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1. INTRODUCTION 

The eighteenth meeting of the Regional Director with WHO Representatives (WRs) and 
Regional Office staff was held in the WHO Regional Office for the Eastern Mediterranean 
(EMRO) from 7 to 10 October 2002. During the first two days the meetings were held in 
plenary sessions. The third day was devoted to individual and divisional rneeting~~between the 
WHO Representatives and Regional Office staff. The fourth day was allocated for final 
discussions and adoption of the report. The meeting enjoyed the participation of two staff 
members from WHO headquarters. 

2, OPENING SESSION 

Dr Hussein A. Gezairy, WHO Regional Director for the Eastern Mediterranean, 
welcomed the participants, in particular new WHO Representatives and other new staff, to the 
meeting. He began on a sombre note remembering the sad loss of two colleagues, namely Dr 
Asad Ali Abro, Short-term Consultant, Polio and Dr Taky Gaafar, Regional Adviser, Vaccine 
Preventable Diseases and Immunization, paying tribute to their work for the Organization, 

He said that the health and development challenges faced by Member States were vast 
and complex. These included an ever growing gap between the haves and have-nots; 
occupation, sanctions and civil war; poverty and ill health. The expectations on WHO to make 
a significant contribution in the fight against poverty and ill health were very high and the 
Organization could not afford to fail in meeting these expectations. 

There was a growing demand, he said, to assist in policy development and capacity- 
building. Countries were also requesting assistance in negotiations with international financial 
institutions and with the private sector in order to protect the poor, as more partners entered 
the health arena as providers and donors. WHO was uniquely placed to make a significant 
contribution in this as the directing and coordinating agency in international health. 

He referred to the report of the Commission on Macroeconomics and Health, which 
highlighted the need for renewed investment in health and reducing poverty, and to the Global 
Fund for AIDS, Tuberculosis and Malaria (GFATM) which provided a ray of hope for 
renewed investment in the health sector. The resources of the GFATM and the Global Alliance 
on Vaccines and Immunization (GAVI), if well managed, could address the chronic funding 
problems faced by the programmes. He noted the contribution made by the WRs and the 
technical staff of EMRO is assisting in preparing their proposals and helping in the 
coordination of inputs of partners in the health sector. However, the challenges remained in 
mobilizing national resources to continue funding these programmes and in ensuring effective 
utilization. 

Referring to the successful completion of the 10th round of Joint GovemmenWHO 
Programme Review Missions (JPRMs), he said that although the planning process and 
application of the results-based management approach had, by and large, improved, there 
were still areas that needed improvement, both in the preparation and the content of the final 
product. While the application of the results-bnsed management approach was not new in 
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EMRO, the formulation of measurable expected results and the definition of performance 
indicators to measure achievements of tach expected result needed to be enhanced, Better 
performance indicators would wake monitoring, evaluation and reporting against national, 
regional and global expected results easier. The mid-term monitoring repot was expected by 
end December and this would aliow for review of the JPRM outcomes and for 
reprogramming, if needed. He urged WRs to expedite the implementation according to the 
planned activities. He noted the comments of Member States at the Regional Committee and 
hoped that implementation efficiency would improve. 

He said that the Regional Committee had endorsed the Regional Programme Budget for 
the biennium of 2004-2005, For the third successive biennium, EMRO' had borne a budget 
cut as mandated by resolution WHA51.31 but extrabudgetary resources for the Organization 
were expected to increase by 37%, amounting to nearly US$ 1.8 billion. EMRO's share had 
so far been limited to just a few programme areas with a large portion of regional priorities 
not receiving extra resources. Both the Regional Committee and the World Health Assembly 
had requested a more transparent distribution of extrabudgetary resources. While the 
presentation of the global budget for 2004-2005 had improved the breakdown of other 
sources by the level of the Organization, the share of each region or country was still 
unknown at this stage. He referred to the work of WRs in mobilizing extrabudgetary 
resources, which could often justify the existence of the WR Office in itself. 

Referring to the countries still reporting cases of poliomyelitis, he noted that they had 
all conducted good NIDs and established efficient national surveillance systems. However, 
coverage and quality needed to improve to meet the eradication date. He urged WRs to double 
their efforts by mobilizing more national resources, involving other ministries, 
nongovernmental organizations and communities. It was important, he said, that WRs involve 
donor representatives in the organization and actual conduct of NIDs, as well as the media 
and religious leaders. He also referred to the stagnation in EPI coverage at around 80% and 
the potential role of WRs in addressing this problem, particularly through advocacy with and 
involvement of other ministries and sectors, the media and religious leaders. 

Finally he looked forward to the sharing of country experience between WRs and 
Regional Office staff, which encouraged transfer of experiences and lessons learnt fmm one 
country to another. 

3 ELECTION OF OFFICERS 

Dr Belgacem Sabri, Director, Division of Health Systems and Services Development 
was elected as chairman. Dr Khalif Bile Mohamud, WHO Representative, Pakistan and Dr 
Mohammad Abdur Rab, Research Policy and Cooperation were elected as rapporteurp. 

4, ADOPTION OF THE AGENDA AND PROGRAMME 

The draft agenda and programme were adopted with the addition of one item. The 
agenda, programme and list of participants are given in Annexes 1 ,2  and 3. respectively. 



5.1 Follow-up on the recommendations of the sev~nteenth meeting held in November 
2000 
(agenda item 2) 
Dr A. Assa 'edi, Regio~al Adviseg W130 Programme Development 

Dr Assa'edi panted out that of the 23 recommendations of the previous meeting, only 
nine had been implemented fully, there was inadequate feedback on nine others while no 
comments had been received concerning the remaining five, The detailed follow-up position 
is given in Annex 4, 

Highlighting some of the achievements made since the last meeting, Dr Assa'edi 
mentioned that considerable progress has been made in tobacco control, quality of JPRM 
review mechanisms, staff training, strategic planning and technical cooperation among 
countries, particularly in the areas of vaccine production and reproductive and adolescent 
health. He further noted new improved tools to, assess health system performance have been 
provided to some countries in the region, and greater attention was being given to ethical 
issues in health, as well as fund raising, citing active involvement with GFATM as a case in 
point. 

Dr Assa'edi identified key issues that need greater attention. These include a) regular 
reporting, follow-up and feedback processes, b) supervisory mechanisms, c) planning skills 
and results-based management, d) WHO work within the UN system and e) the need for more 
fund-raising. Finally, Dr Assa'edi gave a summary of the findings of a survey carried out 
regarding the WRs meeting. Respondents suggested more time for discussions and divisional 
meetings, adherence to time schedules, avoiding unnecessary repetition of discussions on 
subjectstfields, shorter handouts and their advance distribution to the participants. 

Discussion 

It was noted that activities in Iraq have included the introduction of new legislation on 
tobacco control, Strengthening of CEHA, improved monitoring of JPRMs and the staff 
development programme, In addition extrabudgetary funds up to half a million US dollars 
have been mobilized for high priority programmes within the ,Ministry of Health. These 
include support for blood banks, quality control of laboratories, primary health care and 
control of noncommunicable diseases. Djibouti has received a commitment of up to US$ 2 
million from the USA for health sector development and a proposal has now to be prepared. 
In Afghanistan US$4 million have been raised from extrabudgetary sources. 

In spite of the complex emergency situation in Somalia, WHO has decided to move the 
WR office from neighboring Kenya into Somalia. This move has drawn somd criticism from 
sister UN agencies, but has been well received in~.Somalia, as most staff members are Somali 
nationals. In view of the political situation in the country, there is need for more funds for 
health in Somalia. A school ,for nursing has been established in Hargeisa with assistance from 
the League of Arab States. The main donors include Saudi Arabia, G W I  and GFATM. 
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With regard to support to CEMA, a task force of five experts was formulated and after a 
series of consultation meetings, this task force made a set of recommendations. These relate to 
a) CEHA cooperation with the United Nations University Centre for Environmental Realth in 
Jordan, b) CEHA functioning and c) fund-raising in CEHA. The recommendations have been 
approved by the Regional Director and dehled plans of action for implementation of these 
recommendations are being prepared. Extrabudgetary funds have been k e i v c d  from 
international agencies, World Bank and UNICEF, US$ 1.5 million are now available for 
supporting projects in northern Iraq. 

In Lebanon, efforts to increase resource: mobilization through extrabudgetary sources 
are being undertaken and a proposal worth US$2 million has been submitted for assistance to 
landmine victims. A centre to train nurses' aids has been established from funds from other 
sources. Lebanon and Tunisia have jointly worked in the areas of essential drugs and 
geographic information systems (GZS) with significant inputs from Tunisia. 

The reporting system within EMRO needs to improve and thete is need for regular and 
timely submission of reports. The periodicity of reporting systems needs to be established. 
Lebanon prepares and submits reports on 6-monthly and annual bases. Sharing of information 
on country activities through reports was acknowledged as an extremely useful endeavour and 
country offices are encouraged to do so. There is need for documentation for all WHO 
technical work in the country for information sharing, initiating debate and promoting 
advocacy. It was suggested that information of all major meetings and activities within the 
Region be distributed on CD-ROM. Speeches of the Regional Director can also be made 
available to all WRs, as these reflect the general policy directions on different areas of health 
within the Region and can be used by WRs within the countries on different occasions. The 
participants agreed that the WRs meeting is essential for exchange of views ahd is an 
opportunity for augmenting programme implementation, and that there is need for frequent 
meetings of this nature. 

The participants agreed that the need for fund-raising is real. WR offices should be 
better equipped to carry out this task and to help build local capacities in this area. This may 
necessitate appropriate training programmes for staff to strengthen their techniques and skills 
in negotiation. The presence of thematic groups in different health areas in some countries can 
be helpful in harnessing funds. This is well exemplified by the HIVIAIDS unit which'helped 
the Ministry of Health in Momco  to obtain US$ 9 million from the GFATM. Direct funding 
by donors can save considerably on administrative costs. In Morocco, the Islamic Bank has 
funded a number of WHO and NGO activities by direct payment, WHO can play a key role in 
assisting national governments to acquire funds through partnerships with donor agencies. For 
instance, in Pakistan US$ 25 million for vaccines and US$ SO million for HlVlAIDS (as a 
loan) was provided to the government by donors, with active input from WHO. 

The need for staff development and training to strengthen WR offices was highlighted. 
Strengthening in the areas of leadership, resource mobilization, management, proposal and 
report writing and acquiring information technology were proposed through staff exchange 
programmes, long-distance learning programmes and other similar traitling programmes. 
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Recommendation I :  Considering the growing role of WlYO within countries, the capacities of 
WU oflces in managew~t ,  technical skills and resour~e mobilization should be strengthened 
thmugh st@ development activities. 

Action: ARDffER 

Recommendation 2: A mechanism should be developed for regular reporting of activities 
pe t fomd und sharing of infornoion ' between partners, countries, WR ofices and the 
Regional Ofice. 

Action: WPD/ARD/DRD 

5.2 Programme budget 2004-2005 (global and regional) 
(agenda item 3 )  
Dr H LaflJ Divector; General Management 

Dr Lafif presented the proposed programme budget for 2004-2005. He emphasized that 
feedback from the regional committees was sought before submission of the programme 
budget to the Executive Board and the Health Assembly in January 2003 and May 2003, 
respectively. Subsequently detailed consultations between countries, the Regional Office and 
headquarters would pave the ground (for the development of the regional and global 
programme budget to guide the JPRM process in 2004. 

He stated that the global programme budget, with a stagnating regular budget and a 37% 
increase in extrabudgetary funds, placed a major emphasis on eleven global priorities, slightly 
rearranged compared to 2002-2003 as shown in Annex 5. The ten priorities of the Eastern 
Mediterranean Region matched the global priorities; however, the Regional Office had put 
emphasis on certain strategic directions such as basic development needs, human resources 
development, vaccine-preventable diseases, promotion of health of the elderly and promotion 
of technology transfer and information exchange. Dr Lafif drew attention to the Region's 
regular budget allocation, which had been subject to a third and last r&uction (US$ 1 806 
000, or 2.2%) based on WHA5 1.3 1 (1998) before review by the Health Assembly in 2004. 

He clarified that although the regional extrabudgetary resources had substantially 
increased since 1998-1999 these were largely concentrated on a limited number of 
programmes where there was a clear mandate by governing bodies (poliomyelitis, malaria, 
HIVIAIDS, tuberculosis) and in emergency responses, with almost none for areas such as 
noncommunicable diseases or health systems development. He said that although the' tentative 
breakdown of extrabudgetary funds between headquarters, regional and country Ievel had 
now been provided, the regional allocations were sti 11 not known. 

The Regional Committee endorsed the proposed regional programme budget provided 
there is no substantial change to the global programme budget or the regional programme 
budget, which in line with the global one forms the basis for the preparatiofi of JPRMs. 



Discussions 

Several participants stressed the need to have access to information on extrabudgetary 
funding available within WHO. Dr Lafif explained that this transparency in extra-budgetary 
fundilig was dso requested by EMRO from headquarters. Questions were raised concerning 
the basis of extrabudgetary calculations for the next biennium 2004-2005 and whether the 
trend to reduce the regular budget with a concomitant rise in extrabudgetary funds was likely 
to continue. 

Dr Saleh and subsequently the Regional Director pointed out substantial differences 
betweell the global and the regional programme budget. Firstly, in Em0 there is a strong 
emphasis on supporting national programmes rather than having its own programmes. 
Furthermore, the Regional Committee had requested extrabudgetary funding for the WHO 
presence in countries and did not agree to the 10% shift in the country's regular budget. He 
strongly underlined the need to carefully review the expected results and indicators, going 
back to their definitions. It was essential to simplify them and develop core expected resuIts 
for better general understanding of all concerned. 

The importance of taking into account expected results for which WHO would not 
provide funding directly, but technical and policy advice, was pointed out, the expected 
results being seen more as lines along which programming would be effected. The Regional 
Director clarified the concept of programme budgeting as budgeting a programme rather than 
programming a budget and painted out that with growing extrabudgetary resources this 
process was changing with the emergence of different "governing bodies" and reinstatement 
of budget-programming, The Executive Board and WHA now had control of just one-third of 
the budget with separate donor driven boards controlling other funds, such as GAVI, GDF, 
GFATM, etc. 

The Regional Director also pointed that what mattered was not whether WHO had sent 
a consultant, for example, but whether her or his recommendations had been implemented. In 
other words, it is not the input but what is done with this input by governments that matters. 
This in turn explained why EMRO considers that it does not have programmes of its own and 
that this concept was progressively gaining support. Welcoming Dr'M. Jancloes and referring 
to the WHO country focus initiative, the Regional Director pointed that the name was not 
important. The intensified country cooperation, which Dr Jancloes had advocated a few years 
ago, was along the same lines. What truly mattered was who was doing what, where and how. 
Country focus exists across all EMRO's supported programmes and is not restricted to any 
single one. 

Concluding the discussion, the Regional Director explained that the r&gioniil Executive 
Board members and Health Assembly representatives had been requested to carry but 
advocacy in order to ensure that no further cuts 8would be made to the regional budget beyond 
2004-2005. A summary of the regional regular budget is given in Annex 6 .  
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~ec~rnmandation 3: The irnplemeqtation of the pmgrammes!and optimal utilizution of regular 
budget and extrabudgetary finds should be improved by developing e c t i v e  coordination 
mechanisms between the government. WR ofice8 and Regional Ofice, 

Recommendcation 4: A set of core expected results and measurable indicators should be 
dcfined and developed to ensure better implementation, monitoring and evaluation of the 
programmes. 

Action: WPD/ARD 

5.3 Evaluation of implementation of JPRM 2001 
(agenda aern 4) 
Mrs S. Harnmoud, Budged and Finance Oflcer 

Mrs Hammoud spoke on the end of year evaluation of JPRMs 2001 and the 
implementation of the past biennium. Speaking on the macro issues, she pointed out that there 
was a fairly consistent distribution of regular budgetary resourcds between headquarters and 
the regions in terms of percentage. Furthermore in 1998-99 the global budget had been re- 
distributed between the regions based on the tTNDP's human development index, which led to 
an overall decrease in EMRO's regular budget by nearly 10%. The decrease had been slightly 
offset by an increase in extrabudgetary funds to the regions in specific programmes, such as 
polio eradication and emergency and humanitarian action. 

There was also a tendency to start slowly which had adverse implications for the rest of 
the biennium. She pointed out that there was usually only 50% implementation although 
things were improving now. The reasons for better implementation in 2002-2003 we; a 
better communications system between the regional and country offices, access to week1 y 
RAMS data at WR offices for information and tracking, and increased delegation of powers to 
the WRs. 

Discussion 

The participants felt that RAMS is indeed most useful. They however felt that regular 
budget and extrabudgetary funds should be considered separately as charging money from a 
year of the previous biennium in 2002 can create a major problem. Some participants felt that 
in countries struck by disasters, planned activities were often replaced with unplanned ones, 
The Technical Evaluation Report prepared by Dr Jama, DRD, was described as an excellent 
contribution and distributed among the participants. The participants felt that monitoring of 
the programme is very essential. It has to cover the financial as well as the technical 
components of the programme. 

Concern was raised that RAMS data are provided to ministries of health without proper 
explanation to them as to how amounts are calculated and how spending decisions are made 
from budget lines. This sometimes creates operational problems. However, despite these 
potential concerns, it was clearly outlined that 'this management issue has been adopted by the 
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Regional Director to ensure full transparency between the Regional Ofice and Member 
States, Better reporting and sharing of information can only add beneflt to programme 
implementation and will only improve performance and utilization of resources; 

With the expanding need for information management activities and tools at the WR 
offices, it was noted that there is a need to establish posts at WR offices for information 
management staff to take care of IT, web development, library work, etc, Having a full-time 
staff to take care of RAMS support would make life easier for the WR and technical and 
administrative staff, 

RAMS includes only financial data which makes it another "accounting system" that 
does not cater comprehensively to the needs of the WR or the Regional Office technical staff 
for programme monitoring, technical evaluation and feedback. The need to improve RAMS to 
include technical monitoring was raised. In response to this, Dr Al-Shorbaji, RNHIT noted 
that by end of October 2002 RAMS will include feedback from the Supply Management 
System and the Fellowship Management System. This will allow users to view the status of 
any supply or fellowship request. He felt there was need for training of staff to realize the full 
potential of RAMS. On a discussion point that many WRs have developed their systems for 
archiving, registration of correspondence, recording of fellowship requests, etc, which are not 
harmonized and do not follow standard practices, the need for development of uniform 
systems was stressed. 

RA/HlT indicated that the Electronic Management and Document Archiving (EMDA) 
system which will be released soon is to support workflow and electronic archiving of 
documents. This system will be interfaced with another application for WR offices, which is 
called the WR Administrative Module. The timeframe for deployment of the module is June 
2003. The module will take care of rkgistering of correspondence and imaging of hard copies 
of documents. 

Consensus was reached on the establishment of a taskforce (WRs and Regional Office 
staff) to look into RAMS functionality and propose methods for its improvement. A one-week 
workshop will be required to enlist the requirements and then HIT will incorporate them in 
the application. 

Recommendution 5: A working grow or a task force should be constituted to develop the 
RAMS for technical monitoring of the programntes and evaluatiotr of the programmes ad the 
WR ofices and Regional Ofice. 

Action: A RD/WPD/HIT 
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5.4 Country cooperation strategy (CCS), country focus initiative (CF'I) and 
development of a master plan 
(agenda item 5 )  
Dr A. Assa ' edi, Regional Adviser; WHO Programme Developmen f and Dr H. El Zein, 
WHO Representative, Republic of Yemen 

The presentation focused on the Country Cooperation Strategy initiative (CCS) as an 
effective undertaking in the way of long-term planning and development in the countries. Dr 
Assa'edi introduced the subject, highlighting the background of CCS development and the 
principles that CCS is based on, such as internal coherence, responsiveness to country needs, 
focusing on few priorities, strategic thinking, partnership and complementarities, He 
explained what is meant by CCS and its features as a document expressing WHO'S corporate 
strategy at country level, constituting a framework for WHO cooperation in and with the 
country and used as a common reference for country work throughout the organization. He 
also explained the process of formulating CCS and the time required during the six stages of 
formulation through endorsement. 

Dr El Zain presented the experience of Yemen in preparing the CCS, which was used as 
an example case. The CCS for Yemen was the result of deliberations of a team consisting of 
staff from all three levels of the Organization, who made missions to Yemen in October 2001 
and in February 2002, during which the team consulted with all the main actors in the health 
sector. Dr. El Zain stressed the need for WHO in Yemen to provide more support for the 
strategic vision and directions, which are required in the increasing1 y complex environment 
challenging the health system and the population. All key actors in the health sector in Yemen 
are turning to WHO in search of technical leadership. Focus should be on assisting the 
government in setting the agenda and getting partners on board to support this agenda. CCS 
can be of great help in this important role. 

The CCS is divided into three parts. The first provides a brief situation analysis of the 
economic and social development in Yemen, including the health profile of the population. It 
also describes health sector development, the donor situation and WHO'S current country 
programme. The second part contains the country cooperation strategy, which defines the 
future strategic directions and functions for WHO in Yemen. It gives a review of the 
performance of the country programme, identifying the envisaged shift in direction and 
function relative to the current situation, followed by a gap analysis, outlining the implications 
of the new strategy for a11 three levels of the organization, i.e. country office, regional office, 
and headquarters. The last part deals with integrating the new strategy into the work of WHO. 

Formulating and agreeing on the new strategy represents on1 y the very beginning of the 
long and demanding process required to instigate the shifts in emphasis and mode of 
operations foreseen in the strategy. Change in any organization is likely to meet resistance and 
the strategy, as presented in this document, constitutes a major departure from past practice. It 
will require new ways of thinking and new ways of operating and collaborating for all levels 
of WHO, as well as a change in the way the Organization is perceived and used by its 
partners, being government, donors, and civi  1 society organizations, Some approaches, which 
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may be pursued to make the integration as effective and painless as possible, are briefly 
mentioned. 

Dr El Zain identified five critical distinct functions for WHO operations at the country 
level including supporting long-term implementation of routine activities, catalysing adoption 
and adaptation of technical strategies, supporting research and development; monitoring 
health sector performance, information and knowledge sharing, and providing specific policy 
advice; influencing policy, action and spending. In his opinion, country teams could improve 
their efficiency by building their core competence and capacity, developing country 
cooperation strategies, receiving c o h e ~ n t  programmatic and technical support from regions 
and headquarters, and working with the UN system and other development partners. 

Discussion 

The participants discussed the CCS as a means of understanding the countries' needs 
and development of a longer term (5-year) plan of action in participation and consultation 
with the countries. Issues were raised as to how CCS will alter the existing operational 
mechanisms, commitments regarding funding, its impact on existing operational plans such as 
the JPRM, WHO vis -h is  country commitments to the plan, the mechanisms for setting 
priorities for programme areas and its overlap or complementation to other plans that may 
exist in countries. 

It was argued that CCS should be in line with WHO'S functions with an aim to improve 
the planning cycle. The process of its formulation should not be very rigid. It has to be 
flexible, based on the capacities and available facilities in each country. It is jointly-owned by 
the concerned government and WHO. It is expected to have a joint commitment from both 
sides. 

The Yemen CCS has been well drafted, and the next step is to review the document at 
EMRO level, then have the governmental approval followed by endorsement by the Regional 
Director. The participants raised the existing variance between the JPRM cycle and that of 
Common Country Assessment (CCA) and the UN Development Assistance Framework 
(UNDAF), which may create difficulties for WHO to align its programmatic activities with 
those of other UN Development Group members. It was envisaged that the recently adapted 
CCS may bridge this gap and facilitate coordinated inter-agency action. 

There was a view that the ministries of health may not have adequate capacities to 
absorb and implement the planning process entailed in the CCS, but that it can be used as an 
internal document by WHO and as a tool for informed planning. However, the counter 
argument was that it can be shared with the governments which can then use it for their own 
planning exercises. The case of Pakistan was cited where CCS elements were used for the 
planning of the 2002-2003 JPRM, CCS contributes to CCA, and it should be endorsed by the 
governments and should reflect country policies. CCS should serve as umbrella plan for 
JPRM and should be consistent with donor policies. 
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It was discussed that the process of CCS is flexible in time. If implemented, it can have 
the potential impact of improving performance of WHO, and the possibility of 

c' implementation of important programmes that otherwise may not be supported be ause of 
lack of technical support. The document reflects a country strategy but has implioations at 
regional and headquarters levels. WHO has the responsibility to guide the national priority- 
setting processes, and therefore national objectives and targets must be considered and 
appropriately taken into consideration when designing strategic plans with countries. An 
observation was made that the allocation of resources should not be activity-related, but 
should be more output related. 

Recomrnendatiun 6: The CCS should be developed with f i l l  participation of the national 
authorities a d  other stakeholders to harmonize the WHO global and regional prior@ areas 
and strategic framework with national plans and polices. 

Action: WPD/ARD 

Recomrnendatiun 7: WHO should integrate diferent initiatives through a comprehensive 
strategy, to avoid confision a6 the country kvel and to ensure cohesion of efforts and 
resources. 

5.5 Strengthening WHO Representatives' Offices 
a) Practical steps for improving WHO field offices 
(agenda idem 6(a)) 
Dr M. H. Lutiri, WHO Representative, Lebanon 

Dr Latiri presented several proposals for strengthening WHO field offices. He pointed 
out that some of the critical roles of the WR include assisting national governments in 
designing and implementing their health policies. To carry out this and other duties, WRs 
need the backing of a flexible organization, strategically decentralized with clear guidance, 
coherent planning, efficient procedures and sound information system. Such backing would 
allow WRs to react quickly to country needs, take the right decision and carry out the 
technical cooperation programme in an efficient and effective manner. He stated that during 
the past two decades, a lot had been said, discussed and written about the issue of 
strengthening the field offices. Certain concrete recommendations to this end were made 
during the seventeenth meeting of the Regional Director with WRs and Regional Office staff 
and the second global meeting of the WRs and liaison officers, 

WRs perform their duties within at least three areas of responsibilities: technical 
compliance, managerial ski 11s and poli ticaI dimensions. Hence, they need to be better 
equipped to meet the growing and changing demands. He further elucidated that skills and 
competence are required in policy analysis, management, resource mobilization, negotiation, 
communication and diplomacy. Strengthening of country offices entailed several steps starting 
with the organization of a working group to serve as focal point for the development of a 
"blue print" of the project. Assistance from an external consultant ma9 also be needed in 
consultation with the Regional Office and headquarters. The economics of the entire exercise 
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would d * , p  be worked out so that it could be approved at the requisite level. The 
b r e a k d o w n d o p r o  activities in major areas and designation of focal persons would be 
helpful. 'be atressed the need for constantly monitoring. and evaluating the progress. 
IdentificatjjOo of training facilities would be required for new WRs and senior staff. 

He ,mentioned that other WHO regions had invested a lot of financial and physical 
resourceb to &ngthei 'their country offices with outstanding results, and called for EMRO to 
underta& ;ki&,bsk in order to compete favourably with other regions. At the same time, the 
capacity $~bbntry teams should become more specialized in order to deal with priority areas 
such as, SWAIDS and tuberculosis as well as resource mobilization. He advocated a review 
of the existing; human resources policy to determine how it affects country offices and the 
staff develobment programmes. He felt that the WRs need to come up with good proposals 
prepared in adrcordetnce with the norms and requirements of the funding agency. It must be 
ensured~h&p&odic reporting is provided to the funding agency on a regular basis. A set of 
guidelines should be prepared and a training plan should also be developed by the WR along 
with his staff, 

By yay of conclusion he recommended the constitution of a working group to serve as a 
focal pqintfor the development of the project, and as a linkage between EMRO and the staff 
participating: in the project, including assistance from an external consultant who may be 
needed for this task. He also suggested the formulation of a programme of activities related to 
the pojeci, ikconsultation with EMRO and headquarters, determination of all costs involved 
and their source(s) of financing, and identification of other local, sub-regional and EMRO 
resources that could be utilized, including training facilities. He pointed out that after the 
approval of this project and allocation of the resources, the activities could get under way and 
be monitored and evaluated periodically. 

Discussion 

The members agreed that the role of the WRs has greatly expanded over the years. 
Aside from his normal duties as planner, implementer and manager, he is the resident health 
coordinator and has to work with different partners at national and international levels. In 
addition, there is an enormous amount of inforrnation inflow in the WR offices which needs to 
be scrutinized and disseminated on time. The WR offices are usually understaffed and many 
secretarial staff members serve in the capacity of programme staff and help country personnel. 
Many trained staff members leave their jobs for more lucrative positions, thus adding further 
constraints to the depleted human resources. In view of increasing responsibilities and 
workload of fhe WR offices, there is need for additional staff in the country offices, and the 
staffing pattern should be brought in line with other UN agencies. A point was raised though 
that the t e w i c d  staff at the Regional Office and headquarters level should be bracketed as 
field staff. 

The members discussed the information technology needs at the WR offices and 
suggestedm t he. need for information technology officers. The members also raised the issue of 
training the S& office staff to improve their knowledge and skills in the area of information 
technology, The members suggested that a technical working group to be established to look 
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into the WR functions (identifying major restraints with relation to JPRM and allocation of 
resources, identifying operational difficulties, evaluating managerial oapacities, establishing a 
mechanism to evaluate the progress of the technical cooperation programmes, etc.) and 
determine the need for further support and strengthening, 

The issue of more robust delegation of authority especially in the area of local costs and 
the provision of country-based technical support ,was stressed. The country focus initiative 
was also discussed in the context of EMRO's JPRM approach, indicating the need for 
consistency between these two operational strategies. The participants expressed their 
complete solidarity with the Regional Director's stand in ensuring greater operational capacity 
for the country offices, with complete and unequivocal support from the Regional Office. 

b) W R  office Oman experience in introducing an electronic archiving system for 
dally work 
(agenda idem 6(b)) 
Dr I. Abdel Rahim, WHO Representative, Oman 

Dr Abdel Rahim described his experience in introducing an electronic archiving system. 
Country offices are handling an increasing volume of information >both from different levels 
of the O~~ganization and from host countries. The increased flow of information at country 
offices poses its own challenges, the most important,of these being how to best manage this 
information tide without being distracted by its complexity or inviting additional unjustified 
costs. The response requires a multi-faceted response comprising awareness raising and 
training of staff, reallocation of tasks and roles among staff, hiring additional staff where 
necessary, reorganizing the information handling system and utilization of appropriate 
technology. Among the measures adopted for this purpose at the Oman country office was the 
introduction of software for electronically archiving all the important communications and 
documents which flow through the office. 

The implementation of the system had led to easier retrieval of information and 
documents, unlimited concurrent access and sharing of information, minimized loss or 
mislocation of information, staff time saved by not going through the tedious manual search, 
easy processing and handling of stored information, unlimited capacity for storage, mobility 
of data, remote access tddata and better staff motivation. 

Discussion 

Discussion of the presentation evoked wide interest among WRs and Regional Office 
staff with regard to the usefulness of the system to their work. Several offices were 
experimenting with their own software solutions for information handling."The participants 
agreed that there is need for a standardized system of information management, archiving and 
filing, recording and follow up mechanisms or activities. The system established in Oman is a 
good example to follow and may be a solution. It was recommended that HIT review the 
archiving software system in Oman, compare it to other similar systams and provide country 
offices with a unified system. 
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C) Minimum telecommunications standards required to provide safety and security 
to fleld personnel 
(agenda item 6(c)) 
Dr N. A1 Shorbaji, Regional Adviserr Health Infomtion Technology 

Dr Al-Shorbaji noted that the standards he described were based on the 
recommendations of the United Nations System Administrative Committee on Coordination, 
Information Systems Coordination Committee. He .highlighted communications as an 
essential element for work and survival of field staff. He pointed out that means of 
communication vary from country to country and from mission to mission necessitating 
extensive coordination by agencies. He stressed that all the UN agencies and NOOs should be 
involved in this effort. A comprehensive listing and definition of purpose of equipment and 
key guidelines on security measures presented is given in Annex 6. 

d) The GIFT Project (Global Information Full Text) and EMRO electronic resources 
(agendu idem 6(d])  
Dr N. A1 Shorbaji, Regional Advise6 Health Infomation Technology 

Dr Al-Shobraji desribed the agreement WHO had made to provide access to major 
international databases and full-text journals in the scientific, health and biomedical fields for 
its staff at headquarters, Regional Offices and country offices. The project allows staff to 
search databases, select articles and print out the full texts from their own computers. All 
GIFT journals are inter-linked with the databases of the Web of Knowledge and Ovid, with 
hot links between individual bibliographic records and the full-text articles. The following 
suites of resources have been made available as part of G m .  Web of Knowledge, Ovid 
databases, full-text journals or e-journals and Consortium of UN Libraries. 

In addition to the GIFT, EMRO has provided access to MEDLINE, full-text of reports, 
electronic books and dictionaries, WEB links, EMRO-based electronic resources including 
access to EMRO library databases, and the EMRO Institutional Digital Memory which 
includes full-text databases of Regional Directors' messages, Regional Directors' circulars, 
intercountry meeting reports, mission reports, Regional Committee documentation, etc. 
Briefing and training are planned to be provided to staff upon request. 

Discussion 

Participants in the meeting noted appreciation of the initiative as a method for accessing 
scientific and technical information by field office staff. This will bridge-the gap between the 
three layers of the Organization in terms of access to information and knowledge. The issue of 
making GIPT resources available to national professionals, other than WHO staff, was raised. 
It was clarified that GIFT is for WHO staff according to the agreement with the publishers of 
the databases. However, it was made clear that off-line copies of articles and searches of 
databases may be provided to officials of the ministries of health and staff of medical colleges 
upon request. To comply with legal requirements, the user name and password given to the 
WR to access GIFT should be kept secure and confidential. 
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The issue of establishment and development of libraries in WR offices was raised. The 
support which has been provided by the Regional Office to establish these libraries and to 
train staff was ackn~wledged, Many WRs confirmed that libraries In their offices have served 
the purpose of making WHO-produced information available to national health care staff, 
consultants and to WR office technical staff. The example of Iraq was highlighted, as the 
library at the WR office is a major source of information for health sector medical 
professionals in the country, especially during the current sanctions period. The example of 
the national health information centre in Lebanon was also cited as an example of linking the 
health information needs to the public and not only health professionals, Qther examples were 
cited from other offices. Many WRs raised the issue of lack of space for the library and 
requested that more space and resources are allocated to create a functional library with a 
well-defined purpose. Joining other UN or government libraries #was also suggested as one 
way to reduce the cost and burden of running the library. There was a consensus that these 
libraries are not developed to replace libraries at ministries of health and health care 
institutions. Libraries in WR offices are basically to make WHO-prbduced information 
available to the WR, the UN staff in the country, nationals and consultants. The issue of 
access to libraries from the security point of view was raised. WRs affirmed that all measures 
are taken to ensure compliance with security requirements. 

e) WHO Representatives' home pages on the internet 
(agenda item 6 (e)) 
Dr N. AAl Shorbaji, Regional Advisel; HeaEth Injonnation Technology 

Dr Al-Shorbaji stated that the objectives of the home page of a country office on the 
internet are; a) to create a place on the web for country-specific information, to provide a 
unified view of country health information which allows comparison of situations and 
resources, and b) to function as a means of communication between the WR and the UN, 
NGOs and donor community at the country level. He stated that the content is the 
responsibility of the WR, with necessary editing by the Regional Office; while technological 
support may be provided by EMRO including web design, web hosting, software licensing, if 
expertise is not available at the country level. He enumerated the steps taken and progress 
made since the initiative was launched stating that a plan has been developed as p;irt of the 
Health Information Management and Telecommunications Unit to create eight sites during the 
current biennium. A template for WRs home page has been developedland considerable work 
has been undertaken to develop the web page for theWR offices in Sudan and 'Jordan. 

Discussion 

The participants, who largely welcomed the initiative, raised a number of issues and 
showed commitment to pursue web presence as suggested by the Regional Office. They noted 
that some websites of WHO country offices are part of the UN home page in the country,.The 
issue is whether to have another (duplicate effort) or to stop at this point. Major effort has 
been made by some WRs to develop home pages using guidelines from the Regional Office, 
but still not finalized. Development of home pages in languages oth,er than Arabic and English 
in countries in North Africa, for example, and maintenance and support issues for the websites 
were also discussed. 
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In response, it was recognized that some field offices have developed home pages in 
collaboration with the Regional Office including CEHA and WR Lebanon. Others are still 
under way, such as Iraq, Morocco and Somalia. Development of WR home pages as part of 
the UN page is encouraged, taking into consideration that the natural place of a WR home 
page is also within the WHOlEMRO page. In short, the two must be Iinked to allow health 
information users to see the full picture from two perspectives. Development of home pages 
by WR staff or through a local contract is acceptable as long as the template is used and 
quality control of the content is guaranteed and the site is hosted as part of the EMRO site. 
From the economic point of view, it is more cost-effective to develop the page in EMRO as 
long as the text and pictures are provided in electronic format. 

A consensus was reached on the following issues: a) WR Offices should prepare 
material for web publishing to achieve the target of at least eight sites by end of 2003; b) WR 
Offices are encouraged to produce local language versions of their websites, whether that is in 
Arabic, Farsi, French, etc.; c) WR Offices should approach webmasters in UN agencies in 
their countries of service to ensure that a link to the WR website is included in the UN web 
site; and d) EMRO should make sure that the sites that have been published are regularly 
updated and maintained. 

Recommendation 8: In view of the increasing and expanding role of the WR ofices, a 
technical working group ahozild be established to evaluate WR functions, operational 
dificulties, managerial capacities, flow of infunnation and archiving, and security 
requirements, and to determine the need for further support and delegation of technical and 
managerial authority. 

Action: DRD/ARD/DAF 

Recommendation 9: Training programmes for WHO staff in programme p lranning, negotiating 
skills, resource mobilization and use of infunnation technology should be initiated urd 
appropriate facilities made uvuilable. 

Action: WPD/A RD 

5.6 Report on macroeconomics and health-investing in health for economic 
development 
(agenda item 7) 
Dr A. Abdel Latg Regional Advise4 Health Care Development and Dr M. Sheikh, 
Regional  advise^ Communily- based Initiatives 

Although health is widely understood to be both a central goal and an important 
outcome of development, the importance of investing in health to promote economic 
development and poverty reduction has been much less appreciated. The Commission on 
Macroeconomics and Health (CMH) was established by the Director-General in January 2000 
to assess the place of health in global development. 

This report offers a new strategy for investing in health for economic development, 
especially in the world's poorest countries, based upon a new global partnership. Without such 



W HO-EW WO f 8llYL 
Page 17 

a concerted effort, the world's cornrnifments to improving the lives of the poor embodied In 
the Millen~iumDevelapment Goals (MDGs) cannot beymet. The.linkage of health>to poverty 
reduction and to long-term economic growth is powerful, and' much~stronger than is generally 
understood. The burden of 8disease.dn some (low-income regions stands as a stark barrier to 
economic growth and therefore must be addressed in any comprehensive development 
strategy. 

The report focuses mainly on the low-income countries and on the poor in middle- 
income countries. The key recommendation of theCommission is that the world's low- and 
middle-income countries, in partnership with major donor community, should scale up the 
access of the world's poor to essential health services, by rdelilverlng specific interventions 
pertaining to high burden diseases, The .report recommends that extending the coverage of 
crucial health services #to the world's poor could save millions of lives each year, reduce 
poverty and spur economic development. To achieve this, the low- and middle-income 
countries would commit additional domestic financial resources, political leadership, 
transparency, and systems for community involvement and accountability, to ensure that 
adequate1 y financed health systems can operate effective1 y and are dedicated to the key health 
problems. The high-income countries would simultaneously commit vastly increased financial 
assistance, in the form of grants, especially to the countries that need help most urgent1 y. 

The Commission recommends that each developing country establish a #temporary 
National Commission on Macroeconomics and Health GNCMH), or its equivalent, chaired 
jointly by the Ministers of Health and Finance and incorporating key representatives of civil 
society, to assess national health priorities and establish a multi-year strategy to extend 
coverage of essential: health services. The CMH estimated the cost of thjs expanded coverage. 
Total annual health outlays for this group of countries would rise by US$ 57 billion by 2007 
and by US$ 94 billion by 2015. The ,countries in the. aggfegate would commit an additional 
US$ 35 billion per year by 2007 and US$ 63 billion per year by 2015, 'The donors, on their 
part, would contribute grant financing of an additional US$ 22 billion per year by 2007 and 
US$ 3 1 billion per year by 2015. On average, the set of essential interventions costs around 
US$ 34 per person per year compared with average per capita health spending in the high 
income countries of more than US$2000 per year. 

Discussion 

The participants discussed the report on macroeconomics and health and expressed 
concern that the report may herald a deviation from the long advocated issue of primary 
health care as means to achieve health care for all. The report focuses on improving health 
through economic development, poverty alleviation< and funding. The main problem with 
many developing countries and especially the least developing countries i s  that many do not 
have adequately developed systems to deliver. Additionally, many developing countries spend 
extravagant1 y on areas other than health, and it may not be easy to motivate them to spend on 
social sectors like health and education. 

The participants emphasized that it was important to learn and build on the past 
experiences and initiatives of the WHO for the sake of continuity aid clarity of message. For 
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example, CMH proposes a Close to Client (CTC) system for community participation and 
involvement. However, it would be more appropriate to utilize the PHC system, which is well 
established and understood in most countries, In any case, there is little, if any, difference 
between the proposed CTC and PHC, therefore, adding new terminology can lead to 
confusion and risk of establishing a new system instead of building on the extensive network 
of PHC facilities. 

Most participants, however, agreed that the report of the commission could act as a 
strong advocacy tool to sensitize the national authorities and the donor community of the need 
to raise investment in health for achieving MDGs and poverty reduction. The 
recommendations of the report therefore need to be reviewed and analysed carefully from the 
regional perspective, to adapt them to the socio-poli tical situation among countries of the 
region. The participants felt that it was critical to link implementation of the recommendations 
with the existing structures and policies of the countries. It would, therefore, be more 
appropriate that instead of establishing the national CMH, the responsibility of preparing the 
strategic and investment plan of health should be undertaken by a national body or council, if 
already functioning in the country. 

The importance of fully functional health systems capable of efficient and equitable 
delivery of essential interventions was emphasized. It was felt that the technical, managerial 
and absorptive capacity of the health system should be strengthened along with overcoming 
non-financial obstacles so that stable and dynamic partnerships can be established between 
countries and the donors. 

The issue of sustainability was deli berated in detail. Most of the participants expressed 
their concern that the expected donor assistance should be-on long-term basis to ensure that all 
interventions are supported until the achievement of the desired objecti vds. Similarly, the 
expected assistance should be in the form of grants along with debt reduction and relief for 
the poor countries. There is need to develop cost effective strategies and interventions, and 
harness financial resources to enable the low and middle-income countries to confront equity 
issues in health care. WHO needs to play a more proactive role to protect the equity rights of 
the poor and the vulnerable 

The WRs of Yemen, Djibouti, Jordan, Islamic Republic of Iran, Pakistan and Sudan 
expressed their interest in k i n g  involved in the implementation of CMH in their respective 
countries. They were informed that in the first phase, 2-3 countries would be selected from 
the Region who would receive technical and financial support towards the WR office as well 
as for national activities for developing a strategic framework and investment plan. Each 
selected country is likely to receive about US$ 200 000 in the first phase of this process. 
However, the final selection would be carried out by management of the Regional Office in 
the light of the criteria suggested in the report. 
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Reconarnenalcation 10: The regional strategic framework should be developed to identjfi 
criteria for the selection of countries and suggest mechanisms for linking the implementation 
of the recommendation of the Commission on Macroeconomics and Health with the existing 
PHC systems and ongoing communi fy- based initiatives in Member States. 

Action: DHS/CBI 

Recommendadion 11: The Regional Ofice in collaboration with headquarters Geneva should 
provide technical and financial support to selected countries for formulation of national 
investment plans for health and economic development, 

5.7 An overview of global funds olnd initiatives olnd the role of WHO country offices 
(agenda item 8) 
Dr J. Tawilah, Regional Adviser; AIDS and Sexually Transmitted Diseases 

Dr Tawilah made a ,presentation on the Global Fund to Fight AIDS, Tuberculosis and 
Malaria (GFATM). The initiative was launched by Kofi Annan at the occasion of the UN 
Special Session for HIVIAIDS June 2001 and has resulted in a global move against poverty- 
related diseases, and in the launching of a new public-private partnership. To date, 
governments' and private pledges to this unique fund have amounted to approximately 
US$2 billion, of which US$378 million have been awarded and an additional amount of US$ 
238 million has also been conditionally approved. 

The Regional Office has been actively involved in assisting countries to respond to the 
opportunity of GFATM. It has provided technical support, and encouraged countries to 
develop proposals. As a result of these efforts, 19 proposals from 8 countries were developed. 
However, only the proposal from Morocco was approved for funding with a budget of US$ 
9.2 million for 5 years. To better prepare for the second call for proposals which closed on 
27'h September 2002, the Regional Office held a Consultant's Briefing on the GFATM on 1-3 
July 2002. The meeting aimed to review and anal yse the first round proposals, to update the 
procedures, guidelines and policies of GFATM, to facilitate development/revision of country 
draft proposals, and to develop plan of actions for further country support for submission of 
AIDSIHIV, tuberculosis and malaria proposals. 

Another contribution was the meeting for the harmonization of Sudan GFATM 
proposals in WHOIEMRO, on 18-19 September 2002, in which the Regional Office acted as 
a coordinator and a conveyor of the proposals from Khartoum and the southern sector of 
Sudan. Nine countries from the Region developed proposals and applied to the second call. A 
web page was established and technical support was mobilized quickly from available 
resources at all levels of the organization and from global partnerships such as RBM, ST3 
and UNAIDS. Active coordination with the GFATM secretariat is maintained. 
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Discussion 

It was the common understanding of the participants that countries have challenges in 
competing for proposal acceptance in a global geopolitical environment that might not be 
favourable for some of the countries. Country teams had to deal with short deadlines, the 
urgency to form functional national partnerships and engage political commitment at highest 
levels. On the technical level, many of the countries did not have their national strategic plans 
ready at the time of the call for applications, whicb was a prerequisite set by the GFATM. 
Auditing, financial and managerial processes had to be clarified urgently. 

The participants stressed the need to clarify the technical role of WHO in the GFATM 
process at country level, both in proposal development, implementation of the agreed upon 
proposal, as well as in strategic information, monitoring and evaluation. In order to continue 
to deliver timely and relevant response to assist countries, there are funding and technical 
implications for the country offices of WHO as well as tb tegional level. There is need to 
determine the implications of WHO'S involvement in the different managerial and technical 
processes at country level. N o  priorities emerge from the GFATM experience so far: the 
urgent need for strengthening the national strategic plannihg as well as the functioning of the 
Country Coordinating Mechanism (CCM). Special funds in WHO need to be designated for 
the WHO interventions and agreements that need to be formilated with the GFATM as well as 
other partners clarifying roles and responsibilities. Some concems were also raised about 
public health resources going out of WHO'S control, which m a y  result in marginalization of 
the Organization with regard to those efforts. 

Dr Anna Verster, Director, Health Promotion and Protection, gave a brief overview of 
another new fund, the Global Alliance to Improve Nutrition (GAIN), which was launched at 
the UNGASS. The Alliance aims specifically at supporting initiatives in the area of food 
fortification, and is funded by the Bill and Melinda Gates Foundation, Canadian International 
Development Agency (CIDA), and US AID. All relevant information can be found on the 
website of GAIN www.nuinhealt h.org. The Request for Applications (RFA) was posted mid- 
October, and applications for the first round are welcomed before 16 December. 

Dr Lafif, Director, General Management, pointed out the danger of signing agreements 
that do not protect the Organization, in particular, the risk of having to reimburse very large 
amounts because the legal clauses, such as settlement of disputes, auditing and scope of 
responsibilities and work, are not clearly defined. 

Recommendation 12: Development of appropriate infrastructure and capacities in countries 
of the Region should be undertaken on priority basis to promote self-reliance and to erzsure 
eficient utilization of donor funds. This includes proposal writing skills, technical and 
management expertise for iniplementing and monitoring prograntntes and building 
partnerships. 
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Recommendation 13: WHO should enter into a dialogue with GFATM 60 advocate that all 
project proposals should have an environmental health impact assessment cumpottent and 
allocate at kast 5% of the total budget for health research. 

Action: CQR/DHPIWRs 

5.8 Role of WRs In polio eradication 
(agenda item 9) 
Dr K. Bile Mohamud, WHO Representative,, Pakistan 

Dr Bile and Dr Yausouf briefly described the polio situation in Pakistan and 
Afghanistan, respectively and outlined the pivotal role to be played by WRs with regard to the 
polio eradication initiative (PEI), through leadership support to PEI activities in the country, 
maintaining a high level of motivation, encouragement and security for the polio terns at all 
levels, and facilitating coordination between PET and other WR office programmes and 
priorities, They maintained that this was best done by delegating sufficient authority to the 
polio team leader and field PEI coordinators to manage the programme. Priority must also be 
assigned to polio-related recruitments and financial disbursements as the programme accounts 
for a significant proportion of the WHO country allocations. Furthermore, a permanent 
communication link should be established for programme management entailing around the 
clock WR accessibility to PEI coordinators, and PEI should be part of WR office daily 
agenda. This will help initiate the highest level advocacy with governmental authorities, right 
from the President down to governors, ministers, secretaries and district authorities, WRs 
should also reach out to other partners and facilitate the process of ensuring days of 
tranquillity in areas of conflict. 

The WR must personally supervise and support the surveillance efforts for AFP. The, 
coordinators at the national level and a large number of consultants are in place whose 
supportive supervision is essential. In order to boost routine EPI immunization, a technical 
advisory role for GAVI planning is envisaged by WHO, whose personnel will be responsible 
for management of GAVI funds and planning. Training on EPI, management, AFP 
surveillance, and campaign management are other immediate priorities of the WRO. 

The specific challenges include security, which is increasingly becoming an impediment 
and a significant problem in high-risk areas, requiring additional material resources for radios 
and satellite phones. Constant changeover of high and middle level leadership is also a 
frequently encountered problem. Increased movement of Afghan refugees with repatriation 
calls for more coordination between the two countries. 

The WRs Pakistan and Afghanistan concluded by hoping that both countries will avail 
the opportunity to stop transmission during the next 6-8 months. They pointed out that the 
polio teams are superb in assisting the two countries in accomplishing the task. Likewise the 
challenges at the field level are eased by the immense support from the Regional Office 
coupled with strong national commitment. 



Discussion 

Dr Wahdan, Special Adviser (Poliomyelitis), appreciated the efforts of all WRs and 
pointed out that the Regional Director had instructed everybody to respond urgently. The 
efforts of WRs in fund-raising have been very good and they are helping global fund-raising. 
He appreciated the great commitment and spirit of cooperation available for the programme. 
Dr Wahdan also noted that all WRs, including of polio-endemic as well as non-endemic 
countries, had key roles to play in the eradication initiative. As very appropriately highlighted 
in these presentations, action points include the following: 

in polio-endemic countries, regular oversight of the eradication initiative through 
meetings with the technical team; ensuring high priority to polio-related administrative 
matters, working with the UN team to obtain safe access in areas of security concerns, 
and maintaining an open dialogue of information exchange with polio partners; and 

in non-endemic countries and recently-endemic countries, ensuring the highest priority 
is given to the certification process, including the laboratory containment of infectious 
and potentially infectious materials. In addition, maintaining quality surveillance for 
acute flaccid paralysis 'is a key activity that requires regular oversight from key leaders, 
such as WRs. As the length of time from the last detected case due to wild polioviruses 
increases, expansion of the acute flaccid paralysis reporting system to include other 
appropriate diseases (i .e. vaccine-preventable diseases) becomes an important 
consideration. 

WHO will provide all necessary technical support to countries where wild poliovirus is 
still circulating with special focus on Pakistan and Afghanistan and mobilize the necessary 
resources in partnership with other stakeholders. 

Cross- border polio control with an emphasis on technical and operational coordination 
was extensively discussed, and the need to improve the quality of PEI campaigns to ensure 
universal coverage and the need to enhance routine EPI activities were emphasized. Exploring 
all possible mechanisms for accessing difficult and insecure areas to ensure coverage was 
clear1 y underlined. 

Recommendution 14: WHO should continue to provide strong technical support to countries 
where wild poliovirus is still circulating with special focus on the high-risk, dificult-to-access 
and insecure areas in Afghanistan, Pakistan and Somalia, and to nlobilize all necessary 
resources needed, in partnership with other stakeholders, 

Action: WRs/POL 

Recomme~ldabion 15: WHO should continue to protnote cross-border polio control activities 
by suppording coordination between countries and partners in teclanical and operational 
issues. 

Actiort: POUWRs 
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5.9 BDN as a strategy. for p~veltty wlleviatIo~overnment policy, ownership, progress 
and community Investment-lwsons learned 
(agenda item 10) 
Dr K. Bile Mohurnud, WHO Representatwe, Pakistan 

Dr Bile pointed out that the purpose of development is to improve people'$ quality of 
life with the main concern being health. Health is a legitimate pathway for social 
transformation for a better qiality of life, as sdpported by the basic development needs (BDN) 
concept of integrated comrnuni ty- based grass-roots development. He mentioned that the UN 
Secretary-General, Kofi Anan, had emphasized the centrality of health in the development 
process. 

BDN constitutes an entry point and an integral element of the indivisible package of 
basic human components necessary for poverty reduction and sustained development. BDN 
is also an effective strategy for intersectoral collaboration and a tool to enhance people's 
ability to contribute actively to bring about the desired process of change. He described an 
improvement in health as a prerequisite for demographic transition and a productive asset for 
poverty reduction. He also cited gender inequity as a phenomenon that links i l l  health and 
poverty, while a low IMR reduces ptccautionary demand for children. Be pointed out that 
income generation without health gains is not sufficient to reduce poverty. 

Dr Bile described the experience of Pakistan where BDW 'has been endorsed as a visible 
strategy for poverty reduction. Appropriate infrastructure and organizational set-up have been 
established. This has resulted in better utilization of resources arldtdelivery of health care. He 
pointed out that poor health is itself a deprivation that is part of poverty. The latter is the 
world's biggest killer and the greatest cause of ill health and suffering across the globe. The 
BDN concept recognizes this relatiofiship and the 'interdependency thar exists between 
healthier life and poverty reduction. 

The BDN focus on direct community role in human development and poverty reduction 
interventions will, in the long term, raise the opportunity cost of rearing many children with 
consequent fall in fertility. As communities eherge from poverty, parents substitute quality for 
quantity and provide better care and better education to children. Dr Bile reiterated that 
diseases reduce productivity, shorten working lives and increase the number of days lost in 
illness. Anaemic men were found to be 20% less productive than men who were not anaemic. 
Furthermore, a higher life expectancy implies a higher rate of return on human capital 
investment with better training and better skills gained through long experience. A World 
Bank report has demonstrated that 45% of the reduction of child mortality can be attributed to 
the utilization of new health and healt h-related know ledge, 38% to edukation achievement of 
female adults and 17% to the effect of income. 

Dr Bile stressed that in most developing countries inequality in Income makes the poor 
significantly vulnerable to i l l  health. Several major i  llriesses, recognized as diseases of 
poverty, have been unequivocally shown to trap the human development process and lead to 
poverty. The most salient health condi'tions closely correlated with poverty include 
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tuberculosis, malaria, mental ill-health, HIVIAIDS, childhood diseases, malnutrition and poor 
reproductive health and food safety, The control and preventiofi of these health problems is 
strong1 y catal ysed through integrated processes that recognize and act on the mu1 ti-causali ty 
of disease and build on community participation as a prerequisite for efficiency and quality. 
The BDN process of community-based integrated development provides a unique opportunity 
to sustain the desired outcome. 

The validity of the BDN process and its relevance is substantiated by the results 
obtained from the BDN field settings in Pakistan. In these seven poor communities outcomes 
improved along the lines given below: 

IMR has decreased from 100-130 to 50-6011000 live births 
CPR has risen from 5% to 30-35% 
Routine EPI coverage has risen from 3 M 0 %  to 85-95% 
Moderate malnutrition has decreased from 20-30% to 5 4 %  
Severe malnutrition has decreased from 4 4 %  to 1 % 

In conclusion, Dr Bile pointed out that the choice for broader approaches to health was 
reiterated in 1999 by the World Health Assembly resolution (WHA52.53) recommending the 
enhancement of the health sector capacity to participate in intersectoral efforts, which address 
the root causes of ill health including poverty. Similarly, the recent WHO Corporate Strategy 
calls for pursuing a broader approach to health, in the context of human development, that 
drives the health sector to be more tightly focused on equity and the health of the poor. From 
this understanding the health sector has the responsibility to catalyse and participate in 
intersectoral poverty reduction efforts, enhance community capabilities and improve people's 
health in an equitable, empowering and sustainable manner. These guiding principles are 
inherent in the BDN conceptual framework, through which health can benefit from and 
contribute to integrated total development and towards a better quality of life. 

Discussion 

WHOJEMRO endorsed the broader approach to health and the interdependency between 
ill health and poverty as a legitimate strategy to promote the BDN concept as one of the 
leading priority programmes in the region for its capacity to catalyse community action and 
inter-sectoral collaboration for health and integrated community development. 

The participants stressed that the BDN initiative needed to be made sustainable by 
developing more partnerships and making it part of the health system everywhere. 
Furthermore, BDN programmes may be encouraged to establish strategic links with national 
human development and poverty reduction initiatives at country level and facilitate the 
integration of these interventions in the national and local development plans for 
implementation and expansion. 

BDN was envisaged as a research and development intervention, where the inputs, the 
processes, outcomes and impact of BDN capacity building and social and income-generating 
interventions are proper1 y documented through the routine information system. 
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The participants appreciated the fact that the BDN.initia& in Pakistan had brought about 
a significant change in reducing infant and maternal mortality, women's development, 
increasing routine EPI coverage, skills development, improving literacy rates and 
involvement of district authorities, The programme had interacted with great success with 
other national organizations such ,as the President's Task Force on Human Development, 
National Rural Support Programme, Research Center for Poverty Reduction, Khushali Bank 
and with the recently constituted district-based devolution process. These efforts will also 
help in institutionalizing the programme. Pakistan is shortly hosting an inter-regional BDN 
managerial workshop that will serve among other things to develop a training plan for the 
Region. 

5.10 Progress made and exchange of experiences in implementinglevaluating the BDN 
initiative 
(agenda item I I )  
Dr A. Alwan, WHO Representative, Jordan 

Dr Alwan shared his experiences concerning the implementation and evaluation of BDN 
initiatives in Jordan. At the beginning, he provided the participants with brief review of the 
intercountry consultation held in Alexandria in June 1998, He listed some of the 
achievements, constraints and major conclusions. 

Alluding to the BDN initiatives in Jordan, he mentioned the Quality of Life (QOL) 
projects implemented through the Noor A1 Hussein Foundation since 1989 and the Healthy 
Villages Programme (HVP) implemented by the Ministry of Health since 1996. He reiterated 
the fact that evaluation was critical to the success of the programme and was helpful in 
assessing the progress made, reviewing the process and outcomes, documenting 
achievements, identifying constraints and learning from existing experience in updating or 
modifying the future line of action. He spoke at length on the review process based on an 
evaluation methodology evolved by WHOfEMRO and subsequently adapted to the country 
context. 

The overall findings were quite encouraging. Infant and child mortality rates were found 
to be satisfactory although the baseline surveys were not comprehen~i~ve, there was a clear 
increase in immunization to children and mothers, there was excellent antenatal care in place, 
the family planning indicators were improving, and the health services showed better 
utilization. Furthermore, there was sufficient political commitment; 25 partnerships had 
contributed through funding and technical support. The Resource mobilization was also quite 
satisfactory: US$ 2.6 million had been provided: 43% for social interventions and chpacity- 
building, 40% for micro-crediting, and 17% for operational and administrative matters. The 
financial sources included UN agencies, banks, USAID, international NGOs and government. 

The programme coverage, was in 21 villages with a population of 48 216 and income 
generation activities have directly benefited only 5 662 community members or 12%, making 
the impact on poverty reduction s~mewhat inadequate. Intersectoral coordination was also 
reported to be inadequate at the local level. Social mobilization was found to be a strong 
component of the programme with women working as equal' partners. Programme 
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management was not adequately decentralized, Data collection was not always regular; 
sometimes inadequate for monitoring. 

The average amount of loans was US$783, which did not always focus on the poorest 
of the poor. The management of income-generation activities was found to be good. The 
advocacy and documentation was found to be quite efficient and the trainings ailequate. 
Sanitary latrines were found to have a positive impact in all villages surveyed and almost all 
the villages had a functioning garbage disposal system. The loan recovery rate ranged from 
70%-95% (average 84%). Social projects were implemented in the fields of health promotion, 
education, vocational training, family planning, environmental improvement, gender and 
women's rights. Almost 90% of the training activities were for females or related to them and 
there were many examples of successful response to community needs 

Certain weaknesses or challenges of the programme included an inadequate multi- 
sectoral involvement, highly centralized management of projects, inadequate linkage with the 
health facility, scattered project sites increasing the managerial costs, inadequate emphasis on 
the poorest of the poor in some villages, inadequate loans that may not have exerted a full 
effect on poverty reduction. Programme targets were not well documented and monitoring 
was sometimes found to be weak 

Discussion 

The participants underlined the importance of conducting evaluation to draw reliable 
lessons for programme consolidation and application. Documentation of BDN activities was 
considered vital for proper advocacy and promotion purposes. Other issues that arose were: 

the uniqueness of the QOL and HVP models for integrated community health and 
sustainable development; 
the relevance of BDN training and capacity-building for improving health and 
environment, and the benefits that are derived from the programme; 
the need to enhance community involvement and generate stronger coordination 
between the QOL and HV programmes; 
the need to expand the programmes to surrounding areas with an emphasis on technical 
cooperation among villages and focus on the poorest of the poor; 
the need for stronger technical support and better supervision and evaluation, which 
require additional human resources; 
the need for a national training programme by experts in micro-credits and social 
mobilization; 
the need for more joint work between government sectors and among UN agencies. 

The participants emphasized the multi-sectora1 approach and the public-private 
partnership in the BDN programme. The cluster village approach is crucial for resource 
mobilization at community level. The health dimension has to be given special attention in 
BDN. WRs have to make a higher contribution to the programme as they are the main 
players. Regional Office staff have to find the most flexible financial and administrative 
procedures when dealing with the programme. 



WHO-EMWR/OlS/E/L 
Page 27 

Recommendation 1,6: The Regional Ofice should continue to advocate strongly the 
interdependency bedween ill health and pow*& to promote the BDN concept as a priority 
programmes in the Region and to facilitate its integration in national and local development 
plans. 

Action: CBI/ARD/WRs 

Recommenalcation 17: To draw lessons for programme consolidztion and expansion, the 
inputs, processes, outcomes and impact of BDN capacity-building and social and income- 
generating interventions should be documented through the routine information system and 
periodic evaluation in partnership with local communities, governments and other parbners. 

Action: CBI/WRs 

5.11 Contribution of national health accounts to policy formulation for health systems 
development 
(agenda item 12)  
Dr H. Sulehi, Regional  advise^ Health Economics, Legislation and Ethics 

Dr Salehi discussed the importance of national health accounts (NHA) in the context of 
health system development. Total health expenditures in the world surpassed three trillion 
dollars in 1998. While some countries spend less than 10 dollars per capita on health other 
countries spend a few thousands dollars per capita on health. At the same time health-adjusted 
life expectancy (BALE), is less than 30 years in some countries and over 73 years in others, 
Such large variation in per capita health expenditures and HALE in the world provide policy- 
makers with an opportunity to study the determinants of health and their relationship to health 
expenditures. NHA are the backbone of such studies. 

National health accounts are a set of standard tables that show the flow of funds in 
health systems. They provide information on how health systems raise, allocate and use 
financial resources and who benefits from them. Such information, used in coNunction with 
other data sources, can contribute to policy development and health sector reforms that are on 
the agenda of most countries of the Region. 

There is some evidence to suggest that NHA, although crude and underdeveloped at 
present time, are being used in some countries of the Region as well as other developing and 
developed countries to address diverse policy issues. Over 70 countries, including nine 
countries in this Region, have already produced at least one round of NHA and more countries 
are expected to do so in the near future. The contribution of NHA to policy developments in 
Egypt, Islamic Republic of Iran, Jordan, Lebanon, Morocco and Tunisia were summarized 
and presented. The contribution of NHA to policy formulation and development has been 
notable in some countries and marginal or none in others. WHOEMRO will continue to 
provide technical support for NHA and their institutionalization in ministries of health in the 
Region. The NHA producer guide and other supporting documents will be introduced shortly. 
A regional NHA websi te is under development and will be launched in early 2003. 
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Dr Salehi recommended that NWA be promoted and institutionalized as an important 
policy tool. Furthermore, there should be a routine production and report of NHA and 
policymakers may be encouraged to make use of NHA for formulation and subsequent 
monitoring of their policies. 

Discussion 

During the discussion on the subject, the participantti welcoqed the NHA as a valuable 
tool for health system development, but it was reiterated that local capacities need to be 
strengthened. The= was also a cothmon understanding that institutions other than health have 
a greater stake and technical capacity in this field. There is thus a need to encourage national 
partnership for quality in the NHA system and sustain its efforts. The high cost of the NHA 
was also considered as a serious constraint especially for low-income countries, hence the 
need to employ low cost technologies for the task. The support of the Regional Office was 
underlined and the need to exchange experiences between the countries of the Region was 
considered essential. 

5.12 Case study on the experience in Lebanon 
(agenda item 13) 
Dr H. Latiri, WHO Representative, Lebanon 

Dr Latiri defined national health accounts as a descriptive accounting of all spending on 
health in a country during a year, regardless of the origin, destination or object of the 
expenditure. He said NHA were useful for a variety of national purposes and especially 
valuable as a baseline planning and monitoring tool when countries are considering 
significant health financing reform. It is also a tried and tested tool for analysing health 
expenditures. He pointed out that NHA can further help answer certain key questions, such as 
the magnitude of the health system and its role in the economy, who pays and to what extent, 
the financing of health care, allocation of resources across providers and types of services, the 
financial value of benefits distributed and comparison with other countries. 

The key elements of NHA include definition of the health expenditure boundary, flow of 
financing framework, sources, intermediary financing agents, uses and distribution, NHA 
standard table, International Classification for Health Accounts (ICHA) and other relevant 
classifications, adaptation and application to national interests and priorities. He reiterated the 
guiding principles of NHA as equity, effectiveness and quality, efficiency, financial 
sustainability, intersectoral action and community participation. In this regard the main tasks 
are to assist the Ministry of Health in the identification, collection and analysis of data, assist 
the national team in reviewing and compiling the NHA tables and finally preparing the final 
report. The report should cover the main policy issues such as sustainability, cost containment, 
capacity in hospitals, reallocation of resources, investment in medical technology, cost of 
drugs, health insurance and equity. 

He cited availability, validity and reliability of data coupled with the lack of standard 
definitions as some of the chief obstacles in making i,t part of the national policy and strategic 
planning. Giving the main findings of the Lebanese survey, it was estimated that the total 



WHO-EMIWRIO18~ 
Page 29 

health expenditure was in the vicinity of US$ 2 billion, h e  per capita expenditure about US$ 
500, total GDP US$ 16 billion. Health spending as a percentage of GDP stood at 12.3%; 70% 
of which was from private and household sources and only 18% from the public sector. 

Discussion 

The participants appreciated the efforts made by Lebanon in the field of M A .  They 
requested that the study results be shared with other countries of the Region. The special role 
of the private sector, accounting for 70% of the health costs, was considered to be remarkably 
high. 

Recommendation 18: WHO should focus on developing standardized sets of guidelines and 
instruments for the countries to use on regular or periodic basis with relative ease land 
minimum cost. 

Action: ELWDHS 

Recomrne~ldation 19: NHAs should be planned in collaboration and partnership with national 
entities, such as departments of statistics, ecortonaic institutes, universities and other related 
government entities, but the ownership of NHA exercise should rest with the ministries of 
health. 

Action: WRs/ELWDHS 

5.13 Overview of substance abuse in the Region with special emphasis on injecting drug 
users 
(agenda item 14) 
Dr A. Muhit, Regional Adviser, Mental Health and Substance Abuse, Social Change and 
Mental Health 

Dr Mohit pointed out that drug abuse is a serious devastating socioeconomic and health 
problem. It decreases productivity, and increases criminal activity, suicide and violence. It 
breaks down families, leads to domestic violence and neglect, and drains the economic 
resources of the nation and families alike. It is associated with high levels of morbidity 
including personality and mood disorders, cardiovascular, respiratory and blood-borne 
infectious disease, particularly HIVIAIDS. 

Drug abuse is a highly complex human behaviour, chronic, hard to cure and in many 
cases associated with other risky behaviours. Unsafe injection and unprotected sexual 
behaviour are examples of the most important ones. There is evidence that the drug abuse 
situation is worsening in the countries of the Region. The number of drug abusers, especially 
injecting drug users, is increasing and the traditional patterns of drug use are changing. The 
harms have reached a considerable and dangerous level. Effective action against drug abuse 
and addiction must be based on a comprehensive, balanced and coordinated approach by 
which interventions to reduce supply, demand and the negative health and social harms of 
drug abuse reinforce each other. 
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WHORMRO has decided to take serious action on this issue. In order to address the 
issue systematically, and as a necessary step, a Regional Advisory Panel on Impacts of Drug 
Abuse (RAPID) has been formed which has already made certain recommendations to contain 
the problem of substance abuse, such as addressing drug abuse as an integrated part of the 
health care delivery system in every Member State, giving it a higher priority, and treating it 
in a transparent way and with attention to all the harms associated with it, in particular the 
spread of HIVIAIDS. Member States are requested to undertake a major role in drug demand 
reduction and reducing the harms associated with drug abuse. The response should be 
comprehensive, effective, rnultisectoral, evidence-based and include primary prevention, 
easily accessible drug trkatment and rehabilitation and, where required, harm-minimizing 
programmes, such as voluntary HIV counselling and testing, hepatitis B vaccination, 
appropriate and well controlled drug substitution treatment, access to sterile needles and 
syringes and to condoms, sexual health education, ST1 treatment, treatment of opportunistic 
infections, particularly tuberculosis, and access to highly active antiretroviral therapy 
(HAART). At the same time, WHOIEMRO should enhance its programme activities and 
continue to support the work of RAPID and assist Member States in developing better 
understanding of the situation, implementing interventions, capacity-building and evaluating 
programme activities, and assist in utilizing GFATM in accordance with the resolutions of the 
Health Assembly. 

The participants felt that proxy indicators and integrated management are required for a 
more focused approach to the problem. Furthermore, the issue should be taken in conjunction 
with HIVIAIDS, as social issues, surveillance and interventions go hand in hand. A strategic 
approach is required to meet this huge challenge and an innovative multi-faceted approach is 
required combining social, cultural, and religious elements. 

Recommendation 20: D r ~ g  abuse should be addressed as apt integrated part of the health care 
delivery system with attention to all the harms associared with it, in particular the spread of 
HIV/AIDS, HCVand HBV 

Action: WRs/MNH 

Recommendation 21: WHO, nzinistries of health and other health cam providers should 
undertake major eflorts for the promodion if the RAPID initiative and the reduction of drug 
demand by developing better understanding of the situation, implementing interventions, 
capacity- building and evaluating programmes. 

Action: MNH/DHP 
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5.14 Rehabilitation and reconstruction of the health system in Afghanistan: a w e  study 
and lesson learned In a complex emergency country 
(agenda idem 15) 
Dr S. Youssou$ WHO Representative, Afghanistan 

Dr Youssouf described the rehabilitation and reconstruction of the health system in 
Afghanistan. He stated that health programmes and activities existed even prior to the war of 
winter 2001. However, rehabilitation and introduction of new structures was required. WHO 
assisted the Ministry of Health in updating their organigram and helped in setting up a 
national health policy in which the priority needs of the country were identified. A department 
was created for emergency preparedness and response in the Ministry of Health and a focal 
point was nominated. Furthermore, a basic service package was prepared and finalized, which 
could be used for the implementation of primary health care prugrammes. 

The government required financial support and the UN agencies were requested to 
identify a budget line for their line ministries. WHO assisted in the preparation of this budget, 
which was well appreciated by the Government. The Government is concentrating on 
capaci ty-building of the nationals and the Ministry of Health; 35 fellowships were awarded as 
part of capacity-building. A lot of p r o p s s  has been achieved in the field of human resources 
development. WHO signed a memorandum of agreement with the Aga Khan Foundation for 
the development of a school of nursing in Kabul. The Government has made a heavy 
investment in water and sanitation. Many water projects were implemented in several 
provinces in partnership with UNICEF and WFP. BDN continues to receive priority and 
expansion has been made in new provinces. Like many other disaster-stricken countries, 
mental health is a major public health problem and a programme is being developed and the 
initial activities are already being implemented. 

Discussion 

The participants took note of the growing dependence on NGOs in health care services 
delivery in Afghanistan. In this regard, the need to focus the WHO technical support on 
strengthening the role of the Ministry of Health to enable it to face the health challenges in the 
national context of Afghanistan was re-emphasized. This could be done by effective1 y 
supporting human resource capacity-building in the health system and scaling up public 
health programmes in close coordination with the Ministry. 

Recornrnendution 22: WHO should play a more active role in coordinating the health 
emergency preparedness plans and sharing of infomadon between national und intemdtional 
partners. 

Action: EHALARD/WRs 

Recommendation 23: WHO should intensify planning and collaboration between 
neighbouring countries for coordinated and concerted response and uction in the event of 

emergency. 

Action: WRs/EHALARL) 
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Recomrnenhtion 24: WHO. should support national health systems for emergency 
preparedness and response, as they constitute the most reliable and efective means of 
delivery of emergency services. 

Action: WRs/EHMARD 

5.15 Highlights from the World Summit for Sustainable Development (WSSD) 
(agenda item 16) 
Dr H. Abouzaid, Regional Adviser, Supportive Env'imrnent for Health 

Dr Abouzaid presented highlights of the WSSD which was attended by approximately 
60 000 participants from 200 nations and designed as a follow-up to the UN Conference on 
Environment and Development (UNCED) held in Rio de Janeiro in 1992, to devise a plan of 
implementation of Agenda 21. and deal specifically with poverty reduction and how to speed 
up progress in achieving sustainable development. He mentioned some of the important 
proper and side events that took place. The UN Secretary-General set five priority areas for 
the WSSD, commonly designated as WEHAB (water, energy, health, agriculture and 
biodiversity). Health was much more present in Johannesburg than in Rio de Janeiro, both in 
the minds and deliberations of the delegates. Health was confirmed as a fpndamental human 
right. The very first plenary session of the Summit was on health, with all that that implies in 
terns of media interest and coverage. 

UNICEF, UNEP, UN HABITAT, the World Bank, the Governments of Canada, Norway, 
South Africa and the USA as well as the EU expressed their commitment to the Initiative on 
Healthy Environments for Children: A Global Alliance on Children's Health and Environment 
was announced by WHO during the summi t. Many delegates, including Pakistan, Saudi 
Arabia and Afghanistan, indicated the interest of their countries during the reception. The 
Canadian government disclosed a major initiative to support WHO and UNEP in exploring 
the linkages between health and environment and USEPA expressed interest in supporting the 
development of indicators for children's environmental health; a WHOIUSEPA memorandum 
of understanding to that effect was announced. 

The Stockholm Conference of 1972 placed environment on the Agenda, the special 
session of the Governing Council of UNEP in 1982 in Nairobi confirmed this drive. The 1992 
World Summit in Rio consolidated the concept of sustainable development and adopted 
Agenda 21. It was also the Summit of Hope, as it came with the inspired 27 principles of the 
Rio Declaration. What was new in Johannesburg was the notion of partnership, particularly 
the so-called partnership of type 2, based entire1 y on voluntary grounds. Many participants, 
particularly in the NGO community deplored this trend as a sign of the end of the multilateral 
commitment of many governments to intergovernmental decisions and of the "undoing of 
multilateralism". The two main outcomes of the summit are the Plan of Implementation for 
the WSSD and the Johannesburg Declaration on Sustainable Development, initially called the 
Johannesburg Commitment on Sustainable Development. 
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5.16 The WHO Representatives Offices' input in improving national training activities 
(agenda item 18) 
Dr G Al Sheikh, Regional Advisel; Human Resources Development 

Dr A1 Sheikh pointed out that there was a renewed interest in NTAs as a regional 
priority. It was the subject matter of discussion at an informal meeting of experts in May 1997 
followed by a consultation on development of NTAs in December 1997. A Regional Task 
Force on NTAs was subsequently established in 2001. He pointed out that the implementation 
of NTAs was largely decentralized. 

He stressed that the training methodologies, number and relevance of participants, 
experience of facilitators, training materials, resources, time and place can, if not properly 
organized, adversely affect the overall quality of training. Furthermore, at times, poor 
planning, incorrect timing, repetition of the same course with the same facilitators and 
trainees without proper feedback or evaluation can pose a serious challenge to the process. It 
is therefore imperative for countries to adopt proper mechanisms for planning and supervision 
with clear targets and to carry out an impact assessment. He emphasized the need for having 
certain criteria for approving NTAs and for selection of trainees and facilitators. Evaluation 
indictors should also be drawn up to facilitate the process. 

He suggested that the Regional Office should continuously review actiondmaterial, 
further develop and put in use a model mechanism for planning, implementing and evaluating 
NTAs, revise and publish the guidelines developed by experts who participated in the 1997 
meetings mentioned, design an evaluation tool for feedback at the end of each biennium and 
organize workshopls to strengthen and follow up capabilities in countries and WR offices. In 
turn the WR offices may carry out planning before and while requesting NTA, while the 
implementation may be decentralized. A representative of the WR office may be present 
during the training event. The WR office may also ensure planned implementation, provision 
of material, and pre and post tests. The WR offices may also follow up with long-term impact 
evaluation, and report the findings to the Regional Office. It may also strengthen capabilities 
of national trainers through planning, facilitating, training and evaluation methodologies. WR 
offices would thus be involved in supervising, supporting, evaluating, reporting and training 
for better results. 

Discussion 

The importance of NTAs for WHO collaborative activity was emphasized. In this 
context, a special policy was directed to scale up the quality of these technical interventions 
and thus benefit the health system. There was a consensus that the WHO country offices 
should pursue and implement all NTAs actively once they are approved through the JPRM 
process. The participants once again raised the need to enhance the delegation of powers for 
all local cost activities to the WR offices in order to ensure the smooth implementation of the 
WHO technical assistance in their functions. 
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Recommendation 25: Eforts should be made to improve the technical quality of NTAs by 
assisting the WR ofices in developing methodologies and training materials, as well as 
monitoring and evalulation mechanisms, to achieve better impact on the petfomance of the 
national programmes. 

Action: HRD/DHS 

Recomrnertdation 26: Training centres should be identified within countries for conducting 
NTAs and, where necessary, support should be provikd by WHO to strengthen local 
capacibies. 

Action: HRD/DHS 

Recornrnendation 27: A database containing infomation on NTAs should be made in all 
countries and at the Regional Ofice to share experiences, 

Action: HRD/HIT 

5.17 Performance Management and Development System (PMDS) 
(agenda item 19) 
Mrs S. Mulvany, Personnel Oficer 

Mrs Mulvany noted that 2002 had witnessed major changes in the policies of human 
resources management, which are part of an ongoing series of reforms. She said that the 
PMDS system was applicable to all the staff appointed for one year or more and to all 
temporary staff appointed on 11 month contracts; staff appointed on contracts of less than 11 
months are appraised through a different mechanism. PMDS aims to assess staff in a 
transparent and fair manner based on mutually agreed objectives. It is designed to be an 
integrated part of our planning and performance process. 

The key objectives of PMDS are to achieve a high level of performance within the 
Organization, link individual staff objectives with the corporate strategy and the strategic 
budgeting process, and increase work team dialogue and feed-back. Currently, almost all staff 
and supervisors have received training in the PMDS and detailed guidelines have been 
distributed to all staff. A learning module on a CD has also been distributed to all concerned 
staff and reminders have also been issued for monitoring the progress. 

Under the new system, supervisors are accountable for ensuring timely and proper 
completion of the PMDS process and staff members with supervisory responsibilities will be 
assessed on their performance as supervisors, including how they fulfill their performance 
management and development responsibilities. She added, however, that due to delayed 
implementation of the system, the completion of the first two steps, have been somewhat 
delayed. Nevertheless, i t  was imperative that by the end of December, all forms would be 
completed and sent to PER/EMRO for the year 2002. Simultaneously, establishment of the 
work plan for 2003, could also take place in December 2002. 

Mrs Mulvany then spoke on contract reform, which is the centerpiece of the human 
resources reform programme, aimed at improving the alignment between work performed and 
contractual arrangements used. In September 1999, the Director-General appointed a Task 
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Force on Human Resources Reform comprising staff and management from technical and 
administrative programmes at headquarters and in the regions. Thereafter, in October 2000, 
the Task Force proposed a strategic framework, which recommended improvements in a 
number of key areas of human resources, including contractual arrangements. The Global 
Staff Management Council (GSMC) at its October 2001 and March 2002 meetings reached 
consensus at the global level on all revised arrangements. 

She mentioned that the revised contractud arrangements for temporary staff aim to 
strike a balance between WHO'S current funding realities and the need to remain a socially 
responsible employer. Through improved planning and reinforced accountability of managers, 
they seek to reduce the incidence of temporary staff performing ongoing work. She 
emphasized that henceforth supervisors are expected to carefully plan their staffing 
requirements and make recommendations based on work requirements and availability of 
funds for establishment of posts for ongoing activities, truly short-term assignments and term- 
limited assignments. Staff are initially recruited on short-term basis except those appointed to 
established posts. 

She said that subject to qualifying criteria, eligible family members of temporary staff 
can now be covered by the insurance and maternity leave is applicable to temporary staff. 
Fixed-term appointments may be recommended for extension of 5 years after completion of 
4 years of certified satisfactory service under fixed-term appointments. Service appointments 
have no specific time limit but may be brought to an end by either party subject to conditions 
specified. They are granted through a Commi &tee process based on an established eligibility 
criteria. 

Discussion 

There was a substantial debate on the issue of contractual reform. It was decided to 
elicit the suggestions of the WRs for sanctioning regular new posts at the WR office if the 
services of the contractual incumbents were truly required and some flexibility needs to be 
allowed. The creation of more posts in WR offices was warranted to maintain the quality of 
work and enable the office to take on greater challenges. The Regional Director outlined the 
fact that this reform was desired by the Staff Association. However, he pointed out that efforts 
need to be made to address the fallout of this new strategy in order to minimize the risks and 
sustain the technical level of WR offices. 

5.18 Briefing on disaster preparedness and public health 
(agenda item 20) 
Dr C. De Ville, STC/EHA 

Dr De Ville reminded the participants that while health is a state of complete physical, 
mental and social well-being and not merely the absence of disease or infirmity, vulnerability 
to disasters is not compatible with physical, mental or social well-being. This makes reducing 
disaster risk a public health priority. He pointed out that although on a practical side, we 
cannot strengthen health institutions to proyide better access to health care in normal 
situations while doing little or nothing to prepare them to face extraordinary crises. He 
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asserted that WHO is the ,lead agency for health matters and is not merely a humanitarian 
organization or an operational agency providing services and goods. As such WHO should 
lead before, during and after disasters, 

He pointed out that Latin America and the Caribbean had moved from ad hoc disaster 
response to sustainable development. The scope of the ministry of health lies in better 
preparedness, prevention and mitigation, not merely in having a disaster plan. He remarked 
that the process is mom important than the plan and explained that preparedness did not imply 
simply building a stockpile of relief supplies or an activity at the global or regional level. The 
state of preparedness comprised of evaluating possible scenarios, promoting awareness 
throughout the sector, political commitment, training, building consensus on roles and 
responsibilities and establishing bridges to other key institutions. 

He emphasized that training is the key to progress for prevention or preparedness and 
pointed out that it was the health sector which invented the concept of 'prevention'. Citing 
examples from Mexico, he added that preparedness is meaningless if the facilities are not safe 
and do not remain operational in disasters. He mentioned that hospitals present a special case 
as they are not only the symbol of the resilience within the community but also an indicator of 
the commitment to health and welfare. He concluded by stressing that WHO leadership in 
disaster reduction will benefit both the organization and the health sector but warned that 
there were no quick solutions and only a long-term commitment to self-reliance at the 
national level could deliver the goods. 

6. CONCLUDING SESSION 

In his closing remarks, the Regional Director described the event as one of the best WR 
meetings conducted in the past several years and some very pertinent and relevant 
recommendations had been formulated after discussion of a very high technical level. He 
emphasized the increasing relevance of WR Offices in the Region, which is in the midst of 
severe crises such as emergencies and sanctions. He advised the WRs to carry on with their 
mandate of close cooperation and collaboration with their respective national governments. 
He assured them that the technical staff in the Regional Office would continue to provide a11 
requisite support in the priority areas. 

7. RECOMMENDATIONS 

I .  Considering the growing role of WHO within countries, the capacities of WR offices in 
management, technical skills and resource mobilization should be strengthened through 
staff development activities. Action: ARD/PER 

2. A mechanism should be developed for regular reporting of activities performed and 
sharing of information between partners, countries, WR offices and the Regional Office. 
Action: WPD/ARD/DRD 

3. The implementation of the programmes and optimal utilization of regular budget and 
extrabudgetary funds should be improved by developing effective coordination 
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mechanisms between the government, WR offices and Regional Office, Action: 
WPD/A R D r n  
A set of core expected results and measurable indicators should be defined and 
developed to ensure better implementation, monitoring and ,evaluation of the 
programmes. Action: WPD/ARD 
A working group or a task force should be constituted to develop the RAMS for 
technical monitoring of the programmes and evaluation of the programmes at the WR 
offices and Regional Office. Action: ARD/WPD/HiT 
The CCS should be developed with full participation of the national authorities and 
other stakeholders to harmonize the WHO global and regional priority areas and 
strategic framework with national plans and polices, Action: WPD/ARD 
WHO should integrate different initiatives through a comprehensive strategy, to avoid 
confusion at the country level and to ensure cohesion of efforts and resources. 
Action: ARD/DRD 
In view of the increasing and expanding role of the WR offices, a technical working 
group should be established to evaluate WR functions, operational difficulties, 
managerial capacities, flow of information and archiving, and security requirements, 
and to determine the need for further support and delegation of technical and managerial 
authority. Action: DRD/ARD/DAF 
Training programmes for WHO staff in programme planning, negotiating skills, 
resource mobilization and use of information technology should be initiated and 
appropriate facilities made available. Action: WPD/ARD 
The regional strategic framework should be developed to identify criteria for the 
selection of countries and suggest mechanisms for linking the implementation of the 
recommendation of the Commission on Macrwconomics and Health with the existing 
PHC systems and ongoing community -based initiatives in Member States. Action: 
DHS/CBI 
The Regional Office in collaboration with headquarters Geneva should provide, 
technical and financial support to selected countries for formulation of national, 
investment plans for health and economic development. Action: DHS/DRD 
Development of appropriate infrastructure and capacities in countries of the Region 
should be undertaken on priority basis to promote self-reliance and to ensure efficient 
utilization of donor funds. This includes proposal writing skills, technical and 
management expertise for implementing and monitoring programmes and building 
partnerships. Action: ARD/COR/WRs 
WHO should enter into a dialogue with GFATM to advocate that all project proposals 
should have an environmental health impact assessment component and allocate at least 
5% of the total budget for health resem h. Action: COR/DHP/WRs 
WHO should continue to provide strong technical support to countries where wild 
poliovirus is still circulating with special focus on the high-risk, difficult-to-access and 
insecure areas in Afghanistan, Pakistan and Somalia, and to mobilize all necessary 
resources needed, in partnership with other stakeholders. Action: WRs/POL 
WHO should continue to promote cross-border polio control activities by supporting 
coordination between countries and partners in technical and operational issues. Action: 
POUWRs 
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The Regional Office should continue to advocate strongly the interdependency between 
ill health and poverty, to promote the BDN concept as a priority programmes in the 
Region and to facilitate its integration in national and local development plans. Action: 
CBI/A R D / W  
To draw lessons for programme consolidation and expansion, the inputs, processes, 
outcomes and impact of BDN capacity-building and social and income- generating 
interventions should be documented through the routine information system and 
periodic evaluation in partnership with Iocal communities, governments and other 
partners. Action: CBI/WRs 
WEIO should focus on developing standardized sets of guidelines and instruments for 
the countries to use on regular or periodic basis with relative ease and minimum cost. 
Action: ELWDHS 
NHAs should be planned in collaboration and partnership with national entities, such as 
departments of statistics, economic institutes, universities and other related government 
entities, but the ownership of NHA exercise should rest with the ministries of health. 
Action: WRs/ELE/DHS 
Drug abuse should be addressed as an integrated part of the health care delivery system 
with attention to all the harms associated with it, in particular the spread of NVIAIDS, 
HCV and HBV. Action: WRdMNH 
WHO, ministries of health and other health care providers should undertake major 
efforts for the promotion of the RAPID initiative and the reduction of drug demand by 
developing better understanding of the situation, implementing interventions, capacity- 
building and evaluating programmes. Action: MNH/DHP 
WHO should play a more active role in coordinating the health emergency preparedness 
plans and sharing of information between national and international partners. Action: 
EHMA RD/WRs 
WHO should intensify planning and collaboration between nei ghbouring countries for 
coordinated and concerted response and action in the event of emergency. 
Action: WRs/EHA/ARD 
WHO should support national health systems for emergency preparedness and response, 
as they constitute the most reliable and effective means of delivery of emergency 
services. Action; WRs/EHMARD 
Efforts should be made to improve the technical quality of NTAs by assisting the WR 
offices in developing methodologies and training materials, as well as monitoring and 
evaluation mechanisms, to achieve better impact on the performance of the national 
programmes. Action: HRD/DHS 
Training centres should be identified within countries for conducting NTAs and, where 
necessary, support should be provided by WHO to strengthen local capacities. Action: 
HRD/DHS 
A database containing information on NTAs should be made in all countries and at the 
Regional Office to share experiences. Action: HRD/HIT 
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Annex 1 

AGENDA 

Opening session 
Follow-up on the recommendations of the 17th Meeting in 2000 
Programme budget PB 2004-2005 (Global and Regional) 
Evaluation of implementation of JPRM 2001' 
Country Cooperation Strategy (CCS) - the experience of Yemen and Country Focus 
Initiative (CFI) 
Practical steps for strengthening WHO field offices 

a) WRO Oman experience in introducing an electronic archiving system fox WRO 
daily work 

b) Minimum telecommunication requirements in WR and field offices in normal 
situations and in emergency situations 

c) The GIFT Project (Global Information Full Text) for Regional Office and field 
staff 

Report on macroeconomics and health-investing in heat th for economic development. 
An overview of Global Funds and Initiatives and the role of WHO Country Offices 
Role of WRs in Polio Eradication 
BDN as a strategy for poverty alleviation "Government's Policy, Ownership, Progress 
and Community Investment" Lessons learned 
Progress made and exchange of experiences in implementinglevaluating the BDN 
initiative 
Contribution of national health accounts to policy formulation for health systems 
development 
Case study on the experience in Lebanon 
Overview of substance abuse in the Region with special emphasis on injecting drug user 
Rehabilitation and reconstruction of the health system in Afghanistan: a case study and 
lesson learned in a complex emergency country 
Highlights from the World Summit for Sustainable Development 
The WHO Representatives Offices' input in improving national training activities 
Performance Management and Development System (PMDS) 
Briefing on disaster preparedness and public health 
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Annex 2 

PROGRAMME 

,Monday, 7 October 2002 

08:00-09.00 Opening session 

Introductory remarks by the Regional Director 
Election of officers 
Adoption of the provisional agenda 

og:0&10:00 Follow-upontherecommendationsofthe17th Meeting 
in 2000 

10:30-11:30 Programme budget PB 2004-2005 (Global and Regional) 

1 1 :30-12:30 Evaluation of implementation of JPRM 200 1 

1230-13:30 Country Cooperation Strategy (CCS) - the experience of 
Yemen and Country Focus Initiative (CFI) 

Afternoon session 
14:3&15 :30 a) Practical steps for strengthening WHO field offices 

WRO Oman experience in introducing an electronic 
archiving system for WRO daily work 

b) Minirnum telecommunication requirements in WR and 
field offices in normal situations and in emergency 
situations 

c )  The GIFT Project (Global Information Full Text) for 
Regional Office and Field Staff 

15:30-16:30 Report on Macroeconomics and Health - Investing in 
Health for Economic DeveIopment. 

16:45-17:45 An overview of Global Funds and Initiatives and the role 
of WHO Country Offices 

Tbesday, 8 October 2002 

08:30-09:30 Role of WRs in Polio Eradication 
09:30-1030 BDN as a strategy for poverty alleviation "Government's 

Policy, Ownership, Progress and Community 
Investment" Lessons learned 

1 1 :00- 1 1 :3O Progress made and exchange of experiences in 
implementing/evaluating the BDN initiative 

11:30-12:30 Contribution of national health accounts to policy 
formulation for health systems development 
Case study on the experience in Ijebanon 

12:3&13:30 Overview of substance abuse in the Region with special 
emphasis on injecting drug users 

WPD 

DAF 

BFO 

W W E M  WPD 

WWLEB 
WR/OMAN 
HIT 
HIT 

HCDlCBI 

ASD 

WWPAK 
WRlPAK 

ELE 
WWLEB 

MNH 
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Afternoon session 

14330-15:00 RehabilitationandReconstructionoftheHealthSystem WWAFG 
in Afghanistan: a case study and lesson learned in a SEH 

15:OO-15:30 complex emergency country 
Highlights from the World Summit for Sustainable 
Development 

1530-17:45 The WHO Representatives Offices' input in improving HRD 
National Training Activities 

17:45- 1 8:45 Performance Management and Development System PER 
(PMDS) 

Wednesday, 9 October 2002 

Divisional Meetings (as per schedule in files) 

Thursday, 10 October 2002 

13:30 Briefing on disaster preparedness and public health Dr C. De Ville 
STClEHA 

14:OO Closing session 



W H O - E m 0 1  
Page 42 

Annex 3 

LIST Ol? PARTICIPANTS 

WHO WPRESENTATIVES 

AFGHANISTAN 
Dr S.S. Youssouf 
WHO Representative 

DJIBOUTI 
Mr F. Fassi Fahri 
WHO Representative 

ISLAMIC lUPUBLIC OF IRAN 
Dr El Fatih 2. El Samani 
WHO Representative 

IRAQ 
Dr OR. Popal 
WHO Representative 

JORDAN 
Dr Ala'din Alwan 
WHO Representative 

LEBANON 
Dr M.H. Latiri 
WHO Representative 

LIBYAN ARAB JAMAHIRIYA 
Dr Ibrahim A1 Hadi S herif 
National WHO Representative 

MOROCCO 
Dr Raouf Ben Arnmar 
WHO Representative 

OMAN 
Dr I. Abdel Rahim 
WHO Representative 
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PAKISTAN 
Dr Khalif Bile Mohamud 
WHO Representative 

PALESTINE 
Dr Angelo Stefanini 
WHO Health Coordinator, Jerusalem 

SOMALIA 
Dr I. Betelmal 
Officer-in-Charge 

SUDAN 
Dr G SabatineIli 
NWHO Representative 

WHO South Sudan Sub-office 
Dr A. Sow 
Public Health Coordinator for South Sudan 

REPUBLIC OF YEMEN 
Dr Hashim Ali El-Zein El-Mousaad 
WHO Representative 

COUNTRY DESK OFFICERS 

BAHRAIN 
Dr Fari ba A. A1 -Darazi 

CYPRUS 
Dr A. Verster 

KUWAIT 
Mrs M. Abou Shabanah 

QATAR 
Dr A. Abdul Latif 

SAUDI ARABIA 
Dr N. Al Shorbaji 

TUNISIA 
Dr B. Sabri 
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UNITED ARAB EMIRATES 
Dr Said Amaout 

OTHER ORGANIZATIONS 

Dr M. Z. Khan 
Coordinator, CEHA 
Jordan 

UNRWA 
Dr Fathi Moussa 
Director of Health 
UNRWA 
Jordan 

WHO HEADQUARTERS 

Dr P. Hartmann, W R Liaison, Cmperation and Communication 
Dr Michel Jancloes, Senior Adviser, Sustainable hveioQment and Healthy Environments 

WHO SECRETARIAT 

Dr Hussein A. Gezairy, Regional Director 
Dr M.H. Wahdan, Poliomyelitis Special Adviser to the Regional Director 
Dr M. A. Jama, Deputy Regional Director 
Dr A. Assae'di, WHO Programme Development 
Programme Managers 
All Regional Advisers and technical staff 
Heads of Administrative Units 
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Annex 4 

FOLLOW-UP OF THE WCOMMENDATIONS OF THE 17TH WETING OF TWE 
REGIONAL DIRECTOR WITH WHO REPFSENTATIVES AND REGIONAL 

OFFICE STAFF 

Recommendations and WPD comments 

1. Response from the technical units and the WRs has been negligible, an indication of 
poor follow up. Need for a new and better mechanism supervised by the Programme 
Directors to ensure better feedback 

2. Some countries such as Qatar and Pakistan have passed new legislation to control 
tobacco use 

3. More training in strategic planning and results-based management of technical 
programmes needed for WHO staff as well as ministry of health staff 
Monitoring, evaluation and reporting of progress needs to improve 
Formulation of expected results and indicators need to improve 

4. WRs and some staff from the regional staff were trained in negotiation skills and 
proposal preparation 
Regional office staff participated in meetings of interested parties 
Fundraising at country level has improved (Sudan, Pakistan and Afghanistan 
The results of fundraising efforts are far from satisfactory 
EML has been contributed in resource mobilization and reporting, particularly to 
AGFUND 
Donor reporting is generally weak 

5 & 6 No feedback 
7. Yemen and Pakistan have prepared their Country Cooperation Initiative (CCS) 

Five countries (Morocco, Jordan, Lebanon, Sudan and Syrian Arab Republic) are 
expected to complete their CCS by December this year 

8. Several training programmes were conducted in which EMR countries have 
participated 
Participants from all the GCC countries are attending the forthcoming training 
course in Greece next month 

9. EMRO has conducted a consultation meeting for EMR experts as part of regional 
consultation aimed at improving the tools, process and methodology used by WHO 

10. There has been little documented evidence of technology transfer and cooperation 
outside the polio eradication programme and control of disease outbreaks such as 
the Rift Valley fever 
The Worn of Africa Initiative (HOAI), the HATCHI, NATCI 

11, The Regional Director has established a Staff Development and Training 
Committee. The staff training and development policy has not been 
revisedldeveloped yet 
A large number of staff including the WR, some of their staff and regional office 
staff have participated in a number of tailor made course such as the negotiations 
skills and proposal preparation, specific training in their area of work etc. 

12. A review process was conducted and analysed by DAF. All WRs have 
participated in this review process 
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Results are being studied by the management 
TheRD hasenhanced thedelegation numberofauthorityfortheWRs in 
countries in complex emergency 
There has been significant improvement in this area 
CD ROM containing presentation of almost all meetings held by EMRO are 
given to participants. This could be made available to WRs as well 
HQ presentation are not available on the internet 
There has been some progress in this area, Guidelines on the role of WHO in 
W A F  process were issued and almost all WRs have participated in the CCA 
Lessons learned on the polio eradication p m s s  are being applied in country 
operations. No documentation as such has been produced 

It is progressing well and more countries are introducing this technology 
CEHA should report the outcome of the finding of the task force 

More work needs to be done 
Follow up of the RCC recommendations and assist Member States 

No feedback 
The establishment of the Global Fund is expected to general new investment for 
the health sector to fight TB, HIV/AIDS and Ma!aria 
A number of EMR countries have applied, so far one received approval from the 
global fund 
The Task Force envisaged was not established, however, the RD has approved 
new funding to scale up the implementation of the BDN programme in a number 
of countries 

The outcome of this survey wi I1 be presented at this meeting 
Technical units in the region are involved in the implementation of the technical 
programmes. Several committees were established to monitor the implementation 
of the technical programme in the same manner the JPRM programmes are 
monitored and evaluated. Workplans for each technical that were developed in the 
JPRM format are being reflected in the RAMS 
Coordination and exchange of information has improved 
The WHO coordinator in Jerusalem participated in the meeting of the RD with 
the WRs and the RO staff 
They also participated in the preparation of the JPRM 
Joint mission on nutrition was conducted recent1 y 



ELEVEN GLOBAL PRIORITIES EXPANDED TO THIRTEEN AWAS OF WORK 

Malaria 
Tuberculosis 
Noncommunicable diseases 
Tobacco control 
Mental health and substance abuse 
Child and adolescent health (a) 
Making pregnancy safer 
HIVIAIDS 
Health and environment (b) 
Food safety 
Essential medicines: access, quality and rational use (c) 
Blood safety and clinical technology 
Organization of health services 

Notes: 
(a) Expanded from making pregnancy safer 

(b) New. Investment in change in WHO removed 

(c) Expanded from Organization of health services 

Annex 6 

EASTERN MEDITERRANEAN REGION REGULAR BUDGET 

Eastern Mediterranean 
Region (US$ million) 

Total regular budget 

Countries 

Regional Office and 
intercountry programmes 

Change in total allocation 

2000-2001 

85.869 

55.311 
(64.4%) 
30.558 

-4.9% 

20022003 

83.390 

52.832 
(63.4%) 
30.558 

-2.9% 

Proposed 
2004-2005 

8 1.584 

50.032 
(61,3%) 
31.522 

-2.2% 
" 
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Annex 7 

LIST OF COMMUNICATIONS EQUIPMENT 

VHF-VNP radios for short distances used for local communications using hand-held 
walkie-talkies or low powered mobilehase installations; 

Multiple Repeatednterconnects-allowing for additional working (td king) channels 
and keeping traffic on the security channel to a minimum, also the connections between 
the radio networks and local PSTN. 

HF-for voice and data, provides medium and long-range (hundreds to thousands of 
kilometers) connectivity; 

Satel!iteprovide connectivity between field missions and headquarters in some 
configurations even with multiple simultaneous voice and data channels; 

Data Communications - wire or wireless connection between computers to exchange 
data (e-mail, Internet, text files), Data exchanges amongst different agencies must use 
Internet Protocol (IP); 

GPS-Hand held or mobile mounted satellite receivers that can provide locating 
information accurate to within a few meters from personnel or vehicles; 

Vehicle tracking-All vehicles must include a tracking system, used to report back to a 
central location; 

Broadcast Band Radios-Battery operated AM and FM radios, and vehicle mounted 
AMFM radios, which is an essential method for obtaining information during an 
emergency; 

Emergency powerhatteries - As public power utility networks are often not available 
during emergency situations, all communications equipment must have alternate means 
of power provided by generators, solar panels andlor batteries. Periodic testing and re- 
charging of batteries are essential to maintain their reliability and should be included in 
maintenance plans as well as the overall security plan. 

KEY SECURlTY GUIDELINES 

Regardless of the requirements for normal operations, minimum standards must be 
adhered to in providing safety and security of UN personnel; 

When multiple UN agencies are operating in the same area, there must be as a minimum 
one common security VHFNHF channel that all the agencies can coordinate on during 
an emergency; 
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Communications monitoring is a necessity in order to hear and respond to distress calls; 
larger agency field operations (+IS) should have, as a minimum, one full time 
communications operator; 

In each mission area, at least one agency must maintain a 24-hour, 7 day per week, 
communications centre to monitor the security channel and provide communications 
outside the mission area; 

All international staff and key national $taff members should have hand-held VHP 
radios with chargers and spare batteries and must be instructed on their use; 

Vehicles used in the local mission should be equipped with VHF radios, if the whole 
area they travel to is covered by a VHF repeater; 

Vehiclesthataredesignatedforuseinanevacuationshouldbeequippedwith~and 
V W  radios and GPS units; 

When multiple vehicles are travelling in convoy, at least two of the vehicles should be 
equipped with both HF and VHF radios; Portable satellite systems should be provided 
for the responsible representative from each agency, at each agency field office. 

Operational requirements included training of all personnel on the use of equipment; 
which should be standardized and compatible to the needs of the system 


