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1. Overview 

The Programme Budget 2008-2009 performance assessment is the first to be carried out within 
the framework of the Medium-Term Strategic Plan 2008-2013. It aims to identify the overall 
progress in achieving the regional expected results outlined in the Medium-term Strategic Plan 
and the Programme Budget 2008-2009 for the Eastern Mediterranean Region, approved at the 
Fifty-fourth Session of the Regional Committee in October 2007. Of the 172 regional expected 
results, 106 were "fully achieved" and 65 "partly achieved". As in previous bienniums, the 
assessment exercise was primarily a self-assessment process in which individual offices evaluated 
their performance in achieving the target of the indicators for their office-specific expected 
results. The assessments then were consolidated by regional Strategic Objectives facilitators to 
determine achievement of regional expected results. All findings were also communicated to 
headquarters to contribute to assessment of level of achievement of targets set for Organization- 
wide expected results and development of the Programme Budget 2008-2009 Performance 
Assessment Report (attached), in accordance with the decision taken by the governing bodies 
(EB12413) to change the format and the timeline for its submission. 

The degree of success in achieving the regional expected results was assessed primarily on the 
basis of the following indicator criteria. 

Fully achieved: all indicators for the regional expected result were met or surpassed 

Partly achieved: one or more indicator targets were not met 

Not achieved: no indicator targets were met. 

Regional expected results had more than one performance indicator with baselines and targets. 
The defined indicators had limitations and sometimes did not adequately represent the full scope 
of the regional expected results. Significant effort has been made to improve the relevance of 
indicators in subsequent bienniums. 

2. Summary of achievements, issues and challenges in 2008-2009 

Better collaboration with partners, particularly the GAVI Alliance, Centers for Disease Control 
and Prevention (Atlanta), United Nations Foundation and Rotary International, improved 
resource mobilization and coordination for technical assistance to and within countries. However, 
lack of resources to support countries in conducting operational and applied research for new 
immunization strategies, vaccines and technologies made achievement of some of targets very 
difficult. Combating human pandemic influenza strengthened collaboration with Member States 
and within three levels of the Organization and enhanced the link with other UN agencies. Final 
country reports demonstrating interruption of wild poliovirus transmission and containment of the 
virus were submitted by 20 countries and accepted by the Regional Commission for Certification 
of Poliomyelitis Eradication. As well, 9 countries developed a timeline and strategy for eventually 
stopping oral poliovaccine use in routine immunization programmes. However, insecurity and 
active conflicts represented real challenges to implementation of planned activities. 

The breakdown of achievement of expected results by Strategic Objective is shown in Table 1 
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Table 1. Achievement of regional expected results by Strategic Objective 

- Not applicable 

Coverage of HIV treatment increased in all target countries. The burden of malaria in all the 
affected countries continuously is decreasing. Most countries developed strategic plans and 
guidelines for the Stop TB strategy and DOTS population coverage reached 98%. Collaboration 
with partners, particularly the Global Fund to Fight AIDS, Tuberculosis and Malaria, 
strengthened resources for providing technical assistance to countries. At the same time, 
management of the large amount of funds received from partners often intempted the core work 
of WHO. Empowerment of WHO country offices through increasing both technical and 
managerial capacities was found critical for implementation of activities supported by the Global 
Fund. 

While problems of communicable diseases and malnutrition still exist in the Region, the burden 
of noncommunicable diseases is on increase, particularly in the low-income and middle-income 
countries. Smoking, unhealthy diet and physical inactivity, expressed as diabetes, obesity and 
high lipids, are increasing. Cancer kills 272 000 people each year in the Region, more than 
HIVIAIDS, tuberculosis and malaria combined. Furthermore, most cancer cases present at an 
advanced stage and in younger age groups, particularly breast cancer. Lack of data and 
surveillance of risk factors constitute an additional challenge to the prevention and control of 



noncommunicable diseases in the Region. The Regional Committee at its 56th session endorsed 
the regional strategy for cancer prevention and control (ErnC56IR.4)  and highlighted the need 
to develop cancer prevention and control measures. In 2009, the Regional Office developed a 
Regional Framework on Global Strategy on Diet, Physical Activity and Health to assist Member 
States in addressing the two most important risk factors for noncommunicable diseases. Resource 
availability for providing technical support to Member States has been an ongoing challenge 

Improving maternal and newborn health in with line with WHO strategies on making pregnancy 
safer, integrated management of child illness, and the global strategy on sexual and reproductive 
health received due attention in the vast majority of countries of the Region. However provision 
of sufficient financial resources remained a major challenge. There is a need for country-led 
planning and implementation processes for scaling up access to and coverage with maternal, 
newborn, child, adolescent, sexual and reproductive health care, and for addressing gender 
inequalities and growing health inequalities that fuel the high level of mortality and morbidity. 
Funds for meeting the targets were insufficient and not predictable. Implementation capacity at 
country level was undermined due to in sufficient human resources. 

Countries of the Region experienced many types of emergency during the biennium: drought, 
flood, severe winter and earthquake, as well as insecurity, conflict and influx of displaced 
populations. Despite the fact that the Region is prone to emergencies and disasters, the issue of 
disaster preparedness in general needs more attention from decision-makers. Most Member States 
are aware of the importance of establishing or updating their emergency preparedness and risk 
reduction plans and incorporating environmental health emergencies. However, frequent turnover 
of managers causes delays and problems in implementing plans. 

In the area of social determinants for health, the Regional Ofice continued to focus on 
intersectoral action for health equity through work with health sector and other partners, and 
empowering communities through implementation of community-based initiatives. Technical 
support was also provided to countries for the development of segregated databases for health and 
development. Raising high level political commitment was the key challenge to support better 
access to quality health services through implementation of primary health care based on health 
equity and social determinants of health. 

Climate change and its impact on health, water safety and wastewater management, and 
environmental impact of emergencies remained as growing challenges for the Region. Provision 
of responsive and reliable technical assistance and institutional and human resource capacity 
development are among the priority areas of intervention. Lack of financial resources has been 
the major impediment to achieving the expected results. 

Nutrition and food safety received limited support under emergency operations. Consistent 
support and advocacy are required to ensure political commitment for implementation of relevant 
interventions and activities, which would be possible only through better intersectoral 
collaboration and community ownership. 

Continued and unwavering commitment to primary health care and access to essential medicines 
over the next decade is critical for the development and improved performance of health systems. 
Continued advocacy is required to seek commitment of governments to strengthen national health 
systems and achieve universal coverage of an essential package of health services. Countries in 
complex emergencies and low-income countries should continue to receive the highest priority 
for developing their health systems. However shortage of funds for this important area is a major 
impediment. Moreover, the flow of available funds is unpredictable and restricts significant 
progress in technical support to Member States, especially those in complex emergencies. 



The Regional Office continued its efforts to engage Member States in the work of the governing 
bodies through more effective secretariat support, better communication of the work of WHO, 
ensuring effective country presence and promoting functional partnerships. The immediate 
challenge is to assist countries in minimizing the negative impact of the global financial crisis on 
national health development. In countries that rely heavily on external assistance, it is important 
to support, in collaboration with UN partners assessment of the potential impact of reduction of 
external support on health sector. At the same time, capacity for resource mobilization should be 
enhanced to ensure access to all possible resources for health and development. 

3. Summary of financial implementation 

The biennium 2008-2009 is the first biennium in which the approved budget was divided into 
three segments: base programmes; partnerships and collaborative arrangements; and outbreaks 
and crisis response. This segregation showed the funding situation of each segment separately 
and although overall available funds were sufficient to meet budget estimates, their distribution 
varied across the Strategic Objectives. The availability of funds for Strategic Objective 1 (mainly 
resulting from partnerships and collaborative arrangements for poliomyelitis and vaccine- 
preventable diseases) and Strategic Objective 5 (due to outbreaks and crisis response) 
overshadowed the shortfall in resources for base programmes in several Strategic Objectives. 
Tables 2 and 3 show summaries of financial implementation by budget segment and by Strategic 
Objective, respectively. 

Table 2. Financial implementation by budget segment for the Eastern Mediterranean 
Region 

Segment 

Base 

Partnerships and 
collaborative 
arrangements 

Outbreaks and 
crisis response 

Total 

Approved 
budget 

2008-2009 
(US$000) 

Funds 
available 
for 2008- 

2009 
(US$ 000) 

249 385 

Funds Expenditures Expenditure as Expenditure as 
available as 200&2009 % of approved % of funds 

% of (USSOOO) budget available 
approved 

budget 

56.3 231 380 52.3 92.8 



Table 3. Financial irn~lernentation bv Strategic Obiective (all sources of funds) for the - 
Eastern ~editerranean Region 
Strategic Approved Funds Funds Expenditures Expenditure as Expenditure as 
Obiective budoet available for available as 2008-2009 %of  amroved % of funds 

2008-1009 2008-2009 % of (USSOOO) bubget available 
(US$ 000) (USS000) approved 

budget 
1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

13 

Total 
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FOREWORD BY THE DIRECTOR-GENERAL 

This document providcs a systematic assessment of WHO'S performance during 2008-2009 according to 
each of thc Organization's 13 strategic objectives set out in the programme budget. [ts preparation is in line with 
my personal commitment to rcsults-based management and other rcforms that can make WHO fit-for-purpose 
given thc unique challenges of the twenty-first century. 

The biennium was an eventful one for public health. Hcalth around thc world was affected by the most 
severe economic downturn sincc the Great Depression began in 1929, the first influenza pandemic in four 
decades, large losses of lifc from conflicts and natural d~sastcrs, some spectacular outbreaks of foodbome 
disease, more evidence that the climate is changing, and soaring food prices that hit the poor the hardest. 
Undernutrition and uncertain food security persisted, while thc number of obese and overweight pcople, 
including children, continued to grow, as did evidence that the burden of chronic noncommunicable diseases is 
nuw overwhelmingly concentrated in the developing world. 

But the biennium also brought substantial progress and good news on many fronts. In gencml. WHO and 
it, Member States made the greatest measurable gains through scaling up the delivery of interventions, likc 
mcdicines. vaccines, and bednets. This success shows the power of ambitious time-bound goals, such as the 
Millennium Development Goals, to secure rcsources and focus the efforts and ingenuity of multiple partners. 

Thc epidemics of HIVIAIDS and tuberculosis showed slow but sure declines. Thc number of childhood 
deaths from vaccine-preventable diseases dropped significantly, with reductions in measles deaths surpassing 
international targets. More countries adopted thc Integrated Management of Childhood Illness as the principal 
strategy for child survival. Some countries made headway against malaria, suggesting that good use of existing 
tools, in line with recommended strategics. can indeed turn this disease around. On the heels of this succcss, the 
goal of malaria eradication was revived. Steady progress suggested that some ancient tropical diseascs could be 
eliminated by 2015, with dracunculiasis already on the verge of eradication. While the initiative to eradicate 
poliomyclitis cxperienced somc setbacks, thc dctcrmination to finish the job remained steadfast. 

At the same time, stalled progress despite good interventions and solid financial support underscored the 
urgent need to strengthen health systems and services. Singlc-disease initiatives revealed some serious problems 
that wcrc broadly addressed during the biennium: weak health infrastructures, inadequate systcms for health 
information, a critical shortage of health-care workcrs, stock-outs of essential mcdicines, and counterfeit and 
substandard products. Significantly, rcductions in maternal and ncwbom mortality, which depend absolutely on a 
wcll-fi~nctioning health system, wcrc disappointing. 

Largc health initiatives also revealed the difficulty of changing human behaviours - getting people to 
practise safe sex, finish a course of treatment, or use bednets correctly. 

Thc shift in the burden of chronic diseases to the developing world hclpcd show what weak health 
systems rcally mean: the burden of chronic care on facilities and staff, the need for steady supplies of quality- 
assurcd medicines, and the high costs of chronic care that drive households below the poverty linc at a time 
when the international community is committed to poverty reduction. The rise of chronic diseases also 
reinforced the importance of health promotion for bchaviour change. 

Efforts to make aid for hcalth development more effective continued, emphasizing the importance of 
harmonizing aid and aligning it with national priorities and capacities. WHO and its regional and country offices 
worked closely with countries to formulate national health strategies, but also to prepare and test plans for 
responding to emergencies, such as those caused by outbreaks and natural disasters. Greater effectiveness was 
also sought through integratcd approaches and the better use of ncnvorks and rcgion-wide collaboration. whether 
for rescarch or the sharing of laboratory serviccs. 

Hcalth research brought somc important innovations. For examplc, new pneumococcal and rotavirus 
vaccines were introduced to combat the two biggest killers of young childrcn in the developing world. 



Impressive results were achieved with other less spectacular innovations, such as better growth charts for 
assessing childhood nutrition and a simple surgical checklist for reducing medical crrors. 

At a time when international agreement on non-health issues secmcd increasingly elusive, WHO Member 
States reached consensus on a number of difficult issues, including the Global Strategy and Plan of Action on 
Public Health, Innovation and Intellectual Property. In my view, getting international agreement on potentially 
divisive issues is an indication of bow much governments, rich and poor, want to see public health strengthened. 

As a contribution to prevention, the biennium also saw efforts to address fundamental determinants of 
health that arisc in other sectors. Some efforts followed traditional concerns: improving water supply and 
sanitation, managing chemicals in the environment and the workplace, and safeguarding the public from thc 
hazards of contaminated food and water. But other efforts followed new ambitions. They sought to address the 
root causes of health inequities that arisc from the very policies that influence economic, social, and 
environmental conditions in thc first place. In its final report, the Commission on Social Determinants of Health 
placed the ultimate rcsponsibility for gaps in health outcomes squarely on the shoulders of policy-makers. As 
that report argued, health inequities are not matters of fate. They are markers of flawed policies. 

Like the Declaration of Alma-Ata and the Millennium Declaration and its Goals, the rccommendations of 
the Commission on Social Determinants of Health are all about fairness. In my view, a desire for greater fairness 
in access to health care and greater equity in health outcomes drives some of the strongest efforts to improve 
world hcelth. I believe that many of the diverse problems addressed during the biennium find convergence in the 
values, principles, and approaches of primary health carc. The fact that thc Member States in all WHO regions 
are committed to a renewal of primary health carc augers well for the future. 



PERFORMANCE ASSESSMENT OVERVIEW 

The Programme budget 2008-2009 performance assessment is the first to be carried out within the 
framework of the Medium-tenn strategic plan 2008-2013. The exercise had two main purposes: to evaluate thc 
Secretariat's performance in achieving the Organization-wide expected results. for which the Secretariat is fully 
accountable; and to identify the overall progress and main accomplishments of the Member States in relation to 
the strategic objectives. 

The performance assessment was conducted and reported in accordance with the decision taken by the 
governing bodies to change its format and the timelines for its submission.' The aim was to make the Programme 
budget assessment report available to the World Health Assembly in the year following each biennium. 
Although this represented a challenge, certain benefits ensued, including its use in the preparation of the 
Proposed programme budget 2012-2013 and in adjusting opcrational plans for the 2010-201 1 biennium. 

The assessment report provides an analysis of the results achieved by the Secretariat, measuring them 
against the Organization-wide expected results and performance indicators set out in the amended Medium-term 
stratcgic plan 2008-2013,' which was endorsed by the Sixty-second World Health ~ssembly.' Of the 81 
Organization-wide expected results, 42 were "fully achieved, 39 "partly achicvcd and none "not achicvcd. 
The breakdown by strategic objective is as follows: 

2. HIVIAIDS. tuberculosis and malaria I 3 I 3 1 6 

Strategic objective 

1. Communicable diseases 

Organization-wide expected results 

3. Chronic noncommunicable conditions 

4. Child, adolescent, maternal, sexual and 
reproductive health, and ageing 

7. Social and economic determinants of I health I 1 5 I 

Fully achieved 

5 .  Emergencies and disasters 

1 8. Healthier environment I 0 I 5 1 5 I 

4 

3 

Partly achieved 

3 

12. WHO leadership, governance and 
nartncrshins I 4 I 0 4 1 

Total 

6 

2 

5 

6. Risk factors for health 

9. Nutrition and food safety 

10. Health systems and services 

I I .  Medical nroducts and technolozies 

6 

8 

3 

I Docu~ncnt EB12413. 

' See http:Ilapps.who.intlgb/eIeeamtsp3.html 

' S e e  rcsoluriun WHA62.1 I 

2 

6 

4 

3 

6 

I 

13. Enabling and support functions 

8 

2 I 6 

3 

h 

2 

I 

6 

12 

3 

Total 

5 6 

42 39 R1 



GET 2008-2009 -PERFORMANCE ASSESSMENT REPORT I 
The degrcc of success in achieving the Organization-wide expected results was assessed primarily on the 

basis of thc following indicator criteria: 

Fully achieved - All indicator targets for the Organization-widc expected rcsult were met or 
surpassed;' , ro  

Partly achieved - One or morc indicator targets for the Organization-widc cxpected result wcre not 
mct ; 

Not achieved - No indicator targets for the Organization-wide expected rcsult were met. 

As in previous bienniums, the asscssment exercise was primarily a self-assessment process. It began with 
the evaluation by individual offices (country, rcgional and headquarters) of their performance in achieving the 
office-specific cxpected results. All teams and units reviewed the delivery of planncd products and scrvices. 
tracked and updated indicator values for the expected rcsults and provided narrative information on the 
achievemcnts, lessons learnt and way fonvard. 

The performance assessments at office level wcre consolidated and synthesized into reports on regional 
and headquarters' contributions to the achicvcmcnt of Organization-wide expectcd results. Findings from across 
the Organization were then consolidated in ordcr to produce Organization-wide assessment reports. 

Thc exercise was coordinated by the strategic objective tcams. The provision of evidence relating to the 
delivery of results and a systcmatic measurement of the agreed pcrformance indicators at cach level wcrc the 
major requirements. The achicvcments in countrics were given particular attention. 

In order to improvc the reliability and accuracy of the asscssment outcomes, a quality assurance 
mechanism was established. Draft reports were shared among individual strategic objective teams before bcing 
revicwcd by peers from both technical units and the planning and pcrformance assessment team. The reports on 
all 13 strategic objectives wcre scrutinized in order to identify inconsistencies and omissions, and to ensure that 
achievements and not just actions were thc main focus of attcntion, and that the reports accurately rcflccted the 
work bcing carried out in countries. Systematic feedback on the quality review completed the itcrative process. 

SUMMARY O F  FINANCIAL IMPLEMENTATION 

WHO'S approved budget for the biennium 2008-2009 was US$ 4.2 billion. Available funds distributed 
for implementation in the bicnnium were US$ 4.6 billion, including funds received in 20062007 for use in 
2008-2009. A total of US$ 3.9 billion was implcmcnted (i.e. US$ 3.8 billion expenditure and US$ 0.1 billion 
encumbrance). The breakdown of financial impletnentation by stratcgic objective is as follows: 

I Appraisals were also adjusted where despite the Organiration-widc target having been mct, the results were no1 
fully achicvcd across all regions, in which case the global appraisal was chanscd to "partly achieved". 
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SUMMARY O F  FINANCIAL IMPLEMENTATION (US$ million) 

a This tigure includcs US$ 20 million af funds which were undistributed as at 31 Dccemher 2009. 

12. Wt lO leadership, 
governance and 
partnerships 

11. Enabling and 
suppon fi~nctions 

Tntal 

h Tolal expenditure dues not include US$ 11 1 million of co~nmil~nents (encumbrances) made for gouds:scrvices 
which were not delivered as at 3 1 December 2009. 

The biennium 2008-2009 saw, for the first time, the division of the approved budgct into three segments. 
The first covers Base programmes, where WHO has exclusive strategic and operational control over thc 
activities, as wcll as the Organization's normative work. At the time the budget was approved, this budget 
segment was estimated at US$ 3.7 billion. Thc second segmcnt, Partnerships and collaborative arrangements, 
covers activities that are within WHO'S results hierarchy and ovcr which it has executive authority, but where 
activities are carried out collaboratively, which can affect thc amount of available resources and cxpcndirure. 

214 

542 

4 227 

235 

513 

4 594" 

110% 

95% 
109% 

218 

490 

3 7 ~ 9 ~  

102% 

90% 

90% 

93% 

95% 

82% 



The third budget segmcnt, Outbreak and crisis responsc, covcrs activities that are governed by acute external 
events. making it difficult to predict either the location of activities. or the resources to be implemented. 

During the biennium. the Organization improved its methods for tracking funds received and how thcy 
were spent according to the three segments, and will continue to work towards greater accuracy in monitoring 
funds by segment in the future. The breakdown of financial implementation by budget segment is estimatcd as 
follows: 

SUMMARY O F  FINANCIAL IMPLEMENTATION (US$ million) 

a Total exprnditrtrc does not include US$ I I 1  million of co~nmirmrnls (mcumbrances) mtdc for goodsiserviccs 
which were not delivered as al 31 Dccember 2009. 

Base programmes were estimatcd to be underfunded in relation to the approved budget. which impacted 
on implemcntation in all regions. I t  is estimatcd that about 67% of the Base programme segment of the budget 
was implemented, representing an implementation level of about 82% of the available funds for this segmcnt. 

Thc level of funds available for thc Partnerships and collaborative arrangements segmcnt was higher than 
originally estimated, amounting to about 286"h of the original budget estimate. The increase in funds available 
for thc original budgct was mostly for polio~nyelitis activities under strategic objcctive 1 .  Total expenditurc for 
this segmcnt is estimatcd at USS XI2 million, compared to the US$ 370 million originally budgeted. While thc 
original estimatc for this scgment was less than 10% of the total budget, expenditure represented more than 20?4 
of total expenditurc. 

The Outbreak and crisis response scgmcnt of the budgct also incrcased, with expenditure amounting to 
about US$ 453 million compared with the original budget estimate of US$ 116 million. About 30% of the 
expenditure was for outbreak responsc activities under strategic objective I, including those connected with 
pandemic (HINI) 2009. The balance was for crisis responsc activitics under stratcgic objcctive 5 ,  of which 
nearly hvo thirds wcrc implemented in the Eastern Mediterranean Region. Consequently, the overall expected 
results for the Region were affected as largc portions of the budget were allocated to either activities connccted 
with outbreak and crisis responsc or partnerships and collaborative arrangements for activities azainst 
poliomyelitis. Therefore, expenditure and the amount of available funds were both greater than in the original 
budget. 

In most offices, ovcrall available funds were sufficient to meet budgct estimates, however, their 
distribution, and, therefore, implcmcntation, across strategic objectives varied. Strategic objectives 3, 4, 7 and 9 
were the least well funded, while strategic objectives I and 5 received the most funding, although this was 
mainly for activities outside the Base programmes scgment. The availability of a higher level of total funds for 
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thcsc two strategic objectives masks the shortfall in rcsources for Base programmes in several offices, notably 
the Regional Offices for Africa and the Eastern Mediterranean, where significantly larger proportions of the 
funds for strategic objectives I and 5 were made available for Partnerships and collaborative arrangements, 
especially those for poliomyclitis cradication, and for various activitics undcr Ontbrcak and crisis rcsponsc. Thc 
breakdown of financial implementation by location against the Programme budget is as follows: 

SUMMARY OF FINANCIAL IMPLEMENTATION (US% million) 

Approved 
budget 

t Asia 

- .  

. . . . 
Region 1 2008-To09 1 2008-2009 1 budget 1 260~2009 1 budget I available 

a This figure includes US$ 42 million of funds which werc undistributed as a1 3 1 December 2009. 

Funds 
available 

for 

African Region 1 1 1 9 4  1 I112 1 93% 

b Total erpendiiure does not include US$ I I I million of commitments (encumbrances) made for goodsiservicei 
which were not delivered as at 31 December 2009. 

Expenditure in 2006-2007 against the substantive areas of work of the Programme budget was 
USS 3.1 billion. Thcrc was a 22% overall increase in 2008-2009 ovcr 2006-2007, with a 21% increase in 
hcadquartcrs and a 23% increase in the regions. Thc African Region showed the highest percentagc incrcase in 
cxpcnditurcs, at 3 1%. 

Funds 
available as 

% of 
approved 

1 007 

The 2008-2009 auditcd financial report shows a carry-forward from 200&2007 of US$ l .6 billion, and 
US$ 3.8 billion in income eamed, making a total of US$ 5.4 billion. The income eamed includes for purposes 
outsidc the Programme budget, including the Global Drug Facility (US$ 122 million), the Framework 
Convention on Tobacco Control (US$ I0 million), reimbursahlc procurcment undertaken on behalf of Mcmbcr 
States (US$ 53 million), and other operating incomc (US$ 71 million). The total amount available for 
Prograrnmc budget implementation was US$ 5 billion. Of this, USS 4.6 billion had bccn made available for 
implementation in the current biennium, and the balance, some of which arrived late, remained for 
implementation in latcr periods. 

The carry-fonvard in accounting income is US$ 1.5 billion. Thcrc is a minimum estimated requircment of 
approxitnately US$ 800 million to open the biennium in order to ensure staff salarics for six months and 
continuity of activities. In practice, the high dcgree of specification of funds, and the fact that some incomc is 
reccivcd and specified for multi-ycar projects, means that a higher carry-forward is in place. 

Exoenditure 

84% 91% 

Expenditure 
as % of 

approved 

Expenditure 
as of 
funds 
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Of the total of US$ 5 billion available for programme budgct implementation, 19% was provided through 
assessed contributions from Member States. The Core voluntary contribution account mechanism, which is fully 
flexible funding to support the Programme budget, provided 3% of the total. An additional 7% of the funding is 
considered medium flexible, that is, funding earmarked at high level, such as for a strategic objective. A further 
6% camc through Programme support costs and is used to support strategic objectives 12 and 13 only. The 
balance, or 65% of the total funds available, is specified to various degrees, often tightly. The Organization 
continues to work with donors to increase the proportion of flexible funds, as well as to improve mechanisms for 
using flexible funds in order to reduce funding gaps in less well-funded strategic objectives. 

The cxpcnditurc analysis was prepared on 3 March 2010, before the final closure of accounts for the 
biennium 2008-2009, and may not include final adjustments made. The figures provided includc cxpenditure 
only. In addition, encumbrances (approved commitments where delivery of goods or services was expected in 
2010) amounting to about an additional 356, or US$ 1 1  1.3 million, have bccn recorded at the end of the 
bicnnium. 

ACHIEVEMENTS OF STRATEGIC OBJECTIVES AND ORGANIZATION-WIDE EXPECTED 
RESULTS 

For each strategic objective, the following rcport provides the key highlights of the progress made by, and 
achievements of, Member States, particularly those to which the Secretariat was expected to providc tcchnical 
assistance. The outcomc of the overall assessment of each Organization-wide expected result was appraised as 
fully or partly achieved, and the main achicvcmcnts of the Secretariat in dclivcring the Organization-wide 
expected rcsults were summarized. For each strategic ohjectivc, the report analyses the financial implementation 
and highlights the success factors and significant impediments, lessons learnt and way forward. 

These summary reports wcrc prepared on thc basis of comprehensive reports submitted by the 13 strategic 
objective teams. A full report is in preparation;' it provides further details, particularly of the achievement of 
results at country level, key deliverables, and the priority arcas designated for technical assistance during the 
bicnnium. Most importantly, it capturcs how the work relates to the indicators laid down in the Medium-term 
strategic plan 2008-2013. 

' Document WHOIPRPIIO.I, in press 



BUDGET 200&2009 - PERFORMANCE ASSESSMENT REPORT 

STRATEGIC OBJECTIVE 1 

To reduce the health, social and economic burden of communicable diseases 

Thc pandemic (HINI)  2009 dominated the Organization's activities and led to the fine tuning of national 
preparedness plans across all Membcr States and the establishment of national rapid response teams, including at 
subnational lcvcl. Member States and the Secretariat rcspondcd by collaborating more closely in accordance with 
thc International Hcaltb Regulations (2005). and by stepping up infonnation sharing, consultation and dccision- 
making. From the replies submitted by I I9 Member States to the Sccrctariat's 2008 and 2009 questionnaires on 
thc Rcgulations, i t  appearcd that cross-scctoral links continued to bc created, and that awareness of their 
requirements was incrcasing among health-sector personnel. By the end of 2009, contributions from Member 
States and othcr donors, through the pandemic vaccinc development initiative, allowed WHO to establish a 
logistical and legal framework to provide 95 developing countrics with access to vaccincs against infection with 
pandemic influenza A (HIN1) 2009 virus. 

The positive trends in global vaccination covcragc continued, with an estimated global covcrage of 82% in 2009. 
Approximately five million deaths in all age groups were avcrtcd by immunization during the biennium. During 
2000-2008, measles deaths worldwide fell by 78% from an estimated 733 000 deaths in 2000 to 164 000 in 
2008. By late 2008. pneumococcal and rotavirus vaccines had bccn introduced in 31 and 19 Membcr States 
respectively. 

Dcspite continuing indigenous wild poliovirus transmission in Afghanistan, India, Nigcria and Pakistan. progress 
was made towards eradication in these four countries. The recurrent re-introduction or persistence of the viruses 
in I9 countries that had previously been frcc of poliomyelitis further complicatcd the situation. 

WHO'S work in controlling neglcctcd tropical diseases, including Icprosy, human African trypanosomiasis and 
onchocerciasis, attracted widcr attention and recognition as a rcsult of regional plans associated with the Global 
Plan to Combat Neglected Tropical Discases 2008-2015. Dracunculiasis is on the verge of eradication. 

Countries were increasingly leading rcsearch through networks such as the African network for drugs and 
diagnostics innovation. Four regional rcfcrcncc research training centres were established in Colombia, 
Indonesia, Kazakhstan and Rwanda. The high-level political commitment demonstrated at the Ministcrial 
Confcrcnce on Rescarch for Health in the African Rcgion, held in Algiers, 23-26 June 2008 and the Global 
Ministerial Forum on Research for Health, held in Bamako, 17-19 November 2008, served to raise the priority 
given to health rcscarch. 

ASSESSMENT OF ORGANIZATION-WIDE EXPECTED RESULTS 

Of thc eight Or~anizatinn-wide ex~ec ted  results for this strategic objective, six were "fully achieved and two 
"partly achievcd". 

1 I I I 1 I I 
Fully achieved (6) Partly achieved (2) 
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I Par.11~ achieved 

1.1 

Support from WHO and other partners in the GAVl Alliance resulted in a marked increase in global 
vaccination coverage. Support for carrying out routine immunization was centred on supporting 
coi~ntries to address ~ a p s  or setbacks in coverage, particularly in the African and South-East Asia 
rcgions. where inadequate dclivcly systems restrict access to vaccination, and lack of capacity for 
planning and service delivery at operational lcvcl compromise primary health care renewal efforts. 
WHO facilitated decision-making on the use of new vaccines in eligible developing countries and 
assistcd initial adopters of pneumococcal and rotavirus vaccincs in planning their introduction. In 
2009, WHO recommcndcd the inclusion of rotavirus vaccination in all national programmes across 
the regions. However, the price of new vaccines limits thcir introduction in low- and middlc-income 
countrics. Partnerships, bilateral agencies, private companies and civil society orgnni7ations 
contributed to increasing social mobilization and advocacy and improving quality assurance in 
immunization progammcs. 

Policy and technical support provided to Member States in order to maximize equitable access 
of all people to vaccines of assured quality, including new immunization products and 
technologies, and to integrate other essential child-health interventions with immunization. 

Effective coordination and support provided in order to achieve certification of poliomyelitis 
eradication, and destruction. or  appropriate containment, of polioviruses, leading to a 
simultaneous cessation of oral poliomyelitis vaccination globally. 

P'rr.th. achieved 

As a result of persistent endemic poliovims transmission in thc four remaining poliomyclitis- 
endemic countries, namely, Afghanistan, India, Nigeria and Pakistan, and further international 
spread from these arcas and new secondary poliovirus reservoirs in Angola. Chad, Dclnocratic 
Republic of the Congo and Sudan, the timeline for cventual certification, containment and oral 
poliomyclitis vaccine cessation acti\,itics was delayed by at least I2 to 24 months. In response to the 
serious poliomyclitis epidemiological situation that pertained in mid-2008. and resolution WHAhl . I  
requesting the Director-General to develop a new strategy for poliomyelitis eradication, WHO and 
the Global Polio Eradication Initiative partners suspended the multi-year, medium-term strategic 
plan and replaced it with the one-year, three-part Global Polio Eradication Initiative Programme of 
Work 2009 designed to rapidly pilot and assess new approaches for providing oral poliomyclitis 
vaccine to more children in each of the four remaining endemic disease areas, devclop and cvaluatc 
new vaccine formulations and delivery routes, and indcpcndcntly assess the major barricrs to 
completing the interruption of wild poliovims transmission globally. In addition, vigorous outbreak 
control measures were implemented across the 19 re-infected countrics. Consequently, at a special 
consultation of the Advisoly Committee on Polio Eradication, convened by WHO in Novcmbcr 
2009. and attended by implc~ncnting Member States and partners, it was acknowlcdgcd that major 
breakthroughs in thc tools and operational approachcs for completing poliomyelitis eradication 
\varranted the formulation and implementation of a new Global Polio Eradication Initiative Strategic 
Plan 201&2012 in order to interrupt remaining wild poliovims transmission globally. 

Despite these positive developments and even though the target number of Member States was met 
for both indicators, the overall expected result was assesscd as partly achieved because by late 2009 
the results had not been fully attained in the two regions with thc highest incidence of poliomyclitis 
CBSCS. 
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Effective coordination and support provided to Member States in order to provide access for 
all populations to interventions for the prevention, control, elimination and eradication of 
neglected tropical diseases, including zoonotic diseases. 

Fz,Ilu ~ r ~ . / i i e w d  

The Global Plan to Combat Neglected Tropical Diseascs 2008-2015 was endorsed by all technical 
agencics and affectcd countries and it has servcd to attract intcrnational recognition of the public 
health implications of these diseases. WHO prepared a rcport evaluating countries' experiences of 
inregratcd preventivc chemotherapy, including approaches for scaling up interventions. A 
framework for mobilizing resources for controlling neglected tropical discases was designed and 
implemcntcd, and support was provided to disease-endemic countries in order to build up the global 
reference database on the subject. Actions targctcd at specific diseases included: strcngthcning 
surveillance in dracunculiasis-free areas and supporting certification: consolidating leprosy 
elimination and preparing subnational and district level elimination plans: cvaluaring cxisting tools 
and strategies for lcishmaniasis surveillancc and control for closer harmonization of policies: 
dcvcloping new diagnostic tools for human African trypanoso~niasis through collaboration with the 
Foundation for Innovative New Diagnostics (FIND); devising a WHO global information and 
surveillancc system for Chagas discasc and the launch of thc five-year WHO global ncnvork for 
Chagas disease: assessing Bumli ulcer national programmcs in five Wcst African countries: drawing 
up a global strategic action plan for integrated vector management in collaboration with key 
partners; and supporting the preparation of national plans for the sound management of pesticides in 
10 priority countries in different rcgions. A donation of praziquantel enabled WHO to support the 
use of preventivc chemotherapy in thc treatment of schistosomiasis in highly discasc-cndemic 
countries in Africa. In the Region of the Americas, WHO control initiatives helped to reduce the 
numbcr of cases of rabies in humans and dogs and created conditions for eliminating human rabics 
transmitted by dogs within a short time framc. 

Policy and technical support provided to Member States in order to enhance their capacity to 
carry out surveillance and monitoring of all communicable diseases of public health 
importance. 

Fzrllv rrcliieved 

A global scntinel sun'cillance nctwork for rota\,ims and invasive bacterial discases to monitor the 
impact of Haemophilrrr inflzremor typc b (Hib), pneumococcal and mcningococcal vaccines was 
launched in 2009 and will provide national dccision-makers with crucial information. With its 
partners. WHO relcascd new Haemophilrrs inflrrenzae type b (Hib) and pneumocoocal diseasc 
burden estimates for children under the age of five. The global measlcs and rubclla laboratory 
nehvork was expanded to include 678 laboratories serving 164 Member Statcs. In countries 
cxperiencing emergcncy, communicable discases suwcillance and responsc was strengthened, 
through adapted technical guidance and risk asscssment, ficld support, contingcncy planning. 
training, and thc provision of supplics and financial assistance. Support was provided to countries 
for specific initiativcs: in the African Region for measles casc-based survcillance with laboratory 
confirmation; in thc Rcgion of the Americas for disease sun,cillance protocols and tools: in thc 
Eastern Mediterranean Region for training in survcillance and outbreak responsc; in the European 
Region for a rcgional surveillancc platform for influenza; in the South-East Asia Region for hospital 
preparedness in infection control and for laboratory infrastn~cturc strengthcning: and in the Western 
Pacific Region for surveillance and monitoring of communicable diseases of public health 
importance. 
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New knowledge, intervention tools and strategies that meet priority needs for the prevention 
and control of communicable diseases developed and validated, with scientists from developing 
countries increasingly taking the lead in this research. 

b'~r/h. uchieved 

Six new or improved tools and implcmentation stratcgies with WHO input were introduccd in at 
least onc developing country. The inclusion in thc WHO Bulk Procurement Scheme of thrcc ncw 
dengue diagnostic tests, obtained at negotiated prices, allowed many countries to detect and monitor 
dcnguc outbreaks more cffectively. Information gleaned through a multi-country study cnabled 
countries to make decisions on the optimum praziquantel dosage for schistosomiasis treatment. 
Research supported by WHO demonstrated the feasibility of onchocerciasis elimination in sotnc 
disease-endemic areas of Africa and will inform the development of elimination strategies. A 
meningitis A conjugate vaccine, developed jointly by WHO and the Program for Appropriate 
Technology in Health (PATH) was registered in 2009. paving the way for its introduction in the 
African Meningitis Belt in 2010. .4 total of I I vaccine manufacturers from developing countries 
were given seed grants and technical assistance to produce influenza vaccines. A target product 
profile for new pncumococcal vaccincs for developing countries was also adopted. In the African 
Region, national regulatory authorities in 19 countries endorsed common guidelines for the 
sub~nission and review of vaccinc clinical trials applications: in the Region of the Americas. a ncw 
tool, with a focus on "ecohealth", to combat Chagas disease was validated; in the Eastcm 
Mcditcrranean Region, an evaluation of four strategies, tools andlor public health policies produced 
cvidence to support policy changes; and in the Western Pacific Region, progress was madc in thc 
preparation of a regional research action plan. 

1 fi,lh, achieved 

1.6 

WHO devclopcd materials addressing particular aspects of the International Health Regulations 
(2005). such as raising awareness. approaches to implctnmtation. for example through regional 
stratcgies, laboratory system quality, dissemination of technical information and guidelines. 
including on management of pandemic (HINI)  2009, through the IHR E-Library on the WHO web 
sitc, and adapting national legislation to facilitate implcmentation of the International Hcalth 
Regulations (2005) by countries. In addition, the rcgional officcs conducted intercountry workshops 
on implementation of the Regulations, and provided support for national assessments and action 
plans and regional surveillance initiatives, for cxample in the Caribbean, Indian Ocean and Mckong 
Basin. Collaboration has been strengthened with WHO Collaborating Centres, including United 
States Centers for Disease Control and the Pasteur Institutes, as well as with, inter alia. FAO. the 
International Maritime Organization, OIE, thc World Tourism Organization and the European 
Centre for Discasc Prevention and Control. 

Support provided to Member States in order to achieve the minimum core capacities required 
by the International Health Regulations (2005) for the establishment and strengthening of 
alert and response systems for use in epidemics and other public health emergencies of 
international concern. 

FfrNy rrchieved 

In response to pandemic (HINI) 2009, WHO supported Member States in drawing up national 
preparedness plans and integrating rapid response teams in them, including at subnational lcvel. In 

1.7 Member States and the international community equipped to detect, assess, respond to and 
cope with major epidemic and pandemic-prone diseases (e.g. influenza, meningitis. yellow 
fever, haemorrhagic fevers, plague and smallpox) through the development and 
implementation of tools, methodologies, practices, nehvorks and partnerships for prevention, 
detection, preparedness and intervention. 
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all regions, laboratory capacity was expanded and tcchn~cal networks, including the Global 
Influenza Surveillancc Network. reinforced. WHO also suonorted influenza research zloballv and in . . - 
specific affected countries, for cxamplc, on influenza H5N1 in Indonesia and pandcmic influenza 
A ( H I N I )  2009 virus in Thailand. WHO worked with UNICEF to highlight the cn~cial  role of 
effective communications during emergencies, and with F A 0  and OIE to rcinforcc intcrscctoral 
collaboration for communicable disease control at the humanianimal interface. During 2009, 
progress was made with initiatives to control and manage other serious communicable disease 
threats, including the Yellow Fever Initiative, the Meningitis Environment and Risk Information 
Technologies (MERIT) initiative, the Meningitis African Carriage Studies Project and the WHO 
Smallpox Vaccine Stockpile. Donations from the phnnnaceutical industry enabled WHO to provide 
antiviral medicines to 72 developing countries within three weeks of the identification of the 
pandcmic influenza A ( H I N I )  2009 virus, and to replenish or enlarge the stocks. Donations from 
vaccinc rnanufacturcrs and governments allowcd WHO to begin implementing a largc-scale 
pandemic vaccinc deployment initiative to provide access to vaccines for low- and middle-income 
countries. 

Regional a n d  global capacity coordinated a n d  made  rapidly available to Member States for  
detection, verification, risk assessment a n d  response to epidemics and other  public health 
emergencies of international concern. 

Ffil lv  ochierrd 

In response to pandemic ( H I N I )  2009, WHO introduced the global cvent management system in all 
regional and some country offices. mainly in the African Region. the Region of thc Americas and 
the European Rcgion. In 2008-2009. WHO responded to all requests from Member States for 
support in controlling disease outbreaks, including cholera, Crimean-Congo haemorrhagic fever, 
dengue, cbola, hepatitis A, lcptospirosis and norovirus, and supportcd the Global Outbrcak Alert and 
Response Network. Communication channels and protocols were reinforced in accordance with the 
lntcrnational Health Regulations (2005). and the capacity of national focal persons and WHO as a 
whole enhanced. 

SUhlhlARY OF FINANCIAL IMPLEMENTATION (US$ thousand) 

2008-2009 

I Includes US$ 40 million. ofwhich about 75% is for cradicalion of poliomyelitis, which Ihils not yet been distributed 
to malor offices. 

. . 
budset 1 316203 / 32 387 

African 
Region 

134 742 

Regian of 
the 

Americas 

Funds 
a\,ailablcl 

29925 

South- 
East 
Asia 

Region 

543 339 

101 095 

European 
Region 

25 442 

53 525 

Eastern 
Mediterranean 

Region 

175 335 

226 166 

Western 
Pacific 
Region 

894 043 

32 449 

WHO 
headquarters 

208 601 

Total 

76 194 379 944 1481  538 



The total approved budget for thc strategic objective was US$ 894 million, of which US$626 million wab for 
Base programmes, USS 237 million for Partnerships and collaborativc arrangements and US$ 31 million for 
Outbrcak and crisis rcsponsc. 

Of the approved budget, US$ 1482 million (166%) wcrc made available through assessed and voluntary 
contributions. About USS 620 million was for Base programmes and US$ 780 million for Partnerships and 
collaborative arrangements. Approximatcly 74% of the funds available for Partncrships and collaborative 

Of the available funds, US$ 1236 million (83%) wcrc implemented during the biennium. About US$ 473 million 
were for Basc programmes, US$ 624 nlillion for Partncrships and collaborative arrangements and 
US$ 138 million for Outbrcak and crisis response. The budget for outbreak and crisis response was estimatcd at 
the beginning of the biennium and incrcascd as needs arose. The funding and expcnditurc for this segment 
includcs significant in-kind contributions of medicincs against infection with pandemic influcnza A (HINI)  
2009 virus. 

LESSONS LEARNT AND KEY CHALLENGES 

Although overall progress was madc in increasing routine immunization coverage, global figures conceal 
persisting gaps and even setbacks in many countries, particularly in the African and South-East Asia regions. 
Wcak delivery systems are a major impcdiment to sustaining and accclcrating the progress made, for cxample, in 
mcasles control and elimination. Planning and service delivery needed strcngthcning at operational level in linc 
with the rencwcd interest in primary health care. National commitment and ownership werc kcy elements in 
achieving immunization goals. Joint planning and coordination bctween headquarters and regional and country 
officcs, including integration with other WHO programmes, greatly facilitatcd the implementation of activities. 

The Global Polio Eradication Initiative Strategic Plan 2010-2012 builds on the lessons learnt during 20 years of 
poliomyelitis eradication. Of these, four arc essential for complcting cradication: an awareness that wild 
poliovirus transmission can persist in smaller geographical areas and population subgroups than previously 
thought, requiring the development and implementation of ncw area- and issue-specific plans; the apparent 
predictability of the national and international spread of wild polioviruscs, following known migration routes and 
exploiting weakncsscs in health systems, facilitating prcvention activities; the cvolving epidemiology of 
poliomyelitis, supported by mathcmetical modelling, demonstratcs that the population immunity thresholds 
needed to intermpt wild poliovirus transmission diffcr between the remaining infcctcd areas -they are highcr in 
Asia than Africa - facilitating thc adaptation of strategies in accordance with local circumstances; and that 
although monovalent oral poliovirus vaccines have provided thc Global Polio Eradication Initiative with more 
powerful tools for rapidly building population immunity, optimizing their balance has proved more difficult than 
anticipated, which has led to alternating outbreaks of type 1 and 3 poliovirus in certain settings and prompted the 
fast-track development of a new "bivalent" oral poliovirus vaccine. These four clcmcnts have directly influenced 
the way in which the Strategic Plan 2010-2012 has been tailored to meet geographical rcquirements and to 
employ common operational mcthods, thereby providing a multi-pronged approach to addressing longstanding 
barriers to complcting eradication. Key challcnges will be to cnsurc funding for thc Strategic Plan, thc 



- . . . . . . . .... .. 
PKOGKr\MME B1,'M;ET 200X 2000 PLKFOKMASCE ASSFSSMENT REPORT -- L 1 

availability of suitable tools and reaching childrcn in arcas affected by conflict andlor insufficient programmc 
managemcnt capacity. 

A marked incrcasc in financial resources and production of new tools for treating infectious diseases in 
developing countries over past decades has not been matched by a corresponding increase in funding for WHO, 
thus constraining its ability to meet the demand for support for research and development. A high funding 
implementation level created additional challenges: for examplc, funds and written pledges or agreements, upon 
which funds may be drawn, for the Special Programme for Training and Research in Tropical Diseases 
sometimes arrive later than anticipated. A stronger link betwccn rcccipt of funds and contract disbursements and 
other expenditure is required in order to improve financial and cash flow management. The negotiation of multi- 
year fi~nding agreements contributes to alleviating the problem. A new collaborative framework will improve 
coordination bctwccn thc Spccial Programmc and regional offices. 

There has been a growing recognition, due in part to the progress made in treating Chagas disease, lymphatic 
filariasis, schistosomiasis and trachoma, that intcrvcntions to control ncglcctcd tropical diseases can improve the 
livcs of millions of people and at a lower cost than those required to treat many other infectious diseases. Such 
intcrvcntions, which depend on donor support and donations from industry, must be underpinned by efficient 
administrative procedures. 

Capacity for managing acute public health emergencies requires reinforcing through investment in systems and 
human rcsourccs, as well as the establishment of joint operations centres. Recent experiences have highlighted 
the difficulty of integrating all thrcc WHO levels in cpidcmic alcrt and response activities and public hcalth 
emergency management. Full implcmcntation of the International Health Regulations (2005) will rcquire a 
clearer Organization-wide strategy for building an integrated alert and response capability encompassing 
international collaboration, rapid, timely and transparcnt sharing of critical information, preparedness plans and 
exercises, and appropriate risk communication. The lessons Icarnt from pandemic (HINI) 2009 and the 
consequent revision of pandemic preparedness plans and processes will further strengthen WHO'S knowledge 
base and response capacity. In the Region of the Americas, 70% of events covered by the Regulations iuvolvcd 
zoonoscs, discascs affecting humans and animals and food safety issues, emphasizing the importance of 
intersectoral coordination at the humanlanimal interface. 
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STRATEGIC OBJECTIVE 2 

I To combat HIVIAIDS, tuberculosis and malaria I 
Member States facing a high burdcn of HIV, tuberculosis andlor malaria have made progress in tackling the 
discascs by focusing on medium-term plans linked to the targets of thc Millennium Development Goals, and 
responding to the specific needs of at-risk and highly vulnerable populations, including women, children, the 
vcly poor and marginalized groups. Innovation, increased financing and technical assistance, and closcr 
collaboration among global partners have contributcd to the result. Efforts were stepped up to measure, and 
rcspond to cmcrging drug-resistance. However, major challenges remain to expanding universal access to care, 
including weak health systems, uneven political commitment and resources constraints. 

By late 2008, antirctroviral thcrapy had been made available to more than four million people across Mcmbcr 
States. Emphasis was placed on strengthening health systems to effectively deliver HIV proxrammes by - - . . 
addressing, inter alia, human resources capacity, information systems for managing procurement and supply of 
HIV-related medicines and diagnostics, laboratory diagnostic capacity for HIV and tubcrculosis, and treatment 
monitoring and prevention of mother-to-child transmission of HIV. Coverage of the latter in low- and middle- 
income countries increased from 35% in 2007 to 45% in 2008; HIV prevention methods for most at-risk 
populations, intcr alia, through cxpansion of male circumcision programmes, were promoted in 13 high-burdcn 
countries in sub-Saharan Africa. 

All rcgions saw a slow dcclinc in tubcrculosis incidcncc such that the rclcvant target in Millennium 
Development Goal 6 has effectively been met and the world is on track to sustain the dcclinc. DOTS services 
and application of the Stop TB Strategy were expanded worldwide. Between 1995 and late 2008, 36 million 
pcoplc wcrc cured through DOTS treatment and over 6 million lives have been saved. By late 2008. 22% of 
tuberculosis patients had been tested for HIV, and the 32% who tcstcd positivc rcccived antiretroviral therapy. 
However, only an estimated 3Yu of multidmg-resistant tuberculosis cases annually are known to bc rccciving 
quality care. Extcnsivcly drug-resistant tubcrculosis was reported in 58 countries. A major shift in policies on 
universal health-care coverage is, therefore, urgently needed in order to incrcasc access to modem diagnostics 
and proper treatment. and to improve drug quality regulation and promote rational usc within strengthened health 
systems. 

International commitment to funding malaria control increased. Member Statcs also scalcd up their response by 
distributing long-lasting insecticide-treated bednets, and, to some extent, rapid diagnostics tests and artemisinin 
based combination thcrapy. Implcmcntation and its impact have been greatest in less populated countries with 
high per capita investment in malaria elimination. Strong political support for climination from countries with 
ow endemicity was emerging, triggered by cvidcncc showing the link between malaria and slower development. 
Innovation and improved technologies have been the subject of greater attention and strategic interest, triggcrcd 
by invcstmcnts by thc Bill & Melinda Gates Foundation, and positive expericnccs with public private 
partnerships, such as the Medicines for Malaria Vcnture, FIND and the Innovative Vector Control Consortium. 

ASSESSMENT OF ORGANIZATIOX-WIDE EXPECTED RESULTS 

Of the six Organization-wide ex~ccted results for this strategic objective, three werc "fully achieved and 
three "partly achieved". 

I I I I 
Fully achieved (3) Partly achieved (3) 
I I I I I 



I Po,?/v achieved 

2.1 

WHO produccd guidelines and tools to support countries to scale up priority HIV.'AIDS 
intrrvcntions, including antiretroviral therapy for adults, adolcsccnts and infants. The guidclincs 
wcrc adapted to accommodatc all regions. Support was provided to countrics to prioritize their 
interventions on the basis of evidence and scale up thcir HIV responses accordingly, for example, 
between 2007 and 2008, in the African Region, there was an increase of 51'Yo in the numbcr of 
health facilities providing antirctroviral therapy and treatmcnt coverage rosc from 33% to 44"6. 

The lntcmational Standards for Tuberculosis Care and the WHO infection control policy were 
updated, and the Stop TB Strategy was cnhanced, particularly tiic components dcaling with casc 
detection, vulnerable populations, social determinants, involvcmcnt of all care providers and 
communities, and universal acccss to care regardless of the type of n~berculosis. The regional offices 
adapted tuberculosisiHlV guidclines to suit specific regional conditions. WHO jointly organized a 
meeting of ministers from countries with high burdens of multidrug-resistant and extensively drug- 
resistant tuberculosis, hcld in Beijing on 1-3 April 2009. 

New or updated policy recommendations and guidclines contributcd to the adoption of trcatment 
policies in all disease-cndemic countries, and a significant increase in coverage with insccticidc- 
trcatcd bednets. rcsulring in a 50% decreasc in malaria cases in more than one third of theln. Global 
policy guidance and technical guidelines for malaria elimination lcd to the formulation of rcgional 
and intercountry policics and guidclines on malaria elimination in Southcrn African Dcvclop~nent 
Community coontrics, and in the Eastem Mcditcrranean, European and Western Pacific Regions. 
Thc Regional Committees for Africa and thc Western Pacific endurscd plans for accelerated ~nalaria 
control and climination. Consultations were taking place with partners to develop a rcgional 
strategic plan for malaria in the Americas 201 1-2015. The Regional Offices for South-East Asia and 
the Wcstcrn Pacitic, supported by lhcadquartcrs, made progrcss in preparing a stratcgy to detect and 
contain artemisinin resistance. 

Guidelines, policy, strategy a n d  other  tools developed for  prevention of, a n d  treatment and 
care  for  patients with, HIVIAIDS, tuberculosis a n d  malaria. including innovative approaches 
for  increasing coverage of the interventions among poor people, a n d  hard-to-reach and 
vulherable populations. 

2.2 Policy a n d  technical support  provided to  countries towards expanded gender-sensitive delivery 
of prevention, t reatment  and care  interventions for  HIVIAIDS, tuberculosis a n d  malaria, 
including integrated training a n d  service delivery; wider service-provider nehuorks: a n d  
strengthened laboratory capacities a n d  better linkages with other  health services, such a s  those 
for  sexual a n d  reproductive health, maternal,  newborn a n d  child health, sexually transmitted 
infections, nutrition, drug-dependence t reatment  services, respiratory care, neglected diseases 
a n d  environmental health. 

Prrrrlv achier.rd 

Knowledge hubs for HIVIAIDS surveillancc, prevention, care and trcatlnent in the African, Eastern 
Mcditcrranean and European regions were supportcd to incrcasc their capacity to provide training 
and technical assistance; to scale up the prevention of mothcr-to-child transmission in I I countries: 
and to secure increased commitmcnt to nutrition and HIV!AIDS intcnrenrions. including through a 
regional consultation for 21 African countries. A total of eight countrics. including Cambodia. 
China, and Fiji, received guidance and technical support for, inter alia, quality laboratory testing for 
HIV and sexually transmitted discases, and the prevention and trcatment of sexually transmitted 
diseases. The Regional Office for the Americas launched an climination initiative to prevent mother- 
to-child transmission of HIV and congenital syphilis. A regional consultation on H[V testing and 
counselling policics was hcld in the Eastern Mediterranean Region. Partnerships have been 
established at all levels and meetings held in five regions to implclncnt the Global Strategy tor thc 
Prevention and Control of Sexually Transmitted Infcctions. 



Through thc TB Technical Assistance Mechanism, headquarters and regional offices coordinated 
technical support for a wide range of partners. Efforts wcrc focused on revising and updating 
national strategic plans in high-burdcn countries; expanding laboratory nchvork capacity, including 
external quality assurance mechanisms; access to drng-susceptibility testing; enhanccd tools: and 
multidrng-resistant tuberculosis and tuberculosislHlV interventions. WHO as a wholc proxjidcd 
robust support to Member States in accessing new resources. particularly through thc Global Fund to 
tight AIDS. Tuberculosis and Malaria. for expanded tuberculosis care and control, and rcsourccs for 
tuberculosis control almost doubled. 

The strong support providud by regional malaria units for country programmes that addrcss thc 
growing demand for tcchnical support has resulted in increased coverage of most-in-nccd 
populations, in line with WHO guidelines and recommendations. Rcgional offices, supportcd by 
hcadquarters, pioneered ways of gcaring up support for rcsponscs to drug resistance and laboratory 
strcngthcning, especially through enhanced laboratory quality assurance. The new rcgional action 
plan in the Western Pacific Region is lcading the field in malaria elimination. The 
UNICEFlUNDPIWorld BankIWHO Special Programme for Research and Training in Tropical 
Diseascs and the Regional Officc for Africa are building countries' capacity to dcfinc priority 
rescarch topics. develop appropriate research proposals and conduct research to rcbolxc 
implementation challcngcs. Coordination of the Regional Strategic Plan for Malaria in the Amcricas 
(2006-2010) with the Gendcr. Ethnicity and Health Unit activities led to the integration o f a  gender, 
cthnicity and health perspective in malaria work in the Rcgion. Gender and ethnicity arc among the 
cross-cutting issues being promoted in the Regional Strategic Plan for Malaria in thc Amcricas 
201 1-2015. 

Collaboration between HIV, malaria and tuberculosis was intcnsified, especially through technical 
cooperation with Mcmber States to lcvcrage new resources for thcsc diseases. 

Global guidance and technical support provided on policies and programmes in order  to 
promote equitable access to essential medicines, diagnostic tools and health technologies of 
assured quality for the prevention and treatment of HI\'IAIDS, tuberculosis and malaria. and 
their rational use by prescribers and consumers, and. in order  to ensure uninterrupted 
supplies of diagnostics. safe blood and blood products, injections and other  essential hcdlth 
technologies and commodities. 

b'!,lh. uchieved 

In the African Region, 30 countrics received support to strengthen their procurement and supply 
management systems, and access to affordablc HIVIAIDS mcdicincs has increased as a result. In thc 
Rcgion of the Americas. 19countries were supported to procurc medicines through PAllO's 
Strategic Fund. WHO Collaborating Centres in the Wcstcrn Pacific Region provided laboratory 
support to msure quality HIV rapid test stratcgics. WHO prornotcd equitable acccss to csscntial 
medicincs throuzh demand forccasts, price reports and newsletters. indicators, updates and a revised 
handbook on procurement and supply management. Training workshops on quality azbured 
screening of donated blood for transfusion-transmissible infections were conductcd in I I countries 
in the African Region and 13 in the South-East Asia and Wcstcrn Pacific regions. 

WHO, as a wholc, worked with thc Stop TB Partnership Global Drug Facility, the Grccn Light 
Committee Mechanism and Mc~nber States to attract support for expanded acccss to affordablc, 
quality-assured first and second-line medicines against tuberculosis, as well as to cnsurc thcir timcly 
dclivcry through more efficient supply cycles. To datc. 110 countries have been served by the 
Global Drug Facility and prqiects in 67 countries havc rcccived support from the Grccn Light 
Cornmittec Mechanism. Rcgional and country offices conducted workshops on rational 
pliannaceutical management for drug-resistant tuberculosis, in line with the revision of the WHO 
tuberculosis treatment guidclincs, expansion of drug resistance sun,eillancc, scaling up treatment for 
tuberculosis and multidmg-resistant tuberculosis, and encouraging providers to adhcrc to the 



b l E  BUC 
- 

SSESSME - 
International Standards of Tuberculosis Care and use ~ncdicines safely and effectively. 

Progress was made in monitoring the quality of antimalarial medicines and combating counterfeit 
products. Standards and proccdurcs were developed for quality assurance and control of 
commodities and services, as well as manuals on casc management and indoor residual spraying, 
and guidelines and training materials for strengthcning malaria microscopy and rapid diagnostic 
tests. Monitoring the quality of antimalarial drugs in the Greatcr Mckong Subregion. with support 
from partners and activities coordinated by the Regional Office for the Western Pacific highlighted 
thc importance of combating counterfeit and substandard antimalarial medicines. WHO providcd 
support to most malaria-cndemic countrics to procure quality antimalaria medicines and 
commodities. The Global Malaria Programme continued to promote thc phasing out of artemisinin 
monotherapies with the end goal being a total ban. 

Global. regional and national systems for surveillance. evaluation and monitoring 
strengthened and expanded to keep track of progress towards targets and allocation of 
resources for HIVIAIDS. tuberculosis and malaria control and to determine the impact of 
control efforts and  the evolution of drug  resistance. 

f i d l v  ochieved 

WHO continued to monitor and rcport on the global HIV cpidcmic and the health sector's 
response.'.' I t  also developed a monitoring and reporting tool with UNICEF and UNAIDS. In the 
African Region. HlV,AlDS surveillance protocols were reviewed in 18 countries and 13 national 
HIVIAIDS programmes were revised accordingly. In the Western Pacific Region, nine countrics 
have surveillance systcms incorporating WHO recommendations. In the South-East Asia Rcgion. 
10 countrics have national monitoring and evaluation plans and regularly rcport on health-sector 
progress in that area. HIV drug resistance monitoring was improved through the accrcditation of 
24 laboratories and the strcngthcning of laboratory capacity. 

Up-to-date data on thc global tubcrculosis epidemic and on progrcss in tubcrculosis control was 
published in annual reports.'.' Thc WHO global task force on tuberculosis impact rneasurcment 
issucd recommendations on measuring the discase burden up to 2015. A tuberculosis planning and 
budgcting tool has been promoted in all regions, and resource tracking has bccn further enhanced. 
More than 100 countrics with 94"a of global tubcrculosis cases reported financial data in 2009. 

As a result of  enhanced surveillance in countrics. the first report of artcmisinin resistance was 
released. Publication by WHO of the World  rnnlirviir wl>ov/s in 2008 and 2000 established a system 
of annual updates, including global financial flows for malaria control. 

' To,ro,rlr rr,zi!e,:r<rl occt~s: c<r/i,r,g r q ~  priorifi, /11tJ/.41DS inre,,orrio,ir in rhe hralrh .secc,r: p ~ ~ , q r < ~ r s  reporr 1008. 
Geneva. World llealth Organization. 2008. 

To~wznl~ I , !Z~VCI . .Y ( I~  LIL. ( .~ , (T .  . ~ c ( $ i y ~  I,,) />tiori!\ H I I ' N I D S  inlene,?riot!s in rhe I~eolrlr r<r.lor- /,rr,,gr.esr repor-r i 0 l J Y .  
Genc\a. LVorld Hcalth Organization. ?00'1. 

' Glohol r r~h~~r l~s los i i  oon1,-ol: s r , r v ~ ~ i l l ~ , r ~ ~ e ,  pl<mning, financiqg: Cf'llO ~r / ,or l  2008 Cirnev;j World Health 
Organization, 2008. 

' Giohal tr,hor.r,io.si.s conrrol: <~pi<l<,t,iir,log~.. .slrirte,gs, /inn,a.i,v,q: W H O  report 2 O O Y  Cicncv;~, World Hcalth 
Orgilni~ation. 2009. 



Political commitment sustained and mobilization of resources ensured through advocacy and 
nurturing of partnerships on HIVIAIDS, tuberculosis and malaria a t  country, regional and 
global levels; support provided to countries as  appropriate to develop o r  strengthen and 
implement mechanisms for resource mobilization and utilization and  increase the absorption 
capac ih  of available resources; and engagement of communities and  affected persons 
increased to maximize the reach and performance of HIVIAIDS, tuberculosis and  malaria 
control. 

Partit, achiei ,ed 

Strategic global partnerships were reinforced through improved advocacy and communication. for 
example, the publication of two reports on universal access to HIVIAIDS prevention. treatment and 
carC,I.2 and through increased funding for HIVIAIDS prcvcntion and control acti\,itics. The Regional 

Office for Africa prepared a guidance document on partnerships and mobilizing resources; in the 
Western Pacific Region, partnerships with key players involved in HIV treatment and prevention 
wcrc cnllanccd through their active participation in regional task forces. 

Mcmbcrship of the Stop TB Partnership grew to 1100 partncrs, and the number of national Stop TB 
partnerships doubled to reach 25. Thcrc is strong demand for a Stop TB civil socicty grant facility 
and a new grant mcchanism. TB REACH. hosted by the Partnership will support innovations for full 
case detection. espccially in low-income countries and among wlnerahlc groups. Support for 
advocacy and wider collaboration was stepped up and ministerial discussions wcrc held on adopting 
a coordinated approach to addressing the growing threat posed by multidrug-resistant tuberculosis. 

Global advocacy on thc harm caused by malaria and efforts to increase resources to control it wcrc 
supportcd and standards updated. Although financial commitments for malaria control cxcccdcd 
US$ 1400 million in 2009, global funding falls far short of  the US$ 5000-6000 million a ycar 
needed to fully utilizc thc existing tools. All regional offices celebrated World Malaria Day, which 
elicited a notable response, particularly in discasc-cndcmic populations. Thcy werc also working 
with Roll Back Malaria partncrs and the United Nations Sccrctary-General's Special Envoy for 
Malaria. 

In all regions. WHO endeavoured to support the dcvelopmcnt of Global Fund proposals, facilitate 
bilateral agreements and form partnerships. 

New knowledge, intervention tools and strategies developed and validated to meet priority 
needs for the prevention and control of HIVIAIDS, tuberculosis and malaria. with scientists 
from developing countries increasingly taking the lead in this research. 

WHO devclopcd and tested approachcs to informing young men about male circumcision and to 
providing psychosocial support for young people living with I11V. In the African Rcgion, protocols 
and tools for assessing the quality of care were finalized. In the Wcstcro Pacific Rcgion, research 
resulted in improved HIV testing strategies. In the Eastern Mediterranean Region, eight tcams 01' 
rcscarchers were supportcd to carry out operational and cpidcmiological research into HIV. In thc 
South-East Asia Repion. WHO worked with national AIDS proprammes to dcfinc an HIV'AIDS . . . 
research agenda. and in the Region of the Americas. studies comparing AIDS case definitions ac r e  
conducted. At an expcrt consultation organized jointly by WHO, in collaboration with UNAIDS. thc 

' Towards rinivc~r.s~rl 'tccr,*.s: .sciilir>g rrp prx,ii!v IIIV/A'/AIDS inrervenrions it, rhe health secror: ~ I . O J ~ P I S  ~ q o r i  2008. 
(iene\a. World Health Organization. 2008. 

To~wN.'I) z,ni~t.l-vt,l t~cc<,,~.~: scaling t rp  priuri!,. HIV/.4/DS inrenenriot?~ in ihr hr,olfh recror: pm,xr<,.~.$ r e p o ~ l  2009. 
Cicnc~a. World Health Organization. 2009. 



Global HIV Vaccinc Enterprise and the Africa Regional Nutrition Stratcgy. a document was 
produced that has helped national regulatory authorities to make decisions about reccnt largc-scale 
HIV vaccine trials, particularly those conducted in dcvcloping countries. 

WHO supported the Stop TB Partncrship's Research Movcmcnt and thc updating ofthc Global Plan 
to Stop TB 2006-2015. A disease reference group on tuberculosis was cstablishcd by the 
UNICtF/UNDP/World BankIWHO Spccial Programme for Research and Training in Tropical 
Diseascs in collaboration with the Stop TB Partnership to dcfine research priorities. Multi-country 
trial studies on shortcnins and simplifying tubcrculosis treatment also rcccived WHO support. A 
protocol on laboratory assays for usc in tuberculosis vaccinc clinical trials. jointly dcvcloped by 
WHO, is being implemented in Africa, Europe and thc Unitcd States. 

The results of thc first comprehensive cvaluation of market rapid tcst diagnostics wcrc guiding 
WHO'S procurcmcnt services and decision-making for malaria diagnostics. WHO conducted a 
scientific consultation in Scncgal in 2009 in ordcr to provide consensus-bascd recommendations on 
whole-organism malaria vaccine research for cndemic countries. A guidance docutncnt on clinical 
evaluation of P. vivrrr vaccincs in endemic populations was also published. A multi-country 
evaluation project to mcasurc the impact of community case management of malaria, pneumonia 
and diarrhoea on childhood mortality was launched in Cameroon, Democratic Rcpublic of the 
Congo and Malawi. WHO continued to accelerate thc production of vaccines against malaria. A 
landscape exercise on the current players in safety. rcal-lifc cffectiveness and access to antimalarial 
rnedicincs, including themcs. geographical distribution and gaps, was completed in 2009. 

I Includes USS I .2 million. which ha* not yct been distributed to major o f f i c r ~ .  
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The total approved budgct for the strategic objcctive was US$ 707 million, of which USS 635 million was for 
Base programmes and USS 72  nill lion for Partnerships and collaborativc arrangements. Of the approved hudgct. 
US$ 645 million (91%) were made available through assessed and voluntary contributions. A total of 
USS 525 million was for Base programmes and USS 119 million wcrc for Partnerships and collaborativc 
arrangements. The increase in available funds for Partnerships and collaborativc arrangements was mainly 
because the budgct approved by the Joint Coordini~ting Board of the LrNICEF/UNDP/World BankIWHO Spccial 
Programme for Research and Training in Tropical Discascs was higher than had hccn anticipated at the time 
WHO submitted the budgct. Subsequently. the Spccial Programme raised an additional USS 109 million to 
implement the budget approved by the Joint Coordinating Board. 

The highcr-than-expected lcvcl of funding received compared to the budget allocations for headquarters and the 
Eastern Mediterranean Rcgion was mainly bccausc some of the funds were for multi-year implcmcntation ratlicr 
than for 2008-2009 as shown. For example, US$ 12 million pledged by USAID and US$ 3.5 million from 
miscellaneous donors were reccivcd in late 2009 and can only be utilizcd in 2010-201 1. Other funds wcre also 
raised in 2008-2009 for multi-year projccts, but the amounts could not be broken down annually. The rcsources 
are raised for current biennium requirements and ;I part is retained to cover the beginning of the next hiennium. 
particularly staff costs and continuing activities. However, resource mobilization remains a challenge across the 
Organization, with the biggest gap bchvccn rcsources reccivcd and planned budget being in the African Region. 
A total of 64% of the resourccs ibr the strategic objcctive are strictly camiarked: 36% is medium tlcxible, despite 
being designated for particular regions. countries and major offices, hut it cannot be transferred between oflices. 
Raising sufficient funds to implement the budget of USS 243 million. amounting to 34% of the budget for the 
strategic objcctive. in the African Region posed the greatest challenge. 

Of the available funds, US$487million (70%,) wcre implemented during the biennium. A total of 
US$402 million was for Rase programmes and US$ 85 million wcrc for Partnerships and collaborative 
arrangements. Lower than cvpccted implcmcntation compared to funds reccived for Base programmes in 
headquartcrs and thc Western Pacific Region was primarily due to multi-year pledges recorded in 2008-3000 

LESSOVS LEARNT AND KEY CHALLENGES 

Strong, sustained political commitment, firm stakeholder partnerships and coordination of technical support 
across WHO havc been key succcss factors in acliicving the strategic objective. The engagement of a n idc  rangc 
of scicntific experts and other stakeholders in policy de\,elopment has contributed to building consensus and 
ownership of policies, strategies and tools. Ensuring synergies and co~nplementarity among thc increasingly 
diverse array of partners involved in fighting the three diseases was a continual challenge. WHO'S activc support 
for countries in their efforts to leverage funding from global mechanisms for combating HIVIAIDS, tuberculosis 
and malaria has resulted in increased resources and a corresponding surge in demand for technical assistance. 
Ilowcvcr, the increases in funding were not always matched by adequate human resources capacity in WHO, 
which rendcd to affect its corc work and shift the balance between carmarked projects and supporting Member 
Statcs to carry out priority work. Hence, support needed to be better aligned with corc function. The demand for 
technical assistance would require more careful prioritization and identification of areas for particular emphasis, 
such as. empowering country oftices and building their capacity. particularly in human resources. increasing 
invcstluent in countries' routine health information systems to track progress in i~nplcmcntation of interventions, 
monitoring drug and insecticide resistance and assessing the impact of interventions, guaranteeing standards of 
care and the quality of commodities. and collaborating with health services and systems to develop an integrated 
rcsponsc and a primary health care approach. In this context, the unprcdictability and earmarking of  funds 
represent the principal obstacles to targeting technical support to meet Member States' priorities. panici~larly 
where WIIO country offices are responsible for largc-scale procurement and significant implementation support. 



STRATEGIC OBJECTIVE 3 

' Resolution EMlRC56lR.7. 

' Resolution AFR!RC57iRT'I 

Resoluiion WPRRC59,RS. 

Resolution CD49.Rll 

Resolution RC551R9. 

To prevent and reduce disease, disability and premature death from chronic noncommunicable diseases, 
mental disorders, violence and injuries and visual impairment 

The commitment of Member States was demonstrated by the adoption of resolution WHA61.14 on prevention 
and control of noncommunicable diseases: impletnentation of the global strategy, and resolution WHA62.1 on 
prevention of avoidable blindness and visual impairment, as well as numerous regional committee resolutions, 
for example, on road traffic injury prcvcntion in the Eastern Mediterranean Region,' on a regional cancer control 
strategy in the African Region? and on a regional noncommunicable diseases prevention plan in the Western 
Pacific Region,' and of a regional Plan of Action on the Prevention of Avoidable Blindness and Visual 
llnpairment in thc Region of the Americas.' A regional framework for injury prevention in the Western Pacific 
Region was agreed and an assessment of the progress made in implementing a resolution on the prcvcntion of 
injuries in the European Region ~omple t ed .~  The First Global Ministerial Conference on Road Safety. held in 
Moscow on 19 and 20 Novemhcr 2009, resulted in the adoption of the Moscow Declaration, which identified 
good practices and emphasized the need to strengthen policies worldwide. WHO'S mental hcalth Gap Action 
Programme was launched to scale up hcalth services for people suffering from mental, neurological and 
substance use disorders. WHO made progress in implementing the key actions included under the six objectives 
of the action plan adopted through resolution WHA61.14. Although more Member States appointed national 
focal persons and improved their hcalth and social systems to better monitor and manage noncommunicable 
discascs and related health conditions, these arc still not accorded high priority in many countries. Therefore, thc 
tcchnical capacity and resources of  national focal persons and units need further strengthening. Gaps in hcalth 
information systems should also be addressed in ordcr to ensure correct prioritization and effective targeting of 
interventions in countries. 

ASSESSMENT O F  ORGANIZATION-WIDE EXPECTED RESULTS 

Of the six Organization-wide e x ~ e c t e d  results for this strategic objective, four were "fully achieved" and nvo 
"partly achieved". 

- 
. I I 1 

Fully achieved (4) 
. 

I I I 

I 
Partly achieved (2) 

I 
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Advocacy and support provided to increase political, financial and technical commitment in 
Member States in order to tackle chronic noncommunicable diseases, mental and behavioural 
disorders, violence, injuries and disabilities together with visual impairment, including 
blindness. 

Pavtlv nchierrd 

Strcngthening the capacity of focal points for injuries and violence prevention appointed in more 
than 100 Member Statcs was a priority and support was providcd through a global meeting hcld in 
2008, regional network mcctings and training workshops. The World report on chiM injur]. 
prevention1 was published and a nongovcrnmcntal organization road safety network created. 
Regional and thcmatic consultations were held to prcpare the draft PYorld report on disahi l ih and 
t-ehabilifafion. The mental health Gap Action Programme was launched to scale up health scrviccs 
for people sufferins from mental, neurological and substance use disorders, especially in low- and 
middle-incomc countries, and it has proved effective in raising the profile of mental health and 
attracting more funding. Scvcral kcy activities, including consultations and preparation of a 
monograph on links between noncommunicable diseases and injurics and development, were carricd 
out in accordance with clcment 1 of the Global Strategy and Action Plan on Public Health, 
Innovation and Intellectual Property in order to raise the priority accorded to noncommunicahlc 
diseases and injuries in development work. Integrating the prevention of noncommunicable discascs 
and injuries into thc development agenda was also the subject of two ministcrial meetings organized 
in collaboration with thc United Nations Department of Economic and Social Affairs and the High- 
Levcl Scgment of the United Nations Economic and Social Council, hcld in Geneva, 6-9 July 2009. 
The lntcrnational Conference on Diabetes and Associated Diseases, held in Port-Louis, Mauritius, 

1 12-14 November 2009, adopted the Mauritius Call for Action. Additional blindness prevention 
I activities at national level were implemented in collaboration with WHO-led international 

partnerships, including VISION 2020: Thc Right to Sight, and the Alliance for thc Global 
Elimination of Blinding Trachoma by the year 2020. 

Although the target number of focal points or units for injurics and violence prcvention, and for thc 
prevention and control of noncommunicable diseases were met, the expected result was assessed as 
"partly achieved" bccause they do not all havc dcdicated budgets and staff 

Guidance and support provided to Member States for the development and implementation of 
policies, strategies and regulations in respect of chronic noncommunicable diseases, mental 
and neurological disorders, violence, injuries and disabilities together with visual impairment, 
including blindness. 

F~llh. achieved 

Technical assistance provided by the Sccretariat to Mcmbcr States covered the preparation and 
implementation of. stratcgics and policies for violence and injury prevention and prcvcntion and 
control of noncommunicable discases; strategies and regulations to improvc the life of peoplc liuins 
with disabilities; and mental health policy and legislation bascd on human rights principles and bcst 
practice. With support from WHO, the tirst onc-ycar International Diploma on Mental Health Law 
and Human Rights was launchcd in 2008. China and India recei~~cd support to implement the 
Primary Ear and Hearing Care Training Resource, which was also introduced in Brazil, 
Burkina Faso, Indonesia, Ncpal and Thailand in order to facilitate the preparation of national plans. 

' Pcdcn M. et ul., rds. W<irld repoi? on child in;z,ryyrerenrio,i. Gencva, World Health Organization. 2008. 
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Improvements made in Member States' capacity to collect, analyse, disseminate and use data 
on the magnitude, causes and consequences of chronic noncommunicable diseases, mental and 
neurological disorders, violence, injuries and disabilities together with visual impairment, 
including blindness. 

Par t l~ ,  uchieved 

Technical guidancc on noncommunicable disease surveillance and its integration in national health 
information systcms also covered core indicators for monitoring risk factors and mortality and 
assessing national capacity in Member States. WHO provided technical assistance and support to 
countries to strengthen systems and capacity for injuries and violence surveillance, including 
through regional training workshops. The preparation of the Global stutz~r reporl on mud wr/>hl and 
the second update of the World report on disability and rehabilitation lcd to a significant increase in 
the quantity and quality of the road safety and disability data available. Particular attention was paid 
to enhancing countries' capacity in conducting surveys to gencrate more reliable cstimatcs on mental 
health morbidity: the data was then uscd for planning and programme implcmentation, and for 
scaling up risk factor su~cil lance,  including in the contcxt of intcgrated noncommunicable diseases 
strategics. A global network to combat noncommunicable diseases was launched and the first 
planning meeting held in October 2009. As a rcsult, there was a measurable incrcase in the 
engagement of stakeholders and in support for implementation of the action plan. A tool for 
assessing national capacity to tackle cancer is being validated. 

I Improved evidence compiled by WHO on the cost effectiveness of interventions to tackle 
chronic noncommunicable diseases, mental and neurological and substance-use disorders, 
violence, injuries and disabilities together with visual impairment, including blindness. 

FLINV urhieved 

An evaluation of the available evidencc relating to the effcctivencss of interventions for the priority 
conditions identified in the mental health Gap Action Programme resultcd in recommendations for 
interventions in non-specialized hcalth-care settings, particularly in low- and middlc-income 
countrics. A package of essential interventions for noncommunicable diseascs was assembled, and 
feasibility studies for their integration in primary care wcre conducted in selected countrics in the 
African, Eastern Mediterranean, European. South-East Asia and Western Pacific regions. In 
August 2008, researchers, international nongovernmental organizations, donor agcncies and WHO 
Collaborating Centres discussed research priorities, mechanisms for strengthening research capacity 
in low- and middle-income countrics and enhancing international collaboration for advancing a 
coordinatcd, cohcrent research agenda on the prevention and control of noncommunicable diseases. 
In collaboration with OECD, WHO published a working paper entitled, "lmproving lifestyles, 
tackling obesity: the health and economic impact of prcvention strategies", and jointly with the 
United States Centcrs for Disease Control and Prevention, a manual for estimating the economic 
costs of injuries due to intcrpersonal and sclf-directcd violence.' 

' Gloh~tlsralrrr report on roud.saj~<~~: limefor uclion. Geneva, World Health Organization. 2009 

' Butchan A. ct al. ~Munaolf",- ecIi,nu~ing the economic r.o.v/.~ of icjt,rie.~ dtge lo inferpersono1 and rrl/~direcrcd 
viol<~nce. Geneva, World Health Organization. 2008. 
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' Gr,i'/rlirrec fur rnrama ysolip is?pro~,emenr Geneva, World Heallh Organizarion, 2009. 

3.5 

3.6 

? C  ,rr,deline,s on !he provirion qtmrmta,l wheelchrzirs in 1es.s-resotarcedserrings. Gcneva, World Health Organiration 

2008. 

Guidance and support provided to Member States for the preparation and implementation of 
multisectoral, population-wide programmes to promote mental health, and to prevent mental 
and hehavioural disorders, violence and injuries, together with hearing and visual 
impairment, including blindness. 

FfrNv achieved 

Within the framework of the 2009-2013 strategic plan for capacity building for violence and injuly 
prevcntion, several new products were disseminated, including a compendium of evidence for 
effective violence prevention strategies: a plan for bum prevention and care; and road safety good 
practice manuals on seat-bclts and child restraints, speed management and drink-driving. WHO's 
TEACH-VIP modular training curriculum on injury prevention and control was widely requested 
and several regional train-the-trainer sessions were organized; an on-line version of TEACH-VIP 
was produced to expand uptake. WHO's global mentoring programme for injury and violence 
prevention, MENTOR-VIP, matched 25 less experienced injury prevention practitioners from low- 
and middle-income countries with skilled mentors. The mental health Gap Action Programme was 
disseminated to Member States in preparation for its implementation in 2010-201 1, and preparatory 
work was carried out in the African and Eastern Mediterranean regions. Of the 88 Member States 
that developed national blindncss prevention plans aligned with WHO strategies for the prevention 
of visual impairment, 13 were supported in implementing the WHO SAFE strategy for trachoma 
control, and 25 in implementing the WHO strategy on community-directed treatment with 
ivermcctin to eliminate onchoccrciasis. 

Guidance and support provided to Member States to improve the ability of their health and 
social systems to prevent and manage chronic noncommunicable diseases, mental and 
behavioural disorders, violence, injuries and disabilities together with visual impairment. 
including blindness. 

F~i l l v  achieved 

WHO updated the methods for conducting the third global survey on assessment of national capacity 
for noncommunicable diseases surveillance, the results of which will make a valuable contribution 
to the first global stams report to be prepared in 2010. A framework for country-level action to 
address noncommunicable diseases was drafted based on the outcome of two expert meetings. WHO 
published guidelines for trauma quality improvement,' to complement existing guidelines on pre- 
hospital care systems and essential trauma care. The first Global Forum on Trauma Carc, held in 
Rio de laneiro, Brazil, on 28 and 29 October 2009, provided an opportunity for identifying 
affordable and sustainable improvements in trauma care services that could be applied globally. 
WHO also published a document on the provision of manual wheelchairs in less-resourccd settings.' 
Peoplc with disabilities have begun to advocate for improved services based on the guidelines, and 
some donors have made funding conditional on their implementation. The WHO Assessment 
Instrument for Mental Health Systems (WHO-AIMS) was promoted in countries and a report on 
mental health in primary care published. Support continued to be provided to countries in all rcgions 
for adopting integrated primary-hcalth-care strategies for screening for cardiovascular risk and for 
the intcgrated management of noncommunicable diseases. A core set of effective and affordable 
interventions was identified for integrating major noncommunicable diseases into health systems in 
resource-constrained settings through a primary-health-care approach. Support was also providcd to 
37 Member States in all regions for the strengthening of eye-care systems, and to Brazil. China. 



India and Indonesia for hearing-care systems. Diagnostic criteria for myocardial infarction and 
diabetes were reviewed. Technical products, including training materials for health-system managers 
and health-care professionals, were delivered to support countries in implementing Articlc 14 of the 
WHO Framework Convention on Tobacco Control, and pilot studies were conducted in Brazil and 
Nepal to integrate tobacco-cessation services in tuberculosis control programmes. 

SUMMARY OF FINANCIAL IMPLEMENTATION (USS thousand) 

The total approved budget for the strategic objective was US$ 158 million, of which US$ 107 million (68%) 
wcrc made available through assessed and voluntary contributions. Whilc donors' interest has incrcased in the 
areas covered by the strategic objective, in particular road safety and tobacco control, some, including chronic 
disease prevention, mental health, violence prevention and disability and rehabilitation, remain seriously 
underfunded. There were also insufficient resources available to fund country-level activities, which has resulted 
in a shortage of dedicated staff in country offices to deal with chronic diseases prevention, noncommunicable 
diseases, mental disorders, violence and injuries, and visual impairment. Consequently, capacity at regional and 
country levels is inadequate to meet Member States' requests for technical support. 

Expenditure 
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Of the available funds, US$ 87 million (82%) were implemented during the biennium 

LESSONS LEARNT AND KEY CHALLENGES 
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High-lcvel attention and a clear political mandate, evidenced by World Health Assembly resolutions, ministerial 
declarations, regional committee resolutions and regional framcworks and networks, served to strengthen 
Member States' commitment to noncommunicable diseases, injury and violence prevention, disability and 
rehabilitation, and mental health. Greater awareness among health planners of the impact on public health of 
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ORMANCE ASSESSMENT - 
these conditions has increased demand for technical assistance, while improved coordination of work across thc 
Organization and clearly defined rolcs and responsibilities have contributed to the progress made. Integration of 
the work of the Tobacco Free Initiative in the Tuberculosis Programme has accelerated cessation of tobacco use. 

The allocation of human and financial resources remains inadequatc compared with the seriousness of thc 
situation and the potential for action by WHO, particularly at regional- and country-office level. The lack of 
priority accorded to noncommunicahlc conditions by development agencies and donors is a major constraint for 
countries that need support to address these conditions. It has proved difficult to stimulate intersectoral action 
and involve non-health sectors and this has hampered prevention efforts. Gaps in health information systems 
inhibit evidence-based public-health decision-taking and effective targeting of interventions, and attention 
should be focused on ensuring implcmcntation of evidence-based guidelines to improve health outcomes. 



I 

STRATEGIC OBJECTIVE 4 

To reduce morbidity and mortality and improve health during key stages of life, including pregnancy, 
childbirth, the neonatal period, childhood and adolescence, and improve sexual and reproductive health 
and promote active and healthy ageing for all individuals 

In order to achieve Millennium Development Goals 4 and 5, WHO worked more closely with UNFPA, UNICEF 
and thc World Bank to secure funding and improve coherence in the 25 countries with the highest burden of 
maternal mortality. The "countdown to 2015" initiative contributed to efforts to track progress being made in 
increasing the coverage of interventions to reduce mortality in children under five years of age. A total of I6 of 
the 68 countries that account for more than 97% of maternal, newborn and child deaths globally are on track to 
reach Millennium Development Goal 4. Although progress towards achieving Millennium Development Goal 5 
has been slower, since the beginning of the biennium the number of countnes in thc African Region where 
skilled attendants are present at more than 50% of births has increased from 21 to 28. The Integrated 
Management of Childhood Illness strategy has now been implemented in at least 75% of districts in 50 countnes, 
and in five countries in the Eastern Mediterranean Region the strategy also includes child development and well- 
being. In the European Region, 35 Member States shared experiences and agreed on additional actions to 
strengthen health systems in order to improve the health of young pcople. Member States in the Region of the 
Americas adopted a regional strategy and action plan for improving adolescent health, and, in the Western 
Pacific Region, an adolescent health framework was developed. All countries in the South-East Asia Region and 
five in the Eastern Mediterranean Region have implemented strategies to achieve universal access to sexual and 
rcproductivc health interventions. Advances were made in promoting healthier ageing globally through the 
adoption by 28 Member States of active healthy ageing programmes. 

ASSESSMENT O F  ORGANIZATION-WIDE EXPECTED RESULTS 

Of the eight Organization-wide expected results for this strategic objcctive, three were "fully achieved and 
five "partly achicved". 

Support provided to Member States to formulate a comprehensive policy, plan and strategy 
for scaling up towards universal access to effective interventions in collaboration with other 
programmes, paying attention to reducing gender inequality and health inequities, providing a 
continuum of care throughout the life course, integrating service delivery across different 
levels of the health system and strengthening coordination with civil society and the private 
sector. 

Purrlv achieved 

In all regions, technical support for policy formulation and strategy development was provided to 
Member States, including for the preparation of road maps to accelerate the reduction of maternal 
and newborn mortality in 42 countries in the African Region. In the European Region, additional 
tools for implementation of the European strategy for child and adolcscent health and development 
were prepared and employed by Member States. The target in Millennium Development Goal 5 on 
achieving universal access to reproductive health by 2015, and the principles enshrined in the WHO 
Global Reproductive Health Strategy, provided the impetus for revising or developing national 
reproductive health strategies. 

I I 
Fully achieved (3) 

I I 

I I I I 
Partly achieved (5) 

I I I I 



Support continued to be provided to a network of national research institutions, and new ccntres 
from all regions joined the network. Greater importance was given to building capacity in 
operational research and in conducting surveys that reflected countries' need for evidence to inform 
programme planning. New findings relating to, for example, the prevention and treatment of 
postpartum hacmorrhage and antiretroviral treatment to reducc mother-to-child transmission of HIV 
during delivery and breastfccding, were published and incorporated in clinical and programme 
guidelines. Implementation of the research outcomes guided programme design and support, such as 
new recommendations on treating diarrhoea in Mali, and new approaches for scaling up sexual and 
reproductive health scrvices. 

4.2 National research capacity strengthened as necessary and new evidence, products. 
technologies, interventions and delivery approaches of global and/or national relevance 
available to improve maternal, newborn, child and adolescent health, to promote active and 
healthy ageing, and to improve sexual and reproductive health. 

I Parrlv achieved 

4.3 

Support was providcd to more than 74 countries for policy formulation, strategy development, 
Drorrammc im~lemcntation and monitoring of Drogress. WHO collaborated with eight Membcr 

Guidelines, approaches and tools for improving maternal care applied a t  the country level, 
including technical support provided to Member States for intensified action to ensure skilled 
care for every pregnant woman and every newborn, through childbirth and the postpartum 
and postnatal periods, particularly for poor and disadvantaged populations, with progress 
monitored. 

. -  I S I ~ ; U I  in  the ~ k l c a n  Rcpion and the Region ot lhe  America.; to implement a program& supponcrl 
~wntl! hy tlic European ( ornmi\\ion and t h ~ .  African. C'nrihhcan and I'~cit7c C r ~ p  ofStatch 

Human resources projection tools for supporting countries to prepare plans for maternal and 
1 newborn hcalth-care scrvices were developed. Further support was provided for enhancing the skills 

of health-care providers in managing normal and emergency pregnancy, childbirth, the postpanurn 
period, newborn care, and in improving the quality of care. Country profiles illustrating 
achievements in maternal and newborn health services and intra-country disparities in 75 countries 
were published. Parliamentarians were mobilized to allocatc adequate budgets for improving 
maternal and newborn health and care. Cooperation between WHO and UNICEF, UNFPA and the 
World Bank in providing support to countries for improving maternal and newbom health and 
survival rates was further strengthened. 

The expected result was assessed as partly achieved even though the target number of countries 
supported was exceeded because resource constraints dismpted the continuity of the support 
provided. 

Guidelines, approaches and tools for improving neonatal survival and health applied a t  
country level, with technical support provided to Member States for intensified action towards 
universal coverage, effective interventions and monitoring of progress. 

Fullv rrchieved 

Guidelines on the management of newbom normal and emergency care were updated and a training 
course on essential newbom care was delivered in 15 countries in the African and South-East Asia 
regions. Regional situation analyses were conducted, and, with the support of WHO, a total of 70 
countries across all regions began extending coverage of interventions for newborn health and 
survival. Increasing the coverage of newborn care during the first week of life through home visits 
was also promoted, and training in conducting such visits was implemented in some regions and 
countries. 



4.5 

4.6 

4.7 

Guidelines, approaches and tools for improving child health and development applied a t  the 
country level, with technical support provided to Memher States for intensified action towards 
universal coverage of the population with effective interventions and for monitoring progress, 
taking into consideration international and human-rights norms and standards, notably those 
stipulated in the Convention on the Rights of the Child. 

Partlv ochieved 

Coverage of the Integrated Management of Childhood Illness strategy was extended in all regions. 
and the provision of related activities increased at community and hospital levels. New and updated 
clinical guidelines on thc treatment of diarrhoca and pneumonia were applied at community level. 
Guidelines on infant feeding in the context of HIV were updated. Tools for conducting short 
programme reviews and household surveys connected with maternal, newborn and child health (with 
the option of adolescent health) were tested and implemented. Some 25 universities and training 
institutions in the African Region and 40 in the Eastern Mediterranean Region reccived support to 
incorporate the strategy into training curriculums, and the Regional Off~ce for thc Western Pacific 
invested in computer-based adaptations and training. Across all regions, technical and financial 
support for community-based activities were increased in order to widen acccss to care. 

The expectcd result was assesscd as partly achieved even though the target number of Member 
States was met for both indicators because the quality of implementation of the strategies was 
unclear and because of inconsistencies in the assessments at district level. 

Technical support provided to Member States for the implementation of evidence-based 
policies and strategies on adolescent health and development. and for the scaling up of a 
package of prevention. treatment and care interventions in accordance with estahlished 
standards. 

Partlv achieved 

In all regions, more coherent support was provided to Member States, including in the promotion of 
a systematic approach to improving health service delivery to adolescents at country level. All 
regional offices now have a dedicated technical officer. Progress was made in reaching consensus on 
key adolcscent health indicators with United Nations partners, and a system for reviewing 
interventions for adolescent pregnancy prevention and care was initiated. The health sector's 
response to HIVIAIDS in young people was articulated in guidance material on young people living 
with HIV and AIDS and "most at-risk" adolescents. Tools, including an adolescent job aid and 
quality assessment guidebook were prepared. 

The expected result was assessed as partly achieved even though the target number of Memher 
States was met because the assessment criteria were not uniform across the regions. 

Guidelines, approaches and tools made available, with provision of technical support to 
Memher States for accelerated action towards implementing the strategy to accelerate 
progress towards the attainment of international development goals and targets related to 
reproductive health, with particular emphasis on ensuring equitable access to good quality 
sexual reproductive health services, particularly in areas of unmet need, and with respect for 
human rights as they relate to sexual and reproductive health. 

F L ~ N ~  achieved 

With support from regional officcs and headquarters, an interagency framework for monitoring 
progress towards universal acccss to reproductive health, with a focus on the indicators in 
Millennium Development Goal 5, was adapted in 16 countries. Various approaches were used in all 
rcgions to widely disseminate, adapt and use evidence-based guidelines, tools and best practice to 
improve the quality and broaden acccss to services in all priority areas of reproductive health. 
Collaboration was also strengthened with partners working in related areas, including the 
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SUMMARY O F  FINANCIAL IMPLEMENTATION (US$ thousand) 

4.8 

' Anna Ritsatakis, ed. Demysrifiiny the my1h.v ofogeinp Copenhagen. World Health Organization Regional Oftice for 
Europe. 2008. 

Lena Kanstr6m et al., cds. flrulrh? ogein~ pruflles: yr,idance/orprodtrcing loco1 heolrh profi1e.s ,i/,/older people. 
Copenhagen, World Health Organization Regional OFlice for Europe, 2008. 

International Planncd Parenthood Federation, UNFPA. UNICEF and USAID and its collaborating 
agencies. 

Guidelines, approaches, tools and technical assistance provided to Member States for 
increased advocacy for consideration of ageing as a public health issue, for the development 
and implementation of policies and programmes aiming a t  maintaining maximum functional 
capacity through the life course and for the training of health-care providers in approaches 
that ensure healthy ageing. 

Portlv achieved 

A total of 52 Member States from four regions reportcd having a functioning active healthy ageing 
programme consistent with resolution WHA58.16. Hcalthy ageing was a priority area for Phase V of 
the WHO European Healthy Cities Network and was the subject of two publications launched at thc 
International Healthy Cities Conference, held in Zagreb, 15-18 October 2008. ' .~  Glohol oge-f'riendl?, 
cities: o guide was made available electronically in numerous languages. A series of publications 
was issued on, intcr alia, elder abuse, oldcr persons in emergencies and age-friendly primary health 
care. 

Thc expected rcsult was assessed as partly achieved even though the target number of Member 
States was met because only four regions have so far addressed healthy ageing. 

' lncludcs $0.07 million, which has not yet been distributed to major offices 



The total approved budget for the strategic objective was US$ 360 million, of which US$ 319 million were for 
Base programmes and US$ 40.5 million for Partnerships and collaborative arrangements, primarily the 
UNDP~FPAIWHOMior ld  Bank Special Programme of Research, Development and Research Training in 
Human Reproduction, and the Pattnership for Maternal, Newborn and Child Health. 

Against the approved budget, US$ 226 million (63%) wcrc made available through assessed and voluntary 
contributions. Of the available funds, US$ 167 million (52% of the approved budget) were for Base programmes 
and US$ 58.6 million (145% of the approved budget) for Partnerships and collaborative arrangements. The lower 
than expected level of available funding for Base programmes, compared with the approved budget, was mainly 
due to the difficulty of raising financial resources for country-level support; consequently, funding for country- 
level activities was reduced. However, through partnerships within and outside the Organization, country ofticc 
staff were able to continue supporting Member States using in-country partner funds. The higher-than-expected 
level of available funds in headquarters, compared with the approved budget, was primarily because of increased 
funding for partnership activities. This has allowed advocacy for Millennium Development Goals 4 and 5 to be 
strengthened and research in scxual and rcproductive health to be stepped up. 

Of the available funds, US$ 191 million (85%) were spent during the biennium. Of the total expenditure, 
USS 147 million were for Base programmes and US$ 44 million for Partnerships and collaborative 
arrangements. The lowcr than expected implementation levcl for Partnerships and collaborative arrangements 
was mainly because much of the funding received was for multi-year implementation, which will continue into 
the biennium 2010-20 1 I. 

LESSONS LEARNT AND KEY CHALLENGES 

Global advocacy for maternal, newborn, child and adolescent hcalth served to focus attention on thc activities 
covered by the strategic objcctive, including as part of the effort to attain the Millennium Development Coals. 
and this, in turn, increased the demand for technical assistance from Member States. Close collaboration betwccn 
governments and partners at country level has improved outcomes. 

Rcgional strategies proved valuable in developing national strategies and action plans and guiding related 
activities. WHO'S normative work continues to influence the actions carried out by stakeholders to support 
Member States. 

To be effective, planning and implemcntation strategies for scaling up in order to achieve universal access to, 
and increase coverage of, maternal, newborn, child, adolescent, and scxual and rcproductive hcalth serviccs need 
to be country led. 

Thc promotion of an integrated approach to health services, and clear articulation with work being carricd out to 
develop and strengthen health systems, proved effective strategies. 

Many activities conducted at all levcls of the Organization were implemented on the basis of cost sharing with 
partner organizations. The unprcdictability and inflexibility of the available funding continues to have a direct 
effect on the quality and coverage of the support given to Mcmber Statcs. Strengthening human resourccs, 
especially at country level, is essential if effective support is to be given to the implemcntation of activities. 



STRATEGIC OBJECTIVE 5 

To reduce the health consequences of emergencies, disasters, crises and conflicts, and minimize their social 
and economic impact 

A total of 102 Member States have national emergency preparedness plans, at least 60% have preparedness, alert 
and response plans for chemical, radiological and environmental health emergencies, and 46 have programmes 
for improving safety in health facilities during emergencies. In total, 75% of Member States have focal persons 
for the International Food Safety Authorities Network (INFOSAN) and for environmental health emergencies. 
Among the 27 countries with protracted emergencies and humanitarian coordinators, 26 have health clusters led 
by WHO. Communicable disease control interventions, including the establishment of early warning and 
surveillance systems, were implemented during all acute natural disasters and conflict situations. A total of 12 
countries in transition formulated a recovery strategy for health. 

ASSESSMENT O F  ORGANIZATION-WIDE EXPECTED RESULTS 

Of the six Organization-wide ex~ec ted  results for this strategic objective, three were "fully achieved" and 
three "partly achieved. 

I Fullv achieved (3) I Partlv achieved (3) I 

( Partly achieved 

5.1 

With its partners, WHO scaled up support for risk and capacity assessments, contingency planning, 
public health emergency and mass casualty management, and hospital and pandemic preparedness. 
Greater emphasis was placed on advocacy for safe and better prepared health facilities, in line with 
the theme of World Health Day 2009: "Save lives. Make hospitals safe in emergencies". With thc 
United Nations International Strategy for Disaster Rcduction Secretariat, WHO launched the global 
thematic platform on disaster risk reduction for health. The capacity of headquarters, regional and 
country office staff and partners to respond swiftly to humanitarian crises was strengthened. A 
trainingilearning platform was established at the WHO Mediterranean Centre for Health Risk 
Reduction in Tunis, where the Vulnerability and Risk Assessment and Mapping unit has initiated 
projects in five WHO regions. 

Norms and standards developed, capacity built and technical support provided to Member 
States for the development and strengthening of national emergency preparedness plans and 
programmes. 

The expected result was assessed as partly achieved even though the targets were met for both 
indicators, because it was not fully achieved in two regions. 

Norms and standards developed and capacity built to enable Member States to provide timely 
response to disasters associated with natural hazards and conflict-related crises. 

I I Purrlv achieved I 
WHO'S work in this area, which included collaborating with humanitarian health partners in the 
Health Cluster, resulted in the formulation and implementation of the health components of scveral 
flash appeals, including for major emergencies in China (Sichuan), Democratic Republic of thc 



Congo (eastern Congo), Gcorgia, Haiti, Myanmar, the Philippines, Zimbabwe, and in addition, the 
Gaza Strip. To increase the pool of staff available for emergency deployment, WHO conducted two- 
week public health pre-deployment courses and continued to build a central logistics platform for its 
responses to humanitarian crises and public health emergcncies under the International Health 
Regulations (2005). Regional and country level training courses on public health operations and 
emergcncy rcsponse were held. Minimum emergency kits were stored in United Nations supply 
hubs in five regions. 

Norms and standards developed and capacity built to enable Member States to assess needs 
and for planning interventions during the transition and recovery phases of conflicts and 
disasters. 

Purrlv achieved 

WHO'S experience in cmergency and recovery situations informed the hcalth component of about 
30 county-specific consolidated appeal processes. The Health Clustcr mechanism covers most 
countries experiencing protracted emergcncies and has been activated in 26 of the 27 countries with 
humanitarian coordinators. The Health clu.srer guide was prepared to clarify the roles and 
responsibilities of humanitarian health actors in cmergency situations. With its partners, WHO 
devised methodologics and tools for the health componcnt ofjoint needs asscssmcnts, including thc 
intersectoral rapid assessment tool and the health rcsource availability mapping system (HeRAMS). 
A training course on analysing disrupted health systems has hccn instrumental in helping 
humanitarian professionals and country officials address the root causes of weak health systems. Thc 
provisions of the Granada Consensus on sexual and rcproductive health in chronic emergencies and 
rccovery situations, prepared at thc global consultation held in Septembcr 2009, were bcing used in 
rclated advocacy and technical work. 

Coordinated technical support provided to Member States for communicable disease control 
in natural disaster and conflict situations. 

Flillv achieved 

All levels of the Organization worked with national authorities, other Unitcd Nations agcncics and 
nongovernmental and international organizations to establish carly warning and surveillance 
systems, as wcll as to providc training for communicable discases control, and produce standards 
and guidelines, for instancc on disease risk assessment and public health prioritization, for crisis 
affectcd countries and tcrritories, including Afghanistan, Georgia, Indonesia (westcm Sumatra), 
Iraq, Myanmar, Nepal. Pakistan, the Philippincs, Somalia, Sri Lanka, Sudan, and Yemen and, in 
addition, the West Bank and the Gaza Strip. Communicable diseasc-based risk profiles were 
preparcd within the first 48 to 76 hours of the outbreak of crises in Afghanistan. Haiti, Pakistan. 
Philippines, Yemcn and, in addition, the West Bank and Gaza Strip. In Darfur, Sudan, WHO and its 
partners identified and dealt with 85% of outbreaks of acutc watery diarrhoea and cholera through a 
system linking 144 reporting sites. 

Support provided to Member States for strengthening national preparedness and for 
establishing alert and response mechanisms for food safety and environmental health 
emergcncies. 

Ft'trllv achieved 

Expert networks for environmental health, water and sanitation emergencies have been strengthened, 
including the ChemiNet and Poison Center Networks, the Radiation Emergency Medical 
Preparedness and Assistance Nctwork (REMPAN) and BioDoseNet. In accordance with thc 
International Health Regulations (2005), the WHO alert and response systcms for chemical and 
radiological incidents were reinforced and information about such incidents was routinely forwarded 
to regional oftices and countries for further investigation. Additional technical assistance rclated to - 
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' ,Monrrol for the public health mon~rge,nc~~~t  qfchemical incidents. Geneva, World Health Organizalion. 2009. 

Includes USS 0.3 million for the strategic objective that has not yct been distributed to major offices. 

public health management of environmental emergencies was delivered, including through thc 
publication of a WHO manual.' National focal points for both the Strategic Approach to 
International Chemicals Management and the International Health Regulations (2005) reccivcd up- 
to-datc briefing on chemical cmcrgcncies. WHO's International Food Safety Authorities Network 
(INFOSAN) was instrumental in dealing with international food safety events, such as mclamine in 
infant formula and dioxins in pork. 

Effective communications issued, partnerships formed and coordination developed with other 
organizations in the United Nations system, governments, local and international 
nongovernmental organizations, academic institutions and professional associations a t  the 
country, regional and global levels. 

Fi t l l v  achieved 

Thc value of WHO's leadership of the Health Cluster in crisis situations is now widely recognized. 
Understanding and exercising the responsibilities associated with cluster leadership are becoming 
institutionalized throughout the Organization through training sessions, workshops, and meetings 
and missions at country level. Health clusters led by WHO arc now established in the 26 countries 
with protracted emcrgcncics and humanitarian coordinators, and their presence is systematic in all 
major sudden-onset cmergcncies. WHO is actively involved in 40 interagency mechanisms, 
including the Inter-Agency Standing Committee. By late 2009, all acute criscs and 50% of 
protracted emergency situations had reccivcd media coverage, including of WHO's rolc. 
Partnerships have been strengthened, for cxample, with the Global Facility for Disaster Reduction 
and Recovery, and contingency planning and consultations in connection with keeping hcalth 
facilities safe have taken place. 



The total approvcd budget for the strategic objcctive was US$ 218 million, of which USS 134 million were for 
Base programmes and an initial estimated budget of US$ 84 million for Outbreak and crisis response, allowing 
for funding received against specific country-level appeals in response to crises. 

Of the approved budget, US$ 453 million (207%) were madc available through assessed and voluntary 
contributions. Of the available funds, US$ 369 million (82%) were implemented during the biennium. The 
implementation rate shows an absorption capacity well ahovc the approved budget ceiling, which is a marked 
incrcase over the 67% rate in thc previous biennium. 

An estimated 15% of total funds was for Base programmes. The remainder was received in response to specific 
country crisis appeals and was implemented in over 40 countries, including in the major sudden-onset 
cmergency in Myanmar in May 2008 and in the prolonged crisis in Pakistan caused by mass population 
movements. However, during the biennium, an adequate mechanism did not exist for clearly differcntiating 
between funding for Base programmes and that for Outbreak and crisis responsc. 

Although overall country-level outhrcak and crisis responsc funding was adequate, base programmcs were 
under-funded. Indeed, funding for country-level activities continues to increase, while that for essential hasc 
programmes is shrinking. Predictable, secure and flexible funding for base programmes is critical if the strategic 
objective is to be met as Organization-wide demands in the arca of work expand. 

LESSONS LEARNT AND KEY CHALLENGES 

Close cooperation between departments, clusters and other agencies has facilitated the implementation of 
relevant activities. The launch of thc common technical platform at thc Mediterranean Centre for Health Risk 
Reduction in Tunis has added value in terms of cost effcctiveness and the pooling of technical rcsources. 

Thc provision of support for communicable disease control in crises requires close cooperation across the 
Organization and with other agencies that can result in supplementary activities and the estahlishmcnt of 
coordination mechanisms at regional and subregional levels. 

Recent major emergencies, including the pandemic (H INI) 2009, have demonstrated the benefits, including for 
health systems, of country and community preparedness, and fuelled a growing recognition of the need to invest 
in this arca. 

The technical assistance provided to countries for developing their core capacities in line with the provisions of 
the International Health Regulations (2005) on chemical events should be steppcd up. 

Successful leadership of the Health Cluster at country level reflects the dedication and ability of hcads of WHO 
country offices to engage the entire humanitarian health community in a coherent way in support of Mcmber 
States. 

Prcdictahle funding and suitable human resources, particularly full-time staff and dedicated focal points, are a 
prerequisite for sustaining preparedness and response activities. 
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STRATEGIC OBJECTIVE 6 

To promote health and development, and prevent o r  reduce risk factors for health conditions associated 
with use of tobacco, alcohol, drugs and other psychoactive substances, unhealthy diets, physical inactivity 
and unsafe sex 

The Scvcnth Global Conference on Health Promotion, held in Nairobi, 26-30 Octobcr 2009, reviewed the 
progress madc in five areas of health promotion: health bchaviour and health literacy, community empowerment, 
hcalth-promoting hcalth systems, partnership and intersectoral action, and building capacity for health 
promotion. By late 2009, usc of the urban Health Equity Assessment and Response Tool had led to inequities in 
health outcomes and determinants being rc-evaluated, and to the selection and prioritization of interventions in 
17 cities in 10 pilot countries. A total of 89 countries now use the WHO STEPwise approach to surveillance of 
noncommunicable disease risk factors in their adult populations, and 56 countries are employing the Global 
School-based Student Health Survcy to monitor risk factors among adolescents. By late 2009, 167 Mcmbcr 
Statcs had becomc Parties to the WHO Framework Convention on Tobacco Control, 20 had approved 
comprchensive smoke-frcc legislation, and 26 a comprehensive ban on tobacco advertising, promotion and 
sponsorship. Thc Global Survey on Alcohol and Health for 2008 was implemented and the data collected 
provide a valuable bascline for monitoring progress towards attainment of the strategic objective. Regional 
frameworks for reducing the harmful use of alcohol are in place or hcing formulated. The draR global strategy to 
reduce harmful use of alcohol was developed by the Secretariat, in collaboration with Member Statcs, for 
consideration by thc Executive Board at its 126th session. Although regional and country implementation 
methods varied, the Global Strategy on Dict. Physical Activity and Health received a high level of attention in all 
regions. Interventions to addrcss violence against women and girls - a major determinant of unsafe sex - are 
now included among the nine priority areas in the UNAIDS Outcomes Framework 2009-201 I. 

ASSESSMENT O F  ORGANIZATION-WIDE EXPECTED RESULTS 

Of thc six Oreanization-wide expected results for this strategic objective, four were "fully achieved and two 
"partly achicvcd. 

I I I 
Fully achieved (4) 

I I I 

I 
Partly achieved (2) 

I 

6.1 Advice and support provided to Member States to build their capacity for health promotion 
across all relevant programmes, and to establish effective multisectoral and multidisciplinary 
collaborations for promoting health and preventing or  reducing major risk factors. 

Fully 'rchievrd 

All regions endeavourcd to strengthen countries' health promotion strategies and capacity in 
accordance with different regional perspectives ranging from documcnting national health 
promotion policy, through devising virtual courses on health promotion and social determinants, to 
drafting applicable legislation. Progress in obtaining financing for health promotion was madc in 
several countries, for example, through thc allocation of tobacco taxes. The Nairobi Call to Action, 
issued at the Scventh Global Conference on Health Promotion identified five specific areas. 
lnterscctoral action was extended through, for example, noncommunicable disease prevention 
training, the creation of intersectoral committees, and national reviews of social determinants. A 
global consultation was held at which cxamples of intersectoral action for noncommunicable disease 
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interventions. I 
I 

Guidance and support provided in order to strengthen national systems for surveillance of 
major risk factors through development and validation of frameworks, tools and operating 
procedures and their dissemination to Member States where a high or  increasing burden of 
death and disability is attributable to these risk factors. 

Partly achieved 

Core indicators for monitoring risk factors wcre developed. Guidance on risk factor surveillance 
covering tobacco, diet, physical activity, high blood prcssure, raised blood glucose, anthropometric 
measurements and alcohol was presented in a technical document on noncommunicable diseases 
surveillance. A project to include risk factor monitoring in the global status report on 
noncommunicable diseases was initiated through inter-regional cross-cluster collaboration. A total 
of 89 countries are using the WHO STEPwise approach to survcillance for noncommunicablc 
disease risk factors in their adult population. A total of 18 ncw surveys wcrc conducted and 14 
country missions provided advice, support and training to Member Statcs establishing or expanding 
their risk factor surveillance systems. Technological advances werc made in analysing and reporting 
risk-factor data through the use of hand-held personal digital devices. A total of 22 ncw surveys 
were conducted using the Global School-based Student Health Survey methodology, with training 
and technical support from WHO and the United States Centers for Disease Control and Prevention. 

The cxpected result was assessed as partly achieved even though the initial target number of 
Mcmher States was met for both indicators, because, in practice, the baselincs were higher and the 
achievements slightly lower than expected. 

prevention and the lessons learnt wcre reviewed. By late 2009, 17 cities had implemented thc urban 
Health Equity Assessment and Response Tool to assess health inequities and identify priority 

Evidence-based and ethical policies, strategies, recommendations, standards and guidelines 
developed, and technical support provided to Member States with a high or  increasing burden 
of disease and death associated with tobacco use, enabling them to strengthen institutions in 
order to tackle or  prevent the public health problems concerned: support also provided to the 
Conference of the Parties to the WHO Framework Convention on Tobacco Control for 
implementation of the provisions of the Convention and development and implementation of 
protocols and guidelines. 

F111lv achieved 

Technical assistance was provided to countries to implement the WHO Framework Convcntion on 
Tobacco Control and proven demand-reduction measures as part of the operational component of the 
WHO Action Plan for Prevention and Control of Noncommunicahlc Diseases. By late 2009, 
57 countries had rcliable, up-to-date data on adult tobacco prevalence. The Secretariat prepared and 
implemented a new methodology for assessing the capacity of Member Statcs to implement 
effective tobacco-control policies, and a report analysing their progress was published.' WHO 
completed field-level implementation of the Global Adult Tobacco Surveys. Technical assistance 
was provided on tohacco taxation and a price databasc, and through toolkits for estimating the 
economic and health-care costs of tobacco-attributable mortality and morbidity. WHO continued to 
support the work of the Conference of the Parties to the Framework Convention in formulating 
recommendations and adopting guidelines for specific articles of the Framework Convention and 

' WHO reporr on rheglohol lohacco epidemic. 2009: implemenling.smoke-Fee ern,ir,~,nmenrs. Gcncva. World Health 
Organization, 2009. 



negotiating a protocol on illicit trade in tobacco products. Partnerships were sought with both thc 
privatc and public sectors and efforts made to strengthen thcm. 

Evidence-based and ethical policies, strategies, recommendations, standards and guidelines 
developed, and technical support provided to Member States with a high or  increasing burden 
of disease or  death associated with alcohol, drugs and other psychoactive substance use, 
enabling them to strengthen institutions in order to combat or  prevent the public health 
prohlems concerned. 

Fttllv achieved 

The draft global stratcgy to rcduce the harmful use of alcohol was prepared in collaboration with 
Mcmber States and taking into account the outcomes of a broad consultation process. Ncw rcsearch 
activities in the area of alcohol, health and development were initiated. Data on alcohol 
consumption, alcohol-related harm and national policy responses by Member States were collcctcd 
and by late 2009 regional systems had been developcd by the Regional Offices for Africa, thc 
Amcricas, South-East Asia and the Westcm Pacific and integratcd in the Global Information System 
on Alcohol and Health. A regional plan of action for the reduction of alcohol-related harm was 
prepared in the Westcm Pacific Region. In March 2009, the WHOIUnited Nations Office on Drugs 
and Crime launched a joint programme on drug dependence treatment and care for initial 
implementation at country level in Europe. The WHO alcohol, smoking and substance involvement 
screening test project was further developed and training activities were held in the African and 
Eastem Mediterranean regions. The indicators for national, regional and global systems for 
monitoring the cffccts of alcohol on health were rcfined and implcmented, and indicators and data 
collection tools for trcatment rcsources for substance use disorders further developed. 

Fttlls achieved 

In all regions, mechanisms and tools were prepared for adapting healthy diets and physical activity 
strategies and plans to suit national requirements. Regional networks were formed to promote 
physical activity and salt rcduction, and the health risks of marketing foods and non-alcoholic 
bcvcragcs to children. A total of 66 countries reported having a multisectoral strategy or plan based 
on the Global Strategy on Diet, Physical Activity and Hcalth. Several new tools were prcpared to 
support Member States in tbc development and implementation of strategies to improve diets and 
increase physical activity, including, systematic reviews of effectivc interventions, documents to 
guide policies and programmes in settings, for example, schools and workplaces, and for monitoring 
and evaluating implementation of relevant policies. 

6.5 Evidence-based and ethical policies, strategies, recommendations, standards and guidelines 
developed and technical support provided to Member States with a high o r  increasing burden 
of disease or  death associated with unhealthy diets and physical inactivity, enabling them to 
strengthen institutions in order to combat o r  prevent the public health problems concerned. 

Partly achieved 

Evidence on thc prevalence, determinants and consequcnces of unsafe sex, and on interventions to 
reducc risks was collected from different countries. Measures to address violence against women 
and girls have been included in the nine priority areas of the UNAIDS Outcome Framework 
2009-201 1. A standard tool for unsafe sex surveillance compatible with the STEPwise approach 
was developcd and introduced in countries. Guidancc on generating surveillance data for adolescent 
health programmes was made available through interrcgional meetings. The Regional Office for 

6.6 Evidence-based and ethical policies, strategies, interventions, recommendations, standards and 
guidelines developed and technical support provided to Member States to promote safer sex 
and strengthen institutions in order to tackle and manage the social and individual 
consequences of unsafe sex. 
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Europe produced a set of sex education standards, and also devised sexual health policies and 
adapted WHO guidelines on contraception, unsafe abortion and sexually transmitted diseases. 
Linkages between different scxual and reproductivc health services wcre established in countries in 
the Western Pacific Region. Thc Regional Office for the Americas developcd a strategy targeting 
"most at-risk" youth, and tools for evaluating the role of health services in promoting safer scx. 

The cxpected result was assessed as partly achicvcd because the targets were not fully mct in two 
regions and no spccific results wcrc reported by two other regional offices. 

SUMMARY O F  FINANCIAL IMPLEMENTATION (US$ thousand) 

2008-2009 

Approved 
budeet 

Exnenditure 1 1 4 4 9 4  1 6175 1 1 0 9 1 9  1 9559 1 7 731 I I0270 / 37 049 / 96 196 

Funds 
available 

Ft,n'/.s 
o~.oiloh/e rl.7 

0 '%, of 
approved 
htldvel 

The total approved budget for the strategic objective was US$ 162 million, of which USS 118 million (73%) 
were madc available through assessed and voluntary contributions. The level of funding was lower than cxpected 
mainly because of difficulties in securing contributions for countly-level support for multiscctoral and 
multidisciplinaly collaboration. Although many targets werc met, the funding levels represent a threat to the 
coveragc, depth and sustainability of some of the expected results. Of the available funds, US$ 96 million (81%) 
wcrc implemented during the biennium. In particular, recmitmcnt delays at regional and country lcvel hampcrcd 
the scaling up of tobacco control activities in countries and resulted in programmes being postponed. Efforts are 
continuing to ensure that the area of alcohol and drugs in mcntal health and substance abuse programmes is 
adequately staffed in all regions. 

African 
Region 

25 566 

LESSONS LEARNT AND KEY CHALLENGES 

15 100 

59% 

Intersectoral action and community empowerment are arcas of health promotion that need further strengthening 
and documcnting. To compensate for the lack of emphasis in the past on translating health promotion concepts 
into cffcctive guidelines for concrete action, and on building thc capacity of developing countries to cvaluate 
health promotion, the workplan for 2010-201 1 will focus primarily on thosc arcas. Suitablc frameworks, 
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technical support for local counterparts and stronger collaboration with the relevant United Nations agcncics arc 
also rcquircd. 

Working with the Convention Secretariat in a coordinated and coherent manncr has contributed to Parties' 
implcmcntation of the WHO Framework Convention on Tobacco Control and such collaboration will he further 
strcngthened during 201&2011. Investment in public health infrastructure and capacity building remains critical 
for full implcmentation of the Framework Convention, given the continuing efforts of the tobacco industry to 
undermine control activities. 

The progress made in developing a policy on alcohol has hecn duc to effective collaboration across the 
Secretariat and with Member States, as well as to multisectoral action to address diet, physical activity and 
health. Thc cxpcriences of other areas in dcaling with the relevant industry sectors should be taken into account 
in the future. 

Actions to promote safer sex are urgcntly required since many new cases of HIV are occurring in people aged 
hctween IS and 24 years. 

I t  has cmcrgcd that addressing urban health inequities involves intersectoral coordination at municipal level. 
Scaling up urban health equity asscssmcnts and responses will require strong government commitmcnt and 
policies. 

WHO'S rolc and leadership in the priority areas of the strategic objective arc constrained by insufficient funding 
and staff shortages at all levels. Rcsourcc allocation for both tobacco and alcohol control and diet and physical 
activity programmes remains inadequate in relation to the magnitudc of the problems. Further prioritization of 
tasks, and division of responsibilities and resources within WHO, as wcll as with collaborating centres and other 
networks, will hclp in achieving thc cxpccted results. 
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I Commission on Social Determinants of Health. Closing the gap in 0 gmeration: health eqeiry through action on the 
.socialdeterminants of hea1th:final report ofthe Commission on Shcial Determinants qfHeulrh. Gcneva, World Health 
Organization, 2008. 
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STRATEGIC OBJECTIVE 7 

To address the underlying social and economic determinants of health through policies and programmes 
that enhance health equity and integrate pro-poor, gender-responsive, and human rights based 
approaches 

Increased awareness of and interest in health equity by Member States led to concrete actions for implementing 
key rccommendations of the Commission on the Social Determinants of Hcalth, in coordination with a wide 
range of stakeholders, including international partners. Such actions included: mainstreaming social determinants 
of health in public health programmes in Chile; establishing multisectoral commissions on health equity in 
Brazil, Morocco and Sri Lanka; and analysing the potential hcalth impacts of non-health policies in eight 
countries. Member States enhanced their capacity to, inter alia: track and analyse the potential opportunities and 
challenges of trade and tradc agreements for health-sector performance and health outcomes; conduct a 
disaggrcgated analysis of health equity; analyse other social determinants of health that prevent access to health 
services; apply a human-rights based approach, for example in preventing HIVIAIDS; and integrate ethical 
considerations and gcnder mainstreaming into public health programmes. The adoption of resolution WHA62.14 
on reducing health inequities through action on the social determinants of health was followed up in some 40 
Member States by the incorporation of social determinants in their country cooperation strategies. 

ASSESSMENT O F  ORGANIZATION-WIDE EXPECTED RESULTS 

Of the five Oreanization-wide ex~ec ted  results for this strategic objective, four were "fully achieved and one 
was "partly achieved. 

I I I 
Fully Achieved (4) 

I I I 
Partly Achieved (1) 

7.1 Significance of social and economic determinants of health recognized throughout the 
Organization and incorporated into normative work and technical collaboration with Member 
States and other partners. 

Purrlv achieved 

All WHO regional offices took steps to definc strategies and initiatives to address the social 
determinants of hcalth: the South-East Asia, European and Eastern Mediterranean regions completed 
their work on the subject while the African Region is in the process of doing so. At least five 
countries organized consultations or drafted reports based on the recommendations of the 
Commission, while several accorded strategic priority to addressing social dctcrminants. Up to 
Janualy 2009, the full rcportl had been downloaded 56 000 times; it has also been translated into the 
official WHO languages, as well as Hungarian, Japanese, Nonvcgian, Slovakian, Sloveniau, 
Swedish and Vietnamese. 

The expected result was assessed as partly achieved because consultations on a regional strategy to 
address social and economic determinants of health were postponed in one region. 



Initiative taken by WHO in providing opportunities and means for intersectoral collaboration 
a t  national and international levels to address social and economic determinants of health, 
including understanding and acting upon the public health implications of trade and trade 
agreements, and to encourage poverty-reduction and sustainable development. 

Ft,llv achieved 

The experiences of 31 countrics in tackling social determinants of health were published, including 
through collaboration with the Public Health Agency of Canada, providing WHO with evidence for 
discussing ways of arranging intcrscctoral collaboration at national level. Tools were developed and 
tcstcd, for cxamplc, for assessing the capacity of institutions in Member States to address social 
determinants of health inequalities, for improving coherence between trade and health policies in 
order to maximize bencfits and minimize risks to health, and for assessing the impact of trade 
liberalization on health services. 

Social and economic data relevant to health collected, collated and analysed on a 
disaggregated basis (by sex, age, ethnicity, income, and health conditions, such as disease or  
disability). 

FuNv achieved 

WHO headquarters and regional and country officcs organized regional and national training 
sessions to build capacity in conducting disaggregated analysis of health equity. All regions 
improved their frameworks for evaluating and disaggregating socioeconomic determinants, 
including gender, as causes of health inequities. Thc work was based on some 45 national profiles 
across all regions and documented in two collaborative regional reports. Incrcascd technical support 
was provided for monitoring and generating evidence on interventions that enhance equity when 
addressing noncommunicable diseases, tuberculosis and urban health. A global mechanism was 
established to channel international expertise from all regions in order to increase thc use of WHO 
norms and standards for disaggregated data collection, monitoring and analysis. 

Ethics and human rights based approaches to health promoted within WHO and a t  national 
and global levels. 

Collaboration between WHO and the United Nations human rights bodies was enhanced through 
formal high-level meetings. A human rights based approach was further integrated into WHO'S 
technical work, including the Stop TB Partnership and Health Action in Crises, and ethical 
considerations were introduced into its public health programmes, such as those on tuberculosis and 
paudcmic influenza, and in research. Technical assistance was provided to countries for identifying 
national health priorities and developing programmes on health and human rights and for ensuring 
that human rights and gender considerations are included in the planning, implementation and 
evaluation of national strategies and plans. Training workshops were conducted on: ethical 
considerations in biomedical HIV prevention trials, with UNAIDS; ethical issues in pandemic 
preparedness and response in Burkina Faso, the Congo and Uganda, through the WHO Global 
Influenza Programmc; and coordinating national regulatory authorities and research cthics 
committees in Nigeria and Thailand. 
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Gender analysis and responsive actions incorporated into WHO's normative work and 
support provided to Member States for formulation of gender-responsive policies and 
programmes. 

Ftillv achieved 

A baseline assessment was completed for monitoring WHO gender mainstreaming efforts in all 
regions and headquarters. A report on the health of women and girls' and guidelines on gender and 
HIV were published, and a train-the-trainer workshop on prevention of gender-based violence and 
injuries was held in Salzburg. Austria, 23-27 November 2009. Integrating a gender perspective in 
WHO's operational planning and performance monitoring was further supported through new 
planning tools and training programmes. Across all regions, numerous gcndcr-related training 
sessions and country support activities were completed. 

SUMMARY O F  FINANCIAL IMPLEMENTATION (US5 thousand) 

The total approved budget for the strategic objective was US% 66 million, of which USS 43 million (66%) were 
made available through assessed and voluntary contributions. The gap in funding in relation to thc approved 
budget has limited WHO's ability to respond to a growing number of requests for support from Membcr States, 
in particular, for reducing health inequities through action on the social determinants of health in accordance 
with resolution WHA62.14. Of the available funds US$ 35 million (80%) were implemented during the 
biennium. The lower than expected implementation level in the South-East Asia, European and Western Pacific 
regions was primarily a result of delays in staff recruitment and to the earmarking of funds for 2010-201 I, even 
though they were recorded during 2008-2009. 

' M'o~nen ondhralrh: t o d q i  e~.k/r.nr.e rornorrox.'~ agenda Gcncva, World Health Or_eanization, 2009 
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LESSONS LEARNT AND KEY CHALLENGES 

The strategic objective covers a spectrum of closely interrelated subjects that have been widely acknowledged as 
having the highest potential for equitable bcalth outcomes. Consensus building and advocacy proved fruitful in 
creatint: an effective platform for promoting closer collaboration across concerned areas of work, pursuing 
mainstreaming efforts: for example~in gender and health and human rights, and developing partnerships with 
stakcholdcrs outside WHO. In consequence, demand from Member States for technical assistance has increased. 

Thc absence of an Organization-wide human rights strategy has limited WHO'S ability to respond to incrcascd 
internal demand for guidance on integrating ethical issues into technical arcas. The expectations raised by the 
recent publication of several reports will need to be properly followed up. A lack of adequate human and 
financial resources for the strategic objective hampered implementation of the workplan across the Organization. 
In order to improve efficiency in thc future, innovative solutions should be explored, for example in the areas of 
staff development, collective approaches and coherence, including through mapping available activities and 
resources, identifying a critical mass of staff across all levels and working with partners to achieve the 
objectives. 



STRATEGIC OBJECTIVE 8 

To promote a healthier environment, intensify primary prevention and influence public policies in all 
sectors so as to address the root causes of environmental threats to health 

A multipronged effort was directed at addressing the 25% burden of disease caused by environmcntal risk 
factors. WHO and UNEP collaborated in convening the First Inter-Ministerial Conference on Health and 
Environment in Africa, held in Libreville, Gabon, 2 6 2 9  August 2008, as part of a global plan to address inter- 
linked health and environmental issues through preventive action. The resulting Librevillc Declaration called for 
the establishment of a health-and-environment strategic alliance for Africa, to which 10 countries have 
responded by compiling situation analyses and needs assessments as a basis for national plans of joint action. A 
new intcragcncy project to reduce reliance on DDT for vector control was launched in thc context of the 
Stockholm Convention, and, in 2009, a "mercury-free health care" global initiative, supported by the UNEP 
Global Mercury Partnership, stimulated rapid national health-scctor rcsponses, including announccmcnts by 
Argentina and the Philippines that they wcrc phasing out mercury use in medical products. The second session of 
the International Conference on Chemicals Management, held in Geneva, 11-15 May 2009, approved a 
resolution calling for, intcr alia, strengthening the engagement of the health sector in the Strategic Approach to 
International Chemicals Management. In accordance with resolution WHA60.26, (Workcrs' health: global plan 
of action), interagency collaboration to eliminate asbestos-related diseases was strengthened. In response to 
resolution WHA61.19 on climate change and health, a draft workplan was submitted to, and endorsed by, the 
Executive Board at its 124th session.' The theme of World Health Day 2008, "Protecting health from climate 
change", was the subjcct of advocacy activities across the rcgions, as well as of WHO contributions to the 
Fifteenth Conference of the Parties to the United Nations Framework Convention on Climate Change. 

ASSESSMENT O F  ORGANIZATION-WIDE EXPECTED RESULTS 

All five Orpanization-wide exoected results for this strategic objective were "partly achieved 

Partly Achieved (5) 

I I I 1 

Evidence-based assessments made, and norms and standards formulated and updated on 
major environmental hazards to health (e.g., poor air  quality, chemical substances, 
electromagnetic fields, radon, poor quality-drinking water and waste water reuse. 

Partlv uchieved 

Tools for assessing risk from exposure to chemical and radiation hazards were developed. 
Publications were issucd on drinking-water quality,' sanitation and hygiene in aviation,) 

' Resolution EB124.R5 

Guidelines for drinkinywuter qurrlit), [electro,nic resorrrcc]: incorporating Is1 and 2nd addenda. Vol l  
Recommrndutionr. 3rd ed. Geneva, World Health Organization, 2008. 

' Guide lo sanirulion mdhygiene in aviolion. 3rd ed. Geneva, World Health Organization, 2009 



environmental health standards in health care,' and water, sanitation and hygiene standards in low- 
cost settings2 Technical assistance was provided to countries to implement binding and non-binding 
international agreements on sound management of chemicals. Difficulties in applying guidelines at 
country level have been partly addressed through workshops and information kits, such as the third 
edition of the Guideline.~./br the safe use of wastewater, e.rcreta and greywater in agriculhire and 
aquaculture. Work was carried out in all regions to support the application of WHO drinkiug-water 
guidelines and a water safety plan manual was widely disseminated. The WHOIUNICEF Joint 
Monitoring Programme established a strategic advisoly group and formulated a strategy for 
2010-2015, in ordcr to enhance the monitoring of progress made towards achieving the targct in 
Millennium Development Goal 7 on reducing the proportion of people without sustainable access to 
safe drinking-water and basic sanitation. The UN-Water Global Annual Assessment of Sanitation 
and Drinking-Watcr initiative lcd by WHO published its first pilot report.3 The global monitoring of 
solid fuel use was improved substantially with 144 countries now rcporting. 

The expected result was assessed as partly achieved even though the target number of Member 
States was met for both indicators, because the results were not fully achieved in two regions. 

Technical support and guidance provided to Member States for the implementation of 
primary prevention interventions that reduce environmental hazards to health, enhance safety 
and promote public health, including in specific settings (e.g., workplaces, homes or  urban 
settings) and among vulnerable population groups (e.g., children). 

Parlly achieved 

WHO provided technical support and guidance to Member States in the following domains: health- 
care settings: cessation of use of mercury devices, prevention of blood-borne pathogen exposure, 
water and sanitation, indoor air quality, alternative technologics and health-care waste management 
policies; workplaces: elimination of ashestos-related diseases, chemical hazards, and psychosocial 
and healthy interventions; the home: household water treatment, public sanitation, radon, damp and 
mould, and solid fuel use in developing countries; rural areas: water safety plans; urban arcas: water 
safety plans and healthy transport; and children's health: environmental risks and conducting cohort 
studies on environmental and chemical impacts. In addition, the third WHO International 
Confcrcnce on Environmental Threats to the Health of Children was hosted by the Republic of 
Korea in Busan, 7-10 Junc 2009. 

The expected result was assessed as partly achieved even though the target was met, because the 
result was not fully achieved in one region. 

Technical assistance and support provided to Member States for strengthening national 
occupational and environmental health risk management systems, functions and services. 

P a r t l ,  achieved 

Technical support for the development of national policies and action plans on workers' health was 
provided to 29 countries in all WHO regions within the framework of the Global Plan of Action on 
Workers' Health (2008-2017). National environment and health actionplans are being preparcd in 

I Adams J et al., eds. E.s.scnt;ul environmental health  standard.^ in heulrh core. Geneva, World Health organization, 
2008. 

Adams J et al., eds. Water, sanirurion and h,vgiene slandardrfir .schools in low-cost settinpr Geneva, World Health 
Organiration, 2009. 

'U!\r-warer global anneal arsrsrment of'sanitulion and drinking-water: 2008 pilor reporr - testing a nenv upproach. 
Geneva, World Health Organization, 2008. 
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the South-East Asia and Western Pacific regions, and in 10 countries in the African Region in 
accordance with the strategic process set out in the Libreville Declaration. In response to the 
launching of a "mercury-frcc hcalth care" global initiative, Argentina and the Philippines announced 
plans for phasing out mercury use in medical products. Technical assistance continues to be 
provided for the management of indoor air pollution and to build capacity in drinking-water and 
sanitation monitoring in the African Region, and for occupational health issues in the European and 
South-East Asia regions. Drinking-water quality management in the South-East Asia and Western 
Pacific regions is being addressed through multi-year implementation projects, and in other regions 
as part of ongoing workplans. Environmental and occupational hcalth information systems have 
been strengthened and children's environmental indicators piloted. Support was provided for 
chemical risk management, including toolkits for risk assessment and management, and to eliminate 
asbestos-related diseases in the workplace. 

The expected result was assessed as partly achieved even though the target was cxceeded, because 
the result was not fully attained in one region. 

Guidance, tools and initiatives created in order to support the health sector in influencing 
policies in other sectors to allow policies that improve health, the environment and safety to he 
identified and adopted. 

Partlv achieved 

Activities to promote thc inclusion of health impact assessments in the development of sectoral 
policies were scaled up in five counmes and a group of 26 African cities. An initiative to encourage 
development banks to include health criteria in loans policies was launched, and tools wcre 
developed to facilitate such a change in hank lending practices. Workshops to support countries in 
assessing vulnerability and establishing effective responses to protect people's health from the 
effects of climate change were held in sevcn countries. In the European Region, support was given 
to countries through the Transport, Health and Environmcnt Pan-European Programme and the 
WHO European Healthy Cities Network. 

The expected result was assessed as partly achieved even though the target was exceeded, because 
the results were not fully attained in three regions. 

Health-sector leadership enhanced for creating a healthier environment and changing policies 
in all sectors so as to tackle the root causes of environmental threats to health, through means, 
such as responding to emerging and re-emerging consequences of development on 
environmental health and altered patterns of consumption and production, and to the 
damaging effect of evolving technologies. 

Parrlv achieved 

As part of a global plan of prcvcntive action to address interlinked health and environmcnt issues, 
the First Inter-Ministerial Conference on Health and Environment in Africa was convened in 
Libreville, Gabon, 26-29 August 2008. A roadmap for completion of situation analyses and needs 
assessments was drawn up as a basis for the development of national plans of joint hcalth and 
cnvironment action in African countries. In response to resolution WHA61.19 on climatc change 
and health, a workplan for scaling up technical support to Member States for assessing and 
addressing the implications of climate change for health and hcalth systems was endorsed by the 
Executive Board at its 124th session.' The theme of World Health Day 2008 triggercd advocacy 
activities across the regions. Similar activities related to climate change and human health wcre also 
part of WHO'S contribution to the Fifteenth Conference of the Parties to the United Nations 
Framework Convention on Climate Change. A new WHONNEP project to reduce reliance on DDT 

' Resolution EB124.R5. 



for vector control also was formally launched in May 2009 with support from the Global 
Environment Facility. In accordance with resolution WHA60.26 (Workers' health: global plan of 
action), interagency collaboration to eliminate ashestos-related diseases was strengthened. 

The expected result was assessed as partly achieved even though the target number of studies or 
reports published or co-published by WHO was met, because the result was not fully attained in one 
region. 

SUMMARY OF FINANCIAL IMPLEMENTATION (US$ thousand) 

The total approved budgct for the strategic objective was US$ 130 million, of which US$ 110 million (84% of 
approved budget) were made available through assessed and voluntary contributions. The lower than expected 
level of available funds compared with thc approved budgct was mainly attributable to the difficulty of raising 
resources for country support programmes in the African and Eastern Mediterranean regions. 

Of thc available funds. US$ 86 million (78% of available funds) were implemented during the biennium. Thc 
lower than expected implementation rate was primarily a result of the fact that funding for the climatc change 
and environmental impact assessment programmes was not received until late in the biennium. lmplemcntation 
of both programmes will continue during 2010-201 1. 

' The tigurcs for WHO headquancrs include those for the Water Supply and Sanitation Collaborative Council. which 
separated fiom WHO during the biennium 2008-2009 (funds available: US$ 7.7 million; expenditure: USS 6.9 million). 

lnuludcs US$ 0.3 million of undistributed funds. 
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LESSONS LEARNT AND KEY CHALLENGES 

Persuading public-sector policy-makers to consider the benefits that would accrue from healthier environments 
remains a challenge for WHO. While multisectoral collaboration ovcr climate change mitigation and health 
impact analysis at national and international level has bccn successful, the complexities of such collaborative 
exercises necd to be recognized. Similar challcnges also face efforts to engender national intersectoral ownership 
of projects undertaken to implement the Libreville Declaration in Africa. 

Despitc closer collaboration between WHO headquarters and regional offices, stronger commitment at country 
levcl and the availability of novel sources of funding, implementation of planncd activities remains uneven 
across the regions. 

Greatcr importance should he given to activities such as decreasing rcliancc on solid fuel use for hcating and 
cooking, and strengthening the evidencc base for the effectivcncss of primary health and environmental 
interventions in urban settings, as wcll as to coordinating support for occupational health. 



STRATEGIC OBJECTIVE 9 

To improve nutrition, food safety and food security, throughout the life course, and in support of public 
health and sustainable development 

During 2008-2009, most Member States, through intersectoral action, took steps to better align national 
coordination mechanisms in ordcr to strengthen the nuhition, food safety and food sccurity components of 
poverty reduction strategies, as well as integrated nuhition, food safety and food security programmes conncctcd 
with climate cbangc and rising food prices. The Growth Standards were adopted in 109 countries and an 
additional 69 were considering doing so. Thc WHO Global Database on Child Growth and Malnutrition contains 
nearly 3000 surveys from 145 countries, with results presented in a standardized format that allows international 
comparisons. A total of 108 Mcmber States analysed their food and nutrition policies and practices undcr thc 
Nutrition Landscape Information System initiative; 173 Member States joined the WHO Global Foodborne 
Infections Network (previously Global Salm-SUN) in order to reinforce integrated foodborne and zoonotic 
disease surveillance and training in cross-sectoral monitoring of antimicrobial resistance. WHO launched an 
initiative to estimate the global burden of foodborne diseases. Collaborative cfforts with international partncrs 
and the creation of nctworks, such as the International Food Safety Authorities Network and Asia FoodNet, 
improved WHO's capacity to rcspond to emergencies, for example, the global food price crisis and melamine 
contamination of infant formula. Collaboration with entities of the United Nations system, the World Bank, 
nongovcrnmcntal organizations and donors, including through the revival of the United Nations System Standing 
Committee on Nutrition and the consolidation of the REACH initiative against child hunger and undernutrition, 
improved the coherence and cffcctiveness of the nutrition architecture. 

ASSESSMENT OF ORGANIZATION-WIDE EXPECTED RESULTS 

Of the six Organization-wide expected results for this strategic objective, three were "fully achieved and 
three "partly achievcd". 

I I 
Fully Achieved (3) 

I I 

I I 
Partly Achieved (3) 

I I 

9.1 Partnerships and alliances formed, leadership built and coordination and networking 
developed with all stakeholders at country, regional and global levels, in order to promote 
advocacy and communication, stimulate intersectoral actions, increase investment in nutrition, 
food-safety and food-security interventions, and develop and support a research agenda. 

Partlv achieved 

WHO's partnerships with, inter alia, FAO, UNICEF, WFP, the World Bank and OIE, strengthencd 
responses to emergencies, such as the global food price crisis and the contamination of infant 
formula with melamine. WHO now coordinates its food safety emergency actions with existing 
global systems for emergencies related to animals and primary production. WHO convened a 
meeting of the thrcc other United Nations lead agencies on nutrition (FAO, UNICEF and WFP), to 
develop a joint reform proposal for thc United Nations System Standing Committee on Nutrition. 
Tcchnical cooperation was focused on reducing salt intake and protecting children from marketing 
pressurc in the European Region; responding to food safety and nutrition problems in thc African 
Region; expanding an integrated approach to planning and hnding in the Western Pacific Region; 
promoting intersectoral action among food safety stakeholders in the Region of the Americas; 
mitigating the impact of climate change on nuhition in the South-East Asia Region; and developing 
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a regional nutrition strategy through the newly created Advisory Committee on Nutrition in the 
Eastern Mediterranean Region. 

Norms, including references, requirements, research priorities, guidelines, training manuals 
and standards, produced and disseminated to Member States in order to increase their 
capacity to assess and respond to all forms of malnutrition, and zoonotic and non-zoonotic 
foodhorne diseases, and to promote healthy dietary practices. 

Fullv achieved 

Within the framework of the FAOiWHO Codex Alimentarius Commission, new standards were 
developed for, intcr alia, the assessment of genetically modified food and the prevention of 
antimicrobial resistance. F A 0  and WHO addressed the need to improve the quality of the scientific 
advice given to the Codex, and the convening of joint expert meetings on nutrition was proposed. 
Within WHO, the provision of food safety related advice has been ccntralized and risk assessments 
for all food-related hazards are now uniformly coordinated. A library of evidence of effective 
nuhition actions was designed to standardize, update and disseminate WHO advice on nutrition. 
Guidance was issued on nutrition and HIV. A new procedural manual was produced to simplify the 
development of food-bascd dictary guidelines that have been adoptcd by more than 100 countries. 

Monitoring and surveillance of needs and assessment and evaluation of responses in the area 
of nutrition and diet-related chronic diseases strengthened, and ability to identify best policy 
options improved, in stable and emergency situations. 

Fullv achieved 

Support continued to be provided to Member States to enable them to adopt and implement the 
WHO Child Growth Standards, including through training workshops conducted in 25 countries 
across five regions. The WHO Global Database on Child Growth and Malnutrition, which allows 
international comparisons to be made, now covers some 3000 surveys from 145 countries. The 
WHO Global Databasc on Body Mass Index was developed to provide adult overweight and obcsity 
data in countrics, and a WHO Global Databank on Infant and Young Child Feeding was created. 
The Nutrition Landscapc Information System was established in order to generate countly nutrition 
profiles by linking all the WHO nutrition databases and consolidating the nutrition, food security 
and development-related indicators of existing partner agency databases. Estimates of obcsity 
prevalence and trends were published in the World health .stati.~tic.~ reports. A review of indicators 
and methods for nutrition surveillance was initiated. 

I I Partlv achieved I 

9.4 

Within the framework of a global review of food and nutrition policies, 108 countries analysed their 
own policies in this regard. WHO, in collaboration with FAO, UNICEF, WFP and UNAIDS, 
promoted regional consultations on nutrition and HIVIAIDS in the African, South-East Asia and 
Western Pacific regions, which lcd to the drafting of national action plans on the integration in 
government programmes of nutritional care and support for people living with HIV. WHO reviewed 
the impact of the global food price crisis on diet and nutrition and supported 12 countrics in four 
regions to develop practical responses to the food pricc crisis. The Communication for Behavioural 
Impact approach for increasing breastfeeding rates was furthcr promotcd and supported as part of 
the drive to implement the Infant and Young Child Nutrition Strategy. Capacity in treating severe 
malnuhition was also strengthened, including through the development of country-level guidelines. 

Capacity built and support provided to target Member States for the development, 
strengthening and implementation of nutrition plans, policies and programmes aimed a t  
improving nutrition throughout the life course, in stable and emergency situations. 



Systems for surveillance, prevention and control of zoonotic and non-zoonotic diseases 
strengthened; food-hazard monitoring and evaluation programmes established and integrated 
into existing national surveillance systems, and results disseminated to all key players. 

Partlv achieved 

Thc WHO Global Foodborne Infections Network (formerly Global Salm-SUN), which now includes 
173 Member States, promotes integrated foodborne and zoonotic disease surveillance among 
professionals in the veterinary, food production and public health fields and offers training in cross- 
sectoral monitoring of microbial resistance. Two additional training sites were established in the 
African and Western Pacific regions and at least 400 professionals from 106 countries received 
training. WHO launched an initiative to estimate the global burden of foodhome disease and 
established tbc Foodborne Disease Burden Epidemiology Reference Group. The level of 
contamination by persistent organic pollutants in human milk was measured in 26 countries and the 
results will be used as rcference points for monitoring environmental pollution. 

The expected result was assessed as partly achieved even though the two indicator targets wcrc met 
because the initiation of studies on the burden of foodborne diseases was postponed in some 
counties. 

Capacity built and support provided to Member States, including their participation in 
international standard setting in order to increase their ability to assess risk in the areas of 
zoonotic and non-zoonotic foodborne diseases and food safety, and to develop and implement 
national food-control systems, with links to international emergency systems. 

Fullv achieved 

The joint WHOIFAO International Food Safety Authorities Network was further developed and 
linked to the OIEIFAOANHO Global Early Warning and Response System for Major Animal 
Diseases, including Zoonoses to facilitate the sharing of information among food safety authorities 
and chief veterinary officers in Member States. Recent international food safety cmergencies, such 
as contamination of infant formula with melamine and pork with dioxin, demonstrated the 
importance of an integrated network. 

SUMMARY OF FINANCIAL IMPLEMENTATION (US$ thousand) 

UYUI a euc 
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The total approved budget for the strategic objective was US$ 127 million, of which US$ 55 million (44%) were 
madc available through assessed and voluntaty contributions. A total of US$ 53 million were for Base 
programmes and US$ 2.7 million wcrc for Partnerships and collaborative arrangements, primarily the United 
Nations Standing Committec on Nutrition. 
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The difficulty of raising voluntary contributions for the strategic objective hampered WHO's ability to respond 
to requests for scientific advice on both nutrition and food safety. New activities connected with food 
consumption are increasingly focused on the interrelation between risks and benefits. The new funding 
mechanism, the Global Initiative for Food-related Scientific Advice, which covers both nutrition and food safety 
advice, has not yet attracted significant funds. Despite the recognition accorded by Member States to the WHO 
Global Foodborne Infections Nctwork (formerly Global Salm-SUN), its activities are mainly supported through 
in-kind contributions of trainers, hence, additional fund-raising efforts are required. 

Exprndilure 
0s a %of 
upproved 
hudgrr 

Expenditure 
as %of 
fkndr 
available 

Thcrc was a significant funding shortfall for developing the International Food Safety Authorities Network. The 
absence of national systems to assess zoonotic and foodbome risk is curtailing progress. Such systems need to be 
integrated in national food-control systems and have direct and efficient links to international emergency 
networks, such as International Food Safety Authorities Network and the OIEIFAOiWHO Global Early Warning 
and Response System for Major Animal Diseases, including Zoonoses. Nutrition surveillance and policy 
monitoring are currently underfunded, although the forthcoming publication of a global status report on scaling 
up nutrition action should facilitate advocacy and fund raising. Initiatives to estimate the global burden of 
foodborne disease, in particular the Foodborne Disease Burden Epidemiology Reference Group, have raised 
significant resources for the work of both the Secretariat and the Rcference Group and its task forcc, through 
targeted and consistent efforts, demonstrating that Member States and donors recognize the value of this 
initiative. However, only 50% of the funds required for the six-year project have been raised. 

Of the available funds, U S 4 6  million (84%) were implemented during the biennium. 

19% 

95% 

LESSONS LEARNT AND KEY CHALLENGES 

While WHO's normative work is recognized by all partners, a renewed focus on policy guidance, food-relatcd 
disease surveillance and laboratory strengthening has presented an opportunity for further enhancing the 
Organization's role. Increased recognition by donors of WHO's work elicited support for initiatives, such as the 
Foodborne Disease Burden Epidemiology Reference Group. The creation of a coordinated, uniform system for 
consolidating scientific food safety advice should provide new opportunities for action and makc work in the 
area more efficient. Actions and information sharing were being cffectively integrated across the Organization 
and with partner organizations. Uptake of the Five Keys to Safer Food training materials demonstrated cfficient 
regional promotion and support. 

21% 

90% 

With regard to nutrition, greatcr efforts were needed to create synergies between the three organizational levels. 
An analysis of country cooperation strategies indicated that nutrition tended to be accorded lower priority or 
delegated to other agencies and the matter would, therefore, be discussed with WHO representatives. A global 
plan to strengthen the capacity of WHO staff has been developed and is awaiting funding. 

25% 

85% 

48% 

76% 

21 % 

61 % 

23% 

80% 

95% 

84% 

37% 

84% 



STRATEGIC OBJECTIVE 10 

To improve health services through better governance, financing, staffing and management, informed by 
reliable and accessible evidence and research 

The strong commitment indicated by Member States to the renewal of primary health care undcrpins the support 
that WHO is dclivcring in all regions. Following the adoption of the Paris Declaration, Member States havc 
tailored thcir actions in accordance with different initiatives, for example, Sector-Wide Approaches, programme- 
based approaches, or the Intcmational Hcalth Partnership, enabling progress to be made in aligning global 
interventions with national health plans. A total of 25 out of 57 countries with critical shortages in human 
resources for hcalth prepared investment plans in order to improve the quality of health-professional education, 
hut not all have the rcsourccs needcd to support their plans. More countries have reliable ways of tracking health 
policies and spending in order to reduce out-of-pocket payments. A fcw countries are dedicating 2% of their 
hcalth budget to research. The Intergovernmental Working Group on Public Health, Innovation and Intellectual 
Property established a link between implementation of the WHO strategy on rcscarch for health and the Global 
Strategy and Plan of Action on Public Health, Innovation and lntellectual Property. More Member States now 
adhere to international standards for health information systems, 40% of low- and middle-income countries have 
generated rcliablc basic health statistics, and there is wider access to electronic archives and scientific journals in 
countries. A total of 115 countries complcted the WHO Global Observatory for eHealth survey in 2009 and 53 
indicated that they had eHealth policies. 

ASSESSMENT OF ORGANIZATION-WIDE EXPECTED RESULTS 

Of the twelve Oreanization-wide ex~ec ted  results for this strategic objective, six were "fully achieved and six 
"partly achieved. 

Fully achieved (6) Partly achieved (6) 

10.1 

I I I I I I I I I I I 

Management and organization of integrated, population-based health-service delivery through 
public and nonpublic providers and networks improved, reflecting the primary health care 
strategy, scaling up coverage, equity, quality and safety of personal and population-based 
health services, and enhancing health outcomes. 

FtiNv achieved 

Regional task forces and technical working groups provided oversight and guidance in translating 
the commitment of Mcmbcr States to primary health care renewal into country cooperation strategy 
documents. Support was provided to transform national health-care delivery systems into people- 
centred primary care networks that reflect regional priorities: district health systems in thc African, 
South-East Asia and Westem Pacific regions; integrated health services delivery networks in the 
Region of the Amcricas and European Region; and improved quality in the Western Pacific Region. 
A sitc-based programme on people-centred primary care to raise awareness among key national 
public hcalth cxperts, and tools for evaluating public health serviccs were used in the hcalth-care 
reform proccss in 10 countries. Country case stndies were conducted to assess the impact of health- 
care delivery reforms, such as decentralization of health services, best practice in strengthening 
district and community-based health services, and hospital autonomy. Patient safety tools, in 
particular thc WHO safe surgery guidelines and the surgical safety checklist, were updatcd; in the 
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Eastern Mediterranean Rcgion, the Patient Safety Hospital Friendly Initiative was piloted in seven 
countries and the African Partnerships for Patient Safety initiative was launched. WHO completed 
its research on adverse events and devised a patient safcty curriculum for medical schools in order to 
address safety gaps. 

National capacities for governance and leadership improved through evidence-based policy 
dialogue, institutional capacity-building for policy analysis and development, strategy-based 
health system performance assessment, greater transparency and accountability for 
performance, and more effective intersectoral collaboration. 

Fullv achieved 

A framework for supporting hcalth-sector strategies and health planning processes in countries, 
which responds to expectations for primary health care renewal, is being prepared. Technical 
cooperation was mainly focused on: building capacity in health planning and policy-making in more 
than 60 low-income countries; mobilizing resources from, for example, the GAVl Alliance and the 
Global Fund to Fight AIDS. Tuberculosis and Malaria; implementing health strategies and assessing 
the performance of health systems; and supporting policy dialogue on health strategies in 45 
countries in thc African Region and 14 in the Rcgion of the Americas. WHO also developed 
planning and costing tools, which are being used to scale up health services. Work has begun on a 
country health intelligence platform to provide Member States with regularly updated situation 
analyses of their health systems. 

Coordination of the various mechanisms (including donor assistance) that provide support to 
Member States in their efforts to achieve national targets for health-system development and 
global health goals improved. 

Fullv achieved 

Additional assistance was provided for the closer alignment of global interventions with national 
health plans and to support country initiatives involving, for examplc, national planning processes, 
round tables, donor coordination mechanisms and multi-stakcholder platforms. A reference 
document for the Paris Declaration process, including a quick-reference toolkit, was updated. Within 
the Intcmational Hcalth Partnership, an interagency working group chaired by WHO dcveloped a 
framework for joint assessment of national health plans, and guidance was provided to I8 countries 
on the use of common tools and frameworks for monitoring and evaluating health systems. WHO 
worked with the Global Fund to Fight AIDS, Tuberculosis and Malaria, the GAVl Alliancc and the 
World Bank, facilitating their move towards more harmonized funding mechanisms, and with the 
OECD and World Bank in the preparation of a report1 for submission to the Third High Level 
Forum on Aid Effectiveness. Country casc studies on compliance with the aid effectivcncss agenda 
were completed in Cambodia, thc Lao People's Democratic Republic. Philippines and Viet Nam, 
and WHO continues to monitor aid effectivcncss in selected countries. 

I E[f',clive aid, berler health: veporrpreparedfor rhe Accra High Level Fo,~rrn on oid efl>criveness, 2 4 Seprember, 
2008. Geneva, World Health Organization, Organisation far Economic Co-operation and Development and The World Bank, 
2008. 



I Partlv achieved 

10.4 

In close collaboration with the Health Metncs Network, WHO supportcd the strengthening of health 
information systems. Assessments were carried out of: data quality in four countries in the Europcao 
Region; health facilities in five countries in the Afncan Region; the analytical component of health 
sector reviews and analyscs in three regions; and health information systems in 65 countries. A 
global plan of action was prepared in 30 countries. Regional consultations wcrc held on 
strcngthening health information systems in the South-East Asia Region, and on improving vital 
statistics in the South-East Asia and Western Pacific regions. 

Country health-information systems that provide and use high-quality and timely information 
for health planning and for monitoring progress towards national and major international 
goals strengthened. 

The expected result was assessed as partly achieved even though the indicator target was met 
hecausc thc rcsult was not fully attained in all regions. 

' Women andheulth: todq's  evidence ~omorron.'~ agenda Geneva, World Health Organization, 2009. 

' Global health risky: mortality rrnd brrrden of diveore artributable to selected major ri.sk.9. Geneva, World Hcalth 
Organization, 2009. 

10.5 Better knowledge and evidence for health decision-making assured through consolidation and 
publication of existing evidence, facilitation of knowledge generation in priority areas, and 
global leadership in health research policy and coordination, including with regard to ethical 
conduct. 

Partly achieved 

Headquarters and all regional ofticcs produced annual summaries of key statistics, and progrcss was 
made in establishing regional observatories and databases, and improving operability betwccn 
diffcrcnt databases. Special reports were published, inter alia, on women and health' and global 
health risks2 Many countries across all regions werc supported in gathering and analysing data 
either through household surveys, such as on health examinations and ageing, facility assessments or 
censuses, including at district level. An electronic version of the International Statistical 
Classification of Diseases and Related Problems and a wch-based eleventh revision were prepared 
and work began on classifications for both patient safety and h.aditional medicine. In 2009 a 
research policy was adopted in the Region of the Americas. The Regional Oftices for Africa and the 
Eastern Mcditerranean continued work on their regional strategies on the basis of the draft strategy 
on research for health. 

The expected result was asscsscd as partly achieved because certain aspects relating mainly to 
coordination and leadership in research for health were not fully attained in all regions. 



National health research for development of health systems strengthened in the context of 
regional and international research and engagement of civil society. 

Partlv achieved 

Thc draft WHO strategy on research for health was considcrcd by thc Exccutivc Board at its 124th 
session and recommended for endorsement by the Sixty-second World Health ~ s s e m b l ~ . '  Pending 
consideration by the Health Assembly, *several WHO departments are using its framework for 
updating specific strategies and plans, for example, in the areas of food safety, influenza and patient 
safety. Notably, the research strategy has been integrated in the Global Strategy and Plan of Action 
on Public Health, Innovation and Intellectual Property. The EVIPNET portal enabled additional 
countries to strengthen their health research systems as evidenced by more robust local studies. A 
recently published casehook on ethical issues in health research would be uscd in futurc training 
courses.' 

I Knowledge management and eHealth policies and strategies developed and implemented in 
order to strengthen health systems. 

I FuNv achieved 

Strategies on knowledge management wcrc prcparcd in four regional offices, and on eHealth in 
several countries. Knowlcdgc management and eHealth, as well as the use of health information and 
communications technologies to strengthen health systems, are now components of morc WHO 
country cooperation strategies. Partnerships were extended to include additional United Nations and 
other development agencies. Coverage of the Health IntcrNctwork Access to Research Initiative was 
expanded, associated training courscs organized, and training materials made available in several 
languages. 

Health-workforce information and knowledge base strengthened, and country capacities for 
policy analysis, planning, implementation, information-sharing and research built up. 

Fullv achieved 

Further efforts were made to collate data and information for human resources for health planning, 
monitoring, rcscarch and advocacy at regional and global levels. The Global Atlas of the Health 
Workforce, which can be accessed on the Internet, is actively populated by WHO at all levels, hut 
although coverage has increased, only 44% of Member States are reporting countries. A desk study 
was carried out on the cxistcnce of human resources for health units in health ministries as a proxy 
indicator for measuring their technical and institutional capacity to design and lead the 
implementation of related policies. 

' See EB124/2009/REC!2. 

Postponed to the Sixty-third World Health Assembly, see document WHA6212009/REC13, summary record of the 
first mccting of the General Committee. 

' Cash R. et al., eds. Casebook on elhical i.csues in inlernalionol heullh research. Geneva, World Health 
Organization, 2009. 



' WHO guide hi idenrifiing the economic consequence* o/'di.sease and injun; Geneva, World Health Organization, 
2009. 

10.9 

10.10 

10.11 

DD Poz, MR. ct al. Handbook on monitoring andevrrlurrrion ofhuman reros~-ce.~/or health: with prciol  
applicoUon~/'or low- andmid&-income cotmrries. Geneva, World Health organization, World Bank and United Stales 
Agency for International Development, 2009, Chapter 6 .  

Technical support provided to Member States, with a focus on those facing severe health- 
workforce difficulties in order to improve the production, distribution, skill mix and retention 
of the health workforce. 

F~ill>> achieved 

Thc progress madc in human resources for health developmcnt among the 57 countries with severe 
staff shortages continued to be monitored. According to a stock-taking exercisc, 47 countries now 
have multi-year plans and 25 investment plaos for improving the quality of health-professional 
education, although only six have the resourccs requircd to support their plans. 

Evidence-based policy and technical support provided to Member States in order to improve 
health-system financing in terms of the availability of funds, social and financial-risk 
protection, equity, access to services and efficiency of resource use. 

Parrlv achieved 

Faced with a growing demand from countries for technical support to expand or maintain access to 
services and social and financial risk protection, WHO was able to support more than 65 countrics. 
Collaborative efforts across the Organization were focused on securing early intelligence from 
counhies on the impact on health of the financial crisis and suggesting ways of maintaining or 
improving universal coverage while it lasted. WHO continued to collatc and disseminate evidence 
on aspects of health financing policies that rcflectcd different interests: improving efficiency and 
curtailing costs in higher-income countries, and raising additional resources in order to move away 
from out-of-pocket payments in lower-income countrics. Mcmher States in all regions sought 
support in developing cithcr gcneral health financing strategies, sometimes as part of overall health 
plans, or components of a health financing system, such as provider payment systems, hospital 
financing and health insurance. 

The expected rcsult was assessed as partly achieved even though the indicator targets were met 
because the result was not fully attained in three regions. 

Norms, standards and measurement tools developed for tracking resources, estimating the 
economic consequences of illness, and the costs and effects of interventions, financial 
catastrophe, impoverishment, and social exclusion, and their use supported and monitored. 

Partlv achieved 

Guidelines on estimating the economic impact of disease and injury,' and guidance on measuring 
expenditure on human resources for health as part of the national health accounts exercise2 were 
finalized. More than 30 countrics rcqucsted and received support in using tools, for example for 
identifying financial catastrophe linked to out-of-pocket payments and the financial implications and 
costs of health insurance. In response to the growing number of requests from countries for support 
in preparing applications to global health initiatives, the Regional Office for Africa supportcd the 
prcparation of proposals to the Global Fund to Fight Aids, Tuberculosis and Malaria by 22 countries 
and to the GAVl Alliancc by 9 countries. 

The expected result was assessed as partly achieved evcn though the target number of Memher 
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States given technical support for using WHO financial tracking, evaluation and management tools 
was met because the result was not fully attained in two regions. 

10.12 Steps taken to advocate additional funds for health where necessary; to build capacity in 
framing of health-financing policy and interpretation and use of financial information; and to 
stimulate the generation and translation of knowledge to support policy development. 

Partlv achieved 

WHO supported more than 50 countries to track their health cxpcnditure in connection with policy- 
making. The Regional Office for the Western Pacific updated the framework for institutionalizing 
national health accounts, while the Regional Office for Europe worked with Kyrgyzstan and 
Tajikistan on implementing sector-wide approaches to finances. The Regional Offices for South- 
East Asia, the Eastern Mediterranean and the Western Pacific collaborated on preparing training 
modules in financing policy, and the Regional Office for the Americas supported countries in 
designing and monitoring Poverty Reduction Strategy Papcrs. The Regional Office for Africa 
supported countries in measuring efficiency and exploring the feasibility of results-based financing. 

The Organization-wide expected result was assessed as partly achieved even though the target 
numbers of partnerships in which WHO participated and countries that received long-term financing 
options were met, because four WHO offices reported that insufficient funding had compromised 
progress. 

SUMMARY OF FINANCIAL IMPLEMENTATION (US$ thousand) 

' Includes US$23 000 of undistributed funds. 



The total approved budget for the strategic objective was US$ 514 million, of which US$ 495 million wcre for 
Base programmes and US$ 19 million for Partnerships and collaborative arrangements, such as the World 
Alliance for Patient Safety, the Health Mctrics Network and the Global Health Workforce Alliance. 

Of the approved budget, US$ 426 million (83%) were made available through assessed and voluntary 
contributions, of which US$ 347 million (70% of approved budget) were for Base programmes and 
US$79 million (407% of approved budget) for Partnerships and collaborative arrangements. In the African, 
South-East Asia and Eastern Mediterranean regions, the approved budget generally exceeded the amount of the 
funds that could he raiscd and implemented for health-system support at counhy level. 

Of the available funds, US$ 319 million (75%) were implemented during the biennium. A total of 
US$ 273 million (79% of available funds) were for Basc programmes and US$ 46 million (58% of available 
funds) were for Partnerships and collaborative arrangements. The lower than average implementation rate for 
Partnerships and collaborative arrangcments was mainly due to a higher level of funding than expected being 
received, of which a proportion was earmarked for activities in 201&2011. 

LESSONS LEARNT AND KEY CHALLENGES 

The renewed interest in strengthening hcalth systems and in primaly health care was a positive devclopmcnt. The 
alignment of the health systems agenda, global health initiatives and various funding platforms with countries' 
own plans was a first stcp towards improving the functioning of national health systems. While internal and 
external partnerships have been strengthencd, synergy and collaboration across the Organization arc aspects that 
still need to be addressed. The lack of expertise, particularly at countly level, represents a major challenge. 
Therefore, the number of health personnel needs to be increased and their skills enhanced in countries with the 
greatest nced as part of the overall strengthening of hcalth systems. 



STRATEGIC OBJECTIVE 11 

/ To ensure improved access, quality and use of medical products and technologies I 
In 2008-2009, with the continued support of WHO, 29 countries formulated or updated their medicines policics 
and 10 developed transplantation policies; several countries in the African and Westem Pacific regions 
formulated national policies on traditional medicine and 15 countries drew up safe blood policies. Regional 
medicines policy guidelincs and strategies were updated in two regions. The Global Strategy and Plan of Action 
on Public Health, Innovation and Intellectual Properly were adopted by Member States. 

By late 2009, 46 national medicine rcgulatory agencies and 114 vaccinc regulatory agencies had been formally 
assessed. Regulatory oversight for prequalification of vaccines against infection with pandemic influenza A 
(HINI) 2009 virus was assessed in 13 countries. Many developing countries still lack adequate regulatory 
systcms for medicines, vaccines, blood products, diagnostics and other health technologies. 

Despite the potential of comprehensive supply strategies and the rational usc of medical products to reduce 
medical and cconomic waste, progress in promoting them has been hampered by a lack of political interest at 
countly Ievcl and of resources within WHO. 

ASSESSMENT O F  ORGANIZATION-WIDE EXPECTED RESULTS 

Of the three Oreanization-wide exoected results for this strategic objcctivc, one was "fully achieved and two 
were "partly achieved". 

I I Formulation and monitoring of comprehensive national policies on access, quality and use of 
essential medical products and technologies advocated and supported. 

I I 

I I Partlv achieved 

Fully achieved (1) 

A total of 56 counhies were supported to formulate, implement and monitor their national medicines 
policies; experts from another 60 countries participated in training sessions in related areas. Global 
indicators for monitoring access to essential mcdicincs wcre refined and used in two United Nations 
reports on achieving Millennium Development Goal 8.'' The first global WHO Congress on 
Traditional Medicine, held in Beijing, 7-9 November 2008, adopted the Beijing Declaration on the 
integration of traditional medicine into national health systcms. A new vaccine regulatory process 
was piloted in three countries, and a global training programme for reviewing clinical data for 
vaccine registration was dcvcloped. Technical support was provided to 22 priority countries for 
strengthening their blood transfusion services and to 39 priority countries for improving injection 
safety 

Partly achieved (2) 

' Delivering on the ylohrrlparlner.~hipJbr achieving the Millennium Dewlopmen1 Goals; MiNennitrm Developmenf 
Goals 8ap taskforce report 2008. New York, United Nations, 2008. 

I r 

Slrenglhening rhe globalpartnershipfor developm,pmenf in o time ofcri.si.s: MiNmnium Development Goolr gop io.~k 
/iw,rce reporl2009. New York, United Nations, 2009. 



The expected result was assessed as partly achieved because some planned support to countries in 
the areas of medicines supply management and safe blood and blood products was not implemented, 

I I largely due to gaps in voluntary contributions. I 

Evidence-based policy guidance on promoting scientifically sound and cost-effective use of 
medical products and technologies by health workers and consumers developed and supported 
within the Secretariat and regional and national planning programmes. 

Partlv achieved 

Thc seventeenth edition of the WHO Model List of Essential Medicines and second edition of the 
WHO Model List for Children were published in March 2009. Most countries across all income 
levels are adapting them and preparing national lists of essential medicines as the basis for 
medicines procurement and use in the public sector; some are also using the Lists as a guide for 
reimbursement and insurance systems. Regional training courses were held and several countrics 
received support in connection with clinical guidelines, medicines pricing and reimbursement for 
essential medicines. A draft list of essential medical devices for 100 clinical practice protocols and 
five types of health facility was prepared. In response to resolution WHA60.16, on progress in the 
rational use of medicines, the global database of studies on the rational use of medicines was 
completcd. Country support in promoting rational use among prescribers and consumers tends to bc 
restricted to national normative activities, such as updating lists of essential medicines and treatment 
guidelines, and pilot projects, while fully scaled-up national implementation programmes remain 
rare in all regions. 

The expected result was assessed as partly achieved because of a lack of political interest at country 
level and of resources within WHO. 

11.2 International norms, standards and guidelines for the quality, safety, efficacy and cost- 
effective use of medical products and technologies developed and their national andlor 
regional implementation advocated and supported. 

FuNv achieved 

A total of 67 global monographs on medicine quality, seven reference standards, 30 reference 
spectra and 10 sets of medicine quality guidelines werc published. The United Nations 
prequalification programme, managed by WHO, prcqualified 84 medicines, including 14 paediatric 
formulations. A total of 19 global vaccine quality standards were issued or updated. By the end of 
2009, 98 prequalified vaccines had been produced in 16 countrics, catering for 53% of the world's 
birth cohort in 112 countrics. Efforts to achieve regulatory harmonization were intensified in thc 
African Region. A total of 12 global norms and related guidance were issued covering, intcr alia, 
donated blood, human cell and tissue transplantation and investment planning. Participants from 
many countries took part in training programmes on blood safety, cmcrgency surgical care and other 
health technologies. The prcqualification processes for diagnostics for HIVIAIDS and malaria werc 
begun. 



CNT REPC - 

SUMMARY OF FINANCIAL IMPLEMENTATION (US% thousand) 

The total approved budget for the strategic objective was USS 134 million, of which US$ 160 million (120%) 
were raised through assessed and voluntary contributions. The increase was due mainly to the additional funding 
nceded for global normativc activities, in particular, further expansion of the WHONnited Nations 
prequalification programme for priority vaccines, medicines and diagnostics, and the programme for better 
medicines for children. Of the available funds, US$ 127 million (79%) were spent during the biennium. Not all 
thc available funds were implcmcntcd as some of the contributions were received late and the recruitment of 
staff for these programmes was delayed. 

Of the approved budget, 41% was planned for global normativc functions and 59% for regional and country 
support activitics. The difficulty of raising financing for country-based support activitics, particularly in the 
Eastern Mediterranean and South-East Asia regions, meant that part of the regional and country budget remained 
unfunded. That, coupled with the increase in the global normative budget, resulted in an expenditure ratio of 
61% for global normative activities and 39% for regional and counhy support. This ratio has been constant over 
past bienniums and does not apply to WHO as a whole, but it corrcctly reflects the large global normative 
componcnt in the strategic objective. 

LESSONS LEARNT AND KEY CHALLENGES 

When technical subjects, such as counterfeit medicines or product prequalitication, elicit strong political interest 
and controversy, certain conditions are required to ensure continued progress including wide global consultation, 
strictly applied rules and procedures, publication of a single global standard bascd on all the available scientific 
evidence, and complete transparcncy regarding progress and future developments. 

' Includes US$ 74 000 undistributed funds. 



Regulatory authorities were well prepared and responded vigorously to the need to facilitate rapid development 
of vaccincs against infection with pandemic influenza A (HlN1) 2009 virus, while retaining a proportionate 
degree of independent oversight of the quality, safety and efficacy of candidate products. Authorities in Member 
States also cooperated with WHO, and with each other, in exchanging information to build consensus. 

Certain technical areas, such as the containment of antimicrobial resistance, promoting the rational usc of 
medicines and medical devices, and injection safety, while supported by World Health Assembly resolutions and 
having potential medical and economic benefits, lack extrabudgetaly funding, and, therefore, do not show 
significant progress. 

Addressing gaps in capacity in low- and middle-income countries will enable better implementation of planncd 
activities. For example, less than one third of Member States have a diagnostics regulatory system, and, where 
regulations exist, they are often not enforced. WHO should conccntrate its support in those countries on 
facilitating institutional reform and building the capacity of professional staff in regulatory agcncics. 



STRATEGIC OBJECTIVE 12 

To provide leadership, strengthen governance and foster partnership and collaboration with countries, 
the United Nations system, and other stakeholders in order to fulfill the mandate of WHO in advancing 
the global health agenda as set out in the Eleventh General Programme of Work 

The global cconomic crisis and pandemic (HINI) 2009 required closer cooperation between technical staff 
throughout WHO, which improved thc dclivery of regular information on risks and responses adapted to national 
situations. The series of regional conferences on primary health care renewal gave a clear leading role to WHO 
and fostered collaboration with countries and partners. In addition to sessions of governing bodies, meetings of 
the lntergovemmental Working Groups on Public Health Innovation and Intellectual Property, and Pandemic 
Influenza Preparedness facilitated discussions among Member States on urgent public health matters. Progress 
was made on alignment of WHO country cooperation stratcgics with Mcmber States' prioritics, and on 
harmonization among United Nations and other development partners. WHO strengthened its engagement in 
partnership mechanisms and initiatives, such as the United Nations Development Group "Delivering as One" 
pilot process and the International Health Partnership, particularly at country level. 

ASSESSMENT O F  ORGANIZATION-WIDE EXPECTED RESULTS 

Of the four Organization-wide ex~ec ted  results for this strategic objective, all were "fully achieved" 

I - 
Fully achieved (4) , 

. , , - 
meetings of executive management teams at regional level and the closer involvement of heads of 
WHO country officcs, for example, through the Fifth Global Meeting of heads of Country Offices. 
The Director-General further demonstrated WHO's leadership by conducting effective dialoguc with 
different partners and coordinating the health agenda, and by actively supporting the United Nations 
Secretary-General on foreign policy and global hcalth issues. Several intergovernmental working 
group meetings rcsultcd in the adoption of global strategies and action plans. 

12.1 

The expected result was assessed on the basis of a qualitative evaluation because thc stakeholder 
survey was considered to be no longer appropriate. 

Effective WHO country presence established to implement WHO country cooperation 
strategies that are  aligned with Member States' health and development agendas, and 
harmonized with the United Nations country team and other development partners. 

Effective leadership and direction of the Organization exercised through enhancement of 
governance, and the coherence, accountability and synergy of WHO's work. 

Fullv achieved 

I I Fuliv achieved I 
The implementation in two regions thus far of the harmonization and alignment capacity 
development programme has improved the ability of WHO country teams to engage with partners 
and harmonize their work with other United Nations agencies and development partners. WHO 



regional offices have strengthened their collaboration with the United Nations Regional Directors' 
Team mechanism within the United Nations Development Assistance Framework. A total of 145 
Mcmber States have country cooperation strategies, which are regularly updated and are being used 
to reinforce the health component of the Framework and other health partnerships, and to mobilize 
additional resources. A competitive selection process for heads of country offices was initiated 
during the biennium. 

Global health and development mechanisms established to provide more sustained and 
predictable technical and financial resources for health on the basis of a common health 
agenda which responds to the health needs and priorities of Member States. 

I FuNv achieved 

Devclopmcnt of policy guidance for United Nations Reform processes, including "Delivering as 
One", and on partnerships, has helpcd improve cohercncc between WHO and the United Nations, 
hosted partnerships and various collaborative arrangements. Engagement by regional offices with 
Unitcd Nations Regional Coordination Mechanisms and the Regional Directors of other United 
Nations agencies strengthened synergies and alignment in order to maximize conhihutions to the 
health development agenda at regional and country levels. WHO country teams have assumed 
leadership of the Health Cluster within the United Nations Development Assistance Framework. in 
support of primary-health-care renewal, WHO has also revitalized and expanded its cfforts to 
engage with civil society. At least 250 possible collaborations with the private sector were reviewed. 
Memorandums of Understanding were issued or renewed with four hosted partnerships and several 
intcrgovcmmcntal organizations. 

Essential multilingual health knowledge and advocacy material made accessible to Member 
States, health partners and other stakeholders through the effective exchange and sharing of 
knowledge. 

F~rIlv achieved 

WHO'S achievements included the implementation of a WHO publishing policy, expansion of the 
master list of publications, adoption and implementation of resolution WHA61.12 on 
multilingualism, and improvement of access to technical and scientific literature through global 
library services. Kcy information products, including The world health reports, regional reports and 
technical and scientific publications, as well as multilingual versions of the B~tNetin of the Wbrld 
Health Organization and The world health report were published and distributed on time. The role 
of the Internet in sharing and disseminating hcalth information is increasing and multilingual web 
sites are now operational across different levels of the Organization. The web site of the Regional 
Office for Africa was revamped in English. French and Portuguese; that of the Regional Office for 
the Eastem Mediterranean now provides access to 40 portals in Arabic and English, and 12 country 
offices in the Region have launched web sites. Functioning WHO health information nehvorks 
include, the Global Hcalth Library, the Health, Literature, Library and Information Services 
network, the Virtual Health Library and the medical journals consortium. 



SUMMARY O F  FINANCIAL IMPLEMENTATION (US$ thousand) 

The total approved budget for the strategic objectivc was US$ 214 million, of which US$ 235 million ( 1  10%) 
were made available through assessed and voluntary contributions, mostly as programme support costs. Of the 
available funds, US$ 218 million (93%) wcre implemented during the biennium. Higher-than-expected 
implementation of the approved budget in headquarters, and the resultant incrcase in thc allocation of 
programme support costs to the strategic objective, were attributable largely to an unexpectcd rise in salary costs 
due to exchange rate fluctuations. 

In past bienniums, total cxpenditurc has excccded income from programme support costs. A WHO working 
group has bccn established to rcview thc situation and propose ways of improving harmonization betwccn 
strategic objectives 12 and 13 in ordcr to achicvc savings and introduce working methods that would delivcr full 
cost rccovery. 

At regional level, the regional development fund has remained under strategic objectivc 12 evcn though it is 
mainly used for hcalth emcrgency response. This approach is being reconsidcred and an emergency fund will be 
set up under strategic objective 5. 

LESSONS LEARNT AND KEY CHALLENGES 

Improving coherence and dialogue across the Organization as a whole and fostering WHO's leadership role, to 
which the Director-General and Regional Dircctors were fully committcd, were the key focus of attention during 
the bicnnium. Country cooperation strategies were also widely implemented. 

The financial crisis stimulated a dcbate on the necd to dcfine WHO's corc functions more clearly. While 
pandcmic (HINI) 2009 represcnted an additional challenge, it also provided an opportunity for testing 
collaboration mechanisms, partnerships and communications systems and rcinforcing them where necessary. 



Appropriate resourcing is required to improve efficiency and make savings, and to ensure the effectiveness of 
WHO's leadcrship, governance and partnership functions. Thc convening of additional unplanncd 
intergovernmental working groups and consultations has had a ncgative impact on scheduled activities. Global 
health partnerships and initiatives also increased the demands made on WHO technical staff, particularly in 
support of countrics' needs. 

Country cooperation strategies are now recognized as an Organization-wide reference point for countries' 
activities and, therefore, need to be more closely monitored. The competitive and competency-based selection 
process for heads of WHO country offices should enhance WHO's leadcrship in countrics, however, it needs to 
be strictly applied. 

Efforts to align the budget with WHO's priorities, and the expected results with available resources will be 
pursucd through dialogue with Member States. Monitoring of corporate performance on the basis of agreed 
indicators will bc further strengthened. 



STRATEGIC OBJECTIVE 13 

To develop and sustain WHO as a flexible, learning organization, enabling it to carry out its mandate 
more efficiently and effectively 

WHO's results-based management framework was reinforced through the stricter measurcment and use of 
pcrformance indicators, and grcatcr alignmcnt with the prioritics defined in counhy coopcration strategies. The 
Global Management System was introduced in headquarters and thc Wcstcrn Pacific Region, and preparations 
and training were completed for its implementation in the Eastern Mediterranean, European and South-East Asia 
regions. The Global Management System provides the Organization with a fully integrated system encompassing 
planning and budgeting, technical and financial implementation, monitoring and reporting, and budgct and 
finance management. The International Public Sector Accounting Standards were being introduced as pan of the 
United Nations harmonization process, but their coverage will not bc complete until the Global Management 
System becomes fully operational across all regions. The Global Service Ccntrc provides managerial and 
administrative support services covering information technology, payroll, human resources, payments and 
procurement. Its pcrformance is approaching the expected service level in all areas. Most clcments of the Capital 
Master Plan for 2008-2009 were completed; however, many projects that were deferred remain unfunded. The 
lirst Global Human Resources Plan was preparcd and a revised selection process for hcads of WHO country 
officc, using a global roster, was introduccd. Cooperation was strengthcned between headquarters and the 
rcgional offices to better track alignment between planned expenditures, donor resources, implementation and 
rcsults. The Executive Board at its 125th session, in resolution EB125.RI. decided to establish an Independent 
Expert Ovcrsight Advisory Committee, which will have a positive impact on risk management and control 
systcms. 

ASSESSMENT OF ORGANIZATION-WIDE EXPECTED RESULTS 

Of the six Orpanization-wide ex~ec ted  results for this strategic objective. one was "fully achieved and five 
were "partly achic\,cd". 

Partly at 
I 

Fully achieved (I)  

Work of the Organization guided by strategic and operational plans that build on lessons 
learnt, reflect country needs, are  elaborated across the Organization, and used to monitor 
performance and evaluate results. 

Purtlv achieved 

WHO's management system was further enhanced and greater ctnphasis placed on performance 
indicator data collection and analysis and planning for country-levcl work. Thc refining of the 
indicators in the amended Medium-tcrm strategic plan means that thc Organization-wide expected 
results indicators are clcarer and casier to mcasure and report on. Grcater expertise in results-based 
management, planning processes, including strategic planning, and programme monitoring and 
assessment have resultcd in morc consistent, harmonized planning processes and increased 
transparency in performance monitoring and reporting. The framework for programme dcvelopmcnt 
and management at country level has becn made clearer and particular attention has been givcn to 
ensuring workplans are aligned with the priorities indicated in country cooperation strategies. More 
consistent peer review mechanisms have improved the quality of planning processes and 
performance managcment at all levels. 

I I I I 
rhieved (5) 

I I 



Th: Org:in~/:~l~on-!r~dc c\pcctcd result \\.a\ a ~ c s > c d  as partly ~ c h ~ c \ c d  hecauhc agreed tlmc irdmc, 
for monltorlng and rcponlnr: !\,:re not a h a ) \  zornpl~ed \ \ i t h .  

Sound financial practices and efficient management of financial resources achieved through 
continuous monitoring and mobilization of resources to ensure the alignment of resources with 
the programme budgets. 

Par.11~. achieved 

Through more detailed, real-time monitoring, the Global Management System enables funding gaps 
and risks to be identified and tracked, thereby providing a firmer basis for the allocation of funds, 
such as thosc in the core voluntary contributions account. Active engagement with donors to ensure 
predictable and flcxible donations resulted in contributions from 14 donors and the signing of 
several multi-year framework agreements. Although some progress has been made in implementing 
the International Public Sector Accounting Standards (IPSAS), their coverage will not be complcte 
until the Global Management System has been introduced in all WHO offices. Good management 
secured a modest overall positive return on investments despite the unprecedented challengcs posed 
by the global banking crisis. Despite delays affecting financial reporting and income management 
caused by initial difficulties with the introduction of the Global Management System, which 
particularly affected human resources planning, all requirements have ultimately been mct. 

The expected result was assessed as partly achieved because of the shortfall in the targeted amount 
of fully and highly flexiblc voluntary contributions. 

Human resource policies and practices in place to attract and retain top talent, promote 
learning and professional development, manage performance, and foster ethical behaviour. 

Pnrtlv achiewd 

The policy on contractual arrangements was amended in order to achieve equity between types of 
appointment. Thc updated WHO r-Mantra1 consolidated human resources policy and proccdurcs in a 
user-friendly tool accessible to all WHO staff. Numerous training and facilitation exercises wcre 
carried out to ensurc the smooth integration of human resources in thc Global Management Systcrn, 
and support continued to bc provided at all organizational Icvels. Communication and dialogue have 
becn improved, inter alia, through Global Staff Management Council and regional personnel officers 
meetings, and by the launching of the global wcb-based human resources community site. 
Completion of the first global human resources workplan, in 2009, clearly indicated WHO'S 
priorities and should facilitate the allocation of roles and responsibilities. Initial assessments wcrc 
completed for the first WHO heads of country offices global roster. A document on ethical 
principles and staff conduct was p~~blished and disseminated to all staff members. 

The expected result was assessed as partly achieved because the introduction of a formal mobility 
scheme was postponed until the biennium 201&201 1. 

Management strategies, policies and practices in place for information systems that ensure 
reliable, secure and cost-effective solutions while meeting the changing needs of the 
Organization. 

I Purrlv achieved I 
The deploymcnt of the Global Management System from mid-2008 created opportunities for the 
sharing of a common architecture, reviewing the integration of systems and consolidating processcs 
across WHO. The Global Privatc Network became operational across regional and country offices, 
allowing WHO to use global applications to leverage economies of scale in operational 
management. During 2009, efforts were made to integrate Information Technology Infrastructure 
Library based processcs used by the Global Service Desk with regional service desks. Support 



structures were developed and operational procedures continuously improved so as to work 
effectivcly for end-users across WHO. Other information communications technology achicvements 
covered, implementation of a global identity management system, development of information 
security policies, and arranging suppon in emergencies. 

The expectcd result was assessed as partly achieved becausc of the limited introduction of the 
Glohal Managemcnt System as the primary platform for consistent real-time information 
management. 

Managerial and administrative support services necessary for the efiicient functioning of the 
Organization provided in accordance with service-level agreements that emphasize quality 
and responsiveness. 

The delivery of management and administrative support services was initially hampered by thc 
introduction of the Global Managcmcnt System and the Global Service Centre. Scrvice levels were 
affected during the first 12 months of operation (months six to 18 of the biennium) becausc the 
system was unstable and most of the staff in the Global Service Centre were new to WHO. Service 
delivery improved during 2009, and, for the last half of the year, the Centre was operating in 
accordance with the Service Lcvcl Agreement. Accounts Payable and Global Procurcmcnt and 
Logistics met all their performance targets, while Payroll and Global Human Resources partly 
achieved them. Issues relating to quality and controls were identified and are being resolved. 

Working environment conducive to the well-being and safety of staff in all locations. 

Put-tlv achieved 

Achievcmcnts in this area were the result of the careful management and implementation of critical 
repair and maintenance projects. In general, regional and country off~ccs attempted to improve 
security through mandatory security training of staff members, provision of technical assistance and 
performance of fire and emergency evacuation drills. Compliance with Minimum Operating Safety 
Standards in country offices reached a global averagc of 70%; appropriate recommendations were 
made in thc case of the Regional Offices for Africa and the Eastern Mediterranean. 

SUMMARY O F  FINANCIAL IMPLEMENTATION (US% thousand) 

2OO&L2009 

Approved 
budgct 

Funds 
available 

African 
Region 

125 526 

99885 

Regionof 
the 

Americas 

29 823 

18688 

Soulh- 
East 
Asia 

Region 

49 551 

37016 

European 
Region 

36 932 

38268 

Eastern 
Mediterranean 

Region 

38 040 

37 492 

Western 
Pacific 
Region 

33 214 

29419 

WHO 
headquarters Total 

229286 

252294 

542 372 

513061 



Thc total approved budget for the strategic objective was US5 542 million, of which US$ 513 million (95%) was 
made available through assessed and voluntary contrihutions. Of the available funds, US$ 490 million (95%) 
wcre implemcntcd during the biennium. 
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A total of 55% of the funding was from assessed contributions, which represent only 25% of the Organization's 
funding, and was fully implemcntcd. The growth in the Organization's operations over previous bienniums 
required increased managerial support for programmes, including through enhanced technological development 
and security costs. 

Voluntary contrihutions and the incomc generated by programme support costs havc been insufficient to cover 
the proportion of the total budget allocated for expenditure on general management and administration. The 
Programme budget 2010-201 1 contains plans for participating in United Nations system consultations on cost 
recovery in ordcr to develop way5 of charging a portion of administration costs directly to technical work, where 
they can hc accurately and reasonably attributed. The work on cost rccovety is expected to improve support for 
the shmtegic objective in thc ncxt biennium. 

99 348 

79% 

99% 

LESSONS LEARNT AND KEY CHALLENGES 

Much of the work associated with this strategic objective was influenced by the preparations for the introduction 
of the Global Management System in all locations. New procedurcs and disciplines have affected the way in 
which WHO plans its work and how the plans are linkcd to funding sources and programme implementation. 
Thc deployment of information technologies was also affected. 

19 337 

65% 

103!% 

The introduction of thc Global Management System rcsulted in operational difficulties, user frustration and time - 
spent in remedying the flaws. To ensure effcctivc management and accountability in the future, more attention 
should bc given to thc quality of system data, human resources planning, including financing, common standards 

36 755 

74% 

99% 

and processcs, and monitoring and analysing cost drivers 

Over-optimistic budgeting and a lower level of donor support than that set by the World Health Assembly meant 
that resources were not always aligned with programme implementation. The Secretariat is developing rclcvant 
stratcgies. including an action plan for better resource alignmcnt, for discussion by the Programme, Budgct and 
Administration Committee of the Executive Board. 

37 065 

100% 

97% 

' Funher rxpcnditure of USS 52 million was financed through scparate mechanisms 

38 61 1 

102'% 

103% 

25 122 

76% 

85% 

233 387 

102% 

93% 

489 624' 

90% 

95% 


