrated role, the bounds of which
are not yet fully defined. Topically, they see themselves
grounded in the vaccine space, as the group name and
member expertise reflect. However, if they become more
involved in policy processes, including financing and re-
source allocation decisions, and interact more with gov-
ernment ministries and other committees and advisory
groups, this will start to shift their highly technocratic,
issue-specific orientation. The specific mechanisms for
these increased interactions, too, are largely undefined,
although UHC and resource prioritisation efforts may
offer an overarching organising structure.
To varying degrees, NITAG aspirations reflect all four

of the broader trends highlighted here, although they
may not explicitly be perceived as such. They anticipate
the implications of shifts that are still at early stages, in-
cluding more of a systems orientation and departure of
some international donors. Decentralisation and more
specialised targeting do not appear to have affected
NITAG mandates to date, although they may in the fu-
ture, and countries for whom this is most relevant are
cognisant of this potential eventuality.
There remains a fundamental tension for some

NITAGs and other groups that are intended to be na-
tionally owned but who are financially dependent on ex-
ternal donors to function. For countries most affected by
donor withdrawals, their more limited resources may re-
sult in a period of contraction, both in terms of the
number of groups and the breadth of their mandate.
Some committees may fold or be merged into other en-
tities. These changes may leave deficits or an imbalance
between a country’s disease profile and the specialisa-
tions of the groups remaining. Evidence can help to
guide these resource prioritisation efforts, both in terms
of allocation across an expansive set of national needs as
well as regarding which advisory processes are best
suited to inform these decisions. At a minimum, the
shift back towards a systems orientation will likely

require issue-specific groups to broaden their perspec-
tive, if not their mandate, and to more intentionally con-
sider how they fit within the overall health landscape;
this could improve coordination and may also induce
territorial responses and competition.
The health sector has long debated the comparative

advantages of specialisation versus breadth, and
highlighted concerns regarding fragmentation and co-
ordination among many actors [49, 63–67]. These dis-
cussions have been less prominent in the broader field
of evidence-informed policy. The latter, however, has
more extensively examined the political aspects of policy
processes, which the health sector has been critiqued for
minimising [68–70]. NITAG aspirations and challenges
touch on all of these aspects and so could benefit from
and contribute to these somewhat parallel scholar and
practitioner communities.

Conclusions
The set of questions posed here suggest a redefining of
scope and bounds, the specific details of which will ne-
cessarily be country-specific and evolve over time. Not-
ably, these are not matters that NITAGs, other
specialised groups or discrete initiatives to strengthen
evidence-informed policy can address on their own. We
articulate these questions here to enable health sector
actors to consider these questions and trade-offs in a
more deliberate and proactive way, and to do so in a
joined up rather than siloed fashion. Some of these ques-
tions relate to longstanding, largely unresolved chal-
lenges, like issues of coordination and the role and
implications of international donors in national
decision-making. Other questions are considerations
that groups are just beginning to or anticipate having to
confront, including increased attention to domestic re-
source prioritisation, interactions with ministries of fi-
nance and subnational actors, and potential involvement
in more downstream phases of the policy process.
Domestic and international entities are implicitly

experimenting with different ways of supporting
evidence-informed policy. Examining how different
countries and configurations of groups within them re-
spond to these questions as they adapt to broader trends
would be a rich line of future enquiry. More practically,
NITAG experiences highlight two considerations for fu-
ture efforts to strengthen evidence-informed policy.
First, as noted in the introduction, is the importance of
acknowledging existing and unfolding processes, struc-
tures and resource shifts when initiating new pro-
grammes. The second relates to the content and focus of
such initiatives.
Capacity-building and facilitating interactions between

knowledge producers and knowledge users have often
been core components of previous efforts to strengthen
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evidence-informed policy [6]. These strategies will likely
remain relevant, but the types of capacity needs and in-
teractions may be more varied. NITAG experiences
highlight a gap in economic analysis and an increased
orientation towards more relational capacities as they
seek to further integrate into policy processes. The latter
represents a departure from their strongly technical
orientation and emphasis of previous support on the
generation and assessment of evidence. Similarly, future
efforts to facilitate interactions may involve different
profiles of people and institutions, including relation-
ships between line and finance ministries, who have
been much less of a focus in the past, and relationships
among multiple issue-specific advisory groups who both
produce and use evidence.
Fundamentally, countries are faced with the task of de-

termining who makes decisions about resource invest-
ments, when, considering what basket of alternatives,
and according to what criteria or standards. How to do
so in a transparent, robust, yet efficient way given the
existing, and in some cases changing, institutional archi-
tecture at global, national and subnational levels repre-
sents a key challenge in the coming years. There is an
opportunity to approach this challenge in an intentional,
collective manner, guided in part by emerging questions
such as those posed here.

Abbreviations
HTA: health technology assessment; LMICs: low- and middle-income coun-
tries; NITAG: National Immunization Technical Advisory Group;
SDG: Sustainable Development Goal; UHC: universal health coverage

Acknowledgements
The authors thank the advisory group members, key informants and
participants at the NITAG workshop for their time and insights.

Authors’ contributions
AB led study design, analyses and drafting the manuscript, and was involved
in data collection. SNS gathered and analysed data and provided inputs into
the manuscript. The authors read and approved the final manuscript.

Funding
This article was funded in part by the Wellcome Trust (CCN-ITAG#1). The
funder was involved in an advisory group, which included representatives
from two other organisations and the research team, which provided
feedback on the broader study from which these analyses draw; this
feedback related to study design and interpretation of data. The Wellcome
Trust hosted the NITAG stakeholder workshop in October 2018. The funder
was not involved in data collection or analysis or in the writing or reviewing
of this manuscript.

Availability of data and materials
The full list of documents reviewed and key informant interview guides are
available from the corresponding author on reasonable request.

Ethics approval and consent to participate
The study from which these analyses are based was reviewed by the ODI
Research Ethics Committee. Key informants provided verbal consent.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Received: 23 July 2019 Accepted: 19 March 2020

References
1. Weiss CH. The many meanings of research utilization. Public Adm Rev. 1979;

39(5):426–31..
2. Oliver K, Lorenc T, Innvær S. New directions in evidence-based policy

research: a critical analysis of the literature. Health Res Policy Syst.
2014;12:34.

3. Bennett S, Frenk J, Mills A. The evolution of the field of health policy and
systems research and outstanding challenges. Health Res Policy Syst. 2018;
16:43.

4. Shaxson L, Datta A, Tshangela M, Matomela B. Understanding the
Organisational Context for Evidence-Informed Policy-Making. Pretoria and
London: Department of Environmental and Affairs Overseas Development
Institute; 2016.

5. Parkhurst JO, Ettelt S, Hawkins B. Evidence Use in Health Policy Making: An
International Public Policy Perspective. London: Palgrave Macmillan; 2018.

6. Punton M. How can Capacity Development Promote Evidence-Informed
Policy Making? Literature Review for the Building Capacity to Use Research
Evidence (BCURE) Programme. Hove: ITAD; 2016.

7. Thorsteinsdottir H, Bell JM, Bandyopadhyay N. Innovating for Maternal and
Child Health in Africa: A Mid-Term Formative Evaluation. 2018. https://idl-
bnc-idrc.dspacedirect.org/handle/10625/57540. Accessed 9 Mar 2020.

8. Shroff Z, Aulakh B, Gilson L, Agyepong IA, El-Jardali F, Ghaffar A.
Incorporating research evidence into decision-making processes: researcher
and decision-maker perceptions from five low- and middle-income
countries. Health Res Policy Systems. 2015;13:70.

9. National Knowledge Center for Health Services (Nasjonalt Kunnskapssenter for
Helsetjenesten). Final Report Summary: Supporting the Use of Research Evidence
(SURE) for Policy in African Health Systems. Oslo: European Union; 2015.

10. El-Jardali F, Lavis J, Moat K, Pantoja T, Ataya N. Capturing lessons learned
from evidence-to-policy initiatives through structured reflection. Health Res
Policy Syst. 2014;12:2.

11. Glassman A, Chalkidou K. Priority-setting in Health Building Institutions for
Smarter Public Spending: A Report of the Center for Global Development’s
Priority-Setting Institutions for Global Health Working Group. Washington,
DC: Center for Global Development; 2012.

12. Theobald S, Tulloch O, Standing H. Strengthening the research to policy
and practice interface: Exploring strategies used by research organisations
working on Sexual and Reproductive Health and HIV/AIDS. Health Res
Policy Syst. 2009;9(Suppl. 1):S2.

13. Woelk G, Daniels K, Cliff J, Lewin S, Sevene E, Fernandes B, et al. Translating
research into policy: lessons learned from eclampsia treatment and malaria
control in three southern African countries. Health Res Policy Syst. 2009;7:31.

14. Knowledge Sector Initiative. About KSI. https://www.ksi-indonesia.org/assets/
uploads/original/2019/11/ksi-1574688937.pdf. Accessed 8 Apr 2020.

15. Pellini A, Prasetiamartati B, Nugroho KP, Jackson E, Carden F. Knowledge,
Politics and Policymaking in Indonesia. Singapore: Springer; 2018.

16. Vogel I, Punton M. Final evaluation of the Building Capacity to Use Research
Evidence (BCURE) programme. Hove: ITAD; 2018.

17. World Health Organization Strategic Advisory Group of Experts on
Immunization (SAGE). National Immunization Technical Advisory Groups:
Background paper. Geneva: WHO; 2017.

18. NITAG Resource Centre. NITAG in Numbers. http://www.nitag-resource.org/.
Accessed 9 Mar 2020.

19. Senouci K, Blau J, Nyambat B, Coumba Faye P, Gautier L, Da Silva A, et al.
The Supporting Independent Immunization and Vaccine Advisory
Committees (SIVAC) Initiative: a country-driven, multi-partner program to
support evidence-based decision making. Vaccine. 2010;28:A26–30.

20. Adjagba A, Senouci K, Biellik R, Batmunkh N, Faye PC, Durupt A, et al.
Supporting countries in establishing and strengthening NITAGs: lessons
learned from 5 years of the SIVAC initiative. Vaccine. 2015;33(5):588–95.

21. van Zandvoort K, Howard N, Mounier-Jack S, Jit M. Strengthening national
vaccine decision-making: assessing the impact of SIVAC Initiative support
on national immunisation technical advisory group (NITAG) functionality in
77 low and middle-income countries. Vaccine. 2019;37(3):430–4.

Buffardi and Njambi-Szlapka Health Research Policy and Systems           (2020) 18:40 Page 8 of 9

https://idl-bnc-idrc.dspacedirect.org/handle/10625/57540
https://idl-bnc-idrc.dspacedirect.org/handle/10625/57540
https://www.ksi-indonesia.org/assets/uploads/original/2019/11/ksi-1574688937.pdf
https://www.ksi-indonesia.org/assets/uploads/original/2019/11/ksi-1574688937.pdf
http://www.nitag-resource.org/


www.manaraa.com

22. Howard N, Walls H, Bell S, Mounier-Jack S. The role of National Immunisation
Technical Advisory Groups (NITAGs) in strengthening national vaccine
decision-making: a comparative case study of Armenia, Ghana, Indonesia,
Nigeria, Senegal and Uganda. Vaccine. 2018;36(37):5536–43.

23. Duclos P. National Immunization Technical Advisory Groups (NITAGs):
guidance for their establishment and strengthening. Vaccine.
2010;28:A18–25.

24. Howard N, Bell S, Walls H, Blanchard L, Brenzel L, Jit M, et al. The need for
sustainability and alignment of future support for National Immunization
Technical Advisory Groups (NITAGs) in low and middle-income countries.
Human Vaccines Immunother. 2018;14(6):1539–41.

25. Anthony E, Nelson S, Gessner BD, DeRoeck D, Duclos P. The role of national
advisory committees in supporting evidence-based decision making for
national immunisation programes. Vaccine. 2010;28(Suppl. 1):A1–110.

26. Duclos P, Dumolard L, Abeysinghe N, Adjagba A, Janusz CB, Mihigo R, et al.
Progress in the establishment and strengthening of national immunization
technical advisory groups: analysis from the 2013 WHO/UNICEF joint
reporting form, data for 2012. Vaccine. 2013;31(46):5314–20.

27. Bryson M, Duclos P, Jolly A, Cakmak N. A global look at national
Immunization Technical Advisory Groups. Vaccine. 2010;28:A13–7.

28. Blau J, Sadr-Azodi N, Clementz M, Abeysinghe N, Cakmak N, Duclos P, et al.
Indicators to assess National Immunization Technical Advisory Groups
(NITAGs). Vaccine. 2013;31(23):2653–7.

29. Bryson M, Duclos P, Jolly A, Bryson J. A systematic review of national
immunization policy making processes. Vaccine. 2010;28:A6–12.

30. HED B, Mounier-Jack S, Griffiths UK, Biellik R, Ongolo-Zogo P, Chavez E, et al.
New vaccine adoption: qualitative study of national decision-making
processes in seven low- and middle-income countries. Health Policy Plann.
2012;27(Suppl 2):ii5–ii16.

31. Gessner BD, Duclos P, DeRoeck D, Nelson EAS. Informing decision makers:
experience and process of 15 National Immunization Technical Advisory
Groups. Vaccine. 2010;28:A1–5.

32. Makinen M, Kaddar M, Molldrem V, Wilson L. New vaccine adoption in
lower-middle-income countries. Health Policy Plann. 2012;27(suppl 2):
ii39–49.

33. Ricciardi GW, Toumi M, Weil-Olivier C, Ruitenberg EJ, Dankó D, Duru G, et al.
Comparison of NITAG policies and working processes in selected developed
countries. Vaccine. 2015;33(1):3–11.

34. Bell S, Blanchard L, Walls H, Mounier-Jack S, Howard N. Value and
effectiveness of National Immunization Technical Advisory Groups in low-
and middle-income countries: a qualitative study of global and national
perspectives. Health Policy Plann. 2019;10:271–81.

35. Buffardi AL, Njambi-Szlapka S. The role of National Immunisation Technical
Advisory Groups in Evidence-informed Decision-making: Enablers, Constraints
and Future Support Options. London: Overseas Development Institute; 2019.

36. World Health Organization. Health in 2015: From Millennium Development
Goals to Sustainable Development Goals. Geneva: WHO; 2015.

37. Frenk J, Moon S. Governance challenges in global health. N Engl J Med.
2013;368(10):936–42.

38. Shiffman J, Quissell K, Schmitz HP, Pelletier DL, Smith SL, Berlan D, et al. A
framework on the emergence and effectiveness of global health networks.
Health Policy Plann. 2016;31(suppl 1):i3–16.

39. World Health Organization. Assessment Report of the Global Vaccine Action Plan
Strategic Advisory Group of Experts on Immunization. Geneva: WHO; 2017.

40. World Health Organization. Global Vaccine Action Plan 2011–2020. Geneva:
WHO; 2013.

41. Gavi. Gavi Alliance Guidance on Country Coordination Forums. Geneva:
Gavi; 2016.

42. Global Fund to Fight AIDS, Tuberculosis and Malaria. Country Coordinating
Mechanism Policy Including Principle and Requirements. Geneva: GFATM; 2018.

43. Uneke CJ, Ndukwe CD, Ezeoha AA, Uro-Chukwu HC, Ezeonu CT. Implementation
of a health policy advisory committee as a knowledge translation platform: the
Nigeria experience. Int J Health Policy Manag. 2015;4(3):161–8.

44. Bhutta ZA, Cabral S, Chan C, Keenan WJ. Reducing maternal, newborn, and
infant mortality globally: an integrated action agenda. Int J Gynecol Obstet.
2012;119:S13–7.

45. Beaglehole R, Bonita R, Horton R, Adams C, Alleyne G, Asaria P, et al. Priority
actions for the non-communicable disease crisis. Lancet. 2011;377(9775):1438–47.

46. Buffardi AL. Sector-wide or disease-specific? Implications of trends in
development assistance for health for the SDG era. Health Policy Plann.
2018;33(3):381–91.

47. Brenzel L. Historical Analysis of the Comprehensive Multi-Year Plans in GAVI-
Eligible Countries. Geneva: Bill & Melinda Gates Foundation and the World
Health Organization; 2012.

48. Wang SA, Hyde TB, Mounier-Jack S, Brenzel L, Favin M, Gordon WS, et al.
New vaccine introductions: assessing the impact and the opportunities for
immunization and health systems strengthening. Vaccine. 2013;31:B122–8.

49. Biesma RG, Brugha R, Harmer A, Walsh A, Spicer N, Walt G. The effects of
global health initiatives on country health systems: a review of the evidence
from HIV/AIDS control. Health Policy Plann. 2009;24(4):239–52.

50. World Health Organization Maximizing Positive Synergies Collaborative
Group. An assessment of interactions between global health initiatives and
country health systems. Lancet. 2009;373(9681):2137–69.

51. Goeman L, Galichet B, Porignon DG, Hill PS, Hammami N, Essengue Elouma
M-S, et al. The response to flexibility: country intervention choices in the
first four rounds of the GAVI Health Systems Strengthening applications.
Health Policy Plann. 2010;25(4):292–9.

52. Bowser D, Sparkes SP, Mitchell A, Bossert TJ, Bärnighausen T, Gedik G, et al.
Global Fund investments in human resources for health: innovation and
missed opportunities for health systems strengthening. Health Policy Plann.
2014;29(8):986–97.

53. Moucheraud C, Sparkes S, Nakamura Y, Gage A, Atun R, Bossert TJ. PEPFAR
investments in governance and health systems were one-fifth of countries’
budgeted funds, 2004–14. Health Aff. 2016;35(5):847–55.

54. World Health Organization. Using Health Technology Assessment for Universal
Health Coverage and Reimbursement Systems. Geneva: WHO; 2016.

55. Kriza C, Hanass-Hancock J, Odame EA, Deghaye N, Aman R, Wahlster P, et al. A
systematic review of health technology assessment tools in sub-Saharan Africa:
methodological issues and implications. Health Res Policy Syst. 2014;12:66.

56. Babigumira JB, Jenny AM, Bartlein R, Stergachis A, Garrison LP. Health
technology assessment in low- and middle-income countries: a landscape
assessment. J Pharm Health Serv Res. 2016;7:37–42.

57. Siegfried N, Wilkinson T, Hofman K. Where from and where to for health
technology assessment in South Africa? A legal and policy landscape
analysis. South African Health Rev. 2017;2017:42–8.

58. Engen L, Prizzon A. Exit from Aid: An Analysis of Country Experiences.
London: Overseas Development Institute; 2019.

59. Schnabel L. Glassman A. Gavi from the Country Perspective: Assessing Key
Challenges to Effective Partnership. Washington, DC: Center for Global
Development; 2019.

60. Silverman R. Projected Health Financing Transitions: Timeline and
Magnitude. Center for Global Development Working Paper. Washington DC:
Center for Global Development; 2018.

61. UNAIDS. Fast Track: Ending the AIDS Epidemic by 2030. Geneva: UNAIDS; 2014.
62. Manuel M, Coppard D, Dodd A, Desai H, Watts R, Christensen Z, et al. Subnational

Investment in Human Capital. London: Overseas Development Institute; 2019.
63. Walt G, Buse K. Partnership and fragmentation in international health: threat

or opportunity? Trop Med Int Health. 2000;5(7):467–71.
64. Mills A. Mass campaigns versus general health services: what have we learnt

in 40 years about vertical versus horizontal approaches? Bull World Health
Organ. 2005;83:315–6.

65. Uplekar M, Raviglione MC. The “vertical-horizontal” debates: time for the
pendulum to rest (in peace)? Bull World Health Organ. 2007;85:413–7.

66. Béhague DP, Storeng KT. Collapsing the vertical–horizontal divide: An
ethnographic study of evidence-based policymaking in maternal health. Am
J Public Health. 2008 Apr 1;98(4):644–9.

67. Hafner T, Shiffman J. The emergence of global attention to health systems
strengthening. Health Policy Plan. 2013;28(1):41–50.

68. Liverani M, Hawkins B, Parkhurst JO. Political and institutional influences on
the use of evidence in public health policy. PLoS One. 2013;8(10):e77404.

69. Barnes A, Parkhurst J. Can global health policy be depoliticized? A critique
of global calls for evidence-based policy. In Brown GW, Yamey G, Wamala S,
editors. The Handbook of Global Health Policy. Wiley: 2014 p. 157–73.

70. Bruen C, Brugha R. A ghost in the machine? Politics in global health policy.
Int J Health Policy Manag. 2014;3(1):1–4.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Buffardi and Njambi-Szlapka Health Research Policy and Systems           (2020) 18:40 Page 9 of 9



www.manaraa.com

© 2020. This work is licensed under
http://creativecommons.org/licenses/by/4.0/ (the “License”).  Notwithstanding
the ProQuest Terms and Conditions, you may use this content in accordance

with the terms of the License.


	Abstract
	Background
	Discussion
	Conclusions

	Background
	Previous efforts to strengthen evidence-informed health policy
	Overarching trends shaping national health policy processes
	NITAG aspirations and questions

	Discussion
	Conclusions
	Abbreviations
	Acknowledgements
	Authors’ contributions
	Funding
	Availability of data and materials
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	References
	Publisher’s Note

