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1. PROGRAMME PERFORMANCE AND EVALUATION: Item 8 of the Agenda (continued) 

1.1 REPORT ON THE REGIONAL EVALUATION OF NONCOMMlJl';lCABLE DISEASES 

PREVENTION A1>.'D CONTROL PROGRA.,.\1ME: Item 8.1 of the Agenda 

(Documents WPRlRC56/4 and WPRlRC56/4 Corr.l) (continued) 

Dr JEONG (Republic of Korea) fuliy endorsed the WHO recommendation for capacity

building aimed at prevention and control of noncommunicable diseases (NCD), in view of the sharp 

rise in ailments such as cancer and cardiovascular disease. Her Government had therefore established 

national NCD prevention and control plans. In 1995, a legal framework for tobacco taxation had been 

established, with a fund for health promotion and disease prevention. A 10-year cancer prevention 

and control plan, including cancer screening, was in operation, and a national surveillance system and 

long-term plan for cardiovascular disease control had been set up. The Republic of Korea asked 

WHO to continue providing support in that area, and urged the Regional Office to set up a regional 

network for technical support for development of surveillance systems and evidence-based prevention 

and control programmes. The country pledged to use its experience and capacity to support the 

activities of the Regional Office. 

Dr TRAN TRONG HAl (Viet Nam) said that, as one of the five countries selected for 

evaluation, Viet Nam congratulated the team on its report. NCD-specific projects were often 

conducted in a vertical manner by specialist institutions. However, under the guidance of the Ministry 

of Health, there was now a move from curative to more preventive work, encouraging behavioural 

change in the population. Resources had to be reallocated, and the core team for management and 

supervision had to be strengthened. He welcomed the proposed increase in the WHO regional regular 

budget, given the growing burden ofNCD in the Region. Viet Nam counted on WHO for technical 

support and resource mobilization to move from a small-scale to a comprehensive project, and he 

advocated prompt recruitment of a \\iRO expert in the country office. Finally, he asked whether the 

recommendations on the WHO noncommunicable prevention and control programmes could be 

implemented, given the available resources. 

Dr RAHMAT (Malaysia) spoke of the double burden of communicable and noncommunicable 

diseases in developing countries. The Ministry of Health of Malaysia was running a healthy lifestyle 

campaign. In 1991-1996, it had concentrated on chronic diseases; in 1997-2002, it had focused on 

lifestyle factors; in the current phase, 2003-2008, it was concentrating on prevention of risk factors, in 

line with the WHO Global Strategy on Diet, Physical Activity and Health. Awareness of the results 

of the campaign had led to more people seeking preventive solutions. Assessment and management 

should feature in every comprehenSive lifestyle campaign. NCD risk factor intervention clinics had 

been introduced at the primary health care level, involving STEPwise questionnaires, fitness, diet and 

stress assessment, in a system called "my health status surveillance". Comprehensive assessment was 
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followed by provision of a personalized intervention prescription involving group therapy with family 

and peers. Evaluation of the programme used NCD surveillance at three-year intervals. Malaysia had 

been using STEPwise surveillance tools since 2004 to determine the NCD burden. The survey output 

provided feedback to policy-makers and programme managers. The experience of Malaysia could be 

shared and he encouraged WHO to support active networking in that area. 

Dr TANG! (Tonga) recalled resolution WPRlRC51.R5, on prevention and control of 

noncommunicable diseases. He was glad that evaluation was now being carried out. Tonga was one 

of the five countries that had been evaluated and had found the experience useful. More funding was 

needed. Most of the US$ 9 million for NCD was from extrabudgetary funding, and staff at WHO 

Headquarters had had to work hard to produce that level of funding in an area that was not an exciting 

one for donors, perhaps because results were not visible immediately. Nevertheless, primary and 

secondary interventions on NCD worked, and worked quickly. He therefore asked donor countries to 

keep contributing, since it was a very cost-effective area. Small Pacific countries and areas received a 

lot from Australia, New Zealand and others, and that was appreciated. 

It was important to have one country strategy, plan and budget. In the Pacific Rim, 11 countries 

wanted to participate, and care had to be taken not to duplicate programmes. There should be a single 

master plan, so donors could slot into it. 

Dr TUIKETEI (Fiji) reported that her country was conducting a mid-term NCD review. Fiji had 

been the first country in the Region to complete its STEPwise survey in 2004. NCD were the major 

cause of morbidity and mortality in the country. Cardiovascular disease was a particular problem, as 

was diabetes, which had become the most common cause of adult blindness and non-traumatic 

amputation. Most of those affected were unemployed and in rural areas. High blood pressure and 

heart disease were also common. The most prevalent forms of cancer were cervical and breast cancer. 

The STEPwise survey had shown a very low intake of fruit and vegetables. Most of the population, 

especially women, who were generally overweight, were not taking enough physical exercise. 

Smoking was prevalent among young people, many taking up the habit at the age of 10. Alcohol and 

kava consumption were common. 

In 2003, Fiji had developed a national NCD strategic plan with four priority areas: promotion 

of healthy lifestyles and reduction of risk factors; clinical management and control of NCD; 

surveillance, monitoring and research on NCD; and organization and development of NCD policy by 

a committee chaired by the Minister of Health. The country was also establishing new clinical 

services, an oncology unit and a dialysis unit, in conjunction with business and other stakeholders. In 

2003-2004, the Government had provided US$ 30 000, rising to US$ 100000 in 2005 and 

US$ 200 000 in 2006 for specific NCD activities. It was encouraging that there would be a three-fold 

increase in the regional budget for that area. 
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Fiji acknowledged the contribution of development partners, especially Australia, Japan and the 

Secretariat for the Pacific Community. The country had identified new activities to carry out, such as 

a food care project with home-based care, STEPwise surveys in the various regions of the country, 

and the one-stop shop concept for NCD, as well as healthy islands and healthy settings. NCD was 

part of the "one vision, double burden and three challenges" identified in the Samoa Commitment. 

Fiji thanked WHO for its continuous technical support, including the recent appointment of an NCD 

medical officer in the WHO South Pacific office in Suva, and hoped for a similar review and 

evaluation of communicable disease programmes in the Region. 

Mr DAVIES (Australia) agreed that increased investment was warranted; he therefore approved 

of the increase in the regular budget allocation. In 2002-2003, Australia had provided advisers and 

nearly US$ 2.2 million in funding for STEPwise surveillance in the Pacific islands. He fully 

appreciated the problems faced by countries without developed health services, especially with regard 

to noncommunicable diseases, when the burden of infectious diseases was still high. He therefore 

urged representatives to note the links between the item under discussion and item 13 (Strategy on 

health care financing), item 16 (follow-up report on the WHO Framework Convention on Tobacco 

Control), and item 18 (International migration of health care personnel). He encouraged further 

consideration of the recommendation in the evaluation report on a regional workshop on clinical 

preventive services and health system development and financing. 

In the light of its experience and current policy initiatives, Australia was willing to share 

knowledge and experience with other Member States. 

Australia was glad to have been able to support the plan on diet, physical activity and health for 

the Region and he understood that the Regional Office plan for implementation of the Global Strategy 

on Diet, Physical Activity and Health for 2005-2007 had been accepted by WHO Headquarters. His 

country, together with New Zealand, was keen to support the related workshop for the development of 

a Pacific regional chronic disease prevention and control framework, to take place in Nadi, Fiji, in 

February 2006. The Global Strategy emphasized the value of good data and of building partnerships, 

including with the private sector. The previous week, the parliamentary secretary to the Minister on 

Health and Ageing had announced a national programme of nutrition and physical activity surveys, in 

partnership with the Australian food industry and the Department of Agriculture, Fisheries and 

Forestry. The representative of Tonga had already referred to resolution WPRlRC51.R5; in view of 

changing circumstances, it might be appropriate for the fifty-seventh session of the Regional 

Committee to reconsider it, with a progress report by the Regional Director on that occasion. 

Mr DUQUE (Philippines) said that, while all countries appreciated the work done on NeD and 

the recent guidance on policies and strategies, funds were needed to further national planning, 
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standardized surveillance, a focus on lifestyle and disease prevention, management guidelines and 

networking. 

Some strategies in the Philippines involved coalition building, with the promotion of healthy 

lifestyles. Earlier in 2005, the Department of Health had established a partnership with local and 

international fast-food chains, encouraging them to offer healthier food, especially to children. 

Beverage companies also were being encouraged to market healthier drinks. The Department of 

Health was also negotiating with the Department of Education to encourage implementation of 

programmes to increase the time for exercise in schools, and to reduce smoking and psychosocial 

stress. The Regional Office might consider drafting guidelines on such forms of partnership. 

Community-based health financing 'would also help to achieve community participation in NCD 

prevention and control. The Philippines National Health Insurance Program had recently started 

health packages for reimbursement of costs for preventive measures such as screening, which would 

benefit a huge proportion of the population, especially the poor. 

Dr ENKHBAT (Mongolia) welcomed the recommendations on increasing the WHO response 

to NCD. In Mongolia, cardiovascular disease was the leading cause of death, followed by cancer. 

Several national programmes for cardiovascular disease, cancer and injury prevention had been 

operating, but now a coordinated multisectoral progranune was needed. To implement it successfully, 

all resources had to be mobilized. Parliament had allocated tobacco taxes to health promotion, but 

there were still problems with advocacy, resource mobilization, planning and policy development, 

plus integration of all those activities. He welcomed the proposed increase in WHO support on 

chronic noncommunicable diseases, and urged WHO and other partners and donors to increase 

investment in a manner appropriate to the scale of the problem. Mongolia appreciated the report and 

its recommendations. 

Mr SAMO (Federated States of Micronesia), welcoming the evaluation, noted that determined 

efforts were needed to curb the rising incidence of NCD, which accounted for seven out of 10 deaths 

in the Region. Science-based interventions had to be maintained at community and individual levels, 

with the support of WHO. Not only resources but also capacity needed to be increased. 

Mr TIBAN (Kiribati) said that although communicable diseases represented the heaviest 

burden of disease in his country, the incidence of noncommunicable diseases was rising. The 

Government had endorsed an NCD strategic plan for the country, which had been drawn up with 

support from the Australian Agency for International development (AusAID), and a STEPwise survey 

would shortly be completed. 

Dr BOUPHA (Lao People's Democratic Republic) noted that noncommunicable diseases were 

on the rise in his country for a number of reasons. In order to curb the trend, support was needed for 
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the planning, implementation, monitoring and evaluation of national plans for disease prevention and 

control. In particular, resources were required to encourage healthy lifestyles in urban areas, conduct 

antismoking campaigns, strengthen accident control, prevent and control drug abuse, improve 

screening and treatment, and develop human resources for prevention and treatment. 

Dr AKIZUKI (Japan) reported that her Government had introduced the "Health Japan 21 

Programme" in order to tackle NCD, which were a major health problem in Japan. Its lines of action 

were currently being redirected towards better prevention by improving lifestyles, accumulating 

scientific knowledge, clarifying the roles played by different parties, and enhancing effectiveness. 

Promotion of healthy lifestyles needed a collaborative approach that brought together all those 

concerned. Japan wished to cooperate actively with the various partners involved to improve the 

health of people in the Region. 

Mrs BLACKWOOD (United States of America) welcomed the increased emphasis on 

programme assessment and expressed strong support for both the choice of NCD as the subject of 

evaluation and the continuation of such evaluations as an important component of budget preparation. 

Chronic diseases were a growing health burden in the Region. Successful control required a 

balance between early detection of disease and health promotion and disease prevention. Prevention 

was the key to reduction of morbidity and mortality caused by NCD; the Regional Office should 

therefore focus on surveillance, elaboration of norms and standards, and the design of organizational 

models of care. 

WHO's Prevention and Control of Noncommunicable Disease Programme in the Western 

Pacific Region should be revised on the basis of the evaluation's findings and made commensurate 

with the Region's disease burden. Such scaling up, however, should take account of current budget 

constraints and should include an increase in WHO's role in policy-making and advocacy. 

Dr SUYOI OSMAN (Brunei Darussalam) said that NCD were now a major health problem in 

his country. Special emphasis was therefore being placed on health promotion through the creation of 

a national committee that had identified areas of work that needed to be strengthened. 

One of the main initiatives under way was the "Think Health" project, which focused on 

methods to increase health awareness and on issues relating to healthy lifestyles and risk factors for 

chronic diseases. A number of pertinent legal measures had been promulgated. Collaboration 

between ministries and with the private sector was well established, particularly in management of 

chronic diseases, as reflected by the increasing number of awareness campaigns. 

Mrs HIRO (France) said that noncommunicable diseases were a serious health problem in 

French Polynesia, representing a considerable proportion of health expenditure. In 2002, a tax on 
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both alcohol and soft drinks had been introduced and was being allocated entirely to preventive 

measures. For example, an educational facility had been set up for people with diabetes, financed by 

the tax. 

Other steps had been, or would shortly be taken, such as reducing the price of basic food 

products to encourage healthy eating and forbidding the consumption of food and drinks in schools 

outside meal times. 

Efforts were concentrated on raising awareness through the media and in partnership with civil 

society, families and health professions. 

In order to reduce the use of tobacco, health professionals had been trained specifically to 

provide advice to individuals, nicotine substitutes were provided free of charge, and efforts were 

under way to create smoke-free areas and to reduce passive smoking in public places. AI; 

methamphetamine consumption was on the rise it was being closely monitored to obtain accurate 

data. 

Mrs ABEL (Vanuatu) reported that national efforts to prevent and control NCD in Vanuatu 

included elaboration of a strategic plan, leading to the amendment of legislation on tobacco, alcohol 

and food; cooperation with nongovernmental organizations on clinical management of diabetes; and 

conduct of the STEPwise survey. Resulting data were being entered and would shortly be analysed, 

with support from WHO. Financial support had been secured to continue implementing the strategic 

plan. 

Dr MONNA (Cambodia) said that there was as yet no programme for the management ofNCD 

in her country. Diabetes was a significant problem and an awareness campaign should be launched 

very soon to correct unhealthy eating habits. It was also hoped that measures for systematic detection 

of uterine cancer would be put in place. 

Mr MATHESON (New Zealand), welcoming the insightful analysis contained in the 

evaluation, said that although evidence for effective tobacco control was clear, that was not the case 

for other causes of NCD, such as unhealthy diet or alcohol consumption. Countries were trying 

different approaches to achieve the goals of improved nutrition and reduction of obesity. He therefore 

supported continued cross-country comparisons in order to identify more clearly which interventions 

were effective. In view of the limited resources available, it was particularly important to ensure that 

activities were backed by sound evidence. 

Mr V AEV AE PARE (Cook Islands) reported that NCD were the biggest health challenge in his 

country, and the share of the health budget devoted to their prevention and control was gradually 

rising. Much work still needed to be done, including completion of the STEPwise survey. Cross-
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sectoral cooperation was being pursued, together with work with civil society groups. He supported 

the proposal to establish a Pacific mental health network. 

The REGIONAL DIRECTOR, thanking Member States for their strong support of the NCD 

prevention and control programme, cited research that had been carried out on the relationship 

between disease and civilization, which suggested a "rule ofthumb"-·at any given point in time, one 

major disease accounts for 25% of all disease. During the 16th century, that disease had been 

"plague" or "black death", which had been responsible for a huge death toll in Europe and China. He 

suggested that for the 21st century the major disease was chronic noncommunicable lifestyle-related 

disease. In the majority of Member States in the Western Pacific Region, NCD accounted for more 

than 50% of deaths. It was therefore pertinent that several representatives had called for greater 

emphasis on NCD, not only in terms of political commitment, but also in budgetary allocation. 

In response to the comment from the representative of Viet Nam concerning the 

recommendations of the evaluation report that NCD programmes be strengthened and resources 

reallocated in his country, WHO would make every effort to provide further support, depending on 

the availability of funds. The Regional Director pointed out that the evaluation report had been 

received before development of the proposed programme budget for 2006-2007. The Regional 

Office had therefore been able to take its recommendations into account when developing the 

expected results. Resources would be mobilized to fill any gap in funding in the years to come. 

In response to the comment from the representative of Tonga on the time required before the 

results of programmes became evident, the Regional Director agreed that some partner agencies were 

reluctant to provide funds for NCD programmes, believing that they would not "bear fruit" for many 

years. However, as affirmed by ministers at the International Conference on Health Promotion in 

Kyoto, Japan, in 2002, if everything was put in place, positive results would be seen in only two to 

three years. 

The representatives of Australia and Tonga had raised the issue of reviewing progress on 

resolution WPRlRC51.R5. The former had suggested that NCD should be on the agenda of the 

fifty-seventh session of the Regional Committee. The Regional Director agreed with that proposal. 

Referring to the account of the representative of the Philippines regarding his country's 

experience in building partnerships with the private sector, specifically the food industry, and his call 

for the Regional Office to prepare guidelines for such partnerships, the Regional Director said it was 

an interesting strategy, but it would be a difficult task to produce such a guideline due to the vested 

interests of some companies. However, the Regional Office would explore the issue. 

The Regional Director called on the REGIONAL ADVISER IN NONCOMMUNICABLE 

DISEASES to respond to further comments from the representatives of Malaysia and Tonga. 
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The REGIONAL ADVISER IN NONCOMMUNICABLE DISEASES considered that the 

evaluation of the conceptual framework of the strategy for noncommunicable diseases was still at the 

baseline level since the development of national plans and interventions had only started in many 

countries and areas in the last two or three years. He appreciated the support of AusAID to the 

STEPwise surveillance; such support had enabled its implementation on a scale that would not 

otherwise have been possible. The WHO STEPwise approach to noncommunicable disease 

surveillance developed during a meeting in Tonga in 2003 had become a standard framework that had 

been adopted by WHO and the South Pacific Community in close partnership. The framework that 

had been developed in the Region would be covered by the report Preventing chronic disease: a vital 

investment planned for publication by WHO Headquarters in October 2005, thus having an impact at 

the global level. 

The framework identified key processes at three levels: the first level, a core level at which 

countries decided on actions that could be taken with available resources; the second level, at which 

an expanded long-term intervention (such as promotion oflifestyle changes) could be considered; and 

the third, optimal, level, at which clinical interventions requiring larger resources could be considered. 

The STEPwise surveillance framework would enable the evaluation of impact and outcome at three 

levels: Step One, at which information could be gathered through surveys and interviews; Step Two, 

at which anthropometric measures could be applied; and Step Three, at which blood tests and other 

biochemical tests could be incorporated. The three levels would identify eight major risk factors. 

Fifteen countries in the Pacific had started baseline national noncommunicable disease surveys 

based on STEPS. Support in various forms, including a workshop on data analysis planned for 

February 2006, would enable countries in the Pacific to complete data analysis and compile the 

reports by the end of 2006 to set the baseline for the Pacific. In Asia, the survey was ongoing in 

Mongolia; STEPS guidelines were being adapted in China; the STEPS survey had been undertaken in 

the Philippines; STEPS-compatible surveys had been completed in Viet Nam; and STEPS had been 

incorporated into the surveillance programme in Malaysia. Therefore there was broad Asian and 

Pacific coverage for a comparable baseline of data on the eight risk factors and the setting of targets 

and objectives for future evaluation. 

2. ELEVENTH GENERAL PROGRAMME OF WORK, 2006-2015, AND GUIDING 

PRINCIPLES FOR STRATEGIC RESOURCE ALLOCATIONS: Item 10 of the Agenda 

(Document WPRlRC56/6) 

The REGIONAL DIRECTOR said that the draft executive summary of the Eleventh General 

Programme of Work 2006-2015 and the current draft of the guiding principles for strategic resource 

allocations were contained in document WPRlRC56/6 as Annexes 1 and 2, respectively. 
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The preparation of a programme of work covering a specific period was a constitutional 

requirement of WHO. The Eleventh General Programme of Work was for the 10-year period from 

2006 to 2015. 

The executive summary had heen prepared through a consultative process over the course of a 

year-a development process that was still ongoing-involving the WHO Secretariat, Member States, 

United Nations agencies, intergovernmental organizations, civil society and major stakeholders. 

Following the review of the executive summary by regional governing bodies and further 

consultations with other partners, a General Programme of Work would be presented to the Executive 

Board at its 117th session and amended as necessary before presentation to the Fifty-ninth World 

Health Assembly for approval. 

The General Programme of Work would provide the framework for WHO's work over the next 

10 years, thus the Committee's comments would be very important. 

Based on the Secretariat's report on resolution WHA51.31, the Fifty-seventh World Health 

Assembly had requested the Director-General to develop guiding principles and criteria for the 

strategic allocation of resources across the Organization, to be submitted to the Executive Board. A 

draft document had been submitted to the 1 I 5th session of the Executive Board, which reviewed the 

progress. A revised draft had been submitted to the Executive Board at its 116th session. The 

Regional Director said he considered that draft to be a positive step forward from the negative effect 

resolution WHA51.31 had had on the regional allocation in the Western Pacific Region over the last 

three bienniums. 

The Regional Director invited the Regional Committee to consider the draft of the Executive 

Summary of the General Programme of Work and to comment on its strategic orientation. He also 

invited the Regional Committee to consider and comment on the current draft of the guiding 

principles for strategic resource allocations. 

He then introduced Ms Namita Pradhan, Director, Planning, Resource Coordination and 

Performance Monitoring, WHO Headquarters, who would discuss the two documents in more detail. 

The DIRECTOR, PLANNING, RESOURCE COORDINATION AND PERFORMANCE 

MONITORING, WHO HEADQUARTERS, explained that the draft Eleventh General Programme of 

Work and the draft guiding principles for strategic resource allocations would be reviewed by the 

Executive Board in January 2006 before being presented to the World Health Assembly in May 2006 

for approval. Their adoption would be followed by the organization of implementation seminars for 

WHO and key partners in different countries. The General Programme of Work would be evaluated 

at mid-term, around 2008-2010. 



SUMMARY RECORD OF THE THIRD MEETING 123 

She explained that the Eleventh General Programme of Work had identified the four major 

challenges to the attainment of health as gaps in synergy and responsibility, gaps in implementation, 

gaps in social justice, and gaps in knowledge. The global health agenda contained in the Global 

Programme of Work had proposed steps to address the 10 priority areas for action: ( 1) ensure access 

to essential services; (2) build individual and global health security; (3) promote health-related human 

rights; (4) reduce poverty and its effects on health; (5) tackle the social determinants of health; 

(6) promote a healthier environment; (7) build well-financed and equitable health systems; (8) ensure 

an adequate health workforce; (9) harness knowledge, science and technology; and (10) strengthen 

governance and leadership. 

The Regional Committee was invited to consider the draft documents and to comment on the 

strategic orientation of the General Programme of Work and the draft guiding principles for strategic 

resource allocations, particularly on the actions that would be required from all sectors and 

stakeholders to close the gaps and implement the global health agenda, what needed to be done in 

each of the proposed 10 priority areas and by whom; and what would be the modus operandi for new 

coalitions. 

The global programme of work proposed a renewed framework for results-based management 

that stressed the importance of equity and support to countries in greatest need, in particular, least 

developed countries; highlighted that resource allocation should encompass all sources of funds; 

stressed the need for flexibility in the allocation of resources; linked the allocation of resources to 

_ perfonnance and clarified the need for support to overcome shortcomings in the perfonnance of 

programmes to enable rapid progress; emphasized that the three complementary perspectives

programmatic, functional and organizational-needed to be considered; introduced the concept of a 

validation mechanism to ensure equity and focus on countries in greatest need in the allocation of 

resources. Strategic resource allocation was an essential component of strategic planning. 

In a parallel process, a validation mechanism would be used as a cross-check to ensure equity 

and support to countries in greatest need. The mechanism was currently under development and 

various mathematical models had been examined. A proposal would be presented to the Executive 

Board in January 2006. The mechanism would comprise three perspectives: a core component which 

would cover the core functions at WHO Headquarters and in the regions; an engagement factor, which 

represented the minimum cost of engagement with countries; and a needs-based component, 

aggregated at the regional level, which would cover health and socioeconomic indicators, grouping 

them into quantiles (with progressive assignment of resources based on relative need) and taking 

population factors into account. The mechanism related to the headquarters and regional levels only. 

Following consideration of the draft Eleventh General Programme of Work by the regional 

committees, work on the medium-term strategic plan, strategic objectives, resource outlooks and 
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validation mechanism would continue. The discussions by the Executive Board in January 2006 

would be critical and would include consideration of revised drafts of the Eleventh General 

Programme of Work and the guiding principles for strategic resource allocations, and the proposed 

validation mechanism. The Eleventh General Programme of Work and the guiding principles for 

strategic resource allocations would be submitted for consideration by the World Health Assembly in 

May 2006. The draft medium-term strategic plan and the proposed programme budget for 2008-2009 

would be considered by the Regional Committees in September 2006, by the Executive Board in 

January 2007 and by the Health Assembly in May 2007. It was hoped that the new mechanisms 

would be used in planning the 2008-2009 proposed programme budget. 

Mr IW ABUCHI (Japan) observed that the draft Eleventh General Programme of Work 

reflected the global consensus, articulated in the Millennium Development Goals, that good health 

was indispensable for every aspect of development. He endorsed the view that, despite the overall 

progress in improving health status, disparities in health had reached unacceptable levels. The scope 

of WHO's work should therefore be extended to cover the fundamental social determinants of health. 

including health-related human rights and poverty, such activities being properly targeted. He 

supported the general direction taken in those areas in the draft under consideration. Recent 

achievements, such as the successful negotiation of the revised International Health Regulations 

(2005) and the WHO Framework Convention on Tobacco Control, had strengthened WHO's global 

presence. The Organization must continue to show strong leadership in implementing the Eleventh 

General Programme of Work. 

Mr MATHESON (New Zealand) supported the approach being taken. He asked how potential 

mismatches between resources and disease burden, such as that discussed earlier by the Committee in 

relation to noncommunicable diseases, would be avoided. Further, he requested clarification on the 

use of a population-based formula for the allocation of resources. There was some concern about the 

likely impact that would have on Pacific island countries and areas, given their infrastructure needs. 

Dr SELAKU (Tuvalu) expressed reservations regarding the draft guiding principles for 

strategic resource allocations. The global formula for allocating resources did not appear to reflect the 

needs of island countries and areas. Moreover, the components of the validation mechanism required 

further clarification. The presentation had indicated that the mechanism was only concerned with the 

headquarters and regional levels, so how would country allocations be determined? 

Document WPRlRC56/6 highlighted the wide range of WHO's work in the Region and globally, 

demonstrated the balance between activities across the health sector, and charted possible future 

directions for WHO and strategic directions for all contributors to public health. The phrase 

"Recognizing regional speclficities" in paragraph 16 of Annex 2 required further clarification. 
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Dr QI (China) commended WHO for its work in developing the Eleventh General Programme 

of Work and the guiding principles, and in placing health planning at the heart of the development 

agenda. The draft Eleventh General Programme of Work described the current health situation 

objectively, but did not provide sufficient information regarding resource management in areas 

undergoing socioeconomic transition. WHO should make greater efforts to reduce disparities in the 

health situation in different regions, taking active steps to balance health development, mobilize 

private sector participation, help channel support from developed to developing countries, strengthen 

information exchange and encourage health policy research and development. WHO must take 

advantage of technology to strengthen its position among health-related international partners and 

playa leadership role in providing guidance and coordination. He requested clarification as to how 

the Eleventh General Programme of Work would affect the proposed programme budget for 2006-

2007 and whether that would include any changes in direction. 

China supported the proposed guiding principles in general and hoped that the allocation 

process would be implemented fairly and transparently and with the full participation of all regions. 

Independent experts should oversee the application of the validation mechanism. China endorsed the 

concern expressed by the representative of New Zealand regarding the use of a population factor in 

determining allocations, as mentioned in paragraph 26 of Annex 2 to document WPRlRC56/6. 

Population weighting should not have a negative effect on countries and areas with very high or very 

low populations. 

Mr DAVIES (Australia), ackriowledging the importance of the development of the Eleventh 

General Programme of Work, said that the Organization might risk jeopardizing its effectiveness if it 

tackled a very broad range of socioeconomic determinants, set too many priorities, and spread its 

limited resources too thinly across too many activities. WHO's recent successes, such as the 

negotiation of the WHO Framework Convention on Tobacco Control, the response to the SARS 

outbreak and global leadership in strengthening influenza pandemic preparedness and response, 

related to its core functions. Those achievements, which were particularly significant for the Western 

Pacific Region, had been ackriowledged globally and had been a major factor in the acceptance of an 

increase in the programme budget for 2006-2007. WHO must not lose sight of its core functions; it 

must continue to focus on its strengths and on areas in which it had demonstrated a high level of 

competence. The reference to globalization in paragraph 2 of Annex I to document WPRlRC56/6 was 

couched in negative terms, expressing a view that was not universally shared. A more balanced 

statement would be preferable. 

Australia welcomed the development of guiding principles for the strategic allocation of 

resources across WHO as part of a results-based management framework, and the improvements to 

the resource allocation framework, in particular to the monitoring capability and accountability 
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mechanisms. The changes would enhance transparency and increase the confidence of Member States 

in the overall financial management of the Organization. Although the guiding principles in relation 

to equity and meeting the needs of the least developed countries had been refined, the validation 

mechanism required further clarification. The work involved in developing indicators and indices 

should not be underestimated. It was difficult to see how the principles would be applied in practice 

given that some 70% of total financial resources were voluntary contributions, with a high proportion 

earmarked for specitic purposes by donors. The document noted that a flexible approach would be 

needed in the application of voluntary contributions (Annex 2, paragraph 27). In that regard, the 

Australian Agency for International Development (AusAID) had asked WHO to identify priorities for 

Australian voluntary contributions in the Asia Pacific region and to provide a consolidated proposal 

for activities. It was expected that WHO Headquarters would consult with the Regional Offices for 

the Western Pacific and for South-East Asia in formulating the submission, and would take into 

account the total resources available across the various priority programmes. Determining the balance 

between regular and voluntary resources in regional allocations would be important. especially for the 

Western Pacific Region, which had previously been disadvantaged in the allocation of extrabudgetary 

resources. The principles for the allocation of resources contributed by organizations, such as the 

Global Fund to Fight AIDS, Tuberculosis and Malaria and the Global Alliance for Vaccines and 

Immunization, and by governments, should also be clarified. Australia would cooperate with WHO in 

taking the work further. 

Dr RADFORD (United Kingdom of Great Britain and Nonhern Ireland) welcomed the work 

being undertaken to develop a strategic approach and to improve links between activities, including 

those required for the attainment of the Millennium Development Goals. The work should enhance 

understanding of the processes involved. It was unlikely that WHO would ever have sufficient 

resources to meet the challenges and demands it faced, and so there would be a need to set priorities 

and to formulate criteria for downgrading priorities as necessary. Those areas should be covered in 

the guiding principles, in particular in principle 4, which referred to allocating resources over a six

year period. Technological advances and the emergence of new threats and challenges demanded a 

flexible approach, and Member States required a greater degree of transparency if they were to engage 

effectively in the allocation process. Extrabudgetary contributions to WHO were expected to go on 

increasing. It was reasonable to assume that donors would be interested in the processes under 

consideration, but Member States should also be kept fully informed. Such transparency also applied 

to the proposed medium-term strategic plan due to be developed later in the year. She requested 

further information on the steps to be taken, in particular in the context of engaging Member States in 

the period prior to January 2006, when the Executive Board would consider the revised documents. 

She endorsed the comments made by the representative of Australia concerning the need for WHO to 

concentrate on areas in which it could provide global leadership and added value. 
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Mrs BLACKWOOD (United States of America), expressing appreciation to the representative 

of Australia for his comments, said that the United States would make specific comments on the 

General Programme of Work during the forthcoming session of the Regional Committee for the 

Americas. She commended the consultative process and looked forward to a new policy for strategic 

resource allocation that would be relevant to current needs, the core functions of the Organization and 

a commitment to the focus on countries, with emphasis on those in greatest need. The policy should 

respond to real needs in countries and should be firmly rooted in WHO's collective priorities. 

The proposed validation mechanism appeared to be based on a sound approach. A similar 

exercise in the Pan American Health Organization, during the revision of its budget policy, had 

proved complex but had resulted in an allocation process that had been accepted by the Region as a 

whole. Setting parameters, selecting the most relevant determinants for health status, and reflecting a 

needs-based approach while taking population into account were all part of the process. It was 

essential to use the most relevant data in determining the indicators for health and socioeconomic 

status in the needs-based component. 

The changing nature of WHO's relationship in countries and regions must be fully understood 

and reflected in budget policy, strategic planning and technical cooperation. Country-level conditions 

would continue to change and the programme budget should therefore be seen as a flexible, strategic 

management instrument that was effective in both the design and the execution of programmes. 

Use of resources at all levels, but especially at the country level, should be subject to thorough 

oversight through monitoring and evaluation so that resource allocation, undertaken in accordance 

with the guiding principles, was more responsive to programme performance and results. 

Mrs ARTHUR (France) said that the draft Eleventh General Programme of Work should 

emphasize the need for WHO to playa major role in implementing the global health plan, taking into 

account the public health issues identified elsewhere, for example, in commercial agreements. It 

should also coordinate the public health activities of other international organizations. Other priorities 

included: the prevention and promotion of health; the financing of health systems, taking into account 

the difference between countries; measures for attaining the health-related Millennium Development 

Goals; questions of equity and the reduction of inequalities in health; public health research; and 

gender-specific perspectives. Those priorities must be clearly articulated in order to ensure proper 

implementation of activities. She requested further information on the measures envisaged for 

monitoring implementation. 

Mr LEE (Republic of Korea), acknowledging the work of the Regional Office in preparing the 

Proposed programme budget 2006-2007, supported its general content, with its simpler and clearer 

indicators. He welcomed the fact that it reflected his country's request at the previous session of the 
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Regional Committee for increased allocation of resources to the prevention and control of 

communicable diseases and research into noncommunicable diseases. His country also supported the 

continuing work on the General Programme of Work and the guiding principles for strategic 

allocation of resources. The General Programme of Work must be linked with work towards the 

Millennium Development Goals, concentrating resources on core functions and ensuring full 

implementation of programmes. 

The REGIONAL DIRECTOR acknowledged the helpful observations and suggestions. With 

regard to the comment of the representative of Tuvalu, he stated categorically that the countries were 

not being neglected. He recalled resolution WHA5l.3l on regular budget allocations to regions. 

implementation of which had resulted in two other regions benefiting at the expense of the Western 

Pacific Region. For that reason, the Regional Committee had repeatedly called for that resolution to 

be revoked; members of the Executive Board from the Region had called for it to be rescinded. The 

model recommended in resolution WHA51.3l drew on the Human Development Index of the United 

Nations Development Programme (UNDP) and allowed for population by means of logarithmic 

smoothing rather than a square-root Junction, which, as the representative of China had pointed out, 

meant that population size carried little weight. The question of country allocation did not arise 'With 

the proposed validation mechanism which was concerned with the partition of funds between WHO 

Headquarters and regions. The engagement factor represented an equal amount that would be 

distributed to all countries. Each country's population factor would be taken into account in the 

needs-based component by a means to be decided by the governing bodies; a square-root function, 

however, would favour the Western Pacific Region, whereas logarithmic smoothing would not. Once 

a decision had been taken about the distribution to regions, the next step was the prerogative of the 

Regional Committee, and the Regional Director recalled that in 1999 the Committee had given him 

the mandate (resolution WPRlRC50.RI) to decide the country allocations: 60% of the country 

planning figure would be determined on the basis of the model recommended by resolution 

WHA51.3l, which drew upon the UNDP Human Development Index, and the remaining 40% would 

be determined by him taking into account the following considerations-the least developed countries 

should not suffer, wealthy countries would be asked to forego an allocation or receive a minimum 

allocation, the specific health needs of individual countries, and changes in allocations would be 

gradual. That mandate remained valid for the 2006-2007 biennium. It was the right of Regional 

Committee to change that mandate, if it wished. He assured all Member States in the Region that they 

would receive more resources in the 2006-2007 biennium. 

With regard to question by the representative of China about when the General Programme of 

Work would be implemented. the Regional Director said that it would come into force for the 

2008-2009 biennium. He assured the representative of Australia that he would work with WHO 

Headquarters to ensure that resources were used in priority areas, and noted that the General 
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Programme of Work did not mention global funds, which were covered, however, by the Medium

term Strategic Plan and the biennial programme budgets. 

THE DIRECTOR, PLANNING, RESOURCE COORDINATION AND PERFORMANCE 

MONITORING, WHO HEADQUARTERS expressed gratitude for the valuable comments and 

suggestions, which would be considered for incorporation into the version to be submitted to the 

Executive Board at its 1 17th session. With regard to allocating funds to areas with a heavy disease 

burden, she emphasized that the results-based concept was geared to meeting the pressing needs of 

countries and capitalizing on WHO's relative advantage. The identification in the programme budget 

2006-2007 of NCD as demanding greater attention indicated the robustness of that approach, with 

resources being matched against needs identified by countries. WHO Headquarters and the regions 

were working hard to develop the validation mechanism. Different models and approaches had been 

considered, but it was notable that the outcomes of applying them to the programme budget 

2006-2007 were not starkly different, suggesting that the results-based approach was becoming more 

successful. 

She confirmed that the General Programme of Work was broad, but that was because it was a 

global health agenda. The next step was to identifY what WHO should be doing. Should it 

contemplate acting in all areas? Where did its relative strengths lie? Those questions needed to be 

answered after consultations and reflected in the Medium-term Strategic Plan. The results-based 

approach not only responded to needs, but also tracked the allocation and use of resources through 

monitoring and oversight to ensure transparency and accountability. WHO was committed to that 

process when approaching donors for funds. 

The receipt of voluntary contributions did raise challenges. WHO needed to ensure that such 

funds were channelled to the priority areas that had been agreed by the World Health Assembly. The 

situation was improving as the Secretariat had ongoing dialogue with both donor and recipient 

Member States. It would have to be recognized, however, that not all voluntary contributions would 

be flexible; some would remain earmarked. 

Before submission of proposals to the Executive Board at its 1 17th session, there would be 

continuing broad consultation on the General Programme of Work. One meeting had been planned 

for the Regional Offices for the Western Pacific and South-East Asia, to be held in Bangkok, at the 

end of September 2005, and to which nongovernmental organizations would be invited. Further 

consultation would be offered through the Internet and other electronic media in order to maximize 

external input. For strategic allocation of resources, the Executive Board would be presented with 

different options. 
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Dr TUIKETEI (Fiji) said that, in the light of the Secretariat's clarifications and responses, she 

acknowledged what WHO had proposed and supported the General Programme of Work and the 

processes outlined, including those for strategic resource allocation. 

In the absence of further comments, the CHAIRPERSON requested the Rapporteurs to prepare 

an appropriate draft resolution. 

The meeting rose at 17: 15. 


