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WHO-EM/WR/021/E 

1. INTRODUCTION 

The twenty-first meeting of the Regional Director with WHO Representatives (WRs) 
and Regional Office staff was held in Cairo, Egypt from 7 to 10 February 2006.  

2. OPENING SESSION 
(agenda item 1) 

Dr Hussein A. Gezairy, Regional Director for the Eastern Mediterranean welcomed 
WHO Representatives and Regional Office staff, in particular those WRs and Regional 
Advisers who had recently joined the Region, as well as colleagues from UNRWA, CEHA and 
headquarters.  

He said that all were committed to serving a diverse region in which WHO is expected to 
make significant contribution in the fight against ill health, and especially diseases of poverty, 
which include avian flu. Technical support was extended to some of the least developed 
countries of the world where health infrastructures and resources are lacking to combat even 
common communicable diseases, as well as to countries who were adapting and increasingly 
applying enhanced health systems, technologies and approaches to the provision of medical care 
and health services. Occupation, civil wars and sanctions were major obstacles to social and 
economic development in many countries. He acknowledged all the efforts to face these varying 
challenges and at the same time to manage the demands and expectations placed upon WRs by 
the countries.  

The Regional Director thanked all WHO Representatives and country staff of countries in 
crisis for their dedication and work to help those populations living under very difficult 
conditions. The devastating south-Asian earthquake had tested the resilience and capacity of the 
people of Pakistan, of WHO and of other humanitarian actors to the fullest extent, and beyond. 
WHO, in collaboration with other partners, had supported a major coordinated health sector 
response, and coordinated health cluster activities, the first time that the UN had implemented 
such a cluster system. WHO’s efforts and contribution had been well received and formally 
recognized by the Government and our partners in the donor and nongovernmental organization 
community and UN agencies as the most timely operation ever.  

Collaboration was continuing with the Ministry of Health of Iraq in reconstruction and 
rehabilitation of health services, health policy and strategic planning as well as human resource 
development. In Sudan, efforts were stretched across the many different dimensions of the 
challenges faced there. In Somalia the environment for humanitarian assistance and 
beneficiaries varied, with the northwest and northeast zones experiencing some form of 
economic recovery, political stability and relatively better security. WHO’s focus had been to 
bring all partners together and provide access to essential health services, nutritional support, 
safe drinking-water, and basic sanitation and hygiene for an estimated one million chronically 
vulnerable people. In Afghanistan close collaboration with the Ministry of Health and other 
partners was focused on strengthening capacity for health policy analysis, communicable 
disease surveillance and control, the health information system and management of health risks 
for IDPs. In the Islamic Republic of Iran support continued to be extended to strengthen and 
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sustain quality health service delivery for the population affected by the earthquake in Bam. The 
dilemma of the Palestinian people in the Occupied Territories continued with the right to health, 
among other basic human rights, denied to millions. WHO collaborative programmes in the 
Occupied Palestinian Territories were now integrated and unified into one programme under the 
umbrella of EMRO.  

The risk of pandemic influenza was of high concern for all countries of the Region. The 
spread of the avian influenza virus, H5N1, into new areas was of concern to human health as it 
broadened the opportunities for human exposure and infection. The number of humans 
contracting the disease was gradually increasing. Introduction of the virus to countries of the 
Region was only a matter of time, and indeed there were now confirmed human cases in Iraq. 
The countries lacked adequate capacity to diagnose, and to confirm diagnosis of, avian 
influenza. Availability of antiviral drugs for stockpiling at affordable cost was another problem. 
Actions to prevent a pandemic or mitigate its consequences were a shared responsibility of all 
countries. Sensitive surveillance systems and rapid reporting and response were needed. 
Compliance with the International Health Regulations would require extensive capacity-
building to ensure the prompt notification required.  

Difficult political environments, particularly for countries in complex emergency, 
persisted. Weak capacity for policy analysis and formulation, strategic planning and economic 
analysis of health systems and absence of long-term scenarios for human resource development 
remained critical challenges in many countries. Health systems were under-funded in all low-
income and some middle-income countries. Inequities in health care financing placed an 
increasing burden on households. Interest among donors to support health systems and service 
development programmes was limited.  

The number of polio cases decreased to 34 in 2005, reported from Pakistan and 
Afghanistan, and after decades of endemicity, Egypt was now free of polio. As a result of 
Nigeria having stopped immunization from mid 2003 to mid 2004, polio had spread to many 
polio-free countries in Africa and Asia, including Tunisia, Saudi Arabia, Somalia, Sudan and 
Yemen, and had caused large-scale epidemics in some countries. The Regional Director 
acknowledged the timely and proper manner in which outbreak of polio in Yemen had been 
managed. The outbreaks in Somalia and Sudan were proving more difficult to manage.  

The steady and consistent increase in the burden of noncommunicable diseases, of mental 
health-related problems including substance abuse and, last but not least, of road traffic 
accidents were of great concern. To curb this trend, interventions had to focus on the risk factors 
contributing to these burdens, including tobacco consumption, lack of physical activity, 
unhealthy dietary habits and high risk behaviour, particularly among youth. Smoking continued 
to rise in the Region despite political commitment to the Framework Convention on Tobacco 
Control. 

Maternal, infant and under-five mortality and morbidity were unacceptably high in some 
countries of the Region, largely due to extreme shortages of human and financial resources, 
poor utilization of existing services as well as the implications of sanctions, war and conflict, 
and inadequate investment in health services. It was time to revive the regional initiative to have 
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a trained birth attendant in every village. The Regional Director said that evidence of the 
effectiveness of interventions for health protection and promotion, including environmental 
health risks and health outcomes, must be further developed.  

Referring to the Millennium Development Goals, the Regional Director said that the 
MDGs presented an opportunity. While some countries would not be able to achieve the goals, 
it was important to strive to reach them as far as possible and to be able to explain what could 
not be achieved. National plans had been developed in priority countries for achieving the 
health-related goals. A plan of action for operationalization of pro-poor strategies for poverty 
reduction and sustainable development had been developed. Special emphasis was placed on 
collaboration with partners to maximize use of existing means and resources  

In the process of renewal of the WHO managerial framework and strategic planning for 
the Organization, several important instruments are under development, the 11th General 
Programme of Work and the medium-term strategic plan for the period of 2008 to 2013. These 
instruments aimed at ensuring continuity, better integration at country level, strengthened 
budgeting and a simplified planning process. The Regional Director encouraged WRs to 
actively participate in preparation of these documents and hoped headquarters would ensure 
reflection of regional and country needs in them.  

In 2005 extensive efforts were made in translation and production of material in the three 
official languages of the Region, including for the first time, the annual report of the Regional 
Director and the report of the Regional Committee in French. Several critical and policy-related 
publications were translated and published in Arabic and French respectively and efforts in this 
direction were being enhanced and would continue.  

Unprecedented efforts had been made during the past biennium for resource generation 
and utilization, especially at the country level, as well as to strengthen country presence through 
enhanced technical and financial support to the country offices. Following the completion of the 
Country Cooperation Strategies, it became clear that both WHO’s scope of activities and the 
demands on its services had increased and it would require considerable effort to strengthen 
WHO’s presence at the country level. Several steps had therefore been taken to strengthen 
WHO presence, and hence performance, in countries, including recruitment of personnel, 
enhancement of facilities and training.  

However all this was made possible by unprecedented utilization of resources from other 
sources of funds for core presence––almost the same amount in fact as the available regular 
budget for this area of work. Core presence should be covered by regular budget. Enhanced 
capacity brought greater expectations from the Regional Director, as well as increasing demand 
from the national side for stronger WHO leadership in the health sector. WRs were now far 
better equipped than at the start of the previous biennium, so greater efficiency and 
effectiveness was expected.  

In the financial period 2004–2005, the overall budget, from both regular and 
extrabudgetary resources, reached US$ 460 million––a three-fold increase compared to the 
2000–2001 biennium. Overall, 76% of these resources were directly spent at country level and a 
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good proportion of the remaining resources supported the work at the country offices. However, 
extrabudgetary resources were mainly focused on a few programmes, such as poliomyelitis 
eradication, health emergencies, HIV/AIDS, tuberculosis and malaria. A number of regional 
priorities, such as child health and women’s health and health systems, continued to be under-
funded. Efforts were needed to generate more resources for those areas  

Finally, the Regional Director said WHO had a challenging task ahead. It was in the 
middle of many new initiatives. The aim was to meet the increasing demand for stronger WHO 
leadership in the health sector, as well as for closer collaboration with sister agencies and 
stakeholders to fulfil our mandate.  

3. ELECTION OF OFFICERS 

Dr Ahmad Mohit, Director, Health Protection and Promotion, was elected Chairman, Dr 
Ahmed Abdellatif, Coordinator, Health Systems, was elected Vice-Chairman and Dr Hashem 
El-Zein, WHO Representative, Yemen, Rapporteur.  

4. ADOPTION OF THE AGENDA AND PROGRAMME 

The draft agenda and programme were adopted. The agenda, programme and list of 
participants are given in annexes 1, 2 and 3 respectively. 

5. TECHNICAL DISCUSSIONS 

5.1 Regional strategy on preparedness and response for human pandemic influenza 
(agenda item 2) 
Dr Hassan El Bushra, Regional Adviser, Surveillance, Forecasting and Response 

The current avian influenza outbreaks are caused by a highly pathogenic avian influenza 
(HPAI) virus, H5N1. This HPAI virus may mutate or swap some genetic materials from 
humans, a reassortment process known as “antigenic shift”, and eventually result in a novel 
influenza subtype different from both parent viruses that could replicate in humans and be 
efficiently and rapidly spread from person to person. The novel virus is expected to lead to a 
highly lethal influenza pandemic as there would be no immunity to the new subtype; and no 
existing vaccines can confer protection against the novel influenza virus. WHO considers the 
present risk of a pandemic great, but unpredictable in terms of its timing and severity. The 
likelihood that this will happen is a matter of opportunity and probability.  

Influenza pandemics are known to severely affect and disrupt social, political, economic 
and many other daily activities in life, including travel, trade and medical services. The daily 
dynamic interaction with other countries in the world (expatriate workers, trade, religious 
visitors and tourism) could easily result in the introduction of influenza into the Eastern 
Mediterranean Region and further dissemination of influenza to the whole world. The Region 
is surrounded by the current foci of unprecedented outbreaks of avian influenza in Asia and 
Europe. Two out of eight known flyways of migratory birds pass through the Region on the 
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way between Asia, Europe and Africa. Although no outbreaks of H5N1 have been reported 
among poultry in Member States of the Region, the first probable human case of H5N1 was 
reported from Suleimaniyah, Iraq on 1 February 2006. 

WHO strategies are essentially geared towards risk reduction to avoid emergence of a 
new virus. Coordinated efforts with international organizations such as FAO and OIE are 
being made to eliminate animal reservoirs, reduce opportunities for human exposure to 
infected poultry (the largest reservoir of the virus) culling, slaughter and vaccination of birds, 
strengthening surveillance in animals and humans, and continuously improve pandemic 
preparedness of countries, among others. WHO will support and coordinate global public 
health response, support affected countries and continue to strengthen the global influenza 
programme. Should the pandemic emerge, WHO will strive to implement focused and timely 
public health measures to slow down the national and international spread of the virus. WHO 
encourages countries to develop national pandemic preparedness plans.  

The Regional Office organized an Intercountry Meeting on Avian Influenza and 
Preparedness for Human Pandemic Influenza, 28-30 November 2005, Cairo, Egypt. The 
meeting was attended by representatives in the health and veterinary sectors from all Member 
States of the Region. In addition many relevant international partners were invited to 
participate in this important meeting. The meeting reviewed the national preparedness plans 
of Member States participating in the meeting and made recommendations. It has been agreed 
that different phases of the pandemic would require different plans. Transparency of all 
countries and prompt sharing of information cannot be compromised. All potential 
stakeholders and resources within the Region and across borders at regional and international 
levels should be mobilized and involved in development of preparedness plans and their 
implementation. Stockpiles of antiviral medicines will not be adequate; therefore, appropriate 
non-pharmaceutical interventions need to be identified and incorporated in the national 
preparedness plans. The role of outbreak communication is critical; appropriate and correct 
messages should be relayed to the public to avoid unnecessary panic and to increase the level 
of awareness about the gravity of the problem and to encourage their involvement.  

Following the emergence of avian influenza due to H5N1 in Turkey, The Regional 
Office deployed, jointly with FAO, technical missions to Member States bordering Turkey 
(Islamic Republic of Iran, Iraq and Syrian Arab Republic), and Member States at risk (Egypt, 
Lebanon and Jordan) to assess implementation of the national preparedness plans. 

Discussion 

The key issues raised related to preparedness planning, public information and 
resources.  

The countries of the Region are extremely diverse in terms of resources and 
infrastructure and that diversity is reflected in their preparedness. The Regional Office has 
undertaken planning support missions to five countries so far and more such missions are 
planned. Four countries have been identified, based on a number of parameters, as being 
particularly vulnerable and strategically important, and early efforts for preparedness are 
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being focused in those countries. One of the lessons of SARS was that high-level political 
commitment is key, and some countries of the Region have demonstrated this already in their 
preparedness and response. 

With regard to the issue of stockpiling of antivirals WHO is working with Member 
States to encourage pharmaceutical companies to develop generic medicines but more needs 
to be done. It is developing a strategic stockpile of medicines aimed at immediate containment 
of an outbreak. It was also noted that WRs should advise governments of the desirability of 
vaccinating those over 60 years of age against seasonal flu as a standard public health 
recommendation. This would encourage pharmaceutical companies to produce flu vaccines, 
among others. The recent intercountry meeting made a number of recommendations for 
implementation by countries and the Regional Office. 

It was emphasized that in the event of a human flu pandemic, there would be 
humanitarian consequences beyond the flu burden itself. Health, transport, economic and 
other systems and institutions would be under severe pressure, and some would cease to 
function effectively. Multisectoral planning, with clear involvement of the health sector, is 
essential. Many industrialized countries have done this and countries of the Region need to 
also. Countries in chronic crisis are especially vulnerable. The priorities for countries are to 
revise and implement the flu plan, and to develop guidelines on how to deal with the 
humanitarian consequences.  

Practical tools are needed at country level to assure effective and correct information of 
the public, community cooperation and mobilization. The Regional Office has worked on 
guidelines for the public and these will be available soon. Civil society, such as NGOs and 
scouts, is being involved in health education and strategy implementation.  

With regard to resources a proposal has been developed for US$ 18 million to support 
flu control at regional level, to be divided between establishment of a stockpile of antivirals at 
regional level, and capacity building, including laboratory capacity. 

The issue of WHO leadership was emphasized, to avoid duplication of work and ensure 
good technical collaboration. It was noted that WHO was working closely with FAO, OIE and 
UNICEF. The Regional Director underlined the importance of ensuring that all partners 
contribute to a single country preparedness plan and that duplicate plans are not developed. 
He noted that any stockpile of medicines would never be sufficient to cover all needs, 
regardless of resources available. Therefore the strategy is focused on stopping the pandemic 
from starting or of containing it in outbreak locations. WHO’s leadership is important but 
WHO cannot develop plans for all sectors, only guidance for the health and related sectors 
and advise governments of the expected consequences of an influenza pandemic. WHO is 
putting a lot of resources into combating avian flu, and the DG has revised the 2006–2007 
budget accordingly, but WHO resources are finite. At country level, funds allocated to 
emergency preparedness and response could be used for flu preparedness. Governments must 
also do their duty and take responsibility for their own planning in this area with the support 
of relevant partners.  
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He recommended that in the interests of early detection and proper diagnosis, WRs 
ensure that a sample from any suspect case of avian flu be sent to the regional reference 
laboratory as well as the central laboratory.  

It was noted that the WHO emergency preparedness plan for its own staff should be 
reviewed by medical services and UN security teams at country level. 

5.2 Follow up of the recommendations of last meeting 
(agenda item 3)  
Dr Abdullah Assaedi, Assistant Regional Director 

Dr Assaedi referred to the document provided to participants and requested comments to 
be forwarded to his office. 

5.3 Emergency preparedness and response in the Eastern Mediterranean Region 
(agenda item 4)  

5.3.1 Introduction and lessons learned in 2004–2005 
Mr A. Musani, Regional Adviser, Emergency and Humanitarian Action 

The objective of this session was to take stock in the number of and impact on health of 
vulnerable populations due to major emergencies experienced in the past biennium (2004-05). 
An introduction of the major reported emergencies illustrated significant levels of morbidity 
and mortality among populations affected by hurricane Katrina in the United States, the 
tsunami in south-east Asia and the recent earthquake in Pakistan. It is important to note that 
several other emergencies took place in 2004–2005 but did not receive international attention 
or assessment of the social and economic impact. These include the drought affecting the 
Horn of Africa, landslides in Yemen, earthquake in the Islamic Republic of Iran as well as the 
chronic crisis situations that plague the countries of the Eastern Mediterranean Region. 

From the various major reported emergencies in 2004–2005 a number of lessons have 
been identified by both Member States and the international humanitarian community which 
challenge and limit response programmes. Unfortunately many of the lessons learnt have not 
been systematically incorporated into the design and execution of future response 
programmes. A number of studies and evaluations have identified key lessons which must be 
implemented immediately: 

• Addressing the false propagation of myths after an emergency (i.e. dead bodies and risk 
to epidemics) 

• Ensuring sector/cluster coordination so that gaps are identified accordingly and 
duplication of services does not occur 

• Standardizing information management, analysis and dissemination to guide decision 
making on population needs 

• Securing greater investment in disaster preparedness and mitigation activities to build 
national and local capacities  

• Building a cadre of disaster experts addressing the full spectrum of public health 
priorities in an emergency in order to reduce morbidly and mortality  
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• Developing, promoting and implementing standard operating procedures in the event of 
an emergency to ensure prompt action. 

This is not an exhaustive list of lessons, but a few which merit importance for future 
work. Many of the lessons to date have shaped the recent Regional Committee resolution 
which clearly defines the way forward for disaster preparedness and response in the Region. 
The resolution specifically calls for the establishment of a regional solidarity fund, the 
creation of the regional network of trained and equipped disaster experts and the opening of a 
logistic hub for humanitarian supplies and equipment. Given this new direction and vision by 
Member States, the challenges ahead lie in reducing vulnerabilities of populations at risk and 
building national and local capacity to respond effectively to a major disaster.  

5.3.2 Experience of WHO response to the earthquake in Bam, Islamic Republic of Iran 
Dr Mubashar Riaz Sheikh, WHO Representative, Islamic Republic of Iran 

The Islamic Republic of Iran is located in a geopolitical area that is highly prone to 
natural and manmade disasters. These emergencies vary in magnitude, some of which are 
locally manageable through national efforts while others need support at a large scale from the 
international community. When the city of Bam was struck by an earthquake in December 
2003, resulting in widespread damage to the almost entire infrastructure, WHO was among 
the first agencies to join the national and local authorities for the immediate relief and 
recovery of the affected population. Considering its comparative advantage, WHO was 
selected as the coordinating agency for the health sector. In this capacity WHO played a 
pivotal role as a catalyst for needs assessment, information generation and dissemination, 
capacity building, support for health system and services, disease control and surveillance, 
community empowerment and continuous monitoring during all phases of recovery and 
rehabilitation. 

However many lessons have been learned during this process. The first and foremost is 
the weak preparedness capacity of the national system for an effective and coordinated 
response in emergencies with participation of all stakeholders. Only this can ensure the 
leadership required from the government in such situations. In this regard, the WHO office in 
the Islamic Republic of Iran is assisting the Ministry of Health and Medical Education in the 
establishment of the Secretariat of Health Risks and Management that is expected to develop 
the national strategic plan for emergency response and rehabilitation. Other challenges 
include non-availability of standards and guidelines for construction as well on the 
participation level of donors, inadequate capacity of health workers in disaster management, 
inconsistent and incoherent interventions by different partners including public sector 
organizations, UN agencies, nongovernmental organizations and voluntary institutions. 
Finally, active involvement of the local communities is essential for sustainable rehabilitation 
of the impact of the natural and manmade disasters.  
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5.3.3 Country experience  
Dr Khalif Bile Mohamud, WHO Representative, Pakistan 

The earthquake that struck Pakistan on 8 October 2005 caused massive damage that 
devastated 65% of all health facilities in the affected areas. The government and people of 
Pakistan responded swiftly by mounting a large scale rescue and health response operation. 
During the first week of this disaster, over 150 000 casualties were managed by the health 
sector and over 40 000 major surgical operations were carried out. The salient characteristics 
of this major humanitarian operation can be summarized as follows. 

• Establishment of a health cluster that brought together over 50 national and international 
health relief partners. These network partners were jointly coordinated by the federal 
Ministry of Health and WHO at national level, and health departments and WHO as the 
six operational hubs set at district level. This coordination contributed in rationalizing 
the provision of essential emergency health services to avert duplication and establish 
better linkages with the government emergency coordination mechanisms and with 
other clusters whose interventions are cross-cutting with health. 

• Building an intensive and wider network of evacuation and emergency trauma care, 
establishment of field hospitals and reviving the function of PHC services in tented 
facilities. 

• Building a network of disease surveillance and disease warning systems compiled with 
swift response for identified disease alerts. About 82 potential disease outbreaks were 
averted and six epidemics controlled effectively at very early phase. 

• Providing mental health and psychological support. This overarching need was an 
integral component of the early health relief operation, with the dispatch of mental 
health teams to the affected urban and rural areas. This initiative is now being 
streamlined into the district health system for its long term sustainability.  

Major lessons learnt from this experience include: 1) the importance of coordination in 
all health relief efforts and building partnership to this effect; 2) the value of mass 
vaccinations, disease surveillance and linkages with other clusters dealing with vital 
determinants of health i.e. water and sanitation, food, shelter etc; and 3) the value for WHO to 
ensure strong field presence with capacity to leverage country and partner efforts to deliver 
vital health services. 

Although the health response in Pakistan has gained recognition during the first 100 
days of this emergency, the immediate challenges remain huge. WHO and other partners must 
sustain their efforts in the coming phases of early recovery, rehabilitation and reconstruction.  

5.3.4 Discussion 

The Regional Director noted that the role of WHO in emergencies has clearly expanded, 
and he applauded the successful response of WHO to the recent earthquakes in Islamic 
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Republic of Iran and Pakistan. The assistance provided from WHO headquarters, other WHO 
Regions and governments was invaluable in this. The “ownership” of responses by 
governments ensured a rapid response with many useful lessons learned.  

Evaluation of WHO’s role in the response to the earthquakes has been very positive and 
there has been clear progress in improving WHO’s capacity in emergency response. As the 
number of emergencies has been increasing within the Region, the priority accorded to this 
area of work has also increased. This was manifest in an important Regional Committee 
Resolution EM/RC52/R.2 in September 2005, which may serve as a model for other Regions. 
The issue will be discussed at the next World Health Assembly to further advance the work of 
emergency preparedness and response. 

WHO has a key role to play as both a leader and a catalyst for health action, which is 
essential to its global credibility. The leadership role of WHO has however to be gained 
through the capacity it possesses to offer needs assessment, early warning systems, early 
deployment of emergency responses and rehabilitation experts. Coordination with other 
United Nations agencies, nongovernmental organizations, civil society and governments is 
also vital. WHO also has an important advocacy role regarding the causes of emergencies and 
their impact on populations. 

The high-level support provided by the Regional Office, WHO staff in neighbouring 
countries, as well as from WHO headquarters, was very important in the response to the 
earthquake in Pakistan. This highlighted the need to have not only regional and national 
response capacity, but also at subregional level. Leadership and capacity for disaster 
preparedness at the national level is vital. This includes the WHO Representative Offices. 
Developing guidelines on emergency response, especially the early response, would be very 
useful at country-level. There is a great need to apply the lessons learnt. In particular, to assist 
Member States to develop multisectoral preparedness plans, which should be tested and be 
able to evolve, WHO’s readiness, especially at the country level, should also be strengthened.  

In emergency responses, it was noted that the use of communication technology, 
including the media, for communication about the emergency and the required resource 
mobilization, is very important, as is the need to take security issue into considerations and to 
work with the military. Governments are the key partner and building their capacity in 
emergency preparedness and response is crucial. Best practices, experiences and lessons 
learnt need to be documented and shared among countries and agencies to ensure better 
coordination in effective response in the event of an emergency, and WHO has an important 
role in facilitating this process. 

Preparedness is the most important component in developing national capacity. The 
quality of the response depends on the level of planning done, the logistics and the quality of 
the staff available. Planning includes national strategy development and identifying the roles 
of the key stakeholder agencies. It was noted that retaining staff with such specialist skills can 
be difficult after the emergency phase is over. There is a need to maintain a stockpile of 
resources, such as emergency supplies and equipment, in high risk countries and to develop a 
logistic hub as defined by the recent Regional Committee resolution. One problem is that 
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donors tend to focus on response funding rather than developmental preparedness funding. 
However, recent disasters, particularly the tsunami, have created interest in the subject and 
provided an opportunity to move forward. An emergency response and preparedness centre 
has been proposed to assist the development of Pakistan and the Region. 

There has been a growing awareness that mental health should be included in any 
emergency preparedness plans and responses. Health services should be reoriented to this end, 
rather than new services developed. In addition, the specific needs of people with chronic 
illnesses, children and reproductive health should also be taken into account in emergency 
situations.  

Investment in prevention is also needed; ensuring building safety against earthquakes 
for hospitals and schools in Pakistan could have save many lives. Investing in building the 
capacity of national staff is also crucial given their key role. It is important to make health 
systems responsive to emergency preparedness and response needs, including their capacity 
for multisectoral collaboration. There is a need to link humanitarian assistance with 
developmental work, to ensure transitional and recovery work post acute crisis.  

Within the WHO there is a need to improve and simplify operating procedures that 
generally tend to impede response activities. Procedures should be developed so that WHO 
can respond effectively to needs and facilitate emergency work at field level. Additionally, as 
emergency work is becoming more and more WHO’s core business, it is important that 
country and Regional emergency offices should be further strengthened to meet the growing 
demands and need for technical and operational support. 

5.4 WHO’s role in assisting countries towards achievement of Millennium Development 
Goals 
(agenda item 5) 

5.4.1 Introduction 
Dr M Assai, Regional Adviser, Community Based Initiatives 

The Regional Office’s overall strategy for achieving the MDGs is by improving health 
systems through development and reforms and including the MDG strategy in Joint 
Programme Planning and Review Missions (JPRM). In addition, the Regional Office will 
continue to promote pro-poor health strategies, gender-sensitive health strategies, strengthen 
health information systems, use information and communication technology, human resources 
development, and resource mobilization through partnership development. The MDG 
Regional Task Force established by the Regional Director has developed regional and national 
strategies to achieve the MDGs. The Task Force has met regularly and is planning to develop 
a tool for monitoring and evaluation of the MDGs, assist countries in orientation of national 
and regional policy-makers and key stakeholders to the MDGs, develop advocacy and training 
materials, generate additional technical and financial resources, prepare and disseminate 
periodic progress reports, create result-based partnership at all levels, and finally establish a 
networking mechanism within the Regional Office and between Member States of the Region. 
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Global trends for the achievement of the MDGs show that if trends in the 1990s 
continue most poor countries will not meet the MDGs. No region in the developing world is 
currently on track to meet the target for infant mortality rate and there has been no 
improvement in the reduction of the maternal mortality rate in Afghanistan, Djibouti, Iraq, 
Somalia and Sudan. 

The major challenges facing the Region in order to get on track towards achieving the 
MDGs are: lack of resources; insufficient commitment of policy makers; weak health system; 
insecurity, emergencies and internal conflicts; severe poverty and illiteracy; linking health and 
poverty; fostering broad-based partnerships and linkages and resource and low capacity at all 
levels. In order to share achievements, constraints and find out ways to overcome challenges, 
the Regional Office organized an intercountry meeting on achieving the Millennium 
Development Goals from 17 to 19 October 2005. Representatives from 10 priority countries 
attended the meeting: Afghanistan, Djibouti, Egypt, Iraq, Morocco, Pakistan, Palestine, 
Somalia, Sudan and Yemen. The meeting concluded that a stronger political commitment was 
needed by countries and all other partners involved for: enhancing security, adopting and 
putting integrated approaches into action, building capacity, raising community awareness and 
generating additional resources. This was concluded that the Regional Office will: 

• continue technical and financial support; 
• promote and support health sector reforms; 
• use community-based initiatives as a potent tool for poverty reduction, human 

development and sustainability; emphasize gender perspective; assist in increasing 
access of vulnerable and needy groups to health care services; support improvement of 
health information systems; 

• collaborate with partners and assist countries to generate additional resources. 

During the workshop it was recommended that a national MDG task force, with partners 
from the selected international community should be established to act as the nucleus for 
integrated actions towards achieving the MDGs. A national workshop should be organized to 
begin the process of unified policy and strategy approach. WHO and other UN agencies in the 
Region should technically and financially support the national MDG task force and monitor 
national progress, assist in national coordination and interactive process at micro and macro 
level. The report of the intercountry meeting can be used as a guide for our future action.  

5.4.2 Yemen experience on MDGs needs assessment and costing 
Dr Hisham Ali El-Zein El-Mousaad, WHO Representative, Yemen 

Yemen’s health sector is characterized by high fertility rate (with 6.2 births per woman 
of reproductive age) and high maternal mortality (365 per 100 000 live births). Child 
mortality is also high at 102 per 1000 in 2003, with 46% of children under 5 years old 
reported to be underweight. Moreover, 60% of the population in Yemen lives in malaria 
epidemic-prone areas. Tuberculosis and HIV/AIDS are less frequent but their prevalence is 
expected to grow unless significant preventions efforts are taken. Poverty and gender are 
important determinants of health status. For example, the percentage of severely underweight 
children in 1997 was three times higher in the poorest quintile than in the richest quintile of 
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the population. Children in the poorest quintile were also 3 times more likely to have received 
no immunization. 

There is a considerable lack of resources in the health sector. Despite a large nominal 
increase in 2003 to a total of YER 31.7 billion, or US$ 174 million, (mostly due to investment 
spending) total health expenditure as a percentage of GDP remained practically unchanged, 
being 1.5% of GDP in 1999 and 1.6% of GDP in 2003. Only 4.1% of total government 
expenditure is allocated to health in Yemen in 2003. Moreover, in the past two years, actual 
expenditures have been significantly lower than the approved budgets, with expenditure being 
only 16% of the budget in 2002 and 33% in 2003.  

In order to align policy with the Millennium Development Goals (MDGs), the 
Government of Yemen followed a three-step approach. Firstly, priority interventions and 
targets for reaching the Health MDGs have been identified. Secondly, this package of health 
services, including health system development was costed. Thirdly, this health costing is 
incorporated in the overall Yemen MDG Needs Assessment, which was developed in March 
2005. The Ministry of Public Health and Population (MPHP) developed a medium term 
health sector plan (5-year Development Poverty-Reduction Plan; 2006–2010) in October 
2005, in which the MDGs costing has been integrated. The costing exercise covers the 
following areas: 

• Drugs and supplies to provide health services in the 5 identified priority areas (maternal 
health/family planning, child health, malaria, tuberculosis, HIV/AIDS). 

• Infrastructure and human resources required to provide these services  
• Investments required to strengthen the health system overall. 

The costing assumed accelerated scale-up of activities so that full coverage is achieved 
by 2010, in order for the health-related MDGs to be reached by 2015. Clearly, such optimistic 
coverage assumptions will need to be adapted for the 5-year Strategic Plan. 

The total cost of the investment for achieving the health MDGs in this way amounts to 
US$ 14 billion, rising from US$ 923 million in 2006 to US$ 1.68 billion in 2015. The average 
cost per capita is about US$ 53.5 per year. Human resources take up about 40% of the total 
costs, health system strengthening component 25%, while for the interventions child health 
and reproductive health are the largest cost components (9% and 6% of total costs 
respectively).  

Lessons learnt from the MDGs exercise 

• Joint work of UN is more effective at country level (UN Joint Programme).  
• The exercise demonstrates the linkages between different aspects of development 

(spending on one goal will impact another goal). 
• Costing exercise serves as platform for new development initiatives, policy planning 

and coordination, as well as donor awareness. 
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• The technical interventions are, in fact, available. What is often critically missing is an 
effective health system that can ensure that these interventions are delivered to those 
most in need.  

• Widening of health inequalities and increasing inequities in access to quality health 
services are issues which deserves more attention. 

5.4.3 National Initiative for Human Development in Morocco 
Dr Raouf Ben Ammar, WHO Representative, Morocco 

The National Initiative for Human Development (NIHD) was launched by His Majesty 
King Mohamed VI on 18 May 2005. The NIHD offers a new approach to development and 
puts forward and facilitates a new style of governance. It is an innovative and ambitious 
initiative and creates a dynamic trend of development. 

Social development actions, including health education, life skills training, social 
housing, rural development, social protection and solidarity, are undertaken on a massive 
scale and more than 50% of the state budget is allocated to social sectors. In the past decade 
the social indicators have improved drastically. Despite the progress, rural and urban pockets 
of poverty still persist and social development cannot be achieved through temporary 
assistance or charity. Sectoral interventions are often scattered and lacking in coherence.   

Poverty affects 22% of rural and 7.9% of urban populations. Social exclusion afflicts 
700 000 families living in shantytowns and informal settlements. Around 200 000 people 
including street or abandoned children, homeless and elderly people and others suffer extreme 
economic vulnerability. 42.7% of the population are illiterate (rural, 60%; women, 55%) and 
5.12% (1.5 million) are disabled. The gaps have influenced the low human development index 
(Morocco ranked 124) and pose a threat to social cohesion.   

Through the NIHD significant reforms are undertaken in different sectors such as 
education, social housing, health care and social security. Also, the country is engaged in a 
democratic political process, with a view to strengthening civil rights, empowering women, 
etc. The NIDH is the main vehicle to achieve the national goal of reducing poverty from 38% 
to 2% by 2015. To minimize social risks such as limited access to education, skill training, 
employment, income and social services, while at macro level sectoral actions are intensified, 
at the same time specific programmes are designed to fight against poverty, exclusion and 
precarity. 

NIHD is supported by a new style of governance that is guided by partnership, 
participation and decentralization, results-based contract and convergence of sectoral 
programmes. The NIHD territorial targeted programmes on poverty reduction in rural areas 
benefit 3.5 million people in 350 rural communities, and actions against urban social 
exclusion benefit 1.5 million people in 250 urban areas. All provincial programmes fight 
against vulnerability and strengthen cross-sectoral schemes. The fight against poverty and 
exclusion targets 50 000 people in the immediate phase. The organizational set up for NIHD 
has its hierarchical arrangement at central, regional, provincial and district/ community level. 
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The actual development and implementation of actions take place at district and community 
level. The other levels guide, support and monitor the progress.  

The microfinance initiative is a potent approach against poverty and exclusion NIHD. In 
Morocco 2.8 million loans for a total amount of US$ 870 million have been provided having 
575 000 active clients (68% women). The reimbursement rate is more than 99%. The 
estimation puts the demand for micro loans in 2006–2010 at US$ 1.1 billion (60%: state 
general budget). The NIHD and BDN have many common features. For instance both are 
designed to address the main social determinants of health and both assist in achieving the 
Millennium Development Goals (MDGs) for health (child mortality, maternal health) and 
poverty and education. In conclusion the NIHD sets a new dynamic trend of development, 
enhancing human potential, developing a sense of involvement, partnership and solidarity and 
involving all the components of the society. It is an incentive for all factors of growth: human, 
physical and social capital, governance and democracy. 

5.4.4 Discussion 

It was emphasized that despite the fact that the targets of the MDGs are ambitious, 
arguably overambitious in the case of some countries, it was the countries themselves that set 
the Goals and committed themselves to achieving them. The role of WHO is to provide 
technical support to country efforts to achieve the health-related goals. The MDGs do not 
stand alone, and efforts to achieve them must address a broad spectrum of factors affecting 
health and development. While it is important to focus on priority countries, all countries are 
required to report on progress towards the MDGs. 

With regard to the costing exercise undertaken in Yemen, participants agreed it could 
provide a clear vision for countries to help them move forward towards achieving the MDGs. 
The exercise helps define for countries the resources that are needed, as well as the expected 
roles to be played by governments and WHO. It can also facilitate resource mobilization 
through providing evidence and identifying needs clearly. However, care must be taken to 
ensure that cost estimates are consistent and aligned with accepted baseline figures.  

With regard to poverty reduction, it was pointed out that economic growth is considered 
the most effective way to address poverty and its ill effects on health, and that efforts should 
therefore engage ministries of finance to help ensure favourable economic policies. However, 
it was noted that economic policies alone cannot resolve social and human development gaps 
or the problem of the persistent existence of so-called pockets of poverty. The issues to be 
addressed in working towards achieving the MDGs cut across a variety of sectors. WHO’s 
engagement is crucial in these efforts, but WHO also encourages other partners and agencies 
to take the lead in their respective areas. A Commission on Social Determinants of Health was 
launched by the Director-General in March 2005; since then the Regional Office has been 
collecting information on social determinants of health in the Region. Studies are currently 
under way in seven countries of the Region to analyse the situation with regard to themes 
such as gender, social exclusion and poverty. Establishment of a regional task force on social 
determinants of health is under consideration. 
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Emphasis was placed on the role of WHO in building capacity and providing tools and 
approaches such as basic development needs. The experience of Morocco is an example of the 
institutionalization a community-based approach that shares many of the same goals as the 
basic development needs initiative. Efforts need to focus on bringing the basic development 
needs approach to scale in other countries of the Region, with consideration given to country 
specificity.  

WRs were reminded that a Task Force on the Millennium Development Goals has been 
established in the Regional Office, with the Regional Adviser, Community-based Initiatives as 
Secretary. WRs are urged to share with the Task Force relevant country experiences in 
working towards the MDGs. 

5.5 Panel discussion on Eleventh General Programme of Work and Medium Term 
Strategic Plan and progress of work 
(agenda item 6) 

5.5.1 Introduction to the Medium-Term Strategic Plan 
Ms Namita Pradhan, PRP/HQ 
Dr S. Siddiqi, Regional Adviser, Health Policy and Planning 

The current working framework does not facilitate working across the Organization and 
does not reflect the more strategic nature of what many technical areas are doing. It is a poor 
fit at the country and regional level and causes a heavy workload due to overlapping 
processes. The Medium Term Strategic Plan (MTSP), 2008–2013, will provide strategic 
directions for the Organization in the context of: the 11th General Programme of Work, 
Governing Bodies’ decisions, WHO’s Country Cooperation Strategies and long-term 
agreements with partners and UN agencies. The MTSP provides a multi-biennial framework 
to guide preparation of the biennial Programme Budget and operational plans and it is 
responsive to country, regional and headquarters concerns.  

The MTSP has six domains and each domain has a number of objectives. They are 
described herewith. 

Domain 1: Health outcomes. Ensuring the maximum attainable level of health gains in 
terms of sustaining health, preventing illness and disability, controlling and containing 
disease and reducing health inequalities.  

The objectives are to: 

• Halt by 2015 the spread of HIV/AIDS, tuberculosis, malaria.  
• Reduce the burden of vaccine-preventable and other communicable diseases. 
• Prevent disability and death from chronic noncommunicable conditions.  
• Improve newborn, infant, child, maternal and reproductive health outcomes, to help 

reduce morbidity and mortality across the entire life cycle.  
• Build and support responses to emerging and acute threats to life and health. 



WHO-EM/WR/021/E 
Page 17 

 

Domain 2: Determinants of Health. Generating and sustaining action in collaboration 
with relevant sectors and partners to address the behavioural, social, economic and 
environmental determinants of health.  

The objectives are to:  

• Lead and minimize lifestyle related risk factors. 
• Tackle the broad social and economic determinants of ill health.  
• Promote a healthier physical environment. 
• Contribute to optimal nutrition, food safety and food security. 

Domain 3: Health policies, system and technologies. Supporting action and mobilizing 
all relevant sectors and actors to achieve universal coverage and equitable outcomes.  

The objectives are to:  

• Achieve universal access to equitable health systems.  
• Ensure quality and safe health technologies, interventions and products.  
• Develop and institutionalize capacities for leadership, governance, policies and 

management, appropriate workforce, infrastructure, knowledge and information. 
• Extend social protection through fair financing of health systems.  

Domain 4: Global health agenda and WHO response to needs, demands and 
expectations. Developing action to advance the global health agenda and implementing 
policies and measures to enable the WHO Secretariat to carry out its functions effectively and 
efficiently.  

The objectives are to:  

• Advance the global health agenda through strong leadership and partnership.  
• Enable the WHO Secretariat to effectively carry out its core functions. 

The Preparation of the MTSP for 2008–2013 and Programme Budget for 2008–2009 has 
three phases. Phase one refines the draft strategic objectives and develops draft indicators, 
targets, baseline, strategic approaches and resource outlook. The target date for this phase is 
February 2006. Phase 2 develops the proposed Organization-wide expected results (OWERS), 
indicators baseline, targets and costs OWERs – March 2006. During phase 3, by April 2006, 
the Organization-wide peer review is undertaken and the draft strategic objective statements 
are finalized.  

The ADG/DPMs establish the leads, compositions and role and responsibilities for each 
of the 15 Strategic Objectives. They also agree on the Strategic Objective wording and 
indicators, endorse the options appraisal of possible strategic approaches developed and 
review draft objectives and approaches with other teams as necessary. Leads later endorse the 
strategic approaches, draft OWERS, targets, baselines and indicators and develop a resource 
envelope for the 6-year period based on guidance by GMG/PRP and the detailed costing for 
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2008–2009. They participate in the peer review process (18–20 April) and endorse the 
amended submission. The draft proposed MTSP and Programme Budget will be submitted for 
the endorsement by governing bodies of the Organization as follows: 

• Regional Committees: September 2006 
• PBAC/Executive Board: January 2007 
• World Health Assembly: May 2007. 

5.5.2 Discussion 

Overall, the 11th GPW was noted to be more holistic and integrated than previous ones, 
with WHO attempting to articulate a global health agenda. While formulating a vision is 
useful, it should also be more action-oriented. However, it was also noted that the general 
nature of the GPW was necessary in order to avoid being too directive and to enable 
adaptation to local requirements, and its strength is in its strategic perspective and in 
articulating a common vision. 

The terminology used was also discussed. The use of the phrase ‘programme of work’ 
seemed to imply a more detailed and activity-oriented document than a strategic one. 
However, it was noted that the terminology ‘General Programme of Work’ was laid down in 
the Constitution of WHO and was therefore unalterable.  

It was observed that the linkages between domains need to be better highlighted. The 
fourth domain seems not to be equivalent to the other three as it is relevant solely to WHO’s 
functioning as an organization. It was noted that it would be better if WHO’s functioning as 
an organization is sorted out before the GPW, not during it. 

It was further noted that there was overlap between some of the strategic directions. 
There seemed to be an effort to cover everything already done by WHO (with few new areas) 
and not to integrate strategically. It was pointed out that a danger existed that partners may 
feel that WHO is trying to lead in all areas, and thus efforts should be made to minimize 
potential competitiveness and encourage cooperation. It was further observed that the 
relationship of health to issues of global governance (such as avian influenza, SARS and 
poliovirus resurgence) needs to be clarified in relation to the strategic directions. The relation 
of the GPW to the Millennium Development Goals (MDGs) was also discussed, and it was 
noted that while the WHO has a health agenda beyond the MDGs, where there is overlap, the 
targets of the strategic objectives should be at least at the same level as the MDGs.  

A lack of a clear connection between the vision/strategy level and the activity level in 
the GPW was noted. Implementation needs greater prominence, and linking strategy to 
operations is important and requires clear mechanisms for doing so and staff training should 
be included. It was also suggested that having a strong advocacy element stemming from the 
overall vision would help to link strategy and activity at all levels. 

The lack of monitoring and evaluation mechanisms in the GPW was pointed out, 
making it unclear how progress will be measured. Mechanisms to measure changes using 
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indicators that can show real change are needed. However, WHO should also be able to 
address emerging issues, and to adapt to changing conditions. However, it was also noted that 
some work is underway to develop monitoring and evaluation of the GPW, with use of 
indicators, through the Medium Term Strategic Planning process. 

The six-year timeframe of the Medium Term Strategic Plan has the disadvantage that 
partner agencies and governments tend to have five-year planning cycles, making 
synchronization difficult. It was further noted that the two-year ‘gaps’ on either side seem 
unnecessary, and that how the Medium Term Strategic Plan would link to the biennia cycle is 
unclear. However, in response it was pointed out that the strategic plan is also a budgetary 
plan, and as WHO has a two-year budgetary cycle, having a five-year strategic planning cycle 
would be difficult. Many countries and partners often have different and overlapping five-year 
planning cycles, and they do not necessarily run concurrently.  

Concern was expressed that the process had been too top-down and not bottom-up 
enough. Country concerns needed to be better reflected, possibly through greater integration 
of the results of CCS analysis and through common regional objectives. There are also great 
differences between countries in the Region that need to be reflected. It was expressed that 
country offices need a greater role in the process and more support for their input. There seem 
to be high expectations of country offices but without clear mechanisms or the required 
resources. Staff turnover is another challenge. In response, it was noted that the strategic 
objectives were derived from the goals of Member States, being based on CCS findings, and 
that the Member States own the WHO through the Governing Bodies, the wishes of which 
should therefore be respected. 

The timeframe provided for consultation with countries was considered too short. 
However, it was noted in response that while there had been consultation over the past two 
years, further comments were still welcome and WHO Representatives were urged to respond 
with their written comments. Attempts had been made to make the process consultative and 
broad-based, but there is room for improvement. 

It was observed that WHO has a clear leading role regarding the health sector in 
particular, one which is expected by its partners and by governments. In other sectors, WHO’s 
role is as more of a partner. The impression that health is the exclusive province of WHO 
should be avoided, and more explicit recognition of the roles of other organizations including 
UN agencies, such as UNICEF and UNFPA, needs to be made. Ensuring their participation 
through mechanisms of joint planning and attempting synchronization of work is required to 
enable a unified approach. It was noted that a new partnership environment had emerged with 
important new global donors who tend to fund nongovernmental organizations and the private 
sector. Partnership with these organizations is needed, recognizing the different roles and 
strengths of each partner around a common vision, rather than in terms of how they can 
support the GPW and Medium Term Strategic Plan. There should be greater focus on how to 
build these partnerships. Sharing the GPW outside the WHO to allow partners to “buy into” it 
would be helpful in this respect. It was noted in response that there had been consultation at a 
global level with key partners, who wanted WHO to be proactive, and that consensus around a 
global health agenda is emerging.  
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5.6 Introduction to building capacity and strengthening WHO country presence 
(agenda item 7) 

5.6.1 WHO country presence policy 
Dr Marie-Andree Diouf, CCO/HQ 

WHO does have a country focus policy but not yet a country presence policy. A current 
picture of WHO country presence is reflected in the WHO publication (WHO country 
presence, May 2005) that was distributed during the session. The document illustrates the 
diversity of WHO country presence across regions and countries: various size (from 2 to over 
1000 staff), nature of the premises (UN common building, rented, owned, Ministry of Health 
premises) budget allocation (less than US$ 100 000 to over 70 million), regional definitions 
and way of funding WHO country presence. 

The WHO country focus policy was presented to the 116th EB meeting in May 2006 
along with the element used to monitor the policy. The first of these elements is the country 
cooperation strategy. Currently the CCS has been adopted in all regions, over 130 CCS 
development missions have been carried out. Four regions completed the first round for all 
countries. The CCS is increasingly valued by WHO country staff and Member States. Based 
on lessons learnt, development of the second round of CCSs has already started. They should 
be more strategic and MDG oriented, and better incorporate human rights, gender and socio-
determinants of health. Moreover they have to be used for implementation. The CCS should 
be the basis of the re-negotiation of WHO country presence in each country and “one plan, 
one budget”. WHO performance at country level should also be assessed against CCS 
strategic objectives. 

WHO is moving towards a more precise country presence policy. As suggested by 
DPMs, an intercountry regional office–headquarters linking group has been set up. It will lead 
to a policy document to be presented at the January 2007 EB meeting. This should have 
implication on the Programme Budget for 2008–2009. Tightly linked to this exercise is 
another working group to focus on WHO performance at country level. The success of the 
WHO country presence corporate policy is linked to the other WHO process aiming at 
improving the performance of the Secretariat, especially the decentralization process and the 
delegation of authority along clear accountability lines. 

5.6.2 Evaluation of the country cooperation strategies in the Region 
Dr A. Assa’edi, Assistant Regional Director 

In 2002, WHO initiated the development of Country Cooperation Strategies (CCSs) for 
all countries in the Eastern Mediterranean Region. An evaluation of this exercise was 
conducted in June–August 2005 by the Planning, Monitoring and Evaluation Unit (PME) of 
the WHO Regional Office for the Eastern Mediterranean with the aim of identifying lessons 
learned from the process and reviewing the impact of CCSs within WHO and in countries. A 
third objective was to explore ways to strengthen the use and the value of future documents.   

The research was based on a comparative analysis of 18 finalized or fully drafted CCSs, 
direct interviews with 25 WHO staff members – in headquarters, the Regional Office and 
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country offices – and with 7 Ministry of Health officials, review questionnaires submitted to 
national consultants involved in the CCS formulation process and focus groups within PME.  

The main results of the research can be summarized as follows. 

The CCS formulation process has been incrementally strengthened throughout the years. 
Team composition, interaction with the Ministry of Health, and preparation of country folders 
before missions were highly valued by WHO and Ministry officials. Areas to further improve 
the process include: better timing and time management of the entire exercise, more 
interaction with partners and higher quality feedback from WHO technical units in the 
Regional Office and headquarters. 

Documents greatly varied in their comprehensiveness and degree of focus. Generally, 
CCSs provided good situation analyses of country health status and WHO areas of 
collaboration (Section 2 and 4), though issues around partnerships and development 
assistance (Section 3) could have been further explored. The WHO Policy Framework 
(Section 5) should be reformulated in the near future pending the definition of new global and 
regional priorities as well as more defined country functions. Strategic agendas (Section 6) 
were well identified in the majority of countries, though the overall thinking behind this 
chapter should become more strategic. Lastly, WHO implications for the implementation of 
the strategic agenda (Section 7) were generally clear, though the section could have generally 
been more elaborated. 

As part of the Country Focus Initiative, CCSs brought numerous changes in the 
organization including increase in country budgets, reprofiling and training for staff, opening 
of new country offices, stronger partnerships, and improved monitoring and evaluation 
mechanisms. CCSs also contributed to influence both the definition of organization wide 
priorities through the General Programme of Work (GPW) 2006–2015 and the operational 
planning at country level through Joint Programme Review and Planning Missions (JPRMs).  

CCSs are highly valued by both WHO staff and Ministry of Health officials who have 
been involved in the CCS formulation process. The innovative strategic role played by CCSs 
within the organization can be further enhanced if CCSs become institutional tools fully 
owned by all WHO staff. At present the main challenge for first-line CCSs is implementation: 
CCSs should be established as guiding documents for WHO and should continue to be 
translated into tangible actions at country level. Implementation should be carefully 
monitored, possibly every 2 years, to assess progress and determine the best timing for 
revision of the documents. For future CCSs (second-line), the main challenge is now to 
improve the synchronization and harmonization with other planning processes both internal 
and external to WHO. The success of the CCS will greatly rely on its capacity to promote and 
strengthen WHO partnerships within and outside the health sector.   
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5.6.3 Recent changes in financial rules and regulations 
Ms Susanne Hammoud, Budget and Finance Officer 

The financial rules and regulations have been revised effective 1 January 2006. The 
revised rules were adopted by Fifty-eighth World Health Assembly (May 2005). Within the 
framework of WHO results-based management, the changes mainly concern two areas: 
income recognition and expenditure accounting. 

With regard to income recognition, income from voluntary contributions can now be 
recorded as income based on a firm pledge and signed donor agreement. Accordingly, 
allotments can be issued up to 80% pending receipt of actual funds. The implication of this 
change is earlier implementation, which will be especially useful in case of emergencies. 

With regard to expenditure accounting, cost of goods and services will now be reflected 
based on “delivery principle”, i.e. only if contractually due to be delivered during the financial 
period. Obligations may only remain available to pay for goods and services actually 
delivered during previous financial period. Implications are that obligations have to be of 
better quality, and more specific and timely, to ensure non cancellation and maintain high 
implementation. 

Other changes include the following: 

• Programme support costs: to be decided on whether accrual should be based on income 
or expenditure and accordingly, level of availability of AS funds 

• Standard cost for staff – whether to use for accounting as well as budgeting purposes 
• Pooling of interest and currency exchange differences at central level for subsequent 

allocation. 

5.6.4 Delegation of authority 
Dr Hichem Lafif, Director, General Management 

The interrelation between the managerial process and the delegation of authority that 
permits its implementation is guided by the accountability framework and fraud prevention 
policy. The Organization is facing increasing needs and demands, which have resulted in 
increasing resources. To allow their efficient use towards achieving the expected results of the 
Organization, new tools to empower the managers and guide them through accountability and 
fraud prevention are under development from CAMS to GSM. Streamlining and consistency 
are required. The GSM will impose constraints with one single delegation with two modes: 
emergencies and non-emergencies. To prepare for that, new tables of authority are under 
development to allow comparison of delegation across the Organization and allow a 
consolidated presentation of all authorities at regional level, visible and readily available to all 
staff. 
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5.6.5 Country Activity Management System 
Dr Sussan Bassiri, Regional Adviser, Programme, Monitoring and Evaluation 

The Country Activity Management System (CAMS) is a client/server information 
management system which uses web services technology to update its data. CAMS has been 
developed to assist the WROs in the administration and management of their activities, and to 
monitor the implementation of JPRM collaborative programmes. 

After its pilot phase in WRO/Egypt and Sudan (in February 2005), the system has been 
deployed during the past few months (April–October 2005) in 12 other WR offices and 
CEHA, namely: Afghanistan, , Lebanon, Islamic Republic of Iran, Iraq (in Amman), Jordan, 
Libyan Arab Jamahiriya, Morocco, Oman, Pakistan, Saudi Arabia, Syrian Arab Republic and 
Tunisia. The remaining country offices in Djibouti, Yemen, Somalia (and south Sudan sub-
WRO) and Palestine are planned to be completed by April 2006. 

Through CAMS, WR offices are provided on daily basis with up-to-date information on 
implementation of programmes and activities for their countries. CAMS was developed 
keeping in mind the goal of achieving a fully integrated Activity Management System at the 
country level. CAMS provides country office staff with access to data in various information 
systems running at the Regional Office from a single integrated user-friendly environment. 

In compliance with the spirit of RD’s circular 732 of 10 March 2004, regarding the 
“Revised Mail Handling Procedure”, where it was stated “These new procedures are provided 
with the aim of reducing paperwork”, CAMS was designed to automate the requests sent from 
the WR office to the Regional Office. Electronic request templates are included in CAMS, 
which can be filled out using the system then sent to the Regional Office through the 
daily automatic updates. The country office can then track and monitor the status of the 
request while it is being processed in the Regional Office.  

Electronic request templates currently included in the system are:  

• Request for recruitment of staff (short-term staff contracts: STC, STP, STG, SSA, etc.) 
• Request for contract extension of existing staff (short-term staff contracts: STC, STP, 

STG, SSA, etc.) 
• Request for purchase of supplies to the WR office and country (as stated in WRO and 

JPRM workplans) 
• Request for registration of fellowships 
• Request for national training activities (as stated in JPRM workplans) 
• Request for acquisition of health literature (under development) 
• Budget Change Request (under development) 
• Stock request (under development) 
• APW request (under development) 
• Generic request (ad hoc) (under development). 

Version 1.0 of CAMS is ready for launch. Works started already for version 2.0 which 
will include more functionalities and improvements i.e. workflow and electronic signature of 
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requests. To finalize the launch, mail handling procedures will be revised to elaborate on 
electronic requests. Accordingly, to avoid confusion and/or any duplication in processing the 
certain number of requests as identified in CAMS if received by different means, only 
electronic requests sent through CAMS will be processed; other requests send by email (as 
advanced copy) or by fax, pouch or courier (as confirmation copy) will no longer be 
processed. The CAMS tracking system will allow CAMS to send reminder messages to 
concerned units. Similar to TMAS (Travel and Meetings Administration System), CAMS will 
apply a workflow (electronic routing) for clearing the request inside the WR office, where 
electronic authentication is implemented for clearers and approvers. CAMS will not allow any 
request to be sent to the Regional Office unless it is digitally signed by WR (with 
authentication name and password). 

5.6.6 Group work: building capacity and strengthening country presence 

Participants were divided into four working groups to discuss several key questions.  

• To further strengthen country office, what do you think is missing? 
• What is your suggestion for improving the review process of updating CCS documents 

(second generation)? 
• In order to improve the performance of the country office, do you think that the existing 

delegation of authority is appropriate and adequate? If not, what is your advice to 
improve it? Please provide specific items that you would like to see in the WR’s 
delegation of authority. 

5.6.7 Discussion  

With regard to the new financial rules and regulations, it was noted that these had 
already been approved by the Governing Bodies and that any future need to adjust them 
further had to be addressed through the Member States, and be in the interests of the Member 
States to raise at the level of the Governing Bodies. The key issue relating to the new rules 
and regulations is the delivery of improvement in effectiveness, efficiency and performance.  

The overall aim of the revision was to move WHO towards meeting international 
accounting standards for public sector bodies, a move that is being implemented across the 
UN system. One of the advantages of the new system is that it will enable better comparison 
between UN agencies and organizations, for example through the use of common terminology 
and concepts. The new system would be to the benefit of programmes since it should enable 
faster implementation. 

The Regional Director emphasized a number issues relating to strengthening of country 
offices and enhanced delegation of authority. These included the need to make better use of 
existing tools, meetings, visits and opportunities for efficiency gains; and the importance of 
understanding, whether from the Regional Office side or the country office side, the situation 
of the counterpart, and the local limitations and characteristics which affected and influenced 
performance. Good planning and early implementation were key to efficient and effective 
performance at country level. 
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The limitation on resources is a constant. Nevertheless efforts have been made 
following the outcome of the CCS process to upgrade and enhance the facilities of some 
country offices and this is ongoing. Similarly, expansion of human resources in country 
offices is limited by the financial resources available. If more extrabudgetary resources can be 
mobilized then the support staff can be provided. Rotation of Regional Office staff to country 
offices for short periods to provide training and technical support, suggested by the group 
work, would also be limited by the availability of the staff themselves and the many demands 
placed on them at regional level. He recommended that where possible WRs should make use 
of the wealth of information resources now available to the country offices through the WHO 
and EMRO websites and libraries as the first resort and limit requests for technical 
information to essential backstopping. 

With regard to the delegation of authority to WRs, the Regional Director noted that 
WRs now have the maximum authority to take action that can be delegated. In the discussion 
that followed it was considered that in general the delegation of authority, given the constraint 
of the Regional Director’s own delegation was adequate. However greater clarity and training 
for both WRs and Regional Office staff is needed for its proper understanding and consistent 
use. It was suggested that a working group of WRs look at the delegation of authority and 
make practical suggestions for improving its understanding and implementation. 

The Regional Director emphasized that since WHO is not a funding agency it can only 
support national programmes according to the priorities set by the countries themselves, 
whether at global, regional or national level, and to the extent of the funds allocated. The 
Regional Director is accountable to the Member States for implementation of the policies set 
by the Governing Bodies. It is important not to fall into the trap of comparing WHO 
operations with those of other UN agencies, some of which are essentially funding agencies 
and have a very different mandates and functions. At the same time, WHO’s reputation is 
dependent on the quality of its staff, and WRs therefore need to meet not only relevant 
technical competencies, but also administrative competencies. 

He noted that in recent years WHO had made greater efforts to develop partnerships 
with other organizations and institutions. A lot has been learnt and WHO is improving its 
competence in this area. WHO should take advantage of any opportunity or invitation that 
presents itself to advocate for health, and work with and encourage all partners, including the 
Ministry of Health, and potential partners in any area that will advance the cause of health. In 
the discussion it was noted that partnership could be developed outside the health sector. 
WHO’s mandate is with the government, of which the ministry of health is the designated 
focal point, but not the only delegated partner. The experience of Morocco was a valuable 
lesson in this regard. Also WHO could take the lead in initiating action from key partners in 
health-related areas. 

Other issues raised in the discussion included the need to balance technical needs 
against administrative requirements, to try to reduce the administrative workload and to carry 
out as many administrative tasks as possible at country level. Team work between country and 
Regional Office staff is essential. There are still delays in technical response which is also 
partly due to lack of technical capacity at the Regional Office in some areas, such as 



WHO-EM/WR/021/E 
Page 26 

 

epidemiological surveillance, and of strong programme assistance. There is also scope for 
exchange of experience between different country offices. Action-oriented solutions to such 
problems are needed. 

Evaluation of the CCS process should also involve evaluation of the technical 
information and implementation, not just of the development process itself. It is important to 
have experienced staff on the CCS mission who know how work is conducted at country 
level. It was also important to acknowledge the importance of the role of the national team 
members to ensure ownership of the strategy. It was noted that the process of technical 
auditing needed to be better understood and improved, and that the recommendations that 
resulted should be feasible and practical. The CCS should be a living document not just for 
updating after 5 years. It is imperfectly aligned with the GPW and MTPS but can be flexibly 
adjusted as necessary. It should inform the JPRM process. The information contained in the 
CCS can be used for advocacy and should be kept regularly updated. Future CCS should set 
strategic objectives and expected results. 

The issue of how to motivate and retain local trained staff was raised. It is important to 
anticipate the need to create posts where extrabudgetary funds are expected to be available to 
avoid loss of staff who have completed 44 month contracts. The issue of constantly changing 
security situation is a major challenge in many countries. 

5.7 Strategic issues related to resource mobilization 
(agenda item 8) 

5.7.1 Introduction on strategic issues related to resource mobilization 
Dr M.A. Jama, Deputy Regional Director 
Dr G. Popal, Regional Adviser, External Coordination 

The countries of the Eastern Mediterranean Region have an increasing need for funding 
for their health programmes. At present, WHO collaborative programmes are dependent on 
extrabudgetary funding. Resource mobilization activities in WHO suffer from the lack of 
clear strategic direction, weak coordination and lack of a resource mobilization culture across 
WHO. There have been missed opportunities and lack of focus and provision of adequate staff 
and investment. In contrast, there are good opportunities for securing resources for health. 
Development cooperation for health is increasing; health is at the top of the agenda of partners 
and more partners support health. In addition in WHO and the international arena, there are 
clear strategic directions and frameworks such as, 11th General Programme of Work, 
Millennium Development Goals and Country Cooperation Strategies that support and 
facilitate resource mobilization. 

To strengthen the resource mobilization capacity in WHO, a forceful campaign and 
series of dynamic steps have to be taken. These actions include developing a global and 
regional resource mobilization strategy, targeting traditional and emerging donors, enhancing 
strategic partnership, building a new culture, and advocating that resource mobilization is 
everyone’s responsibility. It will also be necessary to develop a clear policy/guideline for 
collaboration with the private sector. Furthermore, WHO country offices should be 
empowered through technical capacity-building (technical staff, training), increasing 
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operational capacity, giving them more authority and flexibility. At the global level there 
should be greater transparency and share of income and decentralization of resources.  

The Regional Office has prepared a regional strategy for resource mobilization and has 
established a resource mobilization taskforce. The regional strategy will form the basis from 
which the country offices and technical units can develop their resource mobilization 
strategies. The strategy helps to establish a mechanism to ensure effective coordination and 
indicate the roles of country offices, the Regional Office and headquarters. The main guiding 
principles that the regional strategy adheres to are: consistency with the Organization’s 
strategy as one WHO, complementary to global resource mobilization efforts and being 
responsive to specific needs and priorities of the Region, especially the low-income countries 
in the Region. The areas of primary focus for resource mobilization in the WHO Eastern 
Mediterranean Region are mobilizing resources at the regional level for the Region and 
specific country(ies), concentrating at country level, building capacity at all levels and 
entering into partnership with the private sector and giving advocacy and communication 
special importance. 

It is expected to have a resource mobilization service at the headquarters level to help 
with development of practical guidelines, standard norms, tools, intelligence on donors and 
their priorities, database and to organize skills development training. Headquarters should also 
develop a policy on collaboration with the private sector and facilitate better collaboration 
with other UN agencies and organize WHO representation at high profile events. At regional 
level, resource mobilization action point will enhance coordination, empowering WRs offices 
and maintaining dialogue with partners. The action point should also build strategic alliances, 
develop advocacy materials and use the media, share best practices and enhance the External 
Coordination unit. Recent progress includes development of the WHO resources mobilization 
framework, regional strategy for resource mobilization, the establishment of a resource 
mobilization service and the development of a work plan for 2006–2007. Also, for resource 
mobilization there is now a greater focus on country offices and there is a change of culture 
for resource mobilization with new partners and opportunities emerging. 

In 2004–2005, all sources of funds for EMRO amounted to more than US$ 460 million, 
out of which more than 80% were extrabudgetary. 

5.7.2 Group work: operationalization of the regional strategy for resource mobilization 

The working groups were given a list of points to discuss with regard to implementing 
the regional strategy for resource mobilization. 

• How to enhance WHO’s resource mobilization at country level 
• How to influence national priority-setting for external support at country level 
• How to enhance advocacy, effective communication and dialogue with partners 
• What are the opportunities at country levels, and how can we use these opportunities 
• What are the weaknesses, and how can we overcome them 
• How to enhance the capacity of WR offices in the area of resource mobilization 
• What flexibility in financial systems and management should be considered. 
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5.7.3 Discussion 

WHO has the mandate, skills and experience to achieve sufficient resource 
mobilization. In general, excepting emergencies, resource mobilization should be linked to 
programme plans. Good planning is the best advocacy tool. Plans should identify what is to be 
delivered, when and what resources are required. This should be the basis for resource 
mobilization. 

The Draft Regional Strategy for Resource Mobilization requires further development, 
including greater analysis, including of existing resource mobilization practices, the resource 
mobilization environment, opportunities for resource mobilization and the capacity in country 
offices.  

WHO is still learning to adapt to the new resource mobilization environment and 
investment is needed in resource mobilization to be effective. Advocacy and partnership will 
be vital to successful resource mobilization. Existing WHO structures need to be developed to 
address the requirements for effective resource mobilization. 

Regional opportunities for resource mobilization include encouraging bilateral funding 
between neighbouring countries, which is the preferred approach in the Region. A resource 
mobilization model or framework would help in this. Regional potential donors should be 
studied and a donor profile database created. Donors have differing interests and resource 
mobilization needs to reflect this. A culturally-appropriate approach is also needed for the 
Region, and solidarity among countries should be encouraged.  

A proactive approach to resource mobilization is required to enable opportunities to be 
seized. The strength of WHO in the issue concerned and the profile of the proposed work is 
important in this respect. A rapport needs to be built with donors and new donors sought as 
there is some donor fatigue among traditional donors. A partnership approach to donors is 
needed. Evidence for action, a results-based approach and feedback to donors help in gaining 
donor confidence. Biennial reports are useful to donors in this regard and should describe not 
only what has been achieved, but what has not and why.  

It was noted that the 13% programme support costs were not attractive to donors, but 
that this level is mandated, unavoidable and underestimates actual programme support costs. 
Greater transparency around these costs is needed within WHO and to inform donors about 
what the costs are for and to correct any incorrect perceptions. 

The ability to spend and report on spending in a timely manner is also important to 
donors. There needs to be capacity to absorb and spend the funds raised. System development 
within WHO is needed as it is essential that WHO is ready to absorb external funds and can 
expedite spending and financial reporting. Model agreements are being developed that will 
help to expedite the resource mobilization process.  

Country Office capacity in resource mobilization needs to be developed. Fundraising is 
not an ad hoc activity but is a specialist activity requiring capacity-building including human 
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resources training. A technical committee on resource mobilization can be helpful, but there 
needs to be the resource mobilization opportunities within countries. The level of government 
support for the resource mobilization is crucial, and developing collaboration in resource 
mobilization with the Ministry of Health will help in this.   

Resource mobilization needs to be linked to a communication strategy in order to 
promote the organization and conduct advocacy on the issue concerned. Timeliness in 
proposal development is required from country offices and the Regional Office.  

The Regional Office needs to provide protection, screening and guidance regarding 
abuse or misuse of funds. There needs to be corporate policy, and regional oversight and 
protection, on partnerships with the private sector. Guidelines and a code of conduct on 
conflicts of interests with private sector donors, including on legal issues, is required. 

Resource mobilization is not only for programmes but also for emergencies when 
resources are urgently required. A fund for emergencies is therefore needed. It should be noted 
that resources for emergencies are linked to visibility on the ground, and that the funding 
cycle has changed with the development of common humanitarian funds.  

5.8 Lessons learned from operational planning (JPRM and ICP), monitoring and 
evaluation of its implementation 
(agenda item 9) 
Dr A. Assa’edi, Assistant Regional Director 

Based on experience in the Region with respect to the JPRM, the more time we give to 
preparation at both country and regional levels, the better quality of the report. The use of 
CCS makes JPRM reports more strategic, priority-focused and more linked to country 
strategies as well as WHO expected results. The inclusion of clear indicators with baselines 
and targets facilitated the process of monitoring of implementation and hence the reporting. 
The one country plan and one country budget improved transparency and is expected to 
strengthen the trust. 

The established monitoring system for the income and resources has improved the 
distribution and utilization of resources significantly. Similarly, the overall administration of 
resources, including the implementation rates, reporting, tracking, and the volume of the 
income itself have also been enhanced. 

The growing use of electronic facilities and share points has resulted in better 
communication between area-of-work focal points and PME, accelerating the interaction and 
facilitated the reporting. Furthermore, to assist the handling of the increased tasks, tools such 
as the workplan editor, RAMS and CAMS have been reviewed and updated. 

In response to the growing managerial requirements, the scope, contents and quality of 
intercountry programmes have been improved. It is expected that their use will be improved 
too. Lastly, the training of staff and national on results-based management contributed 
significantly to the quality of planning. 
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5.9 Conducting an internal audit: experience of Morocco 
Dr Raouf Ben Ammar, WR Morocco 

An internal auditing experience was conducted in January 2005 with the objective of 
identifying solutions for optimizing the management of WRO Morocco and improving staff 
work. Conducted with a national consultant, the methodology used for the audit was “function 
analysis”, in which the expected functions of the WR office were defined (15 functions) and 
classified according to importance.  

Gaps in the implementation of the functions and the contribution of each staff member 
to the expected performance were assessed. The main functions that were insufficient were 
identified, and the roles of staff members were redefined in order to cover all the functions. 
Later, staff members were asked to introduce elements of the priority functions into their 
PMDS objectives. The need for recruitment of additional technical staff was also assessed.  

Presented in the framework of sharing of experiences and information between country 
offices and the Regional Office, this audit exercise could be used and improved by other 
offices in the Region for planned evaluation processes.  

5.10 Implementation of the Global Knowledge Management Strategy in countries and 
the proposed EMR Knowledge Network 
(agenda item 10) 
Dr N. Al Shorbaji, Coodinator, Knowledge Management  

The WHO knowledge management strategy was published in September 2005 after a 
year of planning, regional consultations and inputs from various stakeholders. The knowledge 
management strategy includes five strategic directions: 1) improving access to the world's 
health information; 2) translating knowledge into policy and action; 3) sharing and reapplying 
experiential knowledge; 4) leveraging e-health in countries; 5) fostering an enabling 
environment for knowledge management. 

The Regional Office has been developing implementation plans for countries of the 
Region within the five strategic directions. These plans include: development of regional 
knowledge management policies and strategies; needs assessment and evaluation of 
knowledge management practices and services in selected countries; development of capacity 
to manage and utilize knowledge resources and information production and dissemination; 
development and maintenance of networks and communities of practice for knowledge 
sharing for different categories of health care professionals and practitioners; production and 
dissemination of selected priority information products, including the Regional Director’s 
report, Technical Publications Series, Health Education through Religion Series, Regional 
Publications Series and the Eastern Mediterranean Health Journal in languages of the Region; 
and initiation of and support to e-health projects and applications including e-learning, 
medical terminology, telemedicine and technical health databases. 

The Regional Knowledge Network represents the regional effort to build a 
comprehensive and integrated inventory/repository of health and biomedical knowledge 
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resources in the Region. An integrated approach to map and link both explicit and tacit 
knowledge resources will be used. The Network will aim at developing mechanisms for: 
mapping and finding health and biomedical literature; mapping, profiling and finding 
institutions; locating expertise and sources of tacit knowledge; developing networks and 
communities of practice in the Region; and identifying best practices and opportunities for 
exchange of experiential knowledge and collaboration. 

The network resources to be identified are people, literature, institutions and 
methodologies. The network portal components includes but is not limited to the following 
databases: health and biomedical research represented by the Index Medicus for the Eastern 
Mediterranean, regional bibliographic databases and extracts from international databases of 
relevant regional materials; health and biomedical research institutions/centres and their 
profiles represented by an improved database of collaborating centres; medical education 
institutions (colleges of medicine, nursing, pharmacy, dentistry, and public health) represented 
by an improved database of health sciences education institutions; health sciences libraries 
and documentation centres represented by an enhanced directory of health sciences libraries; 
expert locator providing profiles of researchers, authors, editors, scientists, experts, 
consultants, academicians, terminologists, translators, etc; and multilingual medical 
terminology (network of medical terms): Arabic, English, French, Farsi, Urdu. 

5.11 Progress of work on the Global Management System 
(agenda item 11) 

5.11.1 Briefing on the progress of work 
Ms Hilary Wild, Co-Director, GSM, and Director, Business Change, WHO headquarters 

In his opening address on Tuesday morning, the Regional Director set the scene. He 
noted that there are increased demands being placed on WHO, emergencies are becoming the 
norm in EMRO, resources are increasing but do not meet all the demands made of us. 
Collaboration across the levels of the organization is increasing, most notably cross-regional 
collaboration and support. Later, the Director of Administration and Finance explained to the 
meeting about the managerial reforms and the way they are linked together to support a more 
efficient and effective organization. 

My agenda today is to touch on the context in which the GSM is being developed, to 
explain what GSM is, what it is seeking to achieve, how the project will move forward in 
EMRO. My last, most important, agenda item is to hear from you whether and how well this 
responds to your needs. 

GSM is firmly positioned as the tool that will realize and implement the managerial 
reforms that are under way across the organization. Some cannot be fully implemented today 
due to fragmented approaches and systems. In future we will have common vision, policies, 
processes, application of business rules, roles and responsibilities. Managers will be 
empowered through delegation of authority that is aligned with their responsibility and 
accountability. Performance targets will be set for administrative functions and managed 
through service level agreements. 
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GSM will however, support flexibility to apply these common policies, processes etc. 
according to the needs of EMRO. This means that EMRO will decide who does what, where, 
when and thus be able to meet changing circumstances and needs in the region. As far as 
administrative services are concerned, these can be provided in a number of ways – but 
always taking cost effectiveness as the driving force. 

Programme management is at the heart of GSM – the whole reason for development of 
this new integrated system. It will include single point of data entry, electronic workflow and 
approvals. Visibility and transparency of information (shown on slides later) will allow 
managers to manage and administrators to administer. By way of reminder, the scope of GSM 
is programme management, finance, budget, procurement, asset management, travel, 
inventory. Over the past few weeks, a series of sessions have been run in Geneva to see how 
the software we have selected can meet our expectations. Real data were used, and the results 
have been very encouraging in showing how in future a WR, Regional Adviser, headquarters 
colleague could all see a progress report on an office-wide expected result, or product, with 
the same information from one database at the same time and have a 3-way discussion on the 
work plan, considering progress or prioritization according to available resources. 

GSM will mean changes, improvements in the way we work. The MTSP will serve to 
lighten the budget processes – GSM will help the build up of the budget through global work 
and electronic consolidation. Human resources contract reform will simplify the number of 
human resources contracts and support human resources planning to achieve a better staffing 
situation. Change to International Public Sector Accounting Standards will bring consistency 
of reporting with other partners. This will all be facilitated by new processes and procedures, 
supported by new manuals and guidelines, competency and skill development. GSM will also 
address some key recommendations from the Third Global WR Meeting such as one “country 
strategy, plan, and budget” with WRs as budget management centres. 

Implementing the GSM will involve a lot of hard work for us all: GSM team, regional 
office colleagues and WR offices. We are now close to the end of the definition phase and a 
regional workshop in EMRO is planned for early March where we are counting on the active 
participation of regional and country staff. Roll-out in EMRO is scheduled to start at the end 
of 2007 with ‘go live’ in February/March 2008. 

Prior to this much has to be done: decisions made on what will be done where, offices 
re-profiled to support the new roles and responsibilities, staff trained in their functional area, 
as well as how to use GSM, data must be cleaned and then converted to the new system 
formats, system interfaces will be needed for areas outside the scope of GSM. This leads to an 
important point, regional readiness that the Director of Administration and Finance will be 
asked to certify at the end of 2007. User acceptance testing will take place in 
November/December 2007, culminating in ‘go live’ by March 2008. 

5.11.2 Discussion 

The Regional Director drew attention to the historical precedent shown by similar 
initiatives within WHO in the past, pointing out the considerable costs involved with previous 
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projects, none of which had been successful. He expressed concern over the lack of inclusion 
of regional input both in the decision-making processes around the initiation of the project, 
and in the ongoing development of the system itself. He cautioned that in moving forward 
with the GSM, there was considerable apprehension about the changes it would bring. These 
concerns were echoed by many participants, who also raised a number of other specific issues 
and questions. 

It was emphasized that the new system cannot bring about the desired improvements 
unless it is accompanied by simplified procedures and transparency in access to information. 
Concern was expressed over staffing and training issues, as well as over who will bear 
responsibility for data cleansing and system deployment. The need for back-up systems was 
emphasized, along with concerns over connectivity issues that exist in some countries. 
Participants queried whether existing systems not included in the scope of GSM will be 
supported by it, and why the system is being designed based on current ways of doing 
business rather than on future business plans. 

Ms Hilary Wild responded to the questions and clarified a number of points. The tight 
time-frame of the project presents a major challenge for moving forward effectively with the 
US$ 55 million budget approved by the Health Assembly yet securing timely input from 
regional and field staff. The final design of the system is not yet known, and will not be until 
the end of the design phase in mid 2006. It is recognized by the GSM project that it is difficult 
to see where regional input has specifically had an impact. GSM will work to improve 
feedback in this respect. 

The extent of implications for staffing is not yet clear due to the diversity of ways in 
which regions organize their work. Once the GSM design is known, information will be 
available to regions and countries with regard to expected staff roles and functions. The 
human resources departments in headquarters and regional offices will need to support a “re-
profiling” exercise designed to match the necessary functions with skill sets. The project 
budget includes funds for training staff in how to use the system. It also includes funding for 
costs of deployment and for integration of other system interfaces. In this respect, a company 
specialized in enterprise resource planning system implementation has been retained to help 
design, build and implement the GSM. 15 000 man days are budgeted for development of 
reports, interfaces, data conversion and modification to the basic software. The budget also 
covers part of the cost of data cleansing. However, some of this work will have to be 
undertaken by staff of the Regional Office, with automation of tasks where possible. 

With regard to centralization of data management, a global data centre will be used, but 
the provider has not yet been chosen. One of the requirements in selection of providers will be 
the presence of a “business continuity plan”, involving system back-up. This will negate the 
need for parallel systems. However, it is recognized that an alternative approach will be 
required for countries with connectivity issues. It is planned to develop such an approach. 

She emphasized that once the system is implemented, all users will have access to all 
information it contains, with the exception of personal human resources data. Delegation of 
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authority will continue to be decided at regional level. Lastly, she noted that many issues will 
remain unclear until the design of the system is finalized. 

6. RECOMMENDED ACTIONS 
(agenda item 12) 

Avian influenza 

WHO leadership is of paramount importance to provide technical support and 
strengthening collaboration of all partners of global, regional and country levels.  

1. The Regional Office will continue to provide technical guidance and support with 
special attention to countries with weak infrastructure, complex emergencies or coming 
out of crisis.  

2. The Regional Office will develop and implement an advocacy plan for fundraising 
aimed at stockpiling of antivirals, vaccines, protective material and diagnostic 
laboratory support.  

3. Country offices will facilitate and/or coordinate the finalization of the national plans for 
avian influenza and a potential human pandemic, emphasizing the importance of 
transparency, human and laboratory capacity-building and addressing the non-health 
consequences of a pandemic, including displaced populations, social, economic and 
civil service disruption.  

Emergency preparedness and response  

4. WHO will support Member States in developing emergency preparedness and response 
plans and technical guidelines and standard operating procedures for health action 
whose primary goal is to prevent epidemics and improve deteriorating health conditions 
among the affected population.  

5. WHO will encourage and support countries to enhance their national capacities in 
disaster preparedness and mitigation and in building a cadre of disaster experts capable 
to address the full spectrum of public health priorities in emergencies.  

6. Ministries of Health will be encouraged to develop institutional emergency 
preparedness capacities to make effective use of available resources by establishing 
disaster preparedness and response units that coordinate action, facilitate procurement 
and stockpiling of emergency supplies and equipment, maintain a roster of nationals 
trained on emergencies and enhance interrelationships with other sectors. 

Building capacity and strengthening WHO country presence 

7. A task force comprising members from the Regional Office and country offices will be 
established with the following terms of reference:  

• Determine the “minimum core presence” in country offices, utilizing the outcomes of 
country cooperation strategy (CCS) reviews;  
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• Identify areas that require additional delegation of authority, and existing areas where 
delegation of authority exists but that need clarification in order to improve the 
technical and administrative efficiencies and performance of the country offices;  

• Undertake a training needs assessment exercise for the Regional Office and country 
offices to enhance their understanding and capacities with regard to the evolving 
procedures, tools and guidelines of the organization.  

The task force will submit recommendations within a period of 3 months after its 
appointment.  

8. Country offices will actively work with the Member States aiming at their regular 
participation in, better preparedness for and assistive contribution during the meetings 
of the Governing Bodies.  

9. The Regional Office will complete the review, approval and publication process of all 
CCS documents by mid 2006, enabling country offices to utilize them as the formal 
tools for advocacy and resource mobilization for their national strategies and priorities.  

10. The Regional Office will develop standardized templates for “second generation CCSs” 
to ensure the consistency of their contents with the national priorities, international 
obligations, such as the Millennium Development Goals, as well as the General 
Programme of Work and Medium-Term Strategic Plan of WHO. 

11th General Programme of Work and Medium-Term Strategic Plan 

11. WRs will communicate their written comments on the 11th General Programme of 
Work and Medium-Term Strategic Plan (MTSP) to the Regional Office and 
headquarters. Headquarters is urged within the time limits to incorporate these 
comments into documents before finalization.  

12. The Regional Office in partnership with headquarters will prepare a strategic framework 
for communication, to support WRs in the countries to build partnership with partners 
inside and outside the health sector and to allow partners to buy into the WHO strategic 
framework.  

13. Regional facilitators will ensure proper representation of the Regional Office according 
to the deadlines in the process of development of the MTSP, through regional expected 
results, reflecting country-specific as well as regional issues of concern and priorities.  

Resource mobilization 

14. The Regional Office will further develop the Regional Strategy for Resource 
Mobilization with more in depth analysis, defining current challenges and problems 
faced, listing “best practices” and summarizing positive Regional Office fundraising 
experiences  

15. The Regional Office will conduct a comprehensive mapping of potential donors at the 
Regional Office, including donor profiles, funding cycles and procedures.  

16. The capacity for resource mobilization will be built up at the Regional Office and 
country level and establish resource mobilization services at the Regional Office.  
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17. The Regional Office will work with headquarters to propose to the Governing Bodies to 
adopt flexible financial and administrative rules which will enhance WHO ability to 
mobilize resources 

18. Country offices should identify potential sources for supporting health development 
activities and develop collaboration and partnership.  

19. Country offices will develop technically sound proposals with national partners to be 
submitted for potential donors to implement programmes and activities pertinent to 
country needs utilizing WHO technical expertise.  

Millennium Development Goals  

20. Country offices will collaborate actively with UN country teams, national authorities 
and the donor community to mobilize political, resource and technical support for the 
implementation of activities towards achieving the Millennium Development Goals 
(MDGs). 

21. Country offices will play a leadership role in advocacy and provision of technical 
support to achieve the MDGs guided by the recommendations of the Cairo intercountry 
meeting to develop strategies for the health MDGs in the Region. 

22. Whenever it is opportune country offices will streamline BDN activities with the MDGs 
plans and promote the utilization of its tools in these activities. 

23. Country offices will pursue the implementation of the health MDGs within the countries 
along the lines of Cairo workshop recommendations. 

24. Country offices wills tart the costing of the plans for implementing the health MDGs in 
the 10 priority countries benefiting from the experience in Yemen. 

Global Management System 

25. WRs and the Regional Office will actively provide input to development of policies and 
procedures in the Global Management System (GSM) to ensure GSM is appropriate to 
the needs of the Regional Office and country offices. 

26. The Regional Office will ask headquarters to ensure that this input is actively taken into 
account and acted upon, ensuring that EMRO input and influence is evident. 
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Annex 1 

AGENDA 

1. Opening session 
2. Regional Strategy on Preparedness and Response for Human Pandemic Influenza 
3. Follow up of the Recommendations of last meeting 
4. Emergency Preparedness and Response in the Region:  
• Introduction and lessons learned during 2004–2005 
• Country experiences 
5. WHO’s role in assisting countries towards achievement of MDGs  
6. Panel Discussion on 11th General Programme of Work and Medium-Term Strategic 

Plan and progress of work 
7. Introduction to building capacity and strengthening WHO Country Presence: 
• Country presence policy 
• Evaluation of the process and outcome of Country Cooperation Strategies 
• New financial rules and regulations and delegation of Authority 
• Country Activity Management System: Progress report 
8. Introduction on strategic issues related to resource mobilization  
9. Lessons learned from operational planning (JPRM and ICP), monitoring and evaluation 

of its implementation 
10. Implementation of the Global Knowledge Management Strategy in countries and the 

proposed EMR Knowledge Network 
11. Briefings on the progress of work for Global Management System  
12. Conclusions and recommendations 
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Annex 2 

PROGRAMME 

Tuesday, 7 February 2006 
8:30–9:00  Opening session 

Welcome 
Opening address 
Objectives and programme of the meeting 

 

9:00–10:30 Panel Discussion on 11th General 
Programme of Work 

Panel members: 
PRP/HQ,WR/Tunisia, 
WR/Iran,  DRD 
Presentation by: 
Ms. Namita Pradhan, PRP/HQ 

10:30–13:00 Panel Discussion on Medium Term Strategic 
Plan and progress of work 

Panel members: 
PRP/HQ,, WR/Sudan 
WR/Morocco,, ARD, RA/PHP 
Introduction by:: 
Dr. S. Siddiqi, RA/PHP 

13:00–15:30 WHO’s role in assisting countries towards 
achievement of  MDGs  
Brief presentations followed by discussion 

Short presentations (10 minutes 
each): 
Introduction by RA/CBI 
Yemen experience on MDGs 
needs assessment and costing 
by WR, Yemen 
National Initiative of Human 
Development for poverty 
reduction in Morocco by WR, 
Morocco 

Wednesday, 8 February 2006 
8:00–8:30  Introduction to building capacity and 

strengthening WHO Country Presence: 
Country presence policy 
Evaluation of the process and outcome of 
Country Cooperation Strategies 
New financial rules and regulations and 
delegation of Authority 
Country Activity Management System 

Short introduction on each 
topic (10 minutes each) by: 
CCO/HQ, ARD, DAF, 
RA/PME 

8:30–11:00  Group work  
Meeting will be divided to 4 Groups, each 
consisting of WRs and Regional Office Staff. 
They will simultaneously discuss issues and 
challenges and elaborate on proposed 
solutions and recommendation related to the 
above subjects 

 

11:00–13:00 Group reports and discussion  
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13:00–14:30 Response to emergency preparedness and 
response in the Region: 
Introduction and lessons learned during  
2004–2005 
Country experiences 
Brief presentations followed by discussion 

Short presentations (10 minutes 
each) : 
RA/EHA 
Country experience by WR/Iran 
Country experience by 
WR/Pakistan 

14:30–15:30 Regional strategy on preparedness and 
response for human pandemic influenza 
Brief presentations followed by discussion 

Short presentation(15 minutes) 
by: RA/CSR 

Thursday, 9 February 2006 
8:00–8:30  Introduction on strategic issues related to 

operational resource mobilization, 
coordination and monitoring 

Short introduction on each 
topic (10 minutes each) by 
DRD, RA/COR, RA/PME 

8:30–11:00 Group work  
Meeting will be divided to 4 Groups, each 
consisting of WRs and Regional Office Staff. 
They will simultaneously discuss issues and 
challenges and elaborate on proposed 
solutions and recommendation related to the 
above subjects 

 

11:00–13:00 Group reports and discussion  
13:00–15:30 Lessons learned from operational planning 

(JPRM and ICP), monitoring and evaluation 
of its implementation: 
End of Biennium Assessment 2004–2005 
Operational Planning 2006–2007 
Brief presentations followed by discussion 

Introduction to the topic (10 
minutes each) by: ARD, PME 

   
Friday, 10 February 2006  

8:00–9:00  Implementation of the Global Knowledge 
Management Strategy in countries and the 
proposed EMR Knowledge Network 
Brief presentation followed by discussion 

Short introduction to the topic 
by Coordinator/KMS 

9:00–10:30 Briefings on the progress of work for Global 
Management System  
Brief presentation followed by discussion 

20 minutes presentation by: 
GSM/HQ 

10:30–12:00 Conclusions and recommendations  
 



WHO-EM/WR/021/E 
Page 40 

 

Annex 3 

LIST OF PARTICIPANTS 

AFGHANISTAN 
Dr Riyad Musa Ahmed 
WHO Representative 
 
DJIBOUTI 
Dr Jihane Tawilah 
WHO Representative 
 
EGYPT 
Dr Zuhair Hallaj 
A/WHO Representative 
 
ISLAMIC REPUBLIC OF IRAN 
Dr Mubashar Riaz Sheikh 
WHO Representative 
 
IRAQ 
Dr Naeema Al-Gasseer* 
WHO Representative 
 
JORDAN 
Dr Ala’din Alwan 
WHO Representative  
 
LEBANON 
Dr Jaouad Mahjour 
WHO Representative 
 
LIBYAN ARAB JAMAHIRIYA 
Dr Ibrahim Al Hadi Sherif 
National WHO Representative 
 
MOROCCO 
Dr Raouf Ben Ammar 
WHO Representative 
 
OMAN 
Dr El Fatih El Samani 
WHO Representative 
 
 
* Unable to attend
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PAKISTAN 
Dr Khalif Bile Mohamud 
WHO Representative 
 
PALESTINE 
Dr Ambrogio Manenti 
Head of Office 
 
SAUDI ARABIA 
Dr Awad Abuzaid Mukhtar 
WHO Representative 
 
SOMALIA 
Dr Ibrahim Betelmal 
WHO Representative 
 
SUDAN 
Dr Guido Sabatinelli 
WHO Representative 
 
SUB-OFFICE IN SOUTH SUDAN 
Dr Abdullahi Mohamed Ahmed 
WHO Technical Officer 
Public Health Coordinator for South Sudan 
 
SYRIAN ARAB REPUBLIC  
Dr Fouad H. Mojallid 
WHO Representative 
 
TUNISIA 
Dr Ibrahim Abdel Rahim 
WHO Representative 
 
YEMEN 
Dr Hashim Ali El-Zein El-Mousaad 
WHO Representative 

Country Desk Officers 

BAHRAIN 
Dr Fariba A. Al-Darazi 
 
KUWAIT 
Dr O. Khatib 
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QATAR 
Dr A. Abdellatif 
 
UNITED ARAB EMIRATES 
Dr Said Arnaout 
 

United Nations Relief and Works Agency for Palestine Refugees in the Near East 
(UNRWA) 

Dr Haifa Madi 
Acting Director of Health 
UNRWA Headquarters Branch 
JORDAN 
 

Centre for Environmental Health activities (CEHA) 

Dr Muhammed Z.A. Khan 
WHO Regional Coordinator Centre for Environmental Health Activities 
JORDAN 
 
WHO headquarters 
Ms Namita Pradhan, Director, PRP 
Dr Marie-Andree Diouf, Director, CCO 
Dr Daniel Lopez Acuna, Director, HAC 
Ms Hilary Wild, Director, Business Change 
Ms Pascale Daou, Technical Officer, SDE/CMH 
Mr Abdel El Abassi, CCO/HQ 
WHO Regional Office for the Eastern Mediterranean 
Senior Policy Adviser to the RD 
Special Advisers to RD 
Programme Directors 
All Regional Advisers 
All technical and professional staff 
Senior Administrative Assistants 


