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3. INTRODUCTION 

The Thirteenth Meeting of the Regional Director with WHO Representatives (WRs) 
and Regional Office Staff was held in EMRO, Alexandria, Egypt, fiom 25-29 August 1996. 
Plenary sessions were held on 25 26 and 29 August and individual meetings betwccn WRs 
and the staff of various divisions were held on 27 and 28 August 1996. The agenda and list 
of participants are given in Annexes 1 and 2, respectively. 

2. OPENING SESSION 

Dr Hrrssein A. Gezairy welcomed all the staff, both from the field and the Regional 
Office, and in particular new WHO Representatives and staff. 

'lhe Kegional Director referred to the need to keep WKs and Kegional Uifice statT 
informed of resolutions and decisions of the WHO Governing Bodies as soon as these 
resolutions are taken. Several steps were being taken in this regard through the use of fax 
and e-mail. Press releases issued by WHO would similarly be faxed or e-mailed to all WRs 
in order to reach them at least six hours before reaching the media. 

Among the responsibilities of WRs was to brief members of the Executive Board 
(EB) from their countries of assignment. Specifically, he referred in this regard to the 
forthcoming debate on WHO'S missions and functions, which would be discussed at the 
forty-third session of the Regional Committee prior to next year's Board meeting. 

Referring to the budgetary situation, Dr Gezairy noted the significant shift fiom 
dependence an  assessed contributions paid by Member Sh-ites and which comprised the 
regular budget, to dependence on extrabudgetary contributions, which represented more than 
50% of WHO resources during the last three biennia. Furthermore, over 80% of both regular 
and extrabudgetary resources were being provided by less than 10 countries; this near total 
dependence on a few countries has not been heaIthy. As an example of WHO suffering fkom 
this system, he referred to the decision of the Director-General to reduce the budget for 
199611997 by 10% as a consequence of failure of one country to pay its assessed 
contribution. This would be discussed at the Regional Committee. As the Regional Office 
had becn informcd of thc 10% cut aftcr thc Joint Progranlme Rcview Missioils (JPRMs) lrad 
been completed, in order not to go through another JPRM exercise to make this cut and with 
the hope that the cut would be returned, no cuts had been made to the 1995 budget. Rather, 
the 10% reduction had been effected by reducing some of the funds for intercounty 
activities planned for 1997. 

Referring to collaboration and cooperation with United Nations agencies, Dr Gezairy 
reiterated the need to continue in full cooperation with all UN agencies. He referred to 
regular meetings with UNICEF and stressed the need for coordination and collaboration 
with the World Bank, UNDP, UNFPA, UNESCO and other UN agencies. He acknowledged 
the excellent support of AGFUND, CDC and Rotary International and the Islamic 
Development Bank. He indicated the need to seek other important resources where support 
might be found, including Japan International Cooperation Administration (JICA), and the 
Asian and the African Development Banks. 



3. ELECTION OF OFFICERS 

Mr T. Zeribi, WR/Morocco, was elected as Chairman and Dr H. Wahdan and 
Dr A. Idris as Rapporteurs. 

4. AGENDA ITEMS 

4.1 Follow-up to the recommendations of the last meeting (agenda item 2) 

Dr Wahdan, ARD, presented a follow-up of actions taken in response to the 
recommendations of the 12th Meeting. Fifty-eight recommendations were made in 17 main 
fields, some addressed to EMRO, others to WRs and some to all the staff. Follow-up was 
made with all WRs and Regional Office staff and most of the recommendations were 
implemented. 

Discussion 

1. The analysis of costlexpenditures of different itemslactivities for both WRs' offices and 
the Regional Office highlighted some items that need a thorough review with the aim of 
reducing expenditures. It is satisfying to note that this exercise has triggered actions to 
minimize costs as much as possible, particularly on items with considerabIe expenditures 
such as telephones, faxes, stationary and common services. 

2. Efforts are underway to recruit short-term consultants from the Region and to use 
national experts on a temporary basis. This will also encourage technical cooperation 
within the Region. 

3. Request for use of funds allocated for emerging priorities are to be strictly limited to this 
purpose and WHO staff should not request the Regional Director's approval for its use 
unless it is appropriate. 

4. WRs should continue their efforts to promote national actions for prevention and control 
of AIDS whether they are the focal points in the UN theme groups or not. 

5. Efforts were continuing to link WRs' Offices with EMRO through e-mail and the 
Internet. 

6.  It is satisfying to note that the 1994195 unliquidated obligations are being liquidated at a 
much better rate than in 1992/ 1993. 

7. A thorough look at the national training activities is needed, this being one of the main 
areas of collaboration in many countries and programmes. The formats for such activities 
are to be modified to include more technical elements. 

8. WR and Regional Office staff are requested to send to WR Egypt comments on the NTA 
format which was proposed by him and field tested in Egypt from the beginning of 1996. 



4.2 Evaluation of the last round of JPRMs (agenda item 3) 

The topic was presented by Dr Wahdan who referred to the changes made in the 
procedures for conducting the last round of JPRMs, particularly the two implementation 
stages (reprogramming of 1994/95 carried out June 1995 and planning of the 1996197 
programme of collaboration during the last two months of 1995). 

He then presented a review of the preparatinns madr in EMRO and nt country level 
before the mission and the steps taken for review in EMRO after the draft report had been 
prepared by the team. The evaluation of the JPRM had been carried out through verbal and 
written commcnts made by nationals, WHO team members and other staff at the Regional 
Office and at country level. The main findings of the review were the following. 

1. It was generally agreed that the idea of having the JPRM targct-oricntcd, product- 
directed and activity-centered was a good one. 

2. There was a general feeling that the duration of the missiu~~ s~iuuld be in~reasecl, 
especially in large countries with large programmes of collaboration. 

3. The JPRM should start early enough in the second half of the second year of the 
biennium to ensure its completion before the beginning of the next biennium. 

4. Attendance of the national members of the team has often been irregular and in some 
instances inadequate. 

5. In many countries difficulties had been faced in using the computer package. 

Discussion 

1. The JPRM should not be a one or two week exercise, but a 3-4 month exercise, ending 
with a week for the joint meeting of the national and WHO team. 

2. Efforts should be made by the JPRM team to strictly follow the guidelines for conduct 
of the mission. This will avoid delays in finali~atinn o f  the report. 

3. It should be ensured that the JPRM is done in the country and with wide involvement of 
national managers and advance determination of national priorities for WHO 
collaboration. 

4. The JPRM report, once approvcd by thc Rcgional Director and the Minister of Health, 
is binding on WHO and nationals and any changes in it should not be made from one 
side only without consulting the other. 

5. The targets in the JPRM should be national targets and not regional targets. 

6. 'She present Budget Change Request is subject to reconsideration and all staff are 
invited to send proposals for a modified version. 



7. Programmes included in the JPRM report should not be restricted to those only fbnded 
by WHO 

4.3 A review of the process of preparation of the 199811999 programme budget and 
evaluation (agenda item 4) 

The topic was presented by Dr H. Lafif, BFO. The preparation of the 1998f1999 
pruglanme budget has bccn cornplcted for presentation to the Regional Committee and has 
incorporated the changes requested by the Governing Bodies in terms of budgetary reform, 
emphasizing a more precise definition with measurable targets and products. As in the 
previous biennium, guidelines and samples were sent to the Governments and technical units 
to assist them in developing their proposals, this time, however, at the major programme 
level (2 digits) within the policy framework of the Ninth GPW: 

1, Integrating health and human development in public policies; 
2. Ensuring equitable access to health sewices; 
3. Promoting and protecting health; and 
4. Preventing and controlling specific health problems. 

The following priority areas were clarified in May 1996 by the Executive Board: 

Eradication of specific communicable diseases 
Prevention and control of specific communicable diseases 
Reproductive health, women's health and family health 

r Promotion of primary health care and other areas that contribute to primary health care, 
such as essential drugs and vaccines, and nutrition 
Promotion of environmental health, especially community water supply and sanitation 

The deadlines set for response were very tight and often were not met. The 
submissions from governments were in many cases not presented in the required format. 
Iiowcvcr, there was a better understanding of the requirements, after the 199611997 
programme budget preparation and more so after the JPRM exercise. 

As in 199G/1997, the 1998/1999 proposals were not fully in line with the priorities 
set by the Executive Board. The reduction in the share of the budget in priority areas is 
however essentially artificial and was mainly due to the shifts in the 1996/1997 budget at the 
request of the EB in January 1995, which increased considerably the allocation to somc 
programmes such as PHC, EDV and DPC. Similarly the increase in HRH in the proposed 
budget of 199811999 is due only to the important reduction made in finalizing the 199611 997 
programme budget. The fact that the EB priorities for 1998/1999 were only determined as 
late as May 1996 also played a part in this. It has also to be understood that Member States 
have their own priorities which may differ ffom those set by the Executive Board. 

The proposed programme budget was developed with the same total budget level of 
US$ 86 558 000 as that approved for 199611997, which means that cost increases have not 
been included. They will be included at a later stage, for submission to the Executive Board 
in January 1997 and subsequently to the World Health Assembly in May 1997. From the 



experience of 1996li997 there is a probability that cost increases will not be provided in full, 
resulting in another biennium of real decrease. 

Discussion 

1. Member States' priorities are paramount. The countries of the Region already cover from 
their national budgets a large part of the funds for priority programmes identified by the 
Executive Board. The need tn cover frnm the WHO regular budget other areas which 
need additional support is therefore understood. This is particularly the case for human 
resources for health, which is an important priority in the Region. 

2. The Regional Committee should reassert its role in regional priority setting. The 
Executive Board's role is in the strategy, not in the policy making, which is the role of 
the WHA and Regional Committee. In this connection the Regional Committee should 
be requested to establish regional priorities. 

3. Countries need more lime to ide~ltify their priorities and document the articulation of 
WHO regular budget and their own country budgets in dealing with the different sets of 
priorities. This exercise need not be limited to the time of preparation of the country 
programme budget proposals. 

4. Additional briefing of the Executive Board members on the regional situation should be 
encouraged. In particular for the new members horn the Kegion, as requested previously 
from WRs, 

4.4 Renewal, monitoring and evaluation of the HFA strategy (agenda item 5) 

This subiect was presented by Dr Wahdan. He indicated that the goal of HFA by the 
year 2000 through PHC, has motivated national authorities and international agencies to 
make necessary contributions towards this aspirational goal. 

During the last 20 years considerable achievements have been made in ensuring 
access to health care services, water supply and sanitation, health promotion and diseases 
prevention and control. 

However, many challenges remain. Several such challenges were mentioned, e.g. 
35% of the population of the Region still lack access to a water supply, 65% do not have 
adequate sanitation facilities and 20% of children are not vaccinated. In addition, the Region 
is prone to and lives with emergencies of various kinds, natural and man-made, with 
significant negative results on hcnlth. It is cxpected that certain of the new internationally 
adopted policies and agreements, in particular the globalization of economic trade, will have 
an indirect negative impact on health and on the availability of health care services through 
the widening of the gap between rich and  pooi-. 



Renewal of HFA has three dimensions: 

Reaffirming the principle of HFA; 
Applying what has been learnt from the experience of the last 20 years about what 
works and what does not work especially with respect to making health services 
effective, efficient and equitable; and 
Adapting existing approaches to new realities or introducing new approaches. 

To achieve the above, WHO is promoting debate on its future strategies, in response 
to global changes. This debate is promoted at all levels to ensure the widest participation 
possible in the formulation of solutions and strategies that can achieve sustained 
improvements in health. 

Refercncc was also made to the WHA resolution of 1995 (WHA48.16) and to thc 
recommendations of the EB working group on the WHO response to global change calling 
for updating of HFA strategy in response to global change. 

The expected outcomes of the process of renewal are: 

Kenewed dialogue on health between all concerned; nationals, WHO and other partners 
Renewed commitment to HFA 
A new health policy for HFA reflecting the changing global situation 
Endorsement of the new global policy 
A global health charter. 

The process of this renewal involves: 

1. At WHO headquarters 
Extensive cross-divisional discussions, briefings for Global Policy Council and 
Management Development Committee and the establishment of five working groups: 

Health policy 
Health status and determinants 
Technology for health in the future 
Indicators for monitoring of HFA 
Essential public health functions. 

2. At Regional Offices 
Briefing Regional Office focal points and identification of focal points for headquarters 
working groups. 

3. Country consultations with the purpose of : 

Raising awareness of national leader of the need to place health high on the political 
agenda; 
Ensuring full participation of nationals in the renewal process; 



e Offering an opportunity to Member States to make a broad analysis of the existing health 
situation, determine expected trends over the next 25 years and identify the main health 
issues and challenges; 
Ensuring a feeling of ownership of the renewed strategy by Member States; and 

0 Open debate with the academic and scientific communities and with the press, and the 
use of mass-media. 

Actions so far taken by EMRO in the renewal process: 

The basic concepts of the renewal have been adopted and practised in the Region 
under different headings and titles from those spelled out under the title of renewal of HFA. 
For example, the question of emphasizing individual, family and community responsibility 
for health has been one of the concerns and initiatives of EMRO. It is however placed under 
the title of Basic Minimum Needs or Basic Development Needs (BMNIBDN). Other 
initiatives promoted in the EMR relevant to the renewal of HFA include promotion of the 
spiritual dimensions of HFA, school health curricula, healthy cities, leadership development 
and family care. 

It is satisfying to note that in most countries of the Region health is well placed 
within lht; overall d~v~luynlent  framework and the political leaclersllip in counties uf the 
Region have identified health as one of the top priorities. 

The Regional Committee for the Eastern Mediterranean in its forty-second session in 
1995 considered the subject and it was agreed to structure some country visits to examine 
national HFA policies, strategies and achievements and trigger the process of considering 
renewal. Two countries, namely Egypt and the Islamic Kepublic of Iran, were visited in 
February 1996 with very successful initial outcomes. 

In EMRO, a regional working group was established with representation from 
various divisions. The following membership was agreed to: ARD, DMP, PHP, WPD, 
CDS, PHs, LAB, NUR, HED. The working group has the following terms of reference: 

1. Review regional achievements in HFA since Alma-Ata. 
2. Define the challenges and difficulties facing achievement of HFA strategies in the 

Region and define ways of addressing them. 
3. Define regional initiatives and contributions to ensure achievement of HFA. 
4. Identify new initiatives that could enhance achieving HFA. 
5 .  Follow-up on efforts taken at country level and support national consultations as 

required. 

At the country ievel it is essential that the WHO representatives brief policy-makers, 
health managers and the media in an effort to start a process of country consultation on 
renewal of the HFA strategy. 



Discussion 

Dr M.I. A1 Khawashky, N W R  Egypt, referred to the success in the initial phase of 
the country consultation and warned about subsequent shifts of national emphasis to other 
issues of importance to the country involving policy-makers. WlUIran referred to the hurried 
arrangements made for the visit of the headquarters focal point and the organized 
consultation. 

In the discussion that followed, although the move was found to be timely, the 
following views were expressed: 

1. This initiative should be looked at as an operational framework, as ways and means to 
implement HFA policy. 

2 .  In addition to rcnewed commitments to HFA, the discussion with nationals would focus 
on seeking views and ideas to develop a framework for a workable model. 

3. Concern was expressed about the approach adopted so far. It should have been a bottom- 
up approach ratller tlml a top-down approach, as has beell the case so far. 

4. Efforts should be made to avoid the exercise being carried out as a separate vertical 
exercise. It should be part of the ongoing planning processes at country level. 

4.5 RegionaI health policy (agenda item 6) 

The subject was introduced by Ur A. Saleh, UMP. In his presentation he referred to 
the following global changes that may have an impact on health and the health sector: 

a End of the cold war era with the collapse of the Soviet Union 
a Trends towards democratization of political systems 
a The Uruguay Round of multilateral trade negotiations which was concluded in 1994 with 

the agreement to establish the World Trade Organization 
a Rapid advances and use of modem and sophisticated technology 
a The revolution in global communication 
a Ongoing trends toward redefining of the role of government and public sector. 

These changes formed the hacic nf WFT0'9 nngning effort to fonnulitt~ appropriate 
approaches in response to global change. Dr Saleh referred to the main problems facing the 
process of formulating and implementing national health policies/plans appropriate to this 
reform: 

Overall relative weakness of national health care systems 
Poor organization and management of health services at all levels 

a Weak intersectoral cooperation, whether vertical or horizontal 
a Inadequate delegation of authority and power 
a Limited allocation of funds and unequal distribution of resources between preventive, 

promotive and curative programmes 
a Low salaries and inadequate working conditions of public employees 
a Weakness of the health intormation system 



Orientation of health manpower planning essentialIy towards the production of high 
quality medical graduates 
Inadequate community involvement 

I Prevailing unhealthy behaviour 
a Increasing and uncontrolled acquisition of sophisticated medical technology 

Dr Saleh then referred to the regional initiatives in support of HFA, in particular: the 
spiritual dimension of HFA; hasic minimum needs approach (BMNIBDN); and the action- 
oriented school health curriculum. He suggested the following main regional policy 
directions. 

I .  HFA as a valid and timeless aspirational goal 
2. National health policy as defining the national framework 
3. G~llphasis on hcalth as an integral part of the national socioeconomic development 

policy, and health impact on development 
4. Affirmation of the concept of PHC 
5. Institutionalization of the main regional initiatives 
6. Health information systems 
7. National capacity building 
8. Community partnership 
9. Intersectoral collaboration 
10. Public education and promotion of healthy lifestyles. 

Discussion 

In the discussion that followed there were different views regarding the need to 
establish a regional policy. The following points were highlighted. 

1. As a first step there is a need to encourage national authorities to developfupdate national 
policies. 

2. Preparatory steps must be ensured before attempting to write the policy. 
3. When there is agreement to develop a regional health policy, an outline should be 

prepared by a consultative group. Such an outline should be sent to WRs for their views 
and those of natinnels hefnre embarking on preparing the document. 

4. The Regional Director indicated that the need should first be assessed for having such a 
policy and if the need is there, then it has to be developed. It should be prepared as a sum 
of national policies. He highlighted the difference between the regional policy and the 
Regional Office policy. 

4.6 Follow-up on the five major international conferences (agenda item 7) 

This subject was introduced by Dr Wahdan. He referred to the five major UN 
Conferences held ~ I I  the 1990s, namely; 

World Summit for Children, 1990 
UN Conference on Environment and Development (UNCED), 1992 

a International Conference on Population and Development, 1994 
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World Summit for Social Development, 1995 
Fourth World Conference on Wnmcn, 1995. 

These Conferences addressed concerns of importance to the international community 
and drcw upon earlier conferences, in their respective areas, incllrding the 1978 conference 
on PHC in Alma-Ata. 

T&t;rl tugetlier, this continuancc of UN Conferences represents a remarkable 
achievement for the UN System as a whole as they represent agreement on shared values, 
shared goals and on strategies to achieve them. 

Integrated support 

In 1995, when the last of the five conferences on development was concluded it was 
everyone's expectation that the messages of these conferences would be carried strong and 
clear to all countries and throughout all of the UN system. Great efforts and ingenuity were 
invested in drafting the messages before each conference and each was concluded by a 
programme of action spelling out clearly how follow-up should be driven, how intersectoral 
cooperation should be achieved and how field coordination should be spread throughout all 
countries. 

It was felt that a balance was needed between maintaining the thematic integrity and 
maintenance of each individual conference and the need for integrated follow-up at country 
level. Last year the UN Administrative Committee on Coordination (ACC), in its meeting on 
12-13 October, discussed the follow-up of these conferences in all countries where the UN 
provides development assistance. 

The purposes of the integrated follnw-up and support would be: 

r To galvanize the system around priority goals and objectives emerging from the recent 
UN conferences; 

r To rationalize and strengthen the UN system follow-up mechanism in order to achieve 
the delivery of coordinated assistance at the country level. 

The ACC recommended the establishment of interagency task forces on the main 
themes emanating from these conferences. Three task forces were established namely: 

Task force on employment and sustainable livelihood 
Task force on basic social development for all 
Task force on the enabling environments for economic and social development. 

These task forces held meetings to address various issues related to their field of 
work. 
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WHO inputs 

In the discussion at the global MDC the importance of WHO participation in the 
work of the interagency task force was emphasized to avoid health issues becoming at risk 
of marginalizatjnn. The importance of keeping WRs informed was also emphasized. 

Operations at WHO headquarters 

A review was made of the goals and targets of these major conferences and their 
relation to the goals and targets for the year 2000 as spelled out in the Ninth GPW. A copy 
of this review was made available to the participants in the meeting. 

A headquarters working group was formalized and two focal points were identified: 
- Dr Turmexi Tur "babic social sel viccs" 
- Dr Kreisel for "hll  employment" and for "the enabling environment." 

The task forces will identify a number of countries in which they will conduct 
reviews. As soon as these are known, the Regional offices and WRs concerned will be 
informed. 

Operations at country and region01 level 

At country level, resident coordinators in close collaboration with UN agency 
representatives should take the lead in establishing thematic groups which would draw on 
but would not necessarily be identical to the task forces. They should reflect the country 
situation. The Resident Coordinator wiH identify focal p in t s  from the following agencies to 
monitor overall progress for each conference and its programme of action. 
World Summit for Children UNICEF 
UN Conference on Environment and Development DPCSD 
International Conference on Population and Development UNFPA 
World Summit for Sncial Development UNDPIILO 
Fourth World Conference on Women WHO 

Follow-up on the Fourth World Conference on Women 

Dr G. Hafez, DHP, spoke about the Fourth World Conference on Women in Beijing 
and the resulting declaration and platform of action which were adopted unanimously. The 
platform affirms many of WHO'S goals for the health of women and girls. 

During the confereucc, the EMR was well repi-esented. The Regional Officc pi-ovided 
technical support to country delegations and highlighted the sensitive issues in women's 
health that are particular to the countries of this Region. Dr Hafez referred to the specific 
programme on Women's Health and Development which has already been established in 
five Member States in the current biennium (Bahrain, Egypt, Islamic Republic of Iran, Qatar 
and United Arab Emirates). Focal points for women's health and development have been 
nominated by most countries of the Kegion and interactive communications have been 
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established with them to support formulation and implementation in advocacy and 
programming for women's health and development. 

The Regional Office had also developed a technical paper on health education for 
adolescents for the forthcoming Regional Committee. The paper would provide technical 
information on adolescent reproductive health, nutrition, healthy lifestyles, etc. and was 
expected to serve as a technical tool for protection and promotion of the health of adolescent 
girls. 

Mrs M. Abou Shabana, TOIWHD, spoke about the follow-up to the Beijing 
Conference and the recommended policy mechanism to have political commitment to 
women's health and development. These included actions at country and at regional levels. 
The country level ones include: 

Establishing an office for women's health 
Setting up a national women's health forum 
Developing a reliable information base for intersectoral wornen's health policy, 
including sectors such as education, labour, welfare and housing 
Establishing comprehensive reports on women's health at regular intervals and 
presenting them to parliaments, media and the general public 
Developing multidisciplinary research strategies for women's health that specify priority 
areas for investigation and outline subsequent action. 

She then described the regional planned activities as follows: 

To assist countries in producing women's health profiles to establish priorities. 
To provide countries with a framework for policy analysis (national plans and 
develnprnent of regional plan). 
To identify models of good practice in countries so that they can be replicated. 
To establish a network between countries in the Region to exchange information and 
experiences. 
To provide gender training especially to community workers. 
To establish interagency collaboration at country and regional levels: e.g. Social Fund 
for Development, UNFPA and to identify donor agencies. 
To establish a demonstration project within the framework of healthy cities/women in 
development, e.g. in Alexandria. 

Follow-up on the United Nations Conference on Environment and Development 
(UNCED), 1992 

Mr S. Atallah, DEH, gave a summary on the follow-up to the UN Conference on 
Environment and Development (1992). In 1993, the WHO Global Strategy on Health and 
Environment was finalized. Also, the EMRU Regional Strategy for Health and Environment 
was developed during a regional consultation in Amman, Jordan, and adopted by the Eastern 
Meditemnean Regional Committee in October 1993. 
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EMRO established, in 1995, the second phase of the Centre of Environmental Health 
Activities (CEHA); taking into account the outcome of the 1994 Ministerial Conference on 
Drinking Water and Environmental Sanitation and 1994 International Conference on 
Chemical Safety (Stockholm), EMRO is also supporting the process of reviewing the 
environmental situation and problem in the countries and in preparing national strategies as 
well as plans of action by representatives from all concerned ministries and/or institutions, 
which are to be incorporated in the national plans for sustainable development. 

The target set for this Region is that 11 countries will have developed national 
policies for people's protection against environmental hazards and incorporated these 
policies into their national development plans by 1997. 

So far, EMRO has supported seven countries in finalizing their strategy and plan of 
action while seven other countries are finalizing their drafts. It is not enough for WHO 
endeavours to result in sound planning documents; the output should become part of the 
national planning framework for sustainable development, concerning action of the Ministry 
of Health as well as for other sectors. 

Discussion 

In the discussion that followed, Dr A.Verster, W F S ,  spoke about the International 
Conference on Nutrition held in Rome in December 1992 in which almost all Member States 
of the Region participated. The ICN World Declaration and plan of action for nutrition were 
adopted in their entirety by the 46th WWHA in 1993. She also indicated that seven Member 
States of the EMR have already finalized their national plans of action for nutrition. 

It was explained that in no way are the five conferences referred to the only ones that 
took place or the only important ones. However, the request for follow-up was made for the 
five conferences referred to because they were adopted by UN General Assembly 
Resolutions. It was emphasized that follow-up should be carried out to all meetings or 
conferences. 

4.7 The role of country offices-A plan of action for implementation; policy paper 
from EB97/5 (agenda itcill 8) 

This item was presellted by Dr Khawashky. He indicated that as early as 1978 a 
working group had been formed to study the issue. However, as recently as 1993, the EB 
working group on WHO response to global change formed, among others, a development 
team on the role of WHO country offices. The team included seven core groups representing 
WHO, headquarters and each of the six WHO regions. After several and continuous 
consultations that started in January 1994, the report of this developmental team was 
finalized in Manila in November 1994 and submitted to the 96'h Session of the EB in 
May 1995. Another revised version of the report was again submitted to the 97th session of 
the EB in November 1995. The EB decision (EB 97/13) requested the Director-General to 
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take action in the following specific areas aiming at strengthening the role of WHO country 
ofices. The seven arkas identified by the El3 were: 

Development of criteria for establishing a WR Office 
a Guidelines on the relation of a country office to ministries of health and other bodies 

Guidelines to maximize appropriate WR coordination efforts with other UN agencies to 
meet health needs 
Guidelines on eligibility of WHO and non-WHO qtaff tn he WHO Representative< 

a Taking necessary steps to ensure the development of a unified WHO country programme 
Ensuring appropriate country involvement in the selection process of a WR 
Ensuring WR's selection to include submission of a short-list of at least three candidates 
by the Regional Directors to the Director-General in order of preference, who would 
appoint the WR after consultation with the Senior Staff Selection Committee (SSSC). 

In April 1996, the Director-General submitted his report to the EB on the above 
decision, and in June 1996, another working group on the WHO country offices was 
appointed at WHO headquarters and is currently studying the issue. Based on studies made 
and ending with the 1995 report, WHO country offices are envisaged to achieve the 
following objectives by setting quantifiable, time-limited targets relevant to each objective. 

1. Support to the Ministry of Health in formulating national policy and strengthening its 
leadership in the health sphere within the government; 

2. Promotion of health issues in other sectors and ministries; 
3. Planning, monitoring and evaluation of WHO technical cooperation; 
4. Promoting multi-agency integrated developmental planning and collaboration with the 

UN system, while maintaining WHO constitutional leadership in health; 
5. Resource mobilization; and 
6. Adequate and prompt response to health emergencies. 

Relevant to each of these objectives, there are specific approaches leading to specific 
products. A plan of action should be formulated to each of the envisaged functional 
objectives. The plan should include a situation analysis of the function to be addressed, the 
objectives to be achieved, the time limit target to be attained, the expected product and the 
activities to be implemented for its production. 

A prototype for such a plan was presented to the meeting for the first objective. It is 
cxpcctcd that a complete WHO country office plan within the framework of its envisaged 
function will be eventually prepared, discussed, agreed upon, and then published and 
disseminated. 

Discussion 

1. Feedback to the Regional Office and WRs Offices on the areas identified by the EB is 
needed, The Regional Office should circulate the drafts of the reports of the working 
group established on 6 June I996 at WHO headquarters to all WRs for their comments 
on the proposed guidelines. 
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2. WRs are requested to write up a WHO Country Off~ce Plan within the fiamework of the 
six envisaged functions and relevant to the country situation and priorities. 

3. Regarding the multi-agency integrated developmental planning and collaboration with 
the 1JN System, it is necessary that WRs contribute to the preparation of the Country 
Strategy Notes jointly with UNDP and other UN agencies. Their contribution would 
outline the health aspects and the WHO role as a leading agency in the health field. 

4. Members of the EB from the Region may receive a brief on the subject so that they 
present it in the EB. 

4.8 Ways and means of improving cost-effectiveness of reduced resources including 
ICP (agenda item 9) 

This topic was prepared by Dr J. Hashmi, WR Islamic Republic of Iran and 
Dr A. Alwan, WR Oman, and presented by Dr Hashmi who indicated that it was considered 
that a discussion on this subject was pertinent at this time, in view of he severe financial 
constraints facing the Organization and the increasing need to get the best value for money 
and keeping WHO'S comparative advantage in view. 

A breakdown of the exact costing of individual ICP activities funded during the last 
biennium was not easy to obtain. One of the important elements of ICP activities for which a 
substantial amount of funds and efforts appear to be devoted is intercountry meetings, 
consultations, and workshops. Fifty-one such activities were held during 1994 and eighty- 
four during 1 995. 

Planning of ICP activities is usually based on or mote of the following objectives: 

to support Member States in policy formulation 
a to support advocacy in a certain programme areas and introduce a specific concept, a 

strategy or intervention 
to achieve a specific task, e.g. development of research methodologies, or formulation of 
guidelines which are of interest to all or a group of Member States 

+ to evaluate progress of work in certain programmes at the regional and country level and 
to develop or update the regional plan in that programme area 
to ensure exchange of experiences, agree on strategies and establish networks of 
collaborating experts and institutions. 

There appears to be no organized systematic monitoring and evaluation of the impact 
of these activities by EMRO andlor Member States (who are supposed to be the ultimate 
beneficiaries of these activities). However, many of the ICP activities are generally 
considered useful to Member States, although others may have no significant and 
measurable outcome. 

It was felt essential that ICP activities should be planned taking into consideration 
thc nccds of Mcmbcr Statcs. It was also felt essential that objective evaluation of cnch 
activity is needed to determine the extent of achievement of the required outcome. 
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Some suggestions were made for promoting the cost-effectiveness of intercountry 
activities. These included: 

circulation of a provisional list of ICP activities for the coming biennium to WRs and 
Member States before final approval by WHO; 

subjecting each ICP activity to a standardized process of evaluation following 
implementation; 

inclusion in the budget for meetings dealing with developmental or normative type of 
work provision for rapid follow-up, both at the regional and the country level; 

avoidance of "routine" intercountry meetings held annually or every other year; 

curtailment of intercountry training courses/workshops, limiting them to training of 
trainers; they could be replaced by national activities, which will have a wider and 
immediate impact; 

devoting a greater proportion of intercountry resources to staff/STC visits to countries; 
and 

ensuring receipt of the report and recommendations of the meeting very soon after the 
meeting. 

Discussion 

1. Annual intercountry meetings for some programmes cannot be described as routine in 
the qtrict sense of the word. During each meeting, new initiativeslthemes were 
introduced. 

2.  There are well defined mechanisms, in place for following up the recommendations of 
some meetings. 

3. Draft reports and recommendations of the meetings are prepared during the meetings and 
distributed to all participants before they leave. 

4. Travel of WHO staff to Member States constituted a significant proportion of ICP funds. 
They are one of the first priorities emphasized by the RD. 

5.  It is not always possible to judge the outcome of meetings in a strict, cost-effective 
manner. They serve as an important mechanism for creating awareness and motivating 
nationals. 
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The suggestions made included: 

use of part of the ICP resources for recruiting qualified STCs to strengthen technical 
Regional Office capabilities and to provide technical support to priority country 
programmes: 

ensuring nomination of suitable participants by national authorities; 

holding joint intercounty meetings involving more than one programme area. This 
would also demonstrate to Member States the usefulness of inter-programmatic 
collaboration. 

4.9 UN system cooperation at country level with specific reference to UNAIDS 
(agcnda item 10) 

The topic was presented by Dr P. Shrestha, RA/STD. He indicated that HIVIAIDS is 
a major health issue having de~erniirraats and coilsequerlces beyolid thc llcalth sector. 
Initially, WHO was the only UN agency providing technical and financial support to the 
National AIDS Programmes through its Global Programme on AIDS (GPA) but since 
1 January 1996 UNAlUS has coordinated the efforts of the UN agencies. However, because 
of its constitutional mandate as a specialized technical agency and global leader in directing 
and coordinating international health, WHO will continue to play an important role in the 
efforts to fight the HIVIAIDS epidemic and to support the countries in responding to the 
epidemic. WHO'S work in HIVIAIDSISTD will be carried out in accordance with the Ninth 
GPW. 

WHO will focus on the health aspects of HIVIAIDSISTD, particularly, STD control; 
blood safety; health system and human resource strengthening; HIVIAIDS care and 
treatment, including counselling and universal precaution in health care settings; 
epidemiological surveillance of HIVIAIDS and STD and related research; health advocacy 
including HIV/AIDS and STD prevention: planning. monitoring and evaluation: policies and 
guidelines related diagnostics, vaccines and pharmaceuticals; laboratory services for 
HIVIAIDS and STD; and resource mobilization for STD and for mainstreaming HIVIAIDS- 
related activities at all levels. 

To implement the above activities, an office of AIDS and other sexually transmitted 
diseases (ASD) has been established at WHO headquarters. Similarly, STD/AIDS units have 
been established at the WHO regional offices to replace the previous GPA units. Country 
level is the site of action and hence, the primary focus of attention. 

The achievements of UNAEDS include the approval of US$ 120million for 
1996/1997; agreement with UNDP for channelling the funds to the countries; recruitment of 
a number of staff; establishment of three regional teams: a) Africa and the Middle East; 
b) Asia and the Pacific, and c) Europe and the Americas; creation of teams on theme group 
development, on support to national programmes and on collaboration with cosponsors; 
surveillance and forecasting of HIV infection (WHO will be responsible for surveillance of 
AIDS and other STD); and networking among and between NGOs and groups of people 
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living with HIV/AIDS. UNAIDS will provide funds to EMRO to conduct five intercountry 
workshops; tn prnd~lce guidelines and other educational materials: and to recruit consultants 
for specific intercountry activities. UNAIDS has allocated US$ 1 million for 1996-97 to the 
EMR countries. A number of countries have submitted the workplans to UNAIDS for the 
core funds. 

UN theme groups on HIVIAIDS have been established to cover 112 countries 
il~cluding 12 in EMR. Thc WR is the chairperson of the theme group in almost all the EMR 
countries of the Region. Only one Country Programme Adviser (CPA) was appointed in all 
the countries of the Region, in Pakistan. UNAIDS teams are planned to make assessment 
visits to 50 countries and have visited Pakistan. 

Dr Shrestha, then spoke about the major issues related to UNAIDS including the 
conslderable drop in funds allocated by UNAIDS to national programmes compared to 
GPA; delay in transfer of UNAIDS funds to the countries; lack of clarity about the modus 
operandi of UNAIDS; uncertainty about future UNAIDS funding; lack of identification of 
source for local operational and administrative costs; and ambiguity about the role of the 
chairman of the theme group. 

Future challenges that need attention in order to improve the implementation of the 
national programmes include mobilization of additional resources for the national 
programmes; effective coordination and collaboration among UNAIDS, the cosponsors and 
other partners in joint planning, implementation and evaluation of activities; improvement in 
communication and information between theme groups and UNAIDS; clarification of the 
roles of UN Resident Coordinator, chairperson of the theme group and the CPA without 
ambiguity; reducing bureaucratic delays in the whole process of implementation at all levels; 
and frequent and regular communication among the partners of the programme. 

MULTI-AGENCY ALLIANCES 

This topic was presented by Mr Zeribi. During the last few years, WHO has been 
very active in promoting its new role at global, regional and country level in response to 
global change. At the same time, the UN System (UNGA resolutions 171199 and 501120) 
ai~ns particularly at strcngthcning collaboration at the country level through the Resident 
Coordinator system. 

The Morocco Cour~try Strategy Note (CSN) launched in 1995 and approved by 
national authorities in 1996, is expected to pave the way for coordinated UN system support 
(including WHO) to Morocco's integrated follow-up to the international conferences as well 
as to the action plans and strategies adopted by governing bodies of the UN specialized 
agencies. 

At country level, in view of the above resoIutions and the new Kesident Coordinator 
Systems, WRs are faced with a number of questions to be discussed and reviewed during the 
meeting. A case study on the on-going process on UN collaboration for AIDS (UNAIDS) in 
Morocco was presented. The WHO role as leadedmember of the theme group is detailed 
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with the difficulties encountered and the necessary strategy to respond to this new challenge 
for WRs. 

Discussion 

Concerns were expressed about: 

- poor participation on the part of some of the LJN c.osponsors 
the amount of work requested from the WRs 
significant reduction in allocations as compared with those provided in the past through 
GPA 
delay in receipt of funds for several months in 1996. 

The following points were highlighted and emphasized: 

1. The fact that GPA was taken out of WHO to become UNAIDS should not reduce the 
importance to be given by WHO to AIDS, as it is an important public health problem of 
increasing magnitude. 

2. The danger of dragging other programmes out of WHO responsibility in the same way as 
AIDS should be guarded against. The Regional Committee should be briefed about such 
potential danger. 

3. The allocation of regular budget funds under country and IC programmes for STDIAIDS 
is not worthwhile. Efforts should be made to seek extrabudgetary funds particularly in 
support of countries in urgent need such as Djibouti. 

4. The best way to assure successful AIDS control programmes is based on having well 
planned national programmes with clear national perspectives and strong national 
coordination mechanism. 

4.10 Update on BMN experience in the Region (agenda item I t )  

BMN (BDN) Afghanistan 

The subject was presented by Dr A. Gebreel, A/WR Afghanistan. The basic 
minimum nccds (BMN) model of integrated community dcvclopmcnt was introduced in latc 
1995 in two villages of the Behsood district in Nangarhar province of Afghanistan. This was 
the time when the regional administration run by Shura or political parties was formed thus 
enabling the commencemei~t of BMN. The Afghan traditional social st~ucturc: is based on 
collective decision-making through representatives to the Shura. The BMN model of 
development fits in with that community spirit of seIf-help and gives an opportunity to help 
Afghanistan along the road to self-reliance. 

The conceptual framework for BMN was to revive and strengthen the existing 
mechanisms of social cohesion and organlze the communities for development activities. 
The implementation of the programme was organized in two phases. The first phase 
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included reviewing and identifying the BMN components, advocacy and promotion of the 
concept. selection of committed workers, training, and identifying appropriate technology 
for implementation. The second phase incorporated analysis of options, development of 
plans, community mobilization, implementation and monitoring and evaluation. 

AIthough it is too early to appraise the impact of the BMN approach yet there are 
signs of change in the community life and attitude and a good start to a community 
development process. Progress made so far is seen in the following: 

- better organized Shura mahali with BMN committees 
- trained government personnel from various sections, trained community leaders, 

workers, volunteers and TBAs 
- promotion of immunization services 
- the beginning of income gcrleralir~g prujccls, likt: soap 11raki11g. 

The experience with BMN reaffirms that communities, even those whose lives have 
been by the war, have a great deal of creativity, strength and dignity and are able to 
implement a multifaceted community approach to socioeconomic development leading to 
cost-effective capacity building for increased sustainable development. 

BMN (BDN) Pakistan 

This subject was presented by Dr Barzgar, WR Pakistan. The project of BMN in 
Pakistan is expanding to include model villages in all provinces. The basic minimum needs 
in the expansion areas were identified by the people of the viIlages. Four more villages have 
been added to the previously existing ones. The main intention in the expansion area is to 
obtain a workable, efficient and replicable grassroots level community development model 
based on the principles of BMN approach supported by an intersectoral technical team run 
and organized by the village committee. The implementation steps followed in the expansion 
areas were the same as those already adopted from the previously selected villages. The 
selection of the villages was hased on their willingness to p~rticipate in the integrated 
approach, the accessibility of the village and the presence of surrounding villages which will 
in future join in the BMN activities. 

The impIementation process in the new expansion area planned the same process as 
previously conducted. In the light of problem analysis, intervention and approaches were 
identified and responsibilities dccidcd. 

It is expected that the participation of the community in development activities will 
have a far reaching impact on [he health and well-being of the village people. This has been 
acknowledged by the Punjab government which has allocated large sums of money for 
replication of the model in more villages. 

Main features of BMN/BDN in the EMR 

Dr Abdullatif, RA/PHS, prcscntcd a summary of the main features of the BhTN/BDN 
in the EMR. 
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BMN has been operational in 12 countries since 1987. It has proved to be adaptable 
to the different socioeconomic patterns in these countries whether in rural areas or urban 
slums, whether there is government or not The success of BMN could be attributed to its 
relevance, clarity and simplicity. It emphasizes community leadership in ensuring a balanced 
economic and social development. As such, health for all principles and programmes are 
sustained. Experience from countries of the Region shows that through BMN, coverage of 
health care has increased and incidences of mortality and morbidity have decreased, either 
directly through BMN health services or indirectly through BMN social and economic 
inputs. 

Dr Abdullatif suggested that WRs c3n prnmote RMN and present it t o  Memher 
States as: 

. A methodology of integration, decentralization and grassroots planning of health 
services; 

a A focus on target groups such as women, dwellers of slum areas, as well as, addressing 
rzceiltly and commonly used themes such as povcrty allcviation, hcnlthy citics ctc.; 
A common agenda to work with UN Organizations, NGOs and other sectors involved 
with health. 

He also requested WRs to ensure national ownership and involvement in all stages of 
BMN programmes; replicability of BMN to other areas to demonstrate sustainability should 
also be considered. The idea of starting small and building up, gradually ensuring clear 
commitment on the part of the government is also important. 

Dr Abdullatif summed up with recommendations to WRs in trying to present 
BMN/BDN as an approach for community health development. In order to do that they 
should: 

a Use the basic needs methodology for rural, urban, poor and better off communities. 
Apply it in other related initiatives, e.g. healthy villages etc. 

a Operationalize HFA concepts, principles e.g. decentralization, integration and 
intersectoral action etc. 
I Jse the approach as a working agenda with UN and other organizations. 

Discussion 

1. The BMN approach to community development is an acceptable approach. However the 
question of sustainability and replicability needs to be followed up and studied. 

2. The potential interventions and solutions chosen by the community to solve their 
problems require an intersectoral approach which has to be secured to ensure smooth 
impl';me~ltation. 

3. Evaluation of the different experiences of BMN need to be conducted in order to 
determine the improvement in the quality of life, in the socioeconomic profile as a 
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methodology for integration etc. and in the promotion of health. There is therefore a need 
to collect basic data nn all these aspects to be able to compare and evaluate in the future. 

4. Effective management of the BMN would necessitate a management structure 
recognized by the government and which is empowered and i s  accepted by the people. 
There is a need to develop the technical and managerial capability of community leaders 
and other skilled persons in the village to enable them to manage the programme. 

5.  The question remains as to whether this integrated community development approach, 
however successful it is, will in the end resolve all the priority health problems without 
government support. 

6. The cost-effectiveness of the programme needs to be documented. 

4.11 Regional technical cooperation initiative (agenda item 12) 

The subject was presented by Llr Atallah. He indicated that the water supply and 
sanitation programmes in Afghanistan, Djibouti, Iraq, Palestine, Somalia, Sudan, and the 
Republic of Yemen are in need of considerable support. Also, sanitation and drinking water 
quality in Pakistan need enhancing to provide the population with the necessary health 
safeguards. 

During the Regional Water Supply and Sanitation Conference in December 1995, in 
Beirut, Lebanon, the above ideas was further evolved and it was recommended that 
WHOIEMRO should assist in establishing an arrangement whereby other countries may 
assist those in the greatest need. 

Based on these dcvclnpments, the Regional Technical Cooperation Initiative on 
Water Supply and Sanitation was proposed. The main element of this initiative is the help 
and support that countries with sufficient human and other resources can provide to those 
countries in greatest need. The essential feature of the initiative comprises professional and 
sub-professional staff who are seconded by their government to go to countries of greatest 
need and assist the water supply and sanitation programmes. During such missions, these 
staff will retain thcir cmployment status in their home countries, including receiving their 
salaries. Through the initiative, they would receive a subsistence allowance and cost of their 
travel and other expenses. 

WHO/EMRO and country staff who would be actively concerned might approach the 
affluent countries of the Region, regional funds, international organizations and external 
donors to finance the programme. Cost associated with travel and other expenses of staff 
recruited would be covered from the funds raised from the above sources. 

While on mission, the input of seconded staff will be coordinated by the 
WHOIEMRO environmental health programme, in close collaboration with the recipient 
countries. 
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This initiative would have four partners: first and foremost, the countries in greatest 
need whose programmes would benefit from external support; secondIy, the participating 
countries, whose national staff would contribute to the development of recipient countries 
and would gain international experience and broaden their technical and managerial skills; 
thirdly, the donor countries and funds that support the initiative; and finally, the staff of the 
Regional Office and country staff who would be actively involved in all stages of this 
initiative. 

4.12 Ad hoc training versus institution-based programmes (agenda item 13) 

Thc topic was presented by Dr H. Vakil, W H P M .  Review of training activities 
supported by EMRO reflects the very large number ?f courses designed and conducted for 
numerous subjects and areas. Although such training courses would definitely have an 
impact oil i~calth Gale selviccs yet they do not lcavc bchind strong national institutional 
capabilities for future similar training. Hence the question on whether we continue with this 
system or go for institution based training. The idea of institution-based training is in line 
with the targets of HFN2000 in relation to strengthening Lilt: rrativnal trai~ling capability as 
well as promoting the quality of education. The core of this will be establishing or 
strengthening the field training area(s) with real involvement of educational development 
centres and WHO collaborating centres. 

It has been emphasized that each country should prepare a national training strategy 
containing the essential elements, such as assessment and identification of the most urgent 
and priority problems, assessment of the educational capability, identification of the urgent 
training needs and identification of the required support for WHO and external resources. 

The expected result of the proposal will be: 

a Revised national strategies for all aspects of human resources for health 
Strengthening of national educational capabilities in the Member States 
Establishment of national and regional networks, educational development centres and 
field training arms. 

Through the above, teachingllearning activities will be more responsive to the 
community needs without losing the scientific approach. 

Discussion 

1. All categories of health personnel should be considered for training and not only 
physicians. Private sector and community leaders should not be neglected. 

2. Efforts should be made to establisWstrengthen field training areas. 

3. A networking of collaborating centres for training would be beneficial. 

4. A situation analysis, identification of problems and evaluation of various experiences 
should be undertaken. 

5. The local situation of each country should be taken into consideration. 
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4.13 Investment plan for health and environment (agenda item 14) 

The topic was presented by Dr H. Abou Zeid, RA/ERA. He indicated that during the 
Regional Conference on Health, Environment and Development held in Beirut, Lebanon, 
hetween 14 and 17 November 1995, mobilization of financial resources to develop 
environmental health activities was discussed. It appeared that one of the limiting factors on 
fund raising is the poor definition of investment needs in many countries. The Beirut 
Declaration adopted by the conference called therefore on WHO to "take the lead 
inpreparing, in collaboration with other agencies and close consultation with Member States, 
an Investment Plan for Health and Environment for the Eastern Mediterranean Region". 

To help in coping with the 199111992 cholera epidemic in Latin America, 
AMROIPAHO developed a strategy which included a long-term response aiming at 
redressing thc dctcrioration of hcalth and cnvironmcntal scrviccs and at bridging the gap in 
coverage for the population of the region in those services. A Regional Plan for Investment 
in the Environment and Health for Latin America and the Caribbean (PIAS) was developed 
to that end a ~ d  e~~durscd by llle I b e ~ u - A ~ ~ ~ e l i ~ i u ~  SULIIIII~~ u l  Heads u r  Slate ar~d Government 
in Madrid in July 1992, and the Conference of Heads of Government of the Caribbean 
community, in July 1993. 

As part of the process of preparation of that plan, the basic needs of expansion of 
coverage, rehabilitation, and adaptation of services have been quantified in each country of 
the Kegion. In addition, an analysis of the technical and financial feasibility of the necessary 
investments has been done. 

The preparation process of the Investment Plan for the Eastern Mediterranean Region 
(IPEM) should take advantage of the unique experience acquired by AMROIPAHO in 
preparing the Regional Plan for Investment in the Environment and Health for Latin 
America and the Caribbean. Contacts are being established with the Environmental Health 
Department in AMRO to seek to benefit from their experience in the matter (internal and 
external coordination, costs, fund raising, methodological tools, insurance of political 
support, mechanism of implementation, etc.) The preparation of the IPEM is neither easy 
politically, because of lack of adequate regional political forums (unless a specific regional 
conference or summit is convened), nor technically, because of the difficulty of coordination 
with other UN agencies with different geographical coverage, the lack of financial resources, 
and weakness of many ministries of health in the Region in matters of environmental health 
action. 

A first step toward the preparation of the IPEM may be quite modest and concern 
fifteen countries of the Eastern Mediterranean Region that need to prepare an investment 
plan and have the potential to implement it: the GCC countries (Bahrain, Kuwait, Oman, 
Qatar, Saudi Arabia, and the United Arab Emirates) and other countries of the Region 
(Afghanistan, Egypt, Lebanon, Morocco, Palestine, Pakistan, Syrian Arab Republic, Tunisia 
and the Republic of Yemen). The least developed, intermediate and most developed 
countries of the Region will therefore be represented in the first stage of this exercise. 
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As WHO assisted many countries of the Region to develop their national strategy 
and plan of action for health and environment, a maximum use of documents and human 
resources already existing in the countries is planned to be provided by setting-up a 
committee comprised of three persons from each of the 15 countries, representing different 
ministries and institutions involved in national planning for health and environment. 

An intercountry project aiming at preparing the investment plan has been prepared 
and submitted to the Arab Gulf Programme for UN Development Organizations 
(AGFUND), but no reaction to this proposal has been obtained yet. Such a plan would 
however be very instrumental in negotiation of resources at national and international level 
for the implementation of multi-year national plans aiming at eliminating the enormous 
deficit existing in the Region in terms of environmental health services. 

4.14 AMS computerized system (agenda item 15) 

Dr N. A1 Shorbaji, NRIO, provided the meeting with the background to the 
development of the WHO Management Information System including the decisions of the 
Executive Board and Director-General. Three components were identified within the system: 
a programme management component, a policy information retrieval component 
(WHOIPolicy) and a component providing retrieval of summary information and global 
health trends (WHOISIGHT). The major factors taken into consideration in the development 
of the system were: 

Product-oriented management 
Accountability and transparency 
Contribution to the monitoring and evaluation processes 
Easier overview of the work-plans which leads to less overlaps and an improved 
institutional memory and transfer of knowledge 
Benefit to Member States 
Donor agencies' perspective 
Economies of scale 
Streamlining of processes 

The AMS was developed by a commercial company under supervision and support 
from ISM/HQ. The AMS supports planning through creation of work plans which are 
composed of planning elements. The multi-level work plan may include: programme 
component, then product, then activity, then the activity component or task. The Planning 
Element includes financial and non-financial data. 

EMRO participated at different stages in the development of the WHO/MIS in 
general and AMS in particular. Comments, suggestions, reservations and requests for 
improvements were communicated to the HQ to make the AMS a more usable tool 
especially at the Reginnal Office and the country office levels. The major concerns from 
EMRO were related to development of allied systems, development of country work plan 
and computer technology used. The coordination meeting of the AMS at headquarters in 
June emphasized the need to develop the allied systems and country office module in a 
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collaborative manner. The Regional Offices indicated that features of the AMS at country 
level should include: 

Country work plan development - Activity monitoring 
Allied systems functionality 
Financial management (issuance of obligations and Imprest account) 
Acccss to policy information and country and health profiles 

4.15 Internet connections to WR offrces (agenda item 16) 

The subject was introduced by Dr N. A1 Shorbaji. Informatics support to WR Offices 
lies within the responsibility of the various technical and administrative units at the Regional 
Office. A plan for support to WR Offices was presenled based oil a riurrlber or fdctors ar~d 
assumptions: 

Compatibility and standardization between the Regional Office and rhe WR Offices; 
That the systems and tools used by the Regional Office will be used by the WR Offices; 
That specific applications meet the core the requirements of all WR Offices; and 
That WR Offices lack some required resources. 

Some prerequisites were identified to implement the plan including a qualified full- 
time staff responsible for all activities related to data processing and information exchange, 
and provision of software. 

The proposed plan aims to implement specific actions leading to better 
computerization and data processing: 

Assessment of needs of WR Offices for hardware and software 
Preparation and adaptation of software to be used by WR Offices 
Provision of hardware and software for use by WR Offices 
Training of Regional Offices staff (ISM) to enable proper support to WR Offices 
Training of WR Offices staff to run the applications and use the systems. 

Concerning the Internet in particular Dr A A1 Shorbaji provided a background to its 
history, development and technical aspects. The services provided by the Internet were 
shown as Connections, Informalion, Profit-rriaking arid Er~tcrtairrn~en~. Thc i~ielhods LV 

connect to the Internet were presented in addition to the necessary requirements including 
computer, modem, telephone line (dedicated, leased, dial-up), Internet service provider, 
software and Internet telephone number (address) for offices with local area network. Three 
levels of access to Internet were indicated including: electronic, shell account and full 
Internet access. The tools to search and access the Internet contents were presented 
including: File Transfer Protocol, Telnet and (remote) rlogin, Archie, Gopher, Veronica and 
Jughead, Wide Area Information Servers, the World Wide Web, Hytetnet, File Service 
Protocol and Harvest, WWW spider, Lycos, Jumpstation. 
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Health and biomedical information was reviewed with specific reference to some 
important sites including WHO headquarters and other regional offices, universities and 
research centres. EMRO support to WR Offices through the Internet has been considered 
and will include EMRO home page on the World Wide Web, File Transfer Protocol, Telnet, 
Gopher, Listserv and Fax Server. 

4.16 National hedlth information system (agenda item 17) 
c, 

Dr Saleh, referred in his presentation to the definition of a national health 
information system (NHIS) as mechanisms and procedures within a country intended 
primarily to acquire, analyse and provide information. In general information can 
bestatistical information for health surveillance, statistical information for management of 
the health system, and non-statistical information. The users of NHIS can be grouped into 
five categories: healrh policy-makers and managers; health care personnel; research workers; 
educators and trainers of health personnel; and users and promoters of health information 
outside the health. 

i 

He indicated that while countries recognize the broad concept of NHIS and do not 
reject it, they continue to utilize it as synonymous of a statistical system only. It was 
emphasized that information should be used for making decisions. To be useful to managers, 
planners or policy-makers, it must be relevant to the decisions which they have to make or to 
the issues which they have to address. The main characteristics of usable information are: 
validity, reliability, integrability, deductibility, representativeness. 

The recent planning approach being target and product-oriented is a significant 
development. However, the effort involved may not result in real development if reliable 
data is lacking. 

Many technical programmes have developed in one way or another their own 
information system. The validity and reliability of data generated by these systems remain to 
be validated. It is however noted that in most instances no coordination exists between these 
information systems. The establishment of a national integrated information system requires 
an efficient coordination body to develop coordination mechanisms between various 
infortnation systcms and to dcvclop national stmdards and data dictionary. 

Dr Saleh concluded his presentation by suggesting that a task force may be formed in 
the Regional 0flic;c: Lo develop a regional approach and plan of action with the purpose of 
developing a sound information culture in the Regional Office and the best approach to 
support Member States in the Region in developing sound national health information 
systems. 

Discussion 

1. Two types of information should be kept equally in mind: the health statistical 
information, and the health and biomedical information covering public information and 
health education. It is important to identify exactly which type of information is required 
for the purpose. 
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2. Reliability of health statistical data must be ensured. This is a function which could be 
served first by HST. 

3. The electronic resources available with HLT will facilitate the collection of such data 
and information. and their regular up-dating and dissemination as and when required. 

4. The Regional Health Information Centre should be considered for specific and specially 
targeted audience of readers, listeners and viewers. Its targeted users are different from 
those of MIS/SAMS and HLT and those of HST, HED and INF, though the Centre 
should be in close cooperative relation with these units, as well as with relevant technical 
units in EMRO divisions, using their resouuces and capabilities and utilizing them for 
production, dissemination and distribution, and for the sustained availability of health 
information material addressing different issues on health promotion, health protection 
and prevention of common as well as emerging and re-emerging diseases. These 
materials should aim at the average non-health professional readers, educators, trainers 
as well as operational researchers. 

4.17 Regional Centre for Health Information (agenda item 18) 

This item was presented by Dr A.A. Aly, Executive Director and Executive Editor 
EMHJ. The idea of establishing such centre originated at this annual meeting, four years ago 
and was discussed twice before. The centre would collect information on health and disease 
and related issues from various sources, analyse the information, adopt or adapt it in 11ne 
with the prevalent cultures and situations, and put in at the disposal of potential requesters in 
the proper form, at the proper place and in due time. The users of the centre would range 
between the grassroots level and the postgraduate professional level. 

Three options had been under consideration during the last few years for the 
establishment of this centre: 

1. To make use of CEHA and expand its terms of reference so that it acts as a Regional 
Health Information Centre. 

2.  To make use nf the AIDS Information Exchange Centre (AIEC), which has been 
successfully in service in the area of AIDSISTD and extend its information services to 
other areas of health and disease. 

3. To make use of HLT with its significant technological resources to do this function. 

Discussion 

1. At the general public level, the required information should be simple, understandable 
and cullurally se~mitive. Tlle teclulical units in EMRO should pruvidc the 1lecessaL-y 
information which will then be processed by the envisaged centre. 
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2. The centre could therefore combine the resources and experiences available with HLT as 
well as with nthcr ilnits concerned, RO as to meet the infnrmation requirementq nf the 
professional users as well as the lay-people. 

3. The services of the centre should be addressed initially to the internal (Regional Office) 
needs, and be extended at a later stage to the outside world. 

4.18 Information topics (agcnda itcm 19) 

The following items were presented by Dr Aly. 

Fiftieth Anniversary of WHO 

It has been agreed both at headquarters and at EMRO that this will be a national 
activity to be organized and implemented by countries. However, a list of possible 
commemorative activities has been prepared by the headquarters working group and another 
list by the EMRO Task Force for the Fiftieth Anniversary of WHO. These lists were 
distributed among the participants for their perusal and guidance. 

World AIDS Day 1996 

This is another national activity to be planned and implemented by countries. EMRO 
has communicated the WAD theme "One World One Hope" to all countries and asked them 
to prepare their workplans. Plans have been received from the Syrian Arab Republic and 
Morocco and WRs are requested to stimulate the concerned authorities in other countries to 
initiate action. 

Publications will be sent from E,MRO to Gnvernrnents to be used as they deem 
appropriate. The Regional Director's WAD message will be recorded in English and Arabic 
and sent to WRs as early as possible to be broadcasted and disseminated as appropriate. 

Eastern Mediterranean Health Journal (EMHJ) 

Thc proccss of prcpming thc Journal was dcscribcd. Thc Journal rcccivcs strong 
support from hundreds of people outside the Regional Office. Some 90% of programme 
directors and regional advisers contribute to the journal as authors or as reviewers. The role 
of HBI in editing and reproduc;tion was also mentioned with appreciation. 

Following a recommendation made last year at the Twelfih Meeting, a special issue 
of the Journal has been prepared and will appear during the coming few days. The 
participants were invited to propose possible subjects from which one topic could be 
selected for a special issue in 1997. 

The meeting was informed that the special issue for I998 will be devoted to WHO'S 
Fiftieth Anniversary. All participants were invited to think of possible contributions based 
on their personal experiences, or derived from national public health developments, that 
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should highlight the WHO role and achievements in the Region. A detailed circular in this 
respect will be issued in due course. 

BRIEFING ON THE THIRD EVALUATION OF HFA 2000 STRATEGY 
IMPLEMENTATION 

The presentation made by Mr M. Ouakrim, RA/HST, aimed to brief on the 
prcparntion of the Third Report of National Evaluation of HFA Strategy Implementatinn Tts 

objective was to familiarize both WRs and EMRO technical staff with the Common 
Framework (CFE3) for preparing the Third Report at country and regional level. It focused 
rnai~ily on tht; following: 

e An analysis of CFE3 structure including HFA indicators categories and contents of the 
section relating to the difrcrerit topics and issues addressed by CFE3; 

Recommendations calling for a more active role (advocacy, partnership assistance) of 
WRs in the preparation of the third national evaluation report on one hand and a more 
effective contribution of technical programme divisions in the preparation of the third 
regional evaluation report on the other. 

ile stressed the role and value of the HFA evaluation as a managerial tool for 
improving the implementation, progress and effectiveness of HFA strategy. He underlined 
the particular importance of the ongoing third evaluation findings which will constitute a 
critical basis for the renewal process of HFA strategy at country regional and global levels. 

4.19 Tobacco control plan of action (agenda item 20) 

The EMRO Plan of Action on Tobacco Control which was worked out in a 
consultation held at the Regional Office (26-28 December 1995) was presented by 
Mr A. Salahi, PIO. The plan of action, which was to be presented to the Regional Committee 
for approval, outlines a wide spectrum of activities aiming to strengthen the concept that 
smoking is anti-social and non-smoking is the norm. 

Thc plan sets out six objectives and interim targets. It also outlines the main 
activities envisaged for the achievement of its goals. It emphasizes the need for collaboration 
with various sectors in society in order to achieve its overall objectives which are: 

1. Formulation, consolidation and implementation of comprehensive national policies and 
programmes for tobacco control; 

2. Collecting accurate data on tobacco cunsur~lplioa; 
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3. Working for a social environment that considers smoking anti-social and non-smoking to 
he the norm; 

4. Supporting health promotion, and providing appropriate resources for public information 
and health education; 

5 ,  Enacting and implementing suitahle legislatinn 
6. The adoption of pricing policies aiming to reduce tobacco consumption. 

The plan also outlines the main areas of activity for the achievement of these 
objectives. It aims at making sure that all tobacco advertising is banned throughout the 
Region by the year 2000. It envisages the need to work with various sections of the 
cv111111u1iity to enlist thcir support to rcducc tobacco consumption. 

Dr M. A1 Khateeb, RA/HED, spoke about tobacco smoking and touched on the 
following points: 

1. Tobacco consumption is a major, though preventable, cause of morbidity and early death 
in the Eastern Mediterranean Region. Currently available data indicate that the past three 
decades have witnessed a large continuous increase in tobacco consumption and that the 
number of smokers has doubled during this period. Tobacco use is thus becoming one of 
the major challenges facing public health in our Region. 

2. Tobacco control necessitates the development of an integrated strategy that would enable 
the attainment of the goal of achieving a smoke-free society. 

3. The plan of action for tobacco control in the Eastern Mediterranean Region, covering the 
years 1996-2000, calls upon all governments: 

a) to enforce comprehensive tobacco control measures; 

b) to make the EMR an area completely free from tobacco advertising by the 
year 2000; 

c)  to increase the customs and taxes on tobacco progressively and to allocate a 
specificproportion of such taxes for funding health care services and sponsoring 
sports and art activities; 

d) to incorporate information regarding the impact of tobacco or health in the medical 
and nursing curricula and the curricula of all stages of education;. 

e) to abide by the resolution of the international civil aviation organization on banning 
smoking from all air flights by the end of 1996; 

f)  to involve religious and other community leaders in tobacco control activities. 
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Discussion 

The discussion that followed highlighted the need to promote action against tobacco 
at the national and global levels, to enlist the support of ex-smokers and benefit by their 
experience, to enlist the support of those suffering from the consequences of their smoking 
to deter others, especially children, to ensure political commitment, to try to involve children 
through carrying home the anti-smoking message, and to identify the reasons that allow the 
smoking situation in EMR coiintries to get worse. Legislation seems to be a very important 
tool towards the change of social attitudes. However, it is felt that existing laws, particularly 
those which are more than 10 years old, need to be reviewed and strengthened. 

It was also suggested that health education departments in EMR Member States prepare 
messages on all types of smoking ( hookahs, chewing tobacco, bidis, water-pipe smoking, 
etc). 

Follow-up to the recommendations of the last meeting (agenda item 2) 

1. EMKO and WKs to take necessary steps to address the points raised in the evaluation. 
2. WRs to send their proposals for new Budget Change Request forms fox consideration. 

Regional health policy (agenda item 6) 

3. To establish a task force in the Regional Office to: 

Collect available background documents and information on national health policies 
and trends towards health sector reform. 
Collect available policy orientations in technical units in the Regional Office. 
Draft a policylstrategy document. 
Circulate for consultation/comments at country and Regional Ofice level. 
Finalize a draft document based on input from the Regional Office and country 
levels. 
Circulate to the Regional Office and WRs for comments prinr to discussion during 
the next WRs and Regional Committee meeting. 

4. Regional Office to strengthen support to Member States in the process of health sector 
reform and development of their national health policies 

The role of country offices-A plan of action for implementation; policy paper from 
EB97/5 (agenda item 8) 

5. Prototype work plans for achieving the other five envisaged functions of the WHO 
country offices to be prepared by five WRs, backed up by five other WRs and relevant 
responsible RO staff. WR Egypt will act as a focal person for this activity. 
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Ways and means of improving cost-effectiveness of reduced resources including ICP 
(agenda item 9) 

6. MDC to critically review all proposed ICP activities especially meetings before their 
submission for the Regional Director's approval, taking the discussions in item 4.8 into 
consideration. 

7. The principle of cost-effectivcncss to bc widcly npplicd in a11 intcrcountry activitics. 

Update on BMN experience in the Region (agenda item 1 1 )  

8. To continue to present BMN/BDN as an approach for community health development in 
WHO-supported activities and as a working agenda with UN and other organizations. 

9. To integrate BMNtBDN with other related initiatives, e.g. healthy villages etc. 

10. To report on progress and Iessons learned during application to the Kegional Uirector's 
annual meeting with WRs and Regional Office staff. 

Ad hoc training versus institution-based programmes (agenda item 13) 

11. EMRO and WRs to undertake a situation analysis of the available national and regional 
training resources with the aim of strengthening such training facilities with the hope that 
they would eventually take over the conduct of national training courses with continued 
support of WHO, particularly with regard to training materials and expertise. 

National health information system (agenda item 18) 

12. The Centre to be a hnctional unit utilizing available infrastructural resources at EMRO, 
with essential technical support to enable the production of information materials. 

13. An in-depth review of feasibility, logistics, human and financial requirements to be 
conducted by an in-house WHO team to advise on the needs before embarking on 
establishment of the ccntrc. 

Information topics (agenda item 19) 

14. WRs to make use of any opportunity (individual contact and official meetings with 
senior officials) to stress particularly the importance of the third evaluation as the basis 
for the renewal process of HFA strategy at national, regional and global levels. They 
should be closely involved in the preparation of the third report on national evaluation of 
HFA by becoming an active member of the national committee (task force or working 
team to be established) and reviewing with nationals concerned the tinal draft of the 
national report before sending it to EMRO by latest 3 1 March 1997. 

15. EMRO programmes to be more involved in the preparation of the Third Report on 
Regional Evaluation of HFA Strategy through the establishment of a "Drafting Group of 
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Third Report on Regional Evaluation of HFA Strategy Implementation" composed of 
regional advisers CDS, ERA, RFC, PHs and PBP as representatives of their respective 
programme divisions and of which HST will provide the secretariat and be responsible 
of drafiing section 2 (except section 2.4 and 2.5) and section 8 as well as of the general 
review of the draft report. 

16. To ensure the effective clearing and validating of the Third Report on Regional 
Evaluation of HFA strategy though special meetings of the MDC. 
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Annex 1 

AGENDA 

1. Opening session 
- Introductory remarks 

Election of Officers 
- Adoption of the provisional agenda 

2. Follow-up on the recommendations of the last meeting 
3. Evaluation of thc lost round of JPRMs 
4. A review of the process of preparation of the 199811999 programme budget and 

evaluation 
5. Renewal, monitoring and evaluation of the IIFA stratcgy 
6. Regional health policy 
7. Follow-up on the five major international conferences 
8. Yhe role of country offices-A plan of action fur irnplemc~~laliu~~; Pul i~y  papei fro111 BB 

(EB97lS) 
9. Ways and means of improving cost-effectiveness of reduced resources including ICP 
10. UN system cooperation at country level with specific reference to UNAIDS 
11. Update on BDN (BMN) experience in the Region 
12. Regional technical cooperation initiative 
13. Ad hoc training versus institution-based programmes 
14. Investment plan of health and environment 
15. AMS computerized system 
16. Internet connections to WR Offices 
17. National health information systems 
18. Regional Centre for Health Information 
19. Information, topics and general discussion. These include 

- Reports on: 
(a) Fiftieth Anniversary 
(b) World AIDS Day 1996 
(c) Eastern Mediterranean Health Journal 
- Briefing on the preparation of the third evaluation report nf HFAI2000 strategy 

implementation 
20. Tobacco control plan of action 
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