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1. INTRODUCTION 

There is increasing recognition of the importance of awareness creation and institutional 
capacity-building in strategic planning within ministries of health. Strategic planning is a 
process of setting agreed priorities and direction for the health sector in the light of given 
resource constraints. While many ministries of health in countries of the Eastern 
Mediterranean Region are making an effort to strengthen national planning capacity, it is 
recognized that the current situation is far from ideal. A consultative meeting on Strategic 
Planning in Health was organized by the World Health Organization’s Regional Office for the 
Eastern Mediterranean (WHO/EMRO) in Damascus, Syrian Arab Republic, on 21–24 
November 2004, to review the current status of health planning and human resource planning 
in the Eastern Mediterranean Region and suggest measures for addressing the existing 
deficiencies and shortcomings in this area. The meeting was attended by representatives from 
13 countries of the Region, namely Bahrain, Egypt, Islamic Republic of Iran, Iraq, Jordan, 
Lebanon, Morocco, Oman, Pakistan, Sudan, Syrian Arab Republic, Tunisia and Yemen.  

The meeting was opened by Dr Hussein A. Gezairy, WHO Regional Director for the 
Eastern Mediterranean, who explained that strategic planning had come to be recognized as 
an important tool in the health sector. It provided vision, direction and strategies for 
identifying and addressing the priority health problems and needs, some of which were highly 
complex, at a time and in situations when there were increasing resource constraints. 
Ministries of health in most countries of the Region had expressed the desire to undertake 
strategic health planning, and some had actually gone ahead with it. However, the lack of 
technical capacity within the ministries, the insufficient political commitment and the fact that 
planning for health had often been done outside the Ministry of Health had not permitted 
strategic planning to be institutionalized within the ministries of health. The Regional Office 
had organized the meeting to respond to some of these challenges by bringing together 
experts in health planning from the Region, to share country experiences and to come up with 
recommendations that would support strengthening strategic planning in health among the 
Member States of the Region.  

His Excellency Dr Maher Al Hossamy, Minister of Health, Syrian Arab Republic, 
highlighted the importance of health planning at national level and the need to include human 
resources as an integral part of the comprehensive health planning. He described some of 
many of the collaborative initiatives and activities that the Ministry of Health was jointly 
implementing with WHO/EMRO, and noted how these programmes had contributed to 
improving the health indicators in the Syrian Arab Republic. Steps were under way in 
preparation to establish a Centre for Financial Studies in Damascus, and existing institutes 
and training programmes were being strengthened. The Minister concluded by wishing the 
meeting success in achieving the planned objectives and coming out with solid 
recommendations for formulating better strategic national health and human resources plans. 

Dr Belgacem Sabri, Director, Division of Health System and Services Development, 
WHO EMRO, gave an overview of the rationale and purpose of the consultative meeting. The 
specific objectives were to: 
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• Review the status of health planning in the Eastern Mediterranean Region and identify 
areas of strengths and in need of improvement; 

• Share country experiences on various tools and instruments used in health planning; 
• Apply principles of strategic planning to human resources planning in countries of the 

Region; and 
• Recommend ways to strengthen strategic planning for health in the Region. 

The consultative meeting would provide an overview of strategic planning in 
developing countries; review the current status of health planning in countries; share several 
policy analysis and strategic planning tools; identify and discuss issues related to health 
human resource planning and the challenges facing health planning in the Region and propose 
practical recommendations for implementation by Member States and WHO. 

Dr Mahmoud Dashash (Syrian Arab Republic) was elected Chair of the meeting, and Mr 
Sohail Ahmed (Pakistan) was elected Co-Chair. Dr Ehsanullah Tarin (Islamic Republic of 
Iran) served as Rapporteur. The meeting agenda, programme and list of participants are 
included as Annexes 1, 2 and 3, respectively. The full text of Dr Gezairy’s speech is included 
as Annex 4. 

2. OVERVIEW OF STRATEGIC PLANNING IN DEVELOPING COUNTRIES: 
ISSUES AND CHALLENGES 
Dr Sameen Siddiqi 

Any planning process asks four fundamental questions: Where are we? Where do we 
want to be? How do we get there? How do we get to know that we have gotten there? In 
planning terms, these can be translated into situation analysis and priority setting, defining 
objectives and targets, choosing strategies and intervention, and identifying indicators and 
sources of information respectively. 

Strategic planning is a process of setting agreed priorities and direction for the health 
sector in the light of given resource constraints. It is a means of giving content to the 
leadership function of ministries of health; developing intersectoral collaboration for health; 
building constructive public–private partnership; streamlining donor assistance; and bringing 
about institutional change. 

Policy-makers and planners in ministries of health frequently have to make strategic 
choices of allocating resources within the health sector, between personal and public health 
services, between primary and tertiary care services, between priority preventive programmes, 
and between clinical specialties. Strategic planning in health assists in prioritizing such 
decisions, appraising alternatives, rationing resources and introducing discipline and 
minimizing external influences. It is carried out through a series of defined iterative steps that 
include situation analysis and identifying priorities; setting goals, objectives and targets; 
appraising options, programming, implementing and monitoring, and evaluating the plan 
(Figure 1).  
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Figure 1.  The planning cycle 

Health plans can be of different types depending on the purpose of the planning 
exercise. They may be strategic or operational; project or programme; investment or 
operational; physical or human resource or financial; and micro-or macro plans. The strategic 
plan outlines the direction an organization is intending to follow, with broad guidance as to 
implications for service action. The operational plan, which is an activity plan detailing 
precise timing, methods and modes of implementation, is an important complement for the 
actual implementation of the strategic plan. Plans developed need approval at the appropriate 
level in a country, wider dissemination and a regular process of consultation with all 
stakeholders, if they are to be efficiently implemented. 

Various planning tools are available and used to undertake planning. They include 
planning guidelines and frameworks such as planning manuals, logical framework, and Ziel 
Oriented Project Planning (ZOPP); analytical tools such as burden of disease, national health 
accounts, and cost–effectiveness analysis; and resource allocation formulae based on 
population, burden of disease, poverty, physical infrastructure or certificate of needs. Strategic 
planning is as much a political activity as it is technical. Although planning tools and 
techniques are essential to develop a plan document, planning is about introducing a 
systematic change by taking into consideration and modifying the views and perceptions of 
stakeholders. 

Issues and challenges facing health planning in the Region are technical as well as 
political/administrative. Technical issues include lack of individual and institutional capacity, 
weak or absent planning units in ministries of health, inadequate contextual analysis, weak 
health information systems, poor operationalization of plans and insufficient monitoring and 
evaluation. Political or administrative issues include lack of political commitment, priorities 
set by political agenda, donor driven agenda in some countries, planning outside the ministries 
of health and planning only for the public sector. 
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The consultative meeting was organized in order to address certain key questions: 

• What do we know of the current status of health planning in countries of the Eastern 
Mediterranean Region? 

• What experiences can we share in the Region on aspects of health planning and its 
tools? 

• How can we give momentum to improved human resource planning in countries of the 
Region? 

• What will it take for the national governments and WHO to strengthen strategic 
planning in the Region? 

Discussion 

Planning has a wide canvas, and the most important issue is how to allocate resources. 
This is often a political issue; however, there is a need to use techniques such as optimization, 
linear programming etc. Such tools will help in identifying where to locate health facilities. 
Another constraint is the limited time available for using such tools for planning, as often 
decision-makers cannot wait for the results. With regard to the importance of resources, it is 
difficult to move resources from one sector to the other, but we could be innovative by 
requesting other ministries such as housing to allocate some resources for health and safety 
out of their own budget. Nonetheless, planning is a mix of “top-down” and “bottom-up” 
approaches. Strategic planning should not be made too technical; that is, we should not 
depend too much on the tools and statistics in particular. 

Planning is an iterative process, and it is difficult to draw a boundary between formulation 
and implementation. These are in a continuum, and the planners should be in active dialogue 
with managers throughout the process, i.e. top down and bottom-up planning. That is why 
implementation is seen as a stage in planning models, and involvement of managers during 
planning allows consideration of the realities on ground. In addition, human resource planning 
is a crucial component of strategic planning. Strategic planning in some experiences has been 
useful for increased resource allocation to health. 

3. TECHNICAL PRESENTATIONS 

3.1 Use of the certificate of needs (carte sanitaire) to support strategic health planning 
Dr Belgacem Sabri 

Market failures have led to the need for government intervention to better regulate the 
health market in most developed and developing countries. The certificate of needs, aimed at 
planning for investment in health care, is among the tools used in this respect. Health needs of 
the communities and of the total country are estimated through collection of statistical and 
epidemiological data and from national burden of disease studies. Needs for health services to 
reduce the magnitude of identified health problems are then derived and translated into 
coverage indicators for various interventions and programmes. Such services entail the 
availability of human resources, the necessary health facilities at various levels of the health 
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system and the biomedical technology to be used to support services delivery. Norms and 
standards are usually developed and agreed upon nationally. Standard-setting is an important 
governance function carried out by the Ministry of Health at central level and relies on data 
collected and also on the findings of health system research studies. 

Once norms and standards are developed, they are used as references to project the 
development of human, physical and financial resources for health. Policy-makers try to 
reduce inequities between regions with respect to access to appropriate health services. As 
plans for investment cover public, private and nongovernmental organizations sub-sectors, 
efforts are made to promote complementarity among partners in order to avoid duplication 
and to improve overall efficiency. Investment is therefore well regulated, to the extent that 
acquisition of some strategic biomedical equipment sometimes needs special license. 

The use of the certificate of needs (Box 1) helps to forecast country needs for 
development plans in the areas of human resources, physical facilities, medical technology, 
etc., in view of prospectively available resources and financial constraints. The country can 
develop long-term scenarios for human resource development, which constitutes an important 
health care cost component, and also for other strategic elements. Being part of the whole 
planning process, the certificate of needs is highly influenced by the socio-political 
environment and forecasted national, regional and global changes and challenges facing 
health systems and health development. 

To support the use of the certificate of needs in strategic planning, several interventions 
are needed at both central and sub-national levels. Efforts should be made to strengthen 
national information systems in order to better direct priority setting. The knowledge base 
should also be supported by the findings of various studies and research including health 
system research. The governance role of ministries of health should be strengthened, 
particularly in the areas of regulation, management of public/private mix and standard-setting. 

Box 1.  Sequence of steps in certificate of needs assessment 
Conduct situation analysis 
• Health indicators, coverage indicators, facilities, medical technology 
• Public, private and nongovernmental sectors 
• Disaggregation by regions/districts→ national averages 
Develop norms and standards 
• Coverage indicators, human resources, facilities, biomedical equipment 
• Case studies, expert opinion 
Determine geographical distribution of resources 
• Human, physical, financial 
• Deviation from averages  
Develop proposals to improve the distribution of resources 
• Equitable distribution of resources 
• Meeting identified needs 
Use the certificate of needs tools and instruments 
• Strategic health planning 
• Regulation of health system 
• Management of public/private mix 

Comment [f1]: This needs a 
reference in the text. Steps are also 
unclear; each should include a verb. 
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Discussion 

Dr Mojallid stated several points that covered the importance of health care costs for 
which tools and techniques were available, the importance of health information system, 
particularly medical records, the need for the fair distribution of beds, and a well functioning 
referral system, which would be helpful in such a scenario. Egypt has similar experience in 
establishing new facilities. For health care institutions it is relatively easy to decide, but Egypt 
does not have standards for high technology, which need to be developed, and more 
information on its capital and recurrent cost is needed. International or regional studies in this 
regard would be most useful. 

Dr Jamshidi stated that tools such as the certificate of needs are needed to increase 
equity and efficiency in health services. One important issue is that the usual supply and 
demand equation does not work in the health sector, as increased supply instead creates 
induced demand. In the case of the Islamic Republic of Iran, certification of needs should be 
sought for introducing new technologies, otherwise these may increase inequalities. Dr Ghosh 
said that it is important to lay emphasis on certification, but it requires changes not only in the 
mindset but also a good health information system that makes it management-oriented. Use of 
the certificate of needs requires strengthening the capacity of the Ministry of Health for its 
proper implementation. 

Dr Siddiqi stated that the certificate of needs is not only a planning tool, but also a 
regulatory tool for rationing health services covering the public and the private sector. For it 
to be effective there is a need for improving the regulatory capacity of the ministries of health. 
In addition, while it is relatively easy to apply the certificate of needs to health service inputs 
such as deployment of personnel, placement of facilities, installation of equipment and 
technology, regulating the outputs of health services in terms of quality and cost are far more 
challenging to undertake in developing countries. Dr Jamshidi said that the experience with 
certificate of needs was promising in the Islamic Republic of Iran, and that it was possible to 
resist political pressures. Monitoring the impact of the certificate of needs on health outcomes 
would require a robust information and monitoring system. 

Dr Tarin stated that tools like the certificate of needs and accreditation are important, 
given the role of the private sector, which is profit-oriented. By promoting privatization, the 
state is pulling out and changing its role from being benevolent to a regulator. For the latter 
role, however, it is essential that due consideration is given to capacity-building for 
strengthening the state’s role in regulation. Dr Mojallid in his intervention agreed that the 
private sector is a partner in health; therefore, it cannot be allowed to go its own way. It must 
be regulated. 

Dr Sabri in his response summarized that the public sector needs to plan and use 
certificate of needs as a useful planning tool. In most countries where the certificate of needs 
has been applied, it has been based on certain national standards, which are essential. The 
standards and norms are country specific as there cannot be a uniform recipe. The certificate 
of needs process is especially important in the case of the private sector, which has the 
tendency to behave in a monopolistic manner and thus needs to be regulated; otherwise the 
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costs are likely to go up. It is much easier to apply the certificate of needs where insurance 
systems are working compared to countries where most health financing is out of pocket. The 
reality is that there will always be political pressures to issue certificates for creating health 
establishments in the private sector. The certificate of needs is a means to effectively resist if 
not eliminate such pressures. 

3.2 Concepts and issues in national burden of disease assessment 
Dr Sameen Siddiqi 

A burden of disease (BOD) study provides an internally consistent, plausible set of 
estimates by age, sex, region of premature mortality and non-fatal health outcomes for a 
reference year for a specified list of causes of disease and injury. In addition, it provides a 
comprehensive, critical review of the availability and reliability of data and information for 
estimating the causes, levels and patterns of ill-health in a population. Data collections, 
surveys, studies are inputs to BOD analysis, while outputs of a BOD study provide valid and 
unbiased estimates of lost years of health with uncertainty specified and methods of data 
collection clearly documented. The key principles underpinning a BOD study require: 

• Use of best available data to make estimates with reported uncertainty intervals for all 
indicators; 

• Corrections for major known biases in available measurements to improve cross-
population comparability; 

• Internal consistency used as a tool to improve validity of epidemiological assessments; 
• In the absence of data, use of all available tools and methods to make an estimate of 

age- and sex-specific BOD. 

A national BOD study has relevance to policy-makers in terms that it allows comparison 
of health among populations; monitors changes in the health of a population over time; 
identifies and quantifies health inequalities; gives appropriate attention to non-fatal outcomes; 
informs debates on priorities for health planning and services delivery, research and 
development, and curricula for professional training in public health; and analyses the benefits 
of health interventions for use in cost–effectiveness analysis. 

Summary Measures of Population Health (SMPH) are measures that combine 
information on mortality and non-fatal health outcomes to represent population as a single 
parameter. There are two major classes of health expectancies, disability-free life expectancy 
(DFLE) and health-adjusted life expectancy (HALE), and health gaps (healthy life year and 
disability-adjusted life year). The disability-adjusted life year, or DALY, is the basic unit for 
estimating BOD, and time is the common metric for combining death and disability. The 
DALY is based on the premise that the best approach for measuring BOD is to use the unit of 
time. It has thus two components: years lost due to premature mortality (YLL); and years of 
healthy life lost due to disability (YLD). Disability weights between 0 (optimal health) and 1 
(death) are used to make time lost due to non-fatal health states comparable with time lost due 
to mortality. Daly is thus calculated by adding YLL and YLD. The real challenge however is 
to estimate YLL and YLD. 
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Estimating years of life lost due to premature mortality requires information on 
population by age and sex, distribution of deaths by age and sex in a given year for the 
diseases in question, average age at death for each age interval, and a standardized life table 
from which to compare the gap. The following are the possible sources of information for 
estimating cause of death, in order of priority: vital registration systems; sample registration 
systems; household surveys; demographic surveillance systems; epidemiological estimates; 
cause of death models; hospital deaths; and verbal autopsy. The steps involved in the 
estimation of years of life lived with disability are to: 1) study current knowledge of each 
disease; 2) construct diagram of natural history of disease; 3) identify all epidemiological 
indicators to be estimated; 4) review all published and unpublished data available to date; 5) 
appraise evidence and define best estimates; 6) check internal consistency of calculations; and 
7) apply calculations and discuss key questions. 

Any BOD study involves making social value choices for the estimation of DALYs. It 
raises important questions, which in the Global Burden of Disease (GBD) study of 1990 were 
answered using the approached mentioned: 

• How long ‘should’ people in good health expect to live? Use a standard life expectancy 
• Is a year of healthy life gained now worth more to society than a year of healthy life 

gained sometime in the future? Discount at 3% annually 
• How should we compare years of life lost through death with years lived with poor 

health or disability of various levels of severity? Use disability weights 
• Are lost years of healthy life valued more at some ages than others? Use age weights 
• Are all people equal? Do all people lose the same amount of health at death at a given 

age, even with variations in life expectancies between population groups? Use the same 
standard life expectancy regardless of local life expectancy 

In the GBD Classification System diseases were classified in three major groups: Group 
I-Communicable, maternal, perinatal and nutritional conditions; Group II-Noncommunicable 
diseases; and Group III-Injuries. For any national BOD study, certain key concepts and issues 
need to be understood and addressed. 

Concept to be understood Relevance to BOD study 
Summary measures DALY and HALE 
Life table Envelope of mortality 
Information requirements for BOD Sources of data 

GBD and International Classification of Disease codes 
Social value choices Weighting, discounting 
Mortality burden YLL 
Epidemiological estimates DISMOD (software) 
Morbidity burden YLD 
Health adjusted life expectancy HALE 
BOD strengths and weaknesses Critique BOD methodology 
National BOD studies Planning for national BOD 
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Discussion 

Dr Mojallid opened the discussion by stating that planning is a process where we make 
choices and also find means of mobilizing resources. Although many of these decisions are 
political, they nevertheless, require information such as through BOD studies, which will 
improve the process of planning. Dr Tarin noted that although it has been established that 
BOD provides new a way of looking at mortality and morbidity, it is heavily dependent on 
well functioning health information system. Given that there is a weak information system 
and often little knowledge base, can such a highly technical exercise like BOD be feasibly 
undertaken? There is a need in the Region to prioritize whether to invest in promoting this 
tool or in building the base in terms of sound information system. Such concepts are not 
inconsistent with PHC approach, as such tools are likely to promote verticality in health 
services – the issue that WHO/UNICEF fought against in 1970s and early 1980s. The 
promotion of these tools indicates a strategic shift in WHO’s ideological and practical support 
to the primary health care approach. Dr Taher Moustafa noted that the tool is for planning, but 
relates to mortality and disability, and enquired about other criteria which are not measured. 
Dr Jamshidi stated that the DALY is data for decision-making in terms of priority-setting, 
which is an important step in the planning process. Dr Sabri said that information is very 
important in developing scenarios. The Certificate of Needs is based on BOD, which in turn 
requires improving the information system. 

3.3 Cost-effectiveness analysis for priority setting in strategic planning 
Dr Hossein Salehi 

Resource constraints have led many Member States to become more interested than ever 
in improving the efficiency of their health systems. Current evidence indicates that there are 
large inefficiencies in allocation of health resources. The pattern of allocation of resources 
suggests low overall health impact and it disproportionately benefits the rich and those in 
urban area. Cost–effectiveness analysis (CEA) may be used for priority setting in strategic 
health planning. 

There are different reasons for costing health services, such as budgeting as means for 
purchasing and development of provider payment mechanism, and assessing providers’ 
efficiencies. There is a proper way of costing in each case. Therefore, it is crucial for health 
planners to be fully aware of the reason for costing before they embark on this exercise. 

WHO has initiated the CHOICE (CHOosing Interventions that are Cost-Effective) 
project to assist Member States in improving the allocative efficiency of their health systems 
for the following reasons: 

• Attention to current inefficiencies in the allocation of resources 
• Context-specific CEA is too demanding for most developing countries 
• There are no international guidelines for CEA. 
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It is important to emphasize that the CEA is only one input to priority-setting. It is a key 
input, but there are other health system goals such as reducing horizontal and vertical 
inequalities and ethical issues that matter. 

Discussion 

Dr Osseiran enquired whether social cost, which is the real cost, is considered in 
exploring the cost effectiveness. Dr Jamshidi said that although clinical guidelines provide a 
right way of doing things, there is need to go beyond that and to determine the best way of 
doing things. While cost–effectiveness analysis is a useful tool, it is difficult for developing 
countries to cost out hundreds of interventions, and many countries do not have the capacity 
to do that. Preventive care is always cost effective. Therefore, some countries are planning to 
introduce new vaccine regimens, e.g. Oman is going for chicken pox vaccination. In the 
United Kingdom, even the location of facility is considered in calculating the cost 
effectiveness. 

3.4 Role of the health statistical information system in the strategic health planning, 
monitoring and evaluation process 
Mr M’hamed Ouakrim 

Major challenges in the development of health information systems include 
epidemiological and demographic transition, increasing cost of health care and expansion of 
the private sector. A national health statistical information system (NHSIS) is designed and 
built to meet the statistical information needs of the health system in achieving its health goals 
and in assessing the main functions of stewardship, resource mobilization, delivery of health 
care and financing. 

A system approach is used to define and categorize the health indicators which are 
variables, measuring changes related to the area they cover. They are socioeconomic 
environment indicators, the input (resources) indicators, the process (quality) indicators, the 
output (activities, services) indicators and the outcome (health status) indicators. The classical 
health outcome (impact) indicators in terms of morbidity (incidence, prevalence and 
disability) are now complemented by the new health Summary Measures for Population 
health (SMPH) generated by burden of diseases methodology through the combination of 
mortality and morbidity in a single measure. 

Information is needed and used at different steps of the health strategic planning cycle 
for: situation analysis following a SWOT (strengths, opportunities, weaknesses, threats) 
approach; health policy formulation and health goals statement; priority-setting and target 
determination; indicator identification to monitor and evaluate the implementation process; 
and budgeting process of heath programmes generated by priority-setting. 

Monitoring and evaluation are integral part of planning process, and the NHSIS 
provides information on input and output indicators to monitor day-to-day or short-term 
progress made in the plan/programme implementation, as well as on all categories of 



WHO-EM/PHP/035/E 
Page 11 

 

indicators to evaluate medium-term achievements of adequacy, relevance, progress, 
efficiency, effectiveness and impact of the implementation of the plan/programme. 

The principal recommendations in order to enable the NHSIS in Eastern Mediterranean 
to meet the statistical information needs of the process of health strategic planning, 
monitoring and evaluation include: 

• Review of routine health statistical information sub-system using a SWOT approach to 
better adapt it to the needs of strategic planning, using a participatory approach to 
develop a rational list of essential health indicators; 

• Generate SMPH indicators by complementing the routine health statistical information 
sub-system with health household surveys (for example by adapting the world health 
surveys for country needs and context); 

• Enhancing the ‘information/evidence culture’ through a programme of strengthening 
national capacity building on the use of information for decision making with special 
emphasis on use of SMPH; 

• Develop/enhance national health statistics database to serve as a common tool for all 
potential health statistics users. 

4. COUNTRY PRESENTATIONS 

4.1 Strategic planning in GCC countries: the case of Bahrain 
Dr Lamiaa Al Tahoo 

Bahrain is a small country with a population of less than one million. Health indicators 
are comparable to those of developed countries. Primary health care is the cornerstone of the 
health system along with secondary and tertiary care. The health system is publicly financed, 
with a growing but unregulated private sector. Like other countries of the Region, Bahrain is 
faced with a number of challenges, among which are changing health needs, demographic 
changes, and in general, complexities of problems with escalating cost of health care. 

Formal planning initiatives started in the late 1970s and early 1980s with two formally 
documented plans. The earlier one focused on facilities requirement for health care services, 
the other focused on major health problems in the country. 

In 2000, the Ministry of Health in Bahrain embarked on a major strategic planning 
process. The choice to adopt strategic planning approach came as a result of the lesson learnt 
from the evaluation of the implementation of previous plans, and the continuing complexities 
of problems facing the health system. The purpose of the strategic planning process was the 
organization development of the Ministry of Health. The result of the process is the document 
Bahrain Health Strategy: Framework for action 2002–2010. What distinguishes this 
document is the involvement of large number of people in its development. As a result, there 
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is clear ownership of the document by workers at the Ministry of Health. The strategic 
planning process included several activities that were directed towards formulation of a 
shared vision, a mission statement, a set of organizational values and 12 strategic goals. All 
activities adopted the principle of involvement of stakeholders, including representatives from 
the private sector. 

As part of the process, and to ensure proper linkages with operational planning, 
working teams were formulated in order to validate each strategic goal and to translate goals 
into smaller SMART objectives, in addition to actions and expected outcomes. 
Implementation of the Bahrain health strategy is in its early stages. It will be undertaken 
through annual business planning with specific annual objectives, and with the adaptation of 
the project management approach. 

Discussion 

The overall planning process in Bahrain was appreciated. It was acknowledged that 
despite constraints and difficulties but the process for strategic planning should continue to 
evolve. With regard to the staffing standards used in Bahrain, there are standards similar to 
European norms, but many are applicable to provision of equipment only. 

The hospital bed occupancy rate is around 80%, and in building new facilities, the 
available beds are being reallocated. Dr Tarin remarked that the focus of planning is on the 
health sector only. If there is no concomitant development in the allied sectors, there is a risk 
of disturbing the ecosystem and consequently other issues emerging. 

4.2 Health planning in Egypt: can national health accounts be used as a strategic 
planning tool? 
Dr Samir Fouad 

Egypt has a huge health infrastructure of different level, specialty and affiliation. The 
overall strategy of the Ministry of Health and Population in Egypt has four main objectives: 

• Improve efficiency, equity and accessibility of health services to the entire population. 
Coverage of all Egyptians with different levels of care with supporting certain tertiary 
care services such as tumour centres, hepatology centres, etc. 

• Improve quality of services through setting standards and guidelines for health service 
provision pillars (building human resources, equipment and furniture and financial 
operating resources); and upgrading of health care provision tools with introduction of 
modern technology, skilled trained and qualified staff. 

• Cost containment to ensure proper use of available resources. Health economic research 
has been introduced as the main managerial tool, and training and continuous education 
for health officials and hospital manager is targeted. Continuous needs assessment is 
essential to ensure actual and effective planning. 
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• Building capacities in planning either at central or peripheral levels (27 governorates) to 
ensure proper planning process (preparation, implementation and follow-up) and ensure 
proper setting of priorities and allocation of resources. 

Egypt is now undertaking a health sector reform project through which master plans 
have been prepared for 5 governorates. The project will be extended to another 9 
governorates. Master plans depend on estimating needs (population-based) through huge 
facility and engineering surveys with the use of geographic information system (GIS) decision 
maps to define gaps and overlaps. Master plan results help decision-makers to set policy and 
strategies needed for an integrated health care system. 

Egypt has nearly finalized the second round of the national health accounts exercise, 
and results are under continuous discussion to help the Ministry of Health and Population in 
strategic planning and defining the role of other stakeholders in an efficient country plan. 

4.3 Bridging the gap between planning and implementation: Iranian experience 
Dr Hamid R. Jamshidi 

Plans are made to be implemented, and are meaningless otherwise. However, what 
implementation means is ‘how’ the plans are administered and managed. That is, it concerns 
execution, monitoring and control of plan implementation. This is an iterative process, and the 
implementers contribute to plan formulation, it is difficult to draw a boundary between 
formulation and implementation. The planners should be in active dialogue with managers 
throughout the process: “top-down” and “bottom-up planning”. That is why implementation is 
intertwined with planning and is considered a stage in the commonly used planning models. 

Non-implementation and unsuccessful implementation are distinct but related terms. 
The former implies a plan is not put into effect as intended because those involved in 
execution were inefficient and or could not anticipate and or overcome the obstacles. This is 
mainly a management problem. Unsuccessful implementation occurs when a plan is 
implemented but, despite favourable external circumstances, fails to produce the intended 
results. Implementation failures may be attributed to three main reasons: bad execution, where 
the plans are ineffectively implemented; bad luck, in which external circumstances were so 
adverse that plans failed (force majeure); and bad plans, which are based on inadequate 
information, defective analysis and reasoning or unrealistic assumptions. 

Bad execution falls mainly in the managers’ domain. Bad luck could be due to the 
planners failing to foresee the risks and assumptions in the external environment and the 
inability to plan accordingly or due to the managers failing to anticipate such influences and 
taking remedial measures. That is, the focus here is on how much emphasis has been laid on 
preparedness or the arrangements are brought into place for implementing the plan. 

While it is often argued that perfect implementation is not possible to achieve in the real 
world, it can best be achieved provided there is: political commitment (legitimacy of the 
regime, autonomy of the government, and how consensus is reached among elites); financial 
resources (how many resources are available for implementing the plan); managerial capacity 
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(how skilled the available managers are to implement the plan); and technical know-how 
(how much knowledge the managers have about what they are asked to implement). 

There is no empirical study to determine the amount of gap, but the Islamic Republic of 
Iran, given the above parameters, is quite strong in implementing plans. The strengths of 
planning in the Iranian context can be examined from three angles: the plan per se, the process 
involved, and the machinery for plan formulation. 

The plan can be seen as: services to be made available and the possible impact to be 
achieved – whether these are comprehensive or piecemeal; inputs in terms of resources to be 
devoted to the intervention, e.g. management systems and support mechanism to manage 
change and to build the capacity of the implementing agency; and guiding philosophy, i.e. the 
ideology and values that underpin the plan and determine the ultimate goal for a plan. 

For examining the planning process, three traditional approaches are used, namely 
rational, incremental or mixed scanning. Rational means that the planners follow various steps 
in a logical and scientific order and the result is a rational decision made to achieve the 
purpose most effectively. The incremental model accepts at the outset that only a few issues 
can be resolved at a time, i.e. planning is a serial phenomenon, and that plans would need to 
be revisited regularly to address different issues, i.e. “muddling through”. Mixed scanning is 
the middle position between rational and incremental approaches, where planner divides the 
process into micro- and macro-decisions, with the latter taken first, while the former are 
looked into during implementation. 

The planning machinery implies the leadership and organizational structure for plan 
formulation. In the Islamic Republic of Iran, while initial planning takes in the Ministry of 
Health and Medical Education, another structure the Planning and Management Organization, 
is responsible for finalizing and granting approval to such plans within the overall framework 
provided by the parliament. Bridging the gap between planning and implementation requires 
one, in the words of Aristotle, to “think like a person of action (i.e. manager), and act like a 
person of thought (i.e. planner)’. That is, to be successful, planning and implementation 
should go together. 

4.4 Planning for health services in countries in crisis: experience in Iraq 
Dr Imad Atta Aziz 

Since 1990, the health system in Iraq has progressively deteriorated. Serious gaps have 
developed in the provision of health services and due to the extensive destruction of the health 
service infrastructure during the last war and current conflicts. Current negative influences 
include the adverse security situation, deficiencies of basic services and massive population 
movements. 

The initial steps of planning after the 2003 war include: 

• Needs assessment and setting the Ministry of Health vision for the future August 2003 
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• Health situation analysis and key priorities identification document prepared in July–
August 2004 

• National priorities agreed (August–September 2004) 
• Planning guidelines issued (October 2004) 
• Short and medium term strategies (covering the period 2004–2007) 
• Meeting urgent needs and improving services 
• Strengthening management 
• Developing and implementing a four-year plan for reconstruction 
• Training and capacity building 
• Mobilizing resources 
• Planning guidelines for 2005 

The essence of the process is that the Ministry of Health sets out the objectives, 
standards and targets for next year and allocates resources to the governorates and hospitals 
and primary care sectors. Then it draws up plans showing how those and local priorities will 
be achieved. 

4.5 Current status of health planning in Lebanon 
Dr Arabia M. Osseiran 

Strategic health planning at the Ministry of Public Health in Lebanon is based on the 
comparison of health planning strategies adopted by the Ministry and specific guidelines set 
in an attempt to improve the state of strategic health planning in developing countries.1 
Strategic health plans in the developing world are characterized by a focus on health care 
services rather than health, and focus on activities related to the public sector only. 
Furthermore, values underlying the strategies adopted are often not included in the planning 
process, and the process of formulating strategies lacks contextual analysis. In addition to all 
these characteristics, ministries of health in developing countries lack the capacity, resources, 
and quantitative tools needed to translate the strategies into operational plans. 

The state of strategic health planning in Lebanon is similar to that in other developing 
countries. Health strategies are mainly related to health care services planning in an attempt to 
control the cost and utilization of health care services, and the oversupply of human and 
physical resources in the health sector. Many of the health plans in Lebanon failed to 
materialize due to lack of transparency in actions of the Ministry of Public Health and 
stakeholders. The Ministry of Public Health needs to improve its advocacy and leadership role 
in the planning process. The state of strategic health planning is highly influenced by external 
contextual factors: politics, health sector reform and relationship with international agencies. 
The process of planning currently does not take into consideration the pressures imposed by 
these factors. The Ministry of Public Health lacks the adequate human resources (quality and 

                                                 

1 Green A. Strategic health planning: guidelines for developing countries. Nuffield Institute for Health, 
August 2002. 
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number), the information, and the quantitative tools needed to formulate evidence-based 
health strategies and plans. 

In Lebanon, the scope of health strategies does extend to include the private sector 
(private hospitals, nongovernmental organizations, private insurance plans and the 
pharmaceutical sector) and are not limited to activities within the public health sector. This is 
largely due the unique characteristics of the Lebanese health care system being dominated by 
a powerful private sector (providers) financed by the public sector. 

The following recommendations were suggested to improve the planning process in 
Lebanon: create a proper structure for the planning process (Ministry, directorate, unit, or 
department); improve capacity to interpret health changes and define priorities; assume a 
leadership role by the Ministry of Public Health in health planning; build capacity in health 
planning; ensure continuity in planning irrespective of political instability; and involve 
communities and stakeholders. 

Discussion 

The need for the Ministry of Health to assume the governance role and to take into 
account equity in health planning was stressed. It was suggested that there is also a need for 
market research to define the private entrepreneurs. Dr Salehi stated that there is no 
distinction between the private sector and nongovernmental organizations. With regard to 
market research, he remarked that there was not much of the market in the health system to 
research. 

Dr Siddiqi stated that in Lebanon the private sector dominates, owns almost 90% of 
hospital beds and is not well regulated. Any planning process should of necessity consider the 
size, financing, regulation, quality of care and other attributes of the private health sector. Dr 
Sabri stated that Lebanon is a sort of a “laboratory” from which many countries can learn 
lessons and replicate them. He further noted that failure in the planning process is often due to 
a failure in communicating the strategy. 

Dr Dal Poz noted that we should not ask strategic planning to give what it cannot. 
Regulation issues are dictated by formulation of laws and health regulations is set through 
wider discussion and stakeholder involvement. This is a political responsibility and deals with 
the fundamental issues of equity among groups. Dr Jamshidi questioned why privatization 
was not a welcome idea in European countries or Canada. In his views, with privatization 
there was a need for strong regulatory and accreditation system. In the absence of these 
mechanisms, there was a risk of increased out-of-pocket expenditure. 

4.6 Experience with strategic planning in Pakistan: success and need for strengthening 
Mr Sohail Ahmed 

Pakistan started a strategic planning process in the health sector after its independence 
in 1947. Its health care system was based on a detailed situation analysis carried out by the 
Bhore committee from 1944 to 1946. Pakistan established a network of rural based health care 
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facilities and secondary level hospitals according to certain predetermined criteria. From 1955 
onward, Pakistan’s development followed 5-year plans. However, for some years in the 1970s 
these were abandoned and substituted with annual plans/budgets. The 5-year plans were 
prepared in 15-year perspective plans which acted as a macro framework for moving towards 
long term goals. The planning experience of later years was weak. It was divorced from 
adequate situation analysis and consultation/interaction with operational managers and users. 
As a result, the 5-year plans were divorced from realities on the ground and became large 
“shopping lists”. The devolution of 2001 has thrown up an opportunity for bridging strategic 
planning close to operational managers and the users of the health services. However, it 
requires capacity -building of district governments and a strategy of performance-based grants 
to ensure the elected district governments give priority to health. 

Discussion 

Responding to a question on whether the performance measures were determined, and 
who would review and approve those plans, Mr Ahmed explained that they were working on 
the terms of partnership and the recent Multiple Indicators Cluster Survey by UNICEF had 
thrown up district-wise baseline indicators. The purpose of performance grant was to add to 
what the district governments already receive through financial awards from provincial 
resources. Dr Siddiqi enquired whether the Ministry of Health and the Ministry of Planning 
were complementing each other in the area of health planning. Mr Ahmed acknowledged that 
planning capacities of the Ministry of Health were weak and as a result the Planning Ministry 
often took over the role. However, the latter should focus more on macro-planning across all 
sectors, while the Ministry of Health should work within such boundaries to do strategic 
planning in health. In the province of Punjab, for example, there was no planning unit in the 
Ministry of Health initially, but now there was one which is well established. 

Dr Sabri pointed out that in most countries there is a planning unit within the Ministry 
of Health, however, in Pakistan, this function was taken over by the Planning and 
Development and in the Islamic Republic of Iran by the Management and Planning 
Organization. In the Islamic Republic of Iran, the focus of health systems reform is on 
establishing a health policy unit. In Pakistan, however, the devolution has posed challenges 
and there is a need to strengthen planning capacity in the districts. WHO, for such situations, 
has provided simple tools like the district team problem-solving (DTPS) approach. 

Responding to a question about the role of strategic planning in controlling the private 
sector, Mr Ahmed explained that the perceived quality of service by the public sector was not 
good; therefore, people prefer the private sector. The government’s strategy is to increase the 
utilization of public sector health facilities. However, government is also interested in 
promoting the private sector and it is playing a “big brother’s” role. Health in Pakistan is part 
of the overall poverty reduction strategy of the government. 

Dr Ghosh agreed that districts are the best places for planning, but questioned the 
feasibility of expecting this level to use tools like burden of disease studies and national health 
accounts exercises. Instead, he said, some “quick and dirty” procedures were needed. 
Responding to this remark, Mr Ahmed said that in Pakistan districts have on average a 
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population of 1.5–3.5 million. Planning at the centre is divorced from realities on the ground. 
Districts are therefore the best place to focus on for capacity-building, and decentralization is 
essential for strengthening strategic planning. It is necessary that the old hierarchy be 
restructured and new roles be defined. WHO and others should assist the national authorities 
in addressing these issues. 

4.7 Planning for health services in countries in crisis: experience in Sudan 
Dr Mustafa Saleh 

Within the decentralized system, planning takes place at the Federal Ministry of Health 
which is responsible for the development of national health policies and strategic planning, 
state ministries of health, which are responsible for policy implementation, detailed health 
programming and project formulation, and local level (districts), which are responsible of 
implementation of the national health policy based on the primary health care strategy. 

Broad sectoral planning (strategic planning) sets the overall policies and directions to be 
followed. In this respect the health sector developed the national comprehensive 10-year 
strategic plan which expired in 2002. A 25-year strategic plan was then developed to cover the 
period 2003–2027. The purpose of this policy document is to give a framework for health 
system and services development during the coming 25 years. It provides a road map for 
identifying key priority areas and defining the context within which the health system is 
performing. In recognition of the importance of participatory approach in developing the 
strategy, a national team was formed to coordinate the process. Wide-scale consultation was 
carried out with Ministry of Health directors and programme managers, workers in the health 
sector, related sectors, community, and state ministers of health. Intensive document review 
was also carried out. 

Supportive policies were also developed, the most important of which is the minimum 
package of health services to be delivered at each level of the health system starting from the 
community. A decentralization policy, health care financing policy and policy towards the 
private sector are under development. 

The central level has also developed a mid-term strategy, the interim poverty reduction 
strategy paper, and is undertaking collaborative work with the World Bank and United 
Nations agencies to assess the needs (6 years) for post-conflict Sudan. A 10-year strategic plan 
for human resources development has been drafted as well. 

Each level in the health system is asked to prepare an annual plan. Annually, there is a 
national workshop to finalize the state plans and to decide on the priorities of the plans and to 
identify the central contributions to the plans. However, the states do not carry out such 
planning to involve the local level of the health system. 
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4.8 Current status of health planning in the Syrian Arab Republic 
Dr Mahmoud Dashash 

The Syrian Arab Republic has a land area of 185 000 sq km and a population of 17.8 
million growing at a rate of 2.58 annually. The per capita expenditure on health is $60.4. The 
infant mortality rate is now 18.2 per 1000 live births, compared with 132 in 1970; similarly 
the under-five mortality rate is now 20 per 1000 live births, compared with 164 in 1970. The 
country is still undergoing epidemiological transition, the main diseases and conditions are: 
digestive tract 16.8%; respiratory tract 15.1%; cardiovascular 11.7%; accidents 11.5%; and 
genitourinary system 7.5%. Mortality is led by cardiovascular diseases at 48.8%, followed by 
tumours at 9.2% and accidents at 7.3% of total deaths. 

The Ministry of Health formulated a national health strategy for 2001–2020, based on 
national needs and proven international and national strategies. The strategy encompasses the 
following areas: primary health care; secondary and tertiary care; management and quality 
control; national pharmaceutical development; emergency system and contingency plan 
promotion; rational use of medical equipment; medical and technical research; health 
legislation; promotion of information and communications technology; human resources 
development; management development; health care development; and health economics. 

The preventive activities cover immunization, environment, maternal and child health, 
nutrition, health education, essential drugs, diagnosis and treatment. This is done through a 
network of 1475 health facilities all over the country. There is also a healthy villages 
programme which works in partnership with the community for comprehensive social 
development. 

The progress in curative care has been substantial and from 81 hospitals with 6216 beds 
in 1970 there are now 453 hospitals with 25 517 beds in 2004. The goal is to have 50-bed 
small hospitals in the rural areas and specialized hospitals in the five geographic regions of 
the country. Under the economic investment programme, hospitals are to be set up in 12 
governorates to improve access. 

From a base of 6% local production in 1970, the country now produces 90% of drugs 
for local consumption and only has to import 10% of the pharmaceuticals. 

A school of public health was established in 1989 and a school of health management in 
1997, in addition to required specialties and upgrading of the nursing curriculum to improve 
human resources for health. The different research projects undergoing completion are: Al-
Saad Health Research Centre, which will produce pharmaceutical and public health related 
research, and the Center for Strategic Health Studies, which will work in areas of 
demography, public health and health economics. 

The Ministry of Health has very good relations with international partner organizations 
and with European Union countries, in addition to strong ties with the Arab world. Currently a 
health sector modernization programme is being implemented with funds from the European 
Union. 
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4.9 Certificate of Needs (Carte sanitaire): Tunisian experience 
Mr Moncef Bouslama 

Tunisia is a country with a population of about 10 million. Primary health care is the 
cornerstone of the health system along with secondary and tertiary care. The health indicators 
have shown improvement in the last decade. Similar to other countries Tunisia faces several 
challenges among which are the changing health needs, demographic changes and 
epidemiologic transition. 

The presentation focused on the Tunisian experience of the carte sanitaire, or certificate 
of needs, developed by the Ministry of Health and some of its products. The carte sanitaire 
process has several objectives: 

• Establish a complete inventory of the infrastructure, human resources and materials of 
the health sector (public, sub-public and private); 

• Reinforce the national health information system by establishing a data bank at the 
central level; 

• Analyse result indicators and to critique the distribution of the health resources so as to 
identify disparities between and within regions in health service coverage matters; 

• Improve national and regional health planning by targeting underprivileged regions and 
those which are far from national averages or from minimal norms; 

• Use of the health map as a tool of regulation of the investment in the health field; 

• Establishing norms and standards for human, physical and financial resources. This step 
is fundamental, because it permits critical reading of the data and prefiguring a 
normalized health map. 

The health legislation enacted to enforce the carte sanitaire needs regular updating; it 
becomes especially necessary at the time or prior to the development of each new health plan. 
The carte sanitaire process has resulted in a number of other products: 

• Reconfiguration of the public network for services delivery for the coming 10 years 
using the agreed upon norms and standards: health facilities at all levels, bio-medical 
equipment and new trends or service provision including day care hospitals. 

• A specific plan to forecast the future of hospital care in the capital city of Tunis. It led to 
the development of intermediary hospital facilities during the 9th development plan. 

• Scenarios for human resource development for various categories focusing on under-
served areas and specialties. Such scenarios include built-in incentives to redeploy 
human resources (medical specialists and some qualified nurses). 
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• Reconfiguration of the delivery of some specific services (renal dialysis) and also the 
development of strategic bio-medical equipment (MRI, CT scan, lithotripters, and open 
heart surgery equipment) for both public and private sectors. 

Health planning is integrated to overall planning but there is need for training to 
strengthen the Planning Department in the Ministry of Health with well-trained personnel. 

4.10 District health planning: Yemeni experience 
Dr Majid Yehia Al Junaid 

The Republic of Yemen has 332 districts, with a median population of 30 000. Based on 
a local authority law promulgated in 2000, the district is the main functional unit and 
comprises elected local councils organized into three committees: planning and finance, 
services, and social affairs. A 5-year national development plan was formulated covering all 
sectors in 1995 and then in 2000. The next 5-year plan will be based on the national Poverty 
Reduction Social Plan and will be policy oriented. 

Until 2002, all sectoral plans were financed through a single source, but since then and 
with the election of local councils, local plans for governorates and districts are financed 
through: central budget, joint locally generated revenue at the governorate level, and local 
revenue generated at the district level. The Ministry of Pubic Health and Population adopted a 
national model plan for the district health system in May 2002. This model has been 
developed after a review of the local experience initiated by donors subsequent to a 
memorandum of understanding signed between government and the donors. The steps in 
implementing the district health system comprise: 1) selection of districts based on 
demographic features and infrastructure; 2) establishment of district health system 
management structure (district health management team, district health council and health 
facility committees); 3) sensitization of districts’ local authorities, health authorities, other 
development sectors and community representatives; 4) collection of health baseline data; 5) 
development of district health development plan as an integral part of the district development 
plan; 6) development of an annual workplan with budget breakdown; and 7) training and 
capacity-building of district health management structures. 

District health planning has a number of important strengths. It is in line with the overall 
trend of the government towards decentralized planning within the local authority law. It 
allows practical translation of the two main elements of health sector reform strategy, namely 
decentralization and the district health system. It uses a participatory approach to involve 
local health authorities, local communities and other sectors. It facilitates needs assessment 
and priority-setting from the client perspective, as well as capacity-building for district 
authorities in strategic planning. It helps draw the attention of local authorities towards health 
priorities, particularly voluntary groups, and strengthens the ownership feeling of local 
communities towards health. It also: promotes the initiative for community participation in 
health development; establishes a basis for intersectoral cooperation; promotes the self-
reliance concept among districts in managing their health system; enhances district capacity in 
data collection and analysis for planning; forms a recognized approach for poverty reduction, 
mainly through minimizing health inequalities; and provides an opportunity for strengthening 
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horizontal integration of services at the district level, with health services in districts applying 
the approach relatively better than others. 

District health planning has also certain weaknesses: weak commitment from the central 
and governorate levels; insufficient resources; competing central plans of other sectors; 
conflicting priorities between health sector and local authorities; existing financial system not 
in line with decentralized district health system; weak capacities at district level, particularly 
in planning; scattered and small population-sized districts, presenting a major challenge for 
health development; weak infrastructure in all sectors hindering health planning and 
development; different donor mandates and approaches; limited to around 30% of the 
districts, mainly donor-supported districts; and weak health information systems, particularly 
at district level, which cannot provide reliable data for target oriented district health plans. 

A number of lessons were learnt, including the importance of the role of the Ministry of 
Health and Population, mainly in training for decentralization and district planning. The 
system also gave an opportunity for relatively efficient utilization of limited available 
resources and showed that donor support should be directed towards local health priorities. As 
well, capacity-building of health personnel at district level is a precondition for success, and 
the local community is still weak in fulfilling the expected role in mobilizing local 
communities and generating local resources for their own health development 

Discussion 

There were several questions raised by the participants, such as: What are the roles of 
all stakeholders; central government, ministries of health, local authorities, community, 
donors? Is the approach a means or an end? How the commitment of different stakeholders 
towards the initiative can be ensured? What are the elements of success for the initiative? 
How can we bridge the gap between the local ambitions and the overall government capacity? 
Given several weaknesses, why still aim for the district health planning? How are the district 
plans integrated at the national level? The weakest part is the resource mobilization, how do 
you ensure availability of resources and the level of expertise, particularly when the country is 
donor driven? Political leaders may take account of and there is a need for community 
involvement. 

Dr Jonaid responded that there is regular review of the annual plans. Like health, there 
are problems in other sectors as well. The participation of communities has been weak. The 
private sector is looking for money. Military health service providers are very few and the 
system is limited to the military, but the general population can also take advantage of this. 

5. HEALTH HUMAN RESOURCE PLANNING 

5.1 Overview 

The third day of the consultative meeting was devoted to discussing the regional and 
global issues concerning health human resource planning. Technical presentations were made 
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on several aspects of human resources for health policy and planning, followed by a 
roundtable discussion on health human resource planning. 

The importance human resources development had earlier been emphasized by the 
Regional Director in his inaugural address, which set the context of the work of the day. He 
stated that human resources development and the development of balanced human resources 
in health is a priority for the Region. Low-income and some middle-income countries face 
shortages of human resources in several areas-physicians, dentists, pharmacists, nurses and 
skilled birth attendants. Thus, a major challenge is the issue of imbalance in the health 
workforce, in terms of quality, quantity and maldistribution between the private and public 
sectors, and between urban and rural areas. Although the Gulf Cooperation Council countries 
have undertaken serious efforts to mobilize national workforce, they continue to rely on 
expatriate resources. Human resource planning requires strategic thinking and a clear sense of 
direction, and most countries of the Region need to update policy and plans for human 
resources for health so as to address these imbalances. Unfortunately, the capacity for human 
resource planning in most ministries of health in countries is rather limited. The Minister of 
Health of the Syrian Arab Republic emphasized the importance of paying close attention to 
the process of human resources development in terms of capacity-building, development of an 
integrated information system on human resources and concerted efforts towards building and 
improving managerial capacity and performance to effectively contribute to health 
development in the countries of the Region. He specifically requested the participants of the 
meeting to discuss ways to improve the nursing and midwifery services by looking at 
planning of the nursing workforce and mechanism to be put in place to retain this important 
resource. 

5.2 Planning for human resource development in developing countries 
Dr Ghanem Al-Sheikh 

Despite the fact that the role of human resources in the health system is more crucial 
than in many other sectors, still not enough attention is paid to human resources planning at 
the national level. This may be attributed to absence or weak human resources development 
national and sub-national units which are usually dealing only with reactive management. 
This is, unfortunately is superadded by lack of trained human resources development 
expertise and experts. All those factors hindered development of human resources for health 
planning and made it, when attempted, so isolated from a comprehensive health planning. 
However, despite the fact that it is not a new issue, human resources planning has not been 
effective and achievements have been limited. No doubt that human resources for health is 
extremely complex resource to plan and manage which rendered the process to be a more or 
less a “numbers game” of demand and supply and not addressing qualitative issues. Very 
sharp lack of coordination between human resources planning and implementation is clearly 
noted as planners neglected implementation with adverse effect on achievements 

The health human resource system is composed of three stages, namely planning and 
management of human resources (related to health system) and production stage (education 
system). The scope of each of the three stages was described. Then a framework for human 
resources for health plan formulation was presented followed by stages of human resources 
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for health planning process based on the policy cycle format.Human resources planning 
should have broad base of involvement including decision-makers, programme managers and 
that planners should extend their involvement beyond planning into implementation as human 
resources development has much wider implications than simply the production of a plan 
document. Also, quality of planning depends as much on commitment as it does on technical 
skills. Elements of a detailed human resources plan include six elements, namely: 1) activities 
and products; 2) implemented schedule; 3) development and operational budget; 4) roles and 
responsibilities of participants; 5) procedures; and 6) indices for evaluation and monitoring. 
Among many, four methods of estimating human resources for health requirements were 
described. These are based on health needs, on services targets, on health demands or could be 
based on manpower/population ratios by means of desired, empirical, or normative ratios. 
Then some problems to be addressed by planners were tackled with some alternative 
solutions. These included: staff demand and supply mismatch and use of working time and 
skill mix to correct it; impact of education reforms on quality and quantity supply of human 
resources; national maldistribution of resources, both geographical and categorical in nature; 
lack of career development; and inadequate incentives and motivation.  

Any planning is unsuccessful if it is not coping with uncertainties that should be 
predicted. Uncertainties impede the ability to decide what actions to take. The following 
uncertainties were discussed: external environment, implementation ability, predominant 
values of decision makers and lastly, activities of other related sectors. 

The presentation called for actions to fulfil the human resources planning needs in the 
developing countries such as incorporating human resources planning as an integral part of 
health planning, institutional involvement of other systems, strengthen and institutionalize 
human resources planning and human resources development practical national capabilities, 
to address human resources development stages from both qualitative and quantitative aspects 
and not merely deployment and utilization. In addition, countries should take opportunities of 
the regional project to reform basic education and of having the human resources for health as 
a global WHO priority for the decade between 2006–2015 to build national capacities in 
human resources development process and to adapt suitable frameworks and scenarios to 
respond to countries’ circumstances. 

5.3 Planning for nursing and midwifery services in the Eastern Mediterranean Region 
Dr Fariba Al Darazi 

Nursing and midwifery services are a vital resource for attaining health and 
development targets. They form the backbone of health systems around the world and provide 
a platform for efforts to tackle the diseases that cause poverty and ill health. To succeed in 
improving health systems performance, urgent action is needed to overcome the problems that 
seriously undermine the contribution these services can make to the vision of better health for 
communities. 

Health care is highly labour intensive and nursing and midwifery personnel comprise 
more than 50% of the labour force in many countries (O’Brien-Pallas et al., 1997). Nursing 
and midwifery services make up a large component of health service provision and account 
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for the majority of health care personnel, in some countries up to 90% of health service 
practitioners are involved in delivering nursing or midwifery services. 

Health systems performance is ultimately based on the skills, knowledge and motivation 
of the people responsible for delivering these services. The preparation, use, distribution and 
retention of human resources—including nurses and midwives as core providers of health 
services—are critical to the attainability of national health targets and sustainability of the 
achievement. 

Among the most pressing concerns are the availability of nurses and midwives to 
deliver key health interventions that are necessary for countries to tackle diseases such as 
poliomyelitis, tuberculosis, malaria, HIV/AIDS, noncommunicable diseases, and to reduce 
maternal and infant morbidity and mortality. 

In 1994, the Forty-first session of the Regional Committee for the Eastern 
Mediterranean passed a resolution (EM/RC41/R.10) on the need for national planning for 
nursing and midwifery in the Eastern Mediterranean Region, in which it urged Member States 
to establish and strengthen nursing units in the ministries of health to enable them to 
undertake a leading role in the development of nursing and midwifery services in the country; 
and to give high priority to the development of plans aimed at improving the quality of 
nursing and midwifery services to meet the health needs of the populations. 

In 1998, the regional strategy for nursing and midwifery development was adopted by 
the Regional Committee in its Forty-fifth session in Beirut. The strategy addresses six areas 
for strategic attention: 

• Establish and strengthen nursing units in the ministries of health to undertake the 
development of national nursing strategic plans for improving nursing education and 
service delivery. 

• Improve nursing education, basic and post-basic, in order to graduate competent 
practitioners who are accountable fro the delivery of nursing services in hospitals and 
various community settings. 

• Regulate the practice of nursing education and service by enacting legislation, and 
establishing registration and licensing systems and codes of professional conduct. 

• Promote the development of nurse managers and leaders so that they may participate in 
setting policies and procedures for patient care standards and measuring outcomes of 
nursing care and be involved in the strategic and operational planning for health 
development. 

• Improve quality of nursing care practice through adoption of systems of quality 
improvement, continuing education and nursing personnel management. 
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• Encourage nurses’ participation in research and develop research-based practice to 
improve quality of care. 

The challenge is how to ensure that the nursing strategic plan is integrated with in the 
overall national health plan, and ensure that it is implemented, monitored and the outcome 
evaluated. Establishment and strengthening of the nursing information systems, which are 
linked to the overall health information system, is still a major challenge in the Region. 

The WHO strategy document Nursing and midwifery services: strategic directions 
2002–2008, developed in response to resolution WHA54.12 on strengthening of nursing and 
midwifery and launched in October 2002, sets five global key result areas/strategic directions 
for nursing development. 

Still, in many countries of the Region, planning for nursing and midwifery services at 
all levels, particularly at the national level, has not been seriously undertaken. Most planning 
at national level has focused on quantitative requirements for nursing and midwifery 
personnel. National health strategies seldom refer to the quality of the nursing service being 
delivered. 

With in the socioeconomic context and health situation in the Region nurses and 
midwives as a main group of human resources for health continue to provide care through the 
health system and as nurses and midwives already constitute a major part of the qualified 
health work force in most national health systems, they represent a potentially powerful force 
for bringing about the changes to meet the needs of health for all in the 21st century. 

5.4 Human resources for health policy and planning 
Dr Taher Moustafa 

The presentation focused on the components of human resources for health policy 
formulation and the challenges faced in terms of availability of information on human 
resources, national capacity to develop human resources policies and workforce plans, 
legislation, financial implications, and the coordination mechanisms between the various 
stakeholders, especially those involved in human resources production. 

5.5 Human resources planning in GCC countries: the case of Oman 
Dr Basu Ghosh 

The presentation highlighted the success story of Oman in planning for human resources 
development to produce the required human resources needed to meet the country’s health 
services needs. It discussed the process of formulating a realistic Omanization strategy 
including the need to develop future human resources plans through scenario-based future 
planning methods. It also discussed the importance of attending to the three components of 
human resources development (planning, production, and management) and the need to 
develop realistic national norms and standards for developing the workforce plan and 
management of the workforce. 
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5.6 Global workforce strategy 
Dr Mario Dal Poz 

Many health programmes have not been able to achieve their established targets because 
of the unavailability of the required human resource both qualitatively and quantitatively. The 
World Health Report for 2006 will be devoted to human resources development, and the next 
decade is dedicated to human resources for health. This should create an opportunity for 
advocacy to strengthen the human resource generation function of the health system. Issues 
related to the impact of various factors on human resources development include 
macroeconomic and health sector reform policies, trade agreements, contractual and financing 
arrangements, donor driven processes and initiatives. The key challenges for human resources 
for health are the global shortage of certain categories of health workers, skill mix imbalance, 
migration, mal-distribution, negative work environments, linkage between education and the 
health services, regulation, and, perhaps most importantly, the weak knowledge base; the need 
for evidence and information to for planning, responding, and making linkages between 
policy-making and implementation and the need to develop a framework for action for human 
resources development within the context of health goals and needs. The presentation also 
described issues related to the process of human resources for health definition and 
assessment, and monitoring and evaluation indicators for human resources for health. 

5.7 Roundtable discussions on human resources development 

The discussion centred on the importance of developing and using tools and models for 
human resources for health projection and forecasting including development of workload 
indicators to determine staffing needs to facilitate workforce planning at the country level. 
Participants urged WHO to develop tools and techniques for estimation of quantity, quality of 
human resources and how to manage this resource. 

The participants requested from WHO the development of guidelines for assessment 
and determination of skill mix and in particular nursing workforce planning. Issues of 
managing human resources, improving working conditions including incentives to retain 
human resources were highlighted, especially with reference to the nursing workforce. 

Development of national capacity, both individual and institutional, in human resources 
development needs to be urgently addressed, especially in the areas of human resources 
planning and policy formulation. Human resources development units need to be developed at 
the ministry of health levels with strong linkages to the health policy and planning units. 

Advocacy for valuing human resources has to be promoted at all levels of health care, 
especially among policy-makers. Demographic changes of the population are not reflected in 
the country response and preparation of the future workforce. An example is the need for 
preparing the appropriate health care providers who are capable of taking care of the 
gerontological health care needs of the ageing population. 



WHO-EM/PHP/035/E 
Page 28 

 

6. GROUP WORK 

Following country and technical presentations participants were assigned to two groups 
to identify key concerns and suggest solutions for strengthening health planning in countries 
of the Region. The groups were assigned the following tasks: 

• Based on the current status of health planning reviewed during the meeting, identify 
areas of strength and weakness in health as well as human resource planning in 
countries of the Region; 

• Identify key areas that need strengthening to promote strategic and operational planning 
in health in Member States; 

• Suggest recommendations for action to the Member States and World Health 
Organization for strengthening strategic planning in the Region, covering such areas as 
advocacy and commitment to support health planning; capacity development; 
institutional support to the Ministry of Health; use of new tools and techniques; and 
health human resource planning. 

The first group undertook a SWOT (strengths, opportunities, weaknesses, threats) 
analysis to review the current status of health planning, identified issues and proposed 
recommendations. The main findings of the SWOT analysis are given in Table 1. 

Table 1.  SWOT analysis of health planning in countries of the Region 

Strengths 
Awareness of the need and importance of health 
planning exists among all; 
There is a growing interest in planning; 
Many ministries of health have planning units, 
which may or may not be well functioning; 
Standard tools and techniques for health planning 
are available and new ones being developed; 
WHO has the capacity to provide the necessary 
support to countries. 

Weaknesses 
Lack of clear policies; 
Limited number of professionals trained in health 
planning at different levels; 
Limited attention to human resource development and 
management; 
Limited involvement of stakeholders within and 
outside the ministry of health, including the private 
sector; 
Limited health system research to support strategic 
planning; 
Lack of standards and indicators for monitoring and 
evaluation; 
Planning for human resources is done in isolation 
from health planning; 
Health planning is limited to issues of health care 
delivery rather than planning for health with the 
involvement of other sectors. 

Opportunities 
Health planning is partially a part of 
socioeconomic plan; 
Current political will to reform globally and 
regionally; 
Use of available power within the national public 
health laws which direct other ministries towards 
strengthening health. 

Threats 
Lack of integration of national planning with health 
planning 
Limited resources 
Planning for physicians production is done in isolation 
Increase in number of schools 
Recruitment and deployment are done separately 
Role of other bodies in planning for health-related 
programmes like water supply and other. 
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The key areas for strengthening and promotion of planning in Member States as 
identified by Group 1 include: 

• Availability of clear health policy statements 
• Political commitment towards strategic planning and involvement of all major 

stakeholders 
• Institutionalization and strengthening of strategic planning units within ministries of 

health at all levels 
• Development of health planning professionals 
• Strengthening and linking health information system to health and human resources 

planning 
• Development and availability of tools, methodologies and techniques 
• Human resources planning as an integral part of health planning. 

Actions recommended by Group 1 were as follows. 

• Reviewing, updating and directing national health policy to support strategic planning 
for health 

• Establishing/strengthening national health councils 
• Strengthening technical capacities and use of best practices to advocate for political 

commitment towards strategic health and human resource planning at all levels 
• Developing means for improved communication strategy (such as through different 

media) 
• Supporting the establishment and/or strengthening of planning units, structure and 

function, through reviewing to improve performance and capacities 
• Supporting development of a national team of health and human resources professionals 

to carry out further long term development of capacities. 
• Encouraging support for health information system strengthening to improve each step 

of the planning process and link to indicators to achieve health including Millennium 
Development Goals 

• Involving stakeholders including private sector in all stages of strategic planning 
• Networking 
• Supporting development of specific human resource policy function within health 

planning unit 
• Encouraging use of available tools and techniques: 

– Analytical tools developed by WHO policy analysis 
– Experience of Maghreb countries in certificate of needs 
– Develop capacities to use tools in micro-planning such as district team problem-

solving 
– Use of human resource planning tools. 

Challenges and issues identified by Group 2 were: 

• Lack of adequate institutional capacity for strategic planning and human resource for 
health planning in ministries of health 

• Weak linkage between strategic planning and operational planning 
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• Weak linkage between the health human resource planning and strategic planning 
• Inadequate consultation/participation of various stakeholders including private sector 
• Lack of adequate data for planning 
• Lack of use of policy and planning tools such as burden of disease and cost–

effectiveness analysis, national health accounts, and certificate of needs 
• Human resource imbalance in terms of quantity, quality, distribution and skill mix 
• Lack of adequate forecasting techniques 
• Lack of health system research 
• Weak monitoring and evaluation of plans 
• Weak coordination between the ministries imparting the health professional education 

and the Ministry of Health. 

Actions suggested by Group 2 were as follows. 

• Strengthening strategic planning units in ministries of health and establishing human 
resources development units, including strengthening of district planning through 
building capacity in micro-planning and management (institutional development) 

• Building capacity for strategic planning and human resources for health planning 
• Promoting the participation of various stakeholders including private sector 
• Strengthening the monitoring and evaluation function of ministries of health 
• Developing a regional network on strategic planning to share experience and best 

practices 
• Establishing a health system observatory at the regional and national level looking at 

future needs using forecasting techniques and GIS for the strategic and human resources 
for health planning 

• Strengthening the role of the training institutions in terms of quantity, quality and skill 
mix 

• Integrating the ministries imparting health professional education and the Ministry of 
Health. 

7. RECOMMENDATIONS  

Member States  

1. Ensure the involvement of key stakeholders in health planning, such as the private 
health sector, nongovernmental organizations, other ministries and not the least, the 
direct beneficiaries. 

2. Review the current human resources planning practices and invest in developing a 
systematic process for human resources for health development at the national level. 

3. Establish or strengthen existing national human resources development units to assume 
the responsibility for human resources development policy formulation, development of 
human resources development plans, implementation and monitoring of these plans. 
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4. Strengthen the development of national strategic plans for nursing and midwifery 
service development so that they have specific goals and activities, address the 
problems affecting the delivery of quality nursing and midwifery services and form an 
integral part of the overall national health plan. 

5. Ensure that human resources plans are integrated within the overall health strategy and 
plan. 

Member States and WHO 

6. Develop tools and techniques that would support district health planning. In this respect 
countries are encouraged to use the DTPS (district team problem-solving) tools and 
techniques promoted by WHO in Member States. 

7. Rationalize or develop a uniform terminology used in the area of health planning tools, 
e.g. certificate of needs (carte sanitaire), stratification and rationalization. 

8. Establish national and regional health system observatories that cover human resource 
aspects to support strategic health planning. 

WHO  

9. Support ministries of health in enhancing the technical capacity of the planning 
units/departments in the ministries through: 

• conducting national training activities in the form of training workshops in health 
planning, especially strategic planning in health; 

• training staff in policy analysis and strategic planning tools – burden of disease, national 
health accounts, cost–effectiveness analysis, certificate of needs; 

• supporting institutional review of planning functions and units of ministries of health 
for improved performance. 

10. Encourage countries to strengthen health information system and link them to the 
planning function and units of ministries of health for improved health policy-making 
and planning at each stage of the process. 

11. Document experiences with certificate of needs practised in Maghreb countries and 
Islamic Republic of Iran, and disseminate it to all countries of the Region. 

12. Provide guidelines, tools, models and technical expertise to assist countries in the 
process of developing human resources for health policies and plans. 

13. Assist in developing educational programmes to prepare human resources development 
specialists in health and to strengthen in situational capacity-building in human 
resources development. 
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14. Conduct regional and national workshops on upcoming issues, such as privatization, 
health technology assessment and decentralization, to develop a regional position and 
national guidelines on these issues. 

8. CONCLUDING SESSION 

Dr Hussein A Gezairy, Regional Director, in his concluding remarks noted that the 
consultative meeting had dealt with a subject of immense significance and that health 
professionals, especially physicians, were not used to dealing with issues of strategic 
planning. There was thus a great need for health professionals to understand and speak the 
language of planners and financing experts, who understood much better issues such as how 
to reduce costs or provide more benefits with the same amount of resources. Dr Gezairy 
further stated that there was a need to objectively state why more investment in health was 
essential and to show that investment in health was developmental. Thus, the more healthy 
people or more DALYs averted, the better the outcome from a developmental point of view. 

This could only be achieved through a strong planning unit or departments in ministries 
of health. A task force from different aspects of health, medical, pharmacists, financial etc., 
should put together a comprehensive plan. Well-developed plans could bring extra resources 
to health. Investment in health should cover investments on safe drinking-water, road safety, 
and all those things that had direct links to health, even though the Ministry of Health might 
not be directly responsible for these. Some component of health in all programmes such as 
labour, environment, and road safety was highly desirable. 

Finally, the Regional Director emphasized the importance of thinking about how the 
recommendations made could be implemented. The recommendations should be action-
oriented, although the implementation might vary among countries or even within the same 
country. Persistence was needed in trying different ways and means with different people, 
until they could be convinced. This would show the impact of efforts. Lessons could be 
learned from successes and failures of countries, and used to find new ways to solve 
problems. He concluded by stressing that WHO considered itself a partner of the national 
governments, rather than any other foreign assistance agency. As a partner, he said, we rise 
and fall together. 
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Annex 1 

AGENDA 

1. Inaugural session 

2. Introduction to workshop objectives/participants 

3. Overview of strategic planning in developing countries: issues and challenges 

4. Current status of health planning in the Region 

5. Introduction to certificate of needs – experience in Maghreb countries 

6. Policy analysis tools – burden of disease, national health accounts, cost–effectiveness 
analysis 

7. Information needs for strategic health planning 

8. Health human resource planning in developing countries 

9. Global health workforce strategy 

10. Planning for nurses and allied professions in the Eastern Mediterranean 

11. Strengthening health planning in countries of the Eastern Mediterranean: key concerns 
and solutions 
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Annex 2 

PROGRAMME 

21 November 2004 

0830 Registration 
0900 Inaugural session 
 Address by Dr Hussein A. Gezairy, WHO Regional Director for the Eastern 

Mediterranean 
 Address by H.E. Dr Maher Al Hossamy, Minister of Health, Syrian Arab Republic 
 Introduction to workshop objectives/participants/ Belgacem Sabri 
 Nomination of Chair and Rapporteur 
1000 Overview of strategic planning in developing countries: issues and challenges/ 

Sameen Siddiqi 
1100 Discussion on overview presentation 
1130 Current status of health planning in the Syrian Arab Republic/ Mahmoud Dashash 
1150 Current status of health planning in Lebanon/ Arabia M. Osseiran 
1210 Discussion 
1400 Introduction to certificate of needs – experience in Maghreb countries/ Belgacem 

Sabri 
1420 Certificate of needs “carte sanitaire” – Tunisian experience/ Moncef Bouslama 
1440 Discussion 
1510 Results of GCC meeting for health systems/ Tawfik Khoja 
1600 Priority setting tools: burden of disease estimation/ Sameen Siddiqi 
1620 Discussion 

22 November 2004 

0900 Cost–effectiveness analysis for priority setting in strategic planning/ Hossein 
Salehi 

0920 Discussion 
0940 Information needs for strategic health planning/ Mohamed Ouakrim 
1000 Discussion 
1100 Experience with strategic planning in Pakistan: success and need for 

strengthening/ Sohail Ahmed 
1120 Health planning in Egypt: can national health accounts be used as a strategic 

planning tool?/Samir Fouad 
1140 Discussion 
1400 Bridging the gap between planning and implementation: the Iranian experience/ 

Hamid R Jamshaidi 
1420 District health planning: the Yemeni experience/ Majid Yehia Al Junaid 
1440 Discussion 
1600 Experience with health planning in Saudi Arabia/ Abdellah Melhem 
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23 November 2004 

0900 Planning for health services in countries in crisis: experience in Iraq/ Imad Atta 
Aziz 

0920 Planning for health services in countries in crisis: experience in Sudan/ Mustafa 
Saleh 

0940 Discussion 
1000 Health human resource planning in developing countries/ Ghanem Al Sheikh 
1100 Global health workforce strategy/ Mario Dal Poz 
1120 Health policy formulation in countries of the Region: challenges and possibilities/ 

Taher Moustafa 
1140 Planning for nurses and allied professions in the Eastern Mediterranean/ Fariba Al 

Darazi 
1200 Discussion 
1400 Health human resource planning in GCC countries: the case of Oman/ Basu 

Ghosh 
1420 Health human resource planning in GCC countries: the case of Bahrain/ Lamiaa 

Al Tahoo 
1440 Discussion 
1530 Roundtable on health human resource planning/Dr Ghanem Al Sheikh 

24 November 2004 

0900 Strengthening health planning in countries of the Eastern Mediterranean: key 
concerns and solutions (Group work) 

1130 Group presentation in the plenary 
1230 Discussion 
1300 Concluding session  
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Annex 3 

LIST OF PARTICIPANTS 

BAHRAIN 
Dr Lamia Al Tahoo 
Chief of Planning 
Ministry of Health 
Manama 
 
 
EGYPT 
Dr Samir Fouad 
Director General 
Planning Department 
Ministry of Health and Population 
Cairo 
 
Dr Mervat Taha 
Planning Department 
Ministry of Health and Population 
Cairo 
 
 
ISLAMIC REPUBLIC OF IRAN 
Dr Hamidreza Jamshidi 
Vice Deputy for Health 
Director, National Health Sector Reform Unit 
Ministry of Health and Medical Education 
Teheran 
 
Dr Ehsanullah Tarin 
Ministry of Health and Medical Education 
Teheran 
 
 
IRAQ 
Dr Imad Atta Aziz 
Ministry of Health 
Baghdad 
 
Dr Khulood Abu Dekke 
Ministry of Health 
Baghdad 
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Dr Sarmad Maati Suleiman 
Manager, Health Centres Unit 
Ministry of Health 
Baghdad 
 
 
LEBANON 
Dr Arabia Mohammed Osseiran 
Department of Health Management and Policy 
Faculty of Health Services 
American University of Beirut 
Beirut 
 
 
MOROCCO 
Dr Abderrahman El Aidi 
Provincial Director of Health 
Azilal 
 
 
OMAN 
Dr Basu Ghosh 
Adviser, Human Resource Development 
Ministry of Health 
Muscat 
 
Dr Moe’ness Al Shishtawy 
Director, Monitoring and Evaluation 
Ministry of Health 
Muscat 
 
Dr Murtadha Jaffer 
Director General of Planning 
Ministry of Health 
Muscat 
 
 
PAKISTAN 
Mr Sohail Ahmed 
Secretary Health 
Government of Punjab 
Ministry of Health 
Islamabad 
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Dr Ashfaq Ahmed 
Deputy Director General 
Federal Ministry of Health 
Islamabad 
 
 
SUDAN 
Dr Mustafa Saleh 
Planning Division 
Federal Ministry of Health 
Khartoum 
 
 
SYRIAN ARAB REPUBLIC 
Dr Mahmoud Dashash 
Director, Statistics and Planning 
Ministry of Health 
Damascus 
 
Dr Deeb Haziemh 
Deputy Minister of Health 
Ministry of Health 
Damascus 
 
Mr Fareed Akel 
Head of Planning Division 
Ministry of Health 
Damascus 
 
 
TUNISIA 
Mr Khaled Kheireddine 
c/o WHO Representative 
Tunis 
 
Mr Moncef Bouslama 
c/o WHO Representative 
Tunis 
 
 
REPUBLIC OF YEMEN 
Dr Majid Yehia Al Junaid 
Undersecretary, Primary Health Care 
Ministry of Public Health and Population 
Sana’a 
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Dr Fouad Rashid 
c/o WHO Representative 
Sana’a 
 

WHO Secretariat 
 

Dr Hussein A. Gezairy, Regioanl Director, WHO/EMRO 
Dr Fouad H. Mujalled, WHO Representative, Syrian Arab Republic 
Dr Belgacem Sabri, Director, Health Systems and Services, WHO/EMRO 
Dr Sameen Siddiqi, Regional Adviser, Health Policy and Planning, WHO/EMRO 
Dr Ghanem Al Sheikh, Regional Adviser, Human Resources Development, WHO/EMRO 
Dr Fariba Al Darazi, Regional Adviser, Nursing and Allied Health Personnel, WHO/EMRO 
Dr Hossein Salehi, Regional Adviser, Health Economics, WHO/EMRO 
Dr Mario Roberto Dal Poz, Coordinator, Tools Evidence and Policy, WHO/HQ 
Dr Taher Moustafa, WHO Temporary Adviser, WHO/EMRO 
Mr Mohamed Ouakrim, WHO Temporary Adviser, WHO/EMRO 
Ms Heba El Khoudary, Secretary, Health Systems and Services, WHO/EMRO 
Ms Sherifa Mouktar, Secretary, Health Systems and Services, WHO/EMRO 
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Annex 4 

ADDRESS BY DR HUSSEIN A. GEZAIRY, WHO REGIONAL DIRECTOR FOR THE 
EASTERN MEDITERRANEAN 

It is with great pleasure that I welcome you to the Regional Consultative Meeting on 
Strategic Planning in Health. Let me take the opportunity to thank the Government of the 
Syrian Arab Republic and particularly His Excellency Dr Maher Al Hossamy, Minister of 
Health, for hosting this consultation, which is being attended by distinguished representatives 
from the Region who will share their experience in the important area of strategic planning in 
health in this historic city of Damascus. 

Strategic planning has become a widely known term in recent years and has come to be 
recognized as an important tool in the health sector. It provides vision, direction and strategies 
for identifying and addressing the priority health problems and needs, some of which are 
highly complex, at a time and in situations when there are increasing resource constraints. A 
typical definition of strategic planning would see it as such: a process of setting agreed 
priorities and directions for the health sector in the light of given resource constraints. There 
are however less obvious purposes as well. For example, it is a means of giving content to the 
leadership function of the Ministries of Health; it is a process for developing intersectoral 
collaboration for health development; it is a means for more constructive public-private 
partnership; it is a means for streamlining donor assistance; and it is a means for bringing 
about institutional change. 

Ministries of Health in most countries of the Region have expressed the desire to 
undertake strategic health planning, and some have actually gone ahead with it, however, the 
lack of technical capacity within the ministries, the insufficient political commitment and the 
fact that planning for health has often been done outside the Ministry of Health has not 
permitted strategic planning to be institutionalized within the Ministries of Health. 

There are far too many examples where the scarce resources of the national 
governments and resources from donor assisted projects have not been spent strategically. 
Resources have been locked into programmes that may not necessarily be the most needed 
from a public health perspective. The constant tension between allocating resources to rural 
primary health care programmes or to urban tertiary and secondary care services is well 
known to all. Strategic planning helps in answering that very question: Which public health 
interventions are the most cost-effective for targeting health problems with the greatest burden 
of disease, and bring the greatest benefit to the greatest number of people. Ministries of 
Health have to quickly equip themselves with some of the essential policy analysis 
instruments, such as the burden of disease assessment, national health accounts, cost and cost-
effectiveness analysis, and the tools of strategic planning itself, if costly errors are to be 
avoided in future. 

The Regional Office has organized this consultative meeting to respond to some of these 
challenges by bringing together experts in health planning from the Region, to share country 
experiences and to come up with recommendations that would support strengthening strategic 
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planning in health among the Member States of the Region. This meeting has brought 
together over 30 experts from 14 countries of the Region: Bahrain, Egypt, Islamic Republic of 
Iran, Iraq, Jordan, Lebanon, Morocco, Oman, Pakistan, Saudi Arabia, Sudan, Syrian Arab 
Republic, Tunisia and Yemen. I am confident that the participants will be able to meet the 
objectives that the meeting has set for itself and chalk out sound “strategic directions” for 
strengthening strategic planning in health in the Region. The objectives of the meeting are: to 
update everyone on the current status of health planning in countries of the Eastern 
Mediterranean Region and identify areas of strength and those in need of improvement; to 
share experiences among countries of the Region on various aspects of health planning; to 
apply the principles of strategic planning to human resource planning in countries of the 
Region; and finally to recommend means and methods to strengthen strategic planning for 
health in the Region. 

The Regional Office is promoting the use of policy analysis and strategic planning tools 
among Member States. In the area of policy analysis, countries have been supported to build 
capacity in undertaking studies on burden of disease, national health accounts and cost–
effectiveness analysis. Similarly, in the area of strategic planning we have experience with the 
development of the certificate of needs in the Maghreb countries, as well as with developing 
scenarios and forecasting for human resources, as in Oman. I am pleased to see that these 
subjects will be discussed extensively and experiences shared with other Member States 
during this consultative meeting. 

A subject that has been close to my heart, and a priority for our Region, is the 
development of balanced human resources in health. Low-income and some middle-income 
countries face shortages of human resources in several areas—physicians, dentists, 
pharmacists, nurses and skilled birth attendants. Thus, a major challenge is the issue of 
imbalance in the health workforce, in terms of quality, quantity and maldistribution between 
the private and public sectors, and between urban and rural areas. Although the Gulf 
Cooperation Council countries have undertaken serious efforts to mobilize national 
workforce, they continue to rely on expatriate resources. I am pleased to note that a full day 
has been devoted to discuss issues of health human resource planning and production during 
this meeting and I look forward to the presentations on this subject by the representatives of 
the GCC countries. Human resource planning requires strategic thinking and a clear sense of 
direction. Most countries of the Region need to update policy and plans for human resources 
for health so as to address these imbalances. Unfortunately, the capacity for human resource 
planning in most Ministries of Health in Member States is rather limited. I would like to see 
this workshop provide momentum to improved human resource planning in countries of the 
Region. WHO, for its part, will be more than willing to provide the necessary technical 
assistance to improve the capacity for planning for human resources. 

Without taking anything away from the importance of formulating national health 
policies and strategic health plans, experience has shown that these are as good as the 
implementation capacity of the health system – whether public or private. Unless strategic 
plans are translated into detailed action-oriented operational plans, properly implemented, 
adequately monitored and evaluated, the wisdom of developing strategic plans and stopping at 
that may be questioned. Hence the importance of completing all the stages of the planning 
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cycle – situation analysis, priority-setting, option appraisal, programme implementation, 
monitoring and evaluation. Underpinning each stage of this planning process is the need for 
information. Planning is, by nature, a heavily information-dependent process and requires 
well functioning heath information systems in order to be meaningful and evidence-based. I 
have noted that a session has been assigned to discuss the importance of health information in 
planning for health. 

Let me take this opportunity to share with you the change in strategic thinking that is 
coming about in the World Health Organization itself. You are well aware that the principal 
instrument for joint planning with Member States has been the biennial JPRM or the Joint 
Programme Review and Planning Mission. The current biennium ends in 2005. It has been 
increasingly realized that two year planning is operational rather than strategic in nature and 
may not provide the necessary vision and direction that is required over a medium to long 
term to assist countries in addressing their priority health problems. WHO has thus embarked 
on preparing a Country Cooperation Strategy in line with national, regional and global 
priorities covering a period of six years which will provide the strategic direction required to 
complement the biennial JPRM. Country Cooperation Strategy documents have been 
developed with 14 countries of the Region and by the end of 2005 will be completed in almost 
all countries of the Region. The purpose of this effort is to utilize WHO resources more 
efficiently and in key areas that will bring the maximum benefit to the countries. 

Strategic planning is an important tool that has become essential for efficient 
implementation of programmes in any organization, whether in the corporate sector, 
international agency, or a national government. What remains to be done is to see how 
national governments and the WHO can work together to promptly develop these skills in 
Ministries of Health of Member States. I wish you all a successful consultative meeting and 
look forward to receiving your recommendations to the national governments and the World 
Health Organization which will contribute to strengthening strategic planning in health in the 
Region. I wish you all a pleasant and fruitful stay in Damascus. 


