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Good Morning.  On behalf of UNICEF, WHO and GAVI, it is a great pleasure to welcome you to the 4th Global Immunization Meeting, bringing together leaders in this field from governments, civil society, the private sector, foundations, donors, academic and public health institutions, and UN agencies. A special welcome to those of you who have travelled long distances to be with us to share experiences and learn from one another over the next 3 days.

Since our first meeting, a little over 3 years ago, a lot has changed in the field of global health. The Millennium Development Goals have galvanized the international community. For global health in particular, we have witnessed unprecedented funding and political attention. And we are definitely making progress: not quickly or equitably enough, and not equally across the health-related MDGs. The UNICEF 2009 State of the World’s Children Report, released last month, highlighted the lack of progress on maternal survival- MDG 5.
In 2007, the number of deaths among children under 5 continued to decline to an estimated 9.2 million - less than half the number of children that died in 1960. Indeed, immunization has played a key role in this global decline - an estimated 2 million child deaths are averted through immunization annually. Immunization programmes, with their ability to reach high population coverage with cost-effective interventions, have been responsible for some of our greatest collective public health achievements - the eradication of small-pox. Immunization may also soon provide us with the next generation of historic public health achievements - in measles, tetanus and polio. 
Of the remaining 9.2 million deaths among children under 5, around 1 million are preventable with commonly used vaccines, such as measles, Hib, tetanus and pertussis, and an additional 1 million will be prevented once vaccines against pneumococcus and rotavirus are widely available in developing countries. So, over 20% of the remaining deaths among children under 5 can be directly prevented in the next few years if we manage to immunize more children with both the long-available, as well as the newer vaccines. 

We now know how much it will cost to do this and we have, through GAVI, new financing mechanisms, such as IFFIm and the AMC, that have the potential to help us avoid long-lag times between the availability of new vaccines in the industrialized world and their introduction in developing countries. However, while rapidly introducing the new vaccines, we must complete the job of measles mortality reduction, polio eradication, and tetanus elimination, improving routine coverage and sustaining these gains. UNICEF is firmly committed to supporting governments and their partners in doing both. 
Another major change over the past few years has been the recognition that the choice between vertical or horizontal programmes is a false one. We need to remain absolutely focused on results but we also need to build sustainable immunization and health systems as we achieve these results. In many ways, immunization programme managers have pioneered this more pragmatic approach by delivering a package of interventions, such as insecticide-treated nets, vitamin A supplements and deworming tablets, through integrated campaigns and child health days or at the routine EPI visit. 
Indeed, such an approach of scaling-up packages of high impact maternal and child survival interventions is at the core of UNICEF’s health and nutrition strategy. 
We have seen the power of immunization to provide the critical platform for such an approach. At the same time, we are all aware that any efforts to scale-up immunization and other proven high impact interventions will face the barriers that weak health systems pose. In many countries, immunization coverage rates have stagnated because of health systems barriers, such as the lack of qualified or motivated staff, poor management, supervision and monitoring, and a poor supply and logistic systems. 
Looking forward, the large scale introduction of pneumococcal and rotavirus vaccines in developing countries will provide us with an historic opportunity to address two of the most important causes of mortality in children under 5- pneumonia and diarrhea- in a comprehensive way.  Such comprehensive measures will include: a focus on oral rehydration therapy, vitamin A and Zinc; community-case management of diarrhoea and pneumonia; social and behaviour change including promotion of early and exclusive breast-feeding, hand-washing with soap, and home-treatment of water; as well as community sanitation approaches. By introducing these new vaccines as part of a comprehensive package of services and strengthening community-based systems, we will maximize their impact on MDG 4, and do so in a sustainable way.

A similar approach is needed for immunization financing. For example, in many countries, the cold chain, a basic prerequisite for a successful routine immunization programme, has suffered from chronic under-investment and the lack of any dedicated external funding sources. In addition, in too many countries, immunization is still viewed as an externally-funded programme without the adequate government contribution and commitment so critical for sustainability. Using the new GIVS costing estimates and under the leadership of our government counterparts, we will need to work on two tracks simultaneously. First, we will need to ensure that immunization programme budgets are fully integrated into national sector plans and budgets and into newer aid modalities, such as the country compacts of the International Health Partnership. Second, working closely with GAVI, we will need to clarify with donors, where the remaining major gaps in immunization lie so as to maximize our collective outcomes. To this end, I would like to thank CIDA (Canada) for convening a preliminary meeting of donors here in NY this Friday. 

The third area that has changed in important ways since our first GIM is the maturity of our partnerships. This year marks the first GIM in which GAVI is participating, not as an entity hosted by UNICEF, but as an alliance with an independent organizational structure. I would like to take this opportunity to congratulate Julian and the GAVI colleagues on this institutional development and, more importantly, on GAVI’s success in taking immunization to new heights. I would also like to reaffirm UNICEF’s commitment to continue to working hand-in-hand with GAVI to ensure that we collectively achieve our GIVS goals. In addition, I would like to acknowledge Okwo, and the WHO colleagues, because of the close relationship between his team and ours. CDC Atlanta remains not only one of the most reliable donors in immunization but also continues to provide high level and strategically-placed technical expertise throughout the world- the impact of Brent and his colleagues is hard to over-estimate. But beyond the ‘usual suspects’, the spectrum of civil society and private sector partners represented at this meeting also attests to the vibrant nature of the field. For example, The Red Cross and Red Crescent Societies are key partners in social mobilization - in 2008, under the auspices of the measles partnership, they were involved in 13 countries conducting integrated campaigns. In Mozambique alone, more than 4000 Red Cross volunteers worked as social mobilizers on the campaign. Another innovative partnership is the Vaccine Presentation and Packaging Advisory Group (VPPAG), which is a unique forum that includes industry representatives from the industrialized and developing world as well as CDC, Immunization-Basics, PATH , WHO and UNICEF. The aim of this collaboration is to help industry develop products that are most appropriate for developing countries.
Finally, as investments increase in global health, the issue of how we measure our impact has probably never been under so much scrutiny. Fortunately, I think global health practioners and immunization programmers in particular are in a strong position here. Indeed, of all health and development programmes, immunization has probably the longest history of using data for decision-making at all levels, from heads of agencies in NY and Geneva, to district health officers. This means that unlike many other programmes, we have trend data going back several decades and have well-developed systems for integrating survey data with administrative data to estimate coverage. There is no doubt that these monitoring systems can be improved, but we are confident in the robust nature of the estimates that they provide. In addition, however, we can increasingly go beyond coverage and actually measure the impact of our work by monitoring under 5 mortality. To do this, UNICEF has now committed to support countries to do Multiple-Indicator Cluster Surveys every 3 years. Combined with DHS, these surveys provide us with the majority of data that we use to determine progress on the health-related MDGs.
Finally, as we review progress, and enter our technical discussions over the next few days, I would like to present you with one challenge. Immunization has long been one of the most equitable of health services - indeed you have pioneered programmes to ‘reach the unreached’.  While it is not easy to predict the impact of the financial crisis, as both domestic social sector budgets and ODA come under pressure, UNICEF is particularly concerned with the effect it is likely to have on the most vulnerable, the poorest women and children. I would ask that, as you make your recommendations, you consider first and foremost the implications for this group - how to reach them and how to reach them with more. I wish you a very successful meeting and, more importantly, continued and even more rapid success in your work. 
Thank you.
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