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Preface

The WHO South-East Asia Region is one of the first WHO regions to promote the development
of WHO Country Cooperation Strategies (CCS). All countries in the Region have used the
CCS formulation and products for their analysis and review of the country situation and to
identify how WHO can provide more effective support.

The WHO Director-General, Dr LEE Jong-wook, has guided the WHO Secretariat to
focus attention on improving the work of WHO at the country level. This will be done by
strengthening WHO’s country presence and through the CCS mechanism. Efforts to strengthen
country presence would depend on a thorough review of what WHO has done in the past and
what it can do best in the future. During this review and analysis process, it is essential to have
extensive dialogue between staff representing three levels of the Organization, and the
national health authorities as well as other health development partners in the country. WHO’s
effectiveness would also depend on close collaboration with all stakeholders in the country.
The CCS provides an appropriate methodology for this analysis and look into the future.

The Strategy not only represents the work of WHO’s country offices, it also reflects the
work of the entire Organization. The CCS document, a product of intensive review and
analysis, will be used by the Organization to improve collaboration at the country level. It is
also hoped that the document will be useful for other health development partners and enhance
coordination with them.

The Democratic Republic of Timor-Leste is the newest member of our Region. We are
pleased with the efforts and results of the first CCS analysis in the country, which clearly
identified areas for WHO support during the next five years. The Ministry of Health of Timor-
Leste has also endorsed this document. We urge all those involved in health development in
Timor-Leste to make full use of this document. I am confident that this would help our efforts
to strengthen the health services and thereby improve the health status of the people of
Timor-Leste.

Dr. Uton Muchtar Rafei
February 2004 Regional Director
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The Democratic Republic of Timor-Leste (TLS) achieved its formal independence in May
2002, after its separation from Indonesia in August 1999. The violence that followed the
separation in 1999 had led to the destruction of the health infrastructure and the withdrawal
of many health providers. Since then, the international community has jointly assisted Timor-
Leste in re-establishing its health system. WHO was involved in health activities in Timor-
Leste soon after the separation and established a field office in the capital city - Dili, in
October 1999. In May 2003, Timor-Leste formally joined WHO and was assigned to the
South-East Asia Region (SEAR).

Timor-Leste is among the poorest countries in Asia. It has many health problems similar
to those of low-income countries, such as high infant and child mortality mainly due to
infectious diseases and malnutrition; high maternal mortality and poor prenatal and obstetrical
services; and high prevalence of infectious diseases like tuberculosis, malaria and leprosy. As
a newly-independent country with limited resources, it faces shortage of well-trained health
staff at all levels. Nonetheless, Timor-Leste has given its highest commitment to the development
of health and education. The Ministry of Health is striving hard to establish and develop its
health system, emphasizing equity and access, with the support of many international partners.

This Country Cooperation Strategy (CCS) document covers the work of WHO in Timor-
Leste, and is similar to documents developed for the ten other Member Countries in the
Region. The document outlines WHO’s strategic direction in support of the country to further
its health development and improve the health status of its population. Not only does it
consider the health situation in the country and the capacity of the Ministry of Health (MOH),
but it also looks at the roles of other key partners in determining how WHO should direct its
resources to maximize benefits to the country. It emphasizes strategic choices in determining
the use of WHO resources in the next five years. It provides the basis for all levels of the
Organization to determine priorities for the most effective use of its resources, in terms of
staff and funding.

According to the situation analysis, WHO’s presence in Timor-Leste has already had a
substantial positive effect on the health situation in the country. During the emergency period,
WHO played a key role in the coordination of health services provided by a large number of

Executive summary
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donors and nongovernmental organizations. Since its establishment, WHO supported the
initial development of the organization and staff of the MOH. At the same time, WHO played
an important role in implementing key programmes, most notably infectious disease control
(malaria, TB and leprosy), and improving the health services for children, maternal health and
clinical nursing care. The work of WHO, in many of these programme areas, was supported by
donor funding.

In looking ahead, during 2004-2008, the strategic directions of WHO’s Country
Cooperation Strategy will emphasize the following four key areas:

(1) Support for Health Policy and Legislation Development: Being a newly independent
country, Timor-Leste faces many choices in designing and building its health system.
WHO should provide maximum assistance to the MOH in studying various
alternatives using the best international experience, to decide what should be
implemented in the country.

(2) Donor Coordination and Partnerships for Health Development: There is a need
to strengthen partnerships among the donors and international agencies to ensure
that they effectively support new policies and health system development. WHO
should use its neutral and technical position to assist both the MOH and partners
in this effort.

(3) Health System Development: Practical work is needed to develop and strengthen
the health system. WHO-CCS identifies three priority areas: (a) support the
management of the district health system, (b) develop health facilities and human
resources, and (c) enhance capacity building, especially at the central and district
level planning and management of the MOH.

(4) Interventions for Priority Health Problems: In the past few years, WHO has focused
its work in this area, by playing a key role in meeting the health needs of the
population. During the preparation period for WHO-CCS, the MOH expressed its
willingness to continue to strengthen WHO’s involvement in these programmes,
while they also envisaged the possibility of a diminishing WHO role in its direct
implementation. Nonetheless, WHO will continue to support these programmes
through appropriate technical expertise, providing guidelines and standard
procedures.

These strategic directions have implications for all levels of WHO. The Country Office
must have additional technical staff to support the four priority areas. The existing resources
available within WHO Regular Budget for 2004-2005 might not be able to meet the needs of
these strategic agendas. Additional funds from other sources, both within and outside WHO,
must be sought.
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The WHO Regional Office for South-East Asia (SEARO) must provide the technical
backup for several key items in the strategic agenda, to help recruit the best technical staff to
work in Timor-Leste and provide necessary administrative support. SEARO must play a strong
role in resource mobilization efforts, both in terms of preparing proposals and communicating
with donors. It is also felt that the WHO Representative’s Office in Indonesia (WRO-INO)
could make a major contribution to the work in Timor-Leste, because of the similarity of
disease conditions and the common use of the Indonesian language by many health professionals
in Timor-Leste.

The role of WHO Headquarters (WHO-HQ) is also important to the work of the CCS.
WHO-HQ has the ability to identify appropriate technical support not available at SEARO and
has contacts with many donor agencies. Finally, WHO’s experience in the new country of
Timor-Leste can be used to guide the work of the entire Organization.
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1

Introduction

1Document EB105/3: A Corporate Strategy for WHO Secretariat
2Document EB106/7: Working in and with countries - Report by the Director-General

WHO’s Corporate Strategy was endorsed by the Executive Board1 as a policy framework for
the WHO Secretariat, to respond to the changing global environment. It is a process of an
Organizational-wide development and also forms a policy framework for WHO’s collaboration
with other development partners. The “WHO Country Cooperation Strategy (WHO CCS)”2 is
part of the policy framework of WHO’s Corporate Strategy, aimed at articulating the strategic
agenda for technical cooperation with its Member States.

The WHO CCS will help the Organization to improve its performance and to put into
practice new ways of working in and with countries, focusing on their defined needs and
priorities. The CCS, which is developed at the country level with full involvement of all levels
of the Organization, will enable WHO to maximize its contribution to enhance national health
development, through increasing its technical, intellectual, ethical and political leadership in
international health. Most countries in the Region have developed CCS documents and some
are now updating them.

The Democratic Republic of Timor-Leste (TLS), after passing through a phase of
fundamental social and economic turmoil, became the first independent nation of this millennium
on 20th May 2002, following a quarter century of occupation and conflict. In the same year,
it became a member of the United Nations (UN) and many UN Agencies, including the World
Health Organization (WHO). In May 2003, the country was also formally assigned to the
WHO South-East Asia Region (SEAR) at the 56th World Health Assembly.

Timor-Leste has achieved enormous progress in rehabilitating its economy, reconstructing
its infrastructure, reintegrating its refugees and building key elements of sustainable political
process in an environment of internal peace. As a newly independent country, it faces many
challenges in nation-building and overcoming the deprivations affecting the lives of the poor.
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3Planning Commission, East Timor 2020: Our Nation, Our Future, Dili, April 2002; and
National Development Plan, Dili, May 2002
4Ministry of Health, Health Policy Framework, Dili, June 2002

On the eve of independence, in May 2002, the government presented its vision for the
year 2020 and its strategy for achieving this vision in its National Development Plan3. The
Plan has laid out a strategy for five years (2004-2009), with two overriding objectives:

(1) To reduce poverty in all sectors and regions of the nation; and

(2) To promote economic growth that is equitable and sustainable, improving the health,
education and well-being of everyone.

WHO has the privilege of working with the Government of Timor-Leste from the beginning
along with other UN Agencies, bilateral and multilateral organizations as well as national and
international NGOs, in providing emergency and humanitarian assistance, rehabilitation and
development – mainly in the health and health-related sectors. The Government and its
development partners recognized the crucial and important role played by WHO for attaining
many of the present achievements in health sector.

The WHO CCS for Timor-Leste reflects the vision and priorities of WHO as a whole and
the needs of health sector development as identified in the National Development Plan and
the National Health Policy Framework4 adopted by the Ministry of Health in June 2002. The
CCS also serves as a policy framework for collaboration for the period of 2004-2008. It
identifies priority areas for collaboration where WHO, as an Organization, is considered to
have a comparative advantage and can provide significant contributions.

Through the CCS in Timor-Leste, WHO aims to be more responsible, selective, and
dynamic, focusing its areas of work and functions to the needs of the country. The main
purpose is to strike an optimum balance between the needs and expectations of the Government
on one hand and the collective priorities and comparative advantage of WHO as a whole on
the other.

The CCS has also fully taken into account the activities of other UN Agencies, international
and national NGOs and donor institutions. It is consistent with the action plan to achieve the
national and global Millennium Development Goals (MDGs). WHO will seek to support
national capacity building and seize every opportunity for maximizing synergies and
complementing other development partners, in achieving such goals.

A mission comprising of the newly appointed WHO Representative to Timor-Leste,
senior staff from the Regional Office and HQ, as well as technical and managerial staff from
the WHO Country Office in Dili including participation from government, sister UN  agencies
and bilateral agencies were involved in the preparation of WHO CCS (see detailed list in
Annex 3).
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Based on the generic guidelines provided by WHO-HQ and SEARO, an initial draft was
prepared by the WHO Country Office. The draft document was reviewed at SEARO and HQ.
During the visit of the HQ/RO team to Dili during 12-18 October 2003, the draft CCS
document was further revised based on reviews and discussions with senior government officials,
WHO staff at country, regional and HQ levels, officials of UN Agencies and other development
partners (such as the World Bank, UNICEF, UNFPA, EC and AusAID), reports of various
WHO missions, government documentation and other mission reports from other agencies.
The Ministry of Health and WHO offices at country, regional and HQ levels further reviewed
the draft in order to identify the challenges and opportunities for WHO collaboration. Major
strategic directions and action points for WHO priorities for collaboration were highlighted
and incorporated into the final CCS document.
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2

National Health Development Challenges

Scene of devastation during crisis in 1999
(Photo: WHO-Timor-Leste)

5Sections19.2, 57.1, 57.2 and 57.3 of the Constitution of Democratic Republic of Timor-Leste cover  the right of citizens to
health and medical care, promoting a national health service that is universal and through decentralized management, and
providing free health care (ref. Health Profile 2002)

Political and Socioeconomic Context

The Democratic Republic of Timor-Leste is situated on the eastern part of the island of Timor,
one of the Lesser Sunda Islands in the Indonesian Archipelago. The enclave of Oecussi in the
western part of Timor Island and the islands of Atauro and Jaco are also part of Timor-Leste.
It is bordered by the Wetar Strait to the north and the Timor Sea to the south. The western
half of Timor Island belongs to the Republic of Indonesia and is part of East Nusa Tenggara
province.

Timor-Leste was under Portuguese rule until 1975 when it was occupied by Indonesia.
After 24 years under Indonesia, the people of Timor-Leste voted overwhelmingly for
independence on 30 August 1999. The announcement of the results of the vote was followed
by civil disturbances and violence throughout the country.

The territory was
subsequently placed under
the administration of the
International Force for East
Timor (INTERFET) and the
United Nations Transitional
Administration in East Timor
(UNTAET). The UNTAET in
consultation with Timorese
authorities established a
transitional government in
July 2000, and a Constituent
Assembly was elected in
August 2001. The Assembly
drafted the country’s first
Constitution5.
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6Resolution WHA56.15
7Ministry of Health, Health Profile: Democratic Republic of Timor-Leste, Dili, October 2002
8UNICEF, Multiple Indicator Cluster Survey-2002 (MICS-2002) for Timor-Leste, Dili, January 2002
9UNICEF, MICS-2002 stated that around 8-9 children out of every 100 children died before reaching one-year and another
3-4 children died before they were 5 years old

After the Presidential Election was held in April 2002, Timor-Leste formally became an
independent nation on 20 May 2002. On the same day, WHO and Timor-Leste signed the
Basic Agreement for the establishment of technical advisory cooperation relations. Timor-
Leste became the 191st member of the United Nations on 27 September 2002, and it
automatically became the 192nd Member State of WHO. At the 56th World Health Assembly
in May 2003, Timor-Leste was assigned as a Member Country in WHO’s South-East Asia
Region.6

Timor-Leste has a land area of approximately 14,610 square kilometers with an estimated
population of 850,000. The age-structure shows a relatively young population with about
49% below 15 years. Approximately 17% of the total population is under-5 years old. Average
life expectancy is 57 years. Population growth is estimated at 4% per year, with a sex ratio
(males per 100 females) of 107.7

The vast majority (85%) of the population lives in rural areas, mainly around the northern
coastal regions in small, dispersed villages. Population density is about 55 per square kilometer.
Timor-Leste has a hot and humid climate throughout the year with an average temperature of
21 degrees C and a humidity of about 80%.

The country is divided into 13 districts, 67 postos (sub-districts), 498 sucos (villages)
and 2,336 aldeias (hamlets). The districts have district administrators with a small complement
of staff and coordinators at the postos. The low density and difficult terrain in some districts
hamper the provision of health services and infrastructure development.

Commercially produced crops include coffee, coconuts, cloves and cacao. The rural
population still practices shifting cultivation. Commercial forestry is viable in some areas.
While the illiteracy rate is still high among older age groups (20 percent of those over 60 are
illiterate), a positive sign is that more than 80% of 15-24 years are literate according to
MICS-2002.8 Major local languages include Tetun and Bahasa Indonesia (around 80%),
Portuguese, Mambae and Macassae, each spoken by more than 10% of the population.

Timor-Leste is one of the poorest countries in the world with a per capita income of
US$460 in 2002. Available data show that more than 40% of the population lives below the
poverty line with less than US$ 0.55 per day, though there are significant variations between
districts. The maternal mortality rate is estimated to be around 800 per 100,000 live births,
while the infant mortality rate is estimated to be between 70-95 per 1000 live births. Under-
five mortality rate (U5MR) is reportedly 125 per 1000 live births.9
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Health Profile

The present information is based on available documentation on the health situation from
various sources, recognizing that the existing health information system is inadequate, and
various community surveys conducted recently also did not represent the real situation.
Thus, the use and interpretation of the data on the health situation needs to be done with
caution.

Communicable diseases account for approximately 60% of deaths, particularly among
children. These deaths are associated mainly with malaria, acute respiratory infections and
diarrhoeal diseases. Tuberculosis is prevalent and leprosy, yaws and filariasis are also endemic.
Japanese encephalitis (JE) has been identified as an important public health problem. There is
also an increase in incidence of major non-communicable diseases such as cardiovascular
diseases and diabetes, as well as traffic accidents.

The main health problems in Timor-Leste are:

(1) High infant mortality rate (IMR), between 70 and 95 per 1,000 live births, with the
most common causes being infections, pre-maturity and birth trauma.

(2) High maternal mortality ratio (MMR) with an estimated 800 maternal deaths per
100,000 live births. Poor access to reproductive health services is a major

determinant of high maternal
mortality, with increasing
incidence of teenage pregnancies
and short gaps between
pregnancies. MICS-2002
indicated that less than 10% of
married women use any form
of contraception and only 43%
of women giving birth within the
past 12 months had access to
antenatal care. Skilled health
personnel attended only 24% of
deliveries within the past 12

months. In highland areas, this access was reduced to 12%.

(3) High under-five mortality rate (U5MR), reportedly around 125 per 1,000 live
births. The major causes are acute respiratory infections and diarrhoeal diseases,
followed by malaria and dengue infection.

(4) Maternal and child malnutrition have long been common due to scarce essential
food, limited exclusive breastfeeding and lack of knowledge about basic health and
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10 WHO-SEARO, Declaration of Health Development in South-East Asia in the 21st century: Progress Report
(SEA/RC56/Inf Doc)
11 UNICEF, MICS-2002 Timor-Leste, op cit p55

nutrition practices. Three to four percent of children aged six months to five years
are acutely malnourished. An estimated 80% of children have intestinal parasitic
infections with related nutritional deficiencies.

(5) Malaria is highly endemic in all districts with the highest morbidity and mortality
among children. Over 130,000 suspected malaria cases were reported in 1999.
There was a three-fold increase in reported malaria incidence after the 1999 crisis.
Malaria due to P. falciparum and P. vivax are equally represented, with the peak
transmission period in July/August and December/January. The problem is
compounded with widespread drug-resistant P. falciparum malaria.

(6) Timor-Leste is one of the high leprosy endemic countries. Surveys conducted in a
few districts in 2001-2002 showed 30-70 cases per 100,000 population. The
registered leprosy case prevalence of 3 per 100,000 population is still above the
global target for elimination.10 A national leprosy elimination programme is being
developed in order to achieve leprosy elimination by 2005.

(7) Lymphatic filariasis is endemic with all three species present (Brugia timori, Brugia
malayi and Wuchereria bancrofti). Patients with clinical manifestations of chronic
lymphatic obstruction have been well documented.

(8) Tuberculosis is a major public health problem, with an estimated 8,000 active TB
cases nationally, i.e. over 2.5% of the adult population.

(9) Sexually transmitted infections (STIs) are common and existing reports show about
35 STI cases per week, mostly in Dili and Baucau districts. The actual situation of
STIs including HIV/AIDS is still to be ascertained. Recent HIV sentinel surveillance
among women of reproductive age, military recruits and high-risk groups, carried
out during 2001-2003, showed a low prevalence rate. Eight HIV positive cases
were detected, the majority being sex-workers. MICS-2002 also showed that the
majority of women aged 15-49 had little knowledge about HIV/AIDS.

(10) Routine childhood immunization coverage was disrupted during the crisis and
recommenced in early March 2000 although routine EPI coverage was low. The
DHS survey of 1997 showed that around 79% of children (1-4) received a full
immunization cycle, with individual coverage rates ranging from 59% for polio3+
to 78% for BCG. However, the MICS-2002 results showed that coverage rates for
children (1-4) fell to 16 percent for polio 3+ and 37% for BCG, with only 5% of
children fully immunized.11 Timor-Leste organized National Immunization Days
(NID) for poliomyelitis eradication in 2000 and 2002. A special campaign for
measles vaccination was also organized in 2003.
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12Ministry of Health, Health Profile: Democratic Republic of Timor-Leste, Dili, October 2002

(11) One of the old scourges, yaws, has been documented in Aileu, Bobonaro, Los
Palos, and Viqueque districts. The disease, that can be easily cured and prevented,
may still be prevalent in other parts of the country.

(12) A large proportion of the population does not have access to safe drinking water
and sanitary facilities. The UNICEF MICS-2002 survey indicated that only about
55% of the population has access to safe drinking water and sanitation.

(13) Access to health care is also a major problem despite a large number of well-
equipped health care facilities throughout the country. The capacity of health
laboratories is inadequate and the Central Health Laboratory provides only limited
services and quality control. A basic network of health laboratories exists at the
district level. Malaria and tuberculosis microscopy are carried out only in district
capitals.

Health System Development12

The health and education sectors have received priority attention from the highest political
levels of the Government. The progress in policy and process of health development in recent
years has been remarkable. The Interim Health Authority established the National Health
Programme in February 2000, which was followed by the creation of the Division of Health
Services in July 2000. By September 2001, the Ministry of Health was established and widely
acknowledged as one of the strongest ministries in the country.

With its vision statement - “Healthy Timor-Leste people in a healthy Timor-Leste” - the
Ministry of Health envisages the people of Timor-Leste enjoying a level of health that will
allow them to develop their full potential in a healthy environment. The vision implies that all
sectors contribute to health development to reach the goal of “Healthy Timor-Leste”. The
vision also reflects the aim to reduce poverty to an extent where the levels of production and
income allow people to enjoy a healthy life and to have the minimum means to cover basic
needs. Only a healthy community can alleviate poverty. From the perspective of the Ministry
of Health, the values underlying this vision involve a strong commitment to equity and cultural
sensitivity through behaviour based on ethics, solidarity and community participation.

The mission of the Ministry of Health is to strive to ensure the availability, accessibility
and affordability of health services to all Timorese people, to regulate the health sector and to
promote community and stakeholders’ participation (including other sectors). The Ministry of
Health aims to provide quality health care by establishing and developing a cost-effective and
needs-based health system which specifically addresses the health issues and problems of
women, children and other vulnerable groups, particularly the poor, in a participatory way.
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During the crisis period in 1999, more than 80% of the health facilities were either
destroyed or damaged. In addition, the emigration of doctors and other core health
professionals caused the near-total collapse of the health system. A massive effort was required
to re-establish functioning and
sustainable health services. Poor and
unequal access to health services, the
absence of a regulatory framework,
and an inadequate referral system are
some priority problems affecting the
health system in the country. There is
a shortage of doctors and other
professionals and related technical
expertise. The country has sought
international technical support to
strengthen prevention and control of
both communicable and noncommunicable diseases.

Health Care Facilities

Rehabilitation and reconstruction of health facilities all over the country have been taken up
through a trust fund supported by donors (see section below on Health Sector Financing).
Basic infrastructure and health facilities at the district and sub-district levels, vital for ensuring
access to health care for the people, have been rehabilitated and/or reconstructed.
Unfortunately, these health care facilities have largely been reconstructed without access to
water. The Central Pharmacy Warehouse in Dili, which was fully operational by 2002, now
receives and distribute drugs and medical equipment required for the country. An optimal
number of community-level health care facilities at district and sub-district levels have been
restored.

Community Health Centres (CHC) are classified
into four categories: (1) L1 CHC composed of mobile
clinics and health posts (117 mobile clinics are
operational and 88 health posts are in place); (2) L2
CHC consisting of health centres without beds (54
centres); (3) L3 CHCs are centres with some
observation beds (5 centres); and (4) L4 CHC are
centres with limited surgical capacity and 10-20 beds
(3 in total). All CHCs are strategically located all over
the country. Five regional hospitals in Baucau, Covalima,
Maliana, Oecussi and Maubisse are to be established
soon as referral facilities. The National Hospital at Dili
will also be upgraded with specialties.
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At present, the renovation process
of CHCs at levels L2 to L4 is going on.
The design briefs and plans for regional
and national hospitals have been
prepared and construction is expected
to commence by late 2004 to be
completed by end-2006. The
improvement of health care facilities has
to be commensurate with the deployment
of health staff, new functional
arrangements amongst the staff, and the
availability of support facilities including
diagnostics and logistics.

Development of Human Resources for Health

Capacity development and “Timorization” of the health sector is the main challenge for the
Ministry of Health. The policy for Development of Human Resources for Health (HRHD) is
meant to ensure the availability of quality health care by recruiting, training, deploying and
managing an adequate number of health personnel based on identified health care needs and
within sustainable resources. The MOH is currently providing essential health care in all 13
districts with additional technical, financial and human resources provided by international
development agencies, including INGOs. In all districts, basic health workers have progressively
assumed responsibilities for providing essential health care by taking charge of all public
health facilities. In order to maintain a high quality of affordable health care, the MoH estimates
that approximately 10-15 additional general and specialized doctors and a few hundred
nurses/midwives will be needed to serve Timor-Leste.

An intensive recruitment of nationals for the health sector was initiated to fill up
approximately 90% of the total 1,472 posts established by the MOH. The major problems in
HRHD include an imbalance between production and demand, inadequate skill and skill-mix
among the staff, as well as inefficient use of available human resources. There is an urgent
need for capacity building of health workers in the areas of laboratory facilities and drug
supply management. The absence of national professional staff, such as medical doctors and
managers, is another key constraint.

Future Plans

The MOH aims to ensure provision of essential health care to all people of Timor-Leste. It
regulates the health sector effectively and promotes the participation of stakeholders from
health-related sectors and the community. The MOH is committed to use available resources
in the most cost-effective way. The development strategies have been devised to emphasize
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Laboratory at Community Health Centre
(Photo: WHO-TLS)

the importance of providing adequate access to primary health care, focusing on prevention
and clinical support in underserved areas. Construction of health posts in remote areas with
high levels of demand is planned. It is proposed to develop a system of primary health care
easily accessible to individuals and families in the community and at a cost that the community
and country can afford at each stage of its development.

Based on the National Development Plan, the following health policies will guide the
development of the health sector:

(1) Emphasizing preventive and promotive health care, based on Health-for-All/ Primary
Health Care principles;

(2) Adopting a policy of integrating health systems with other sectors;

(3) Targeting groups to achieve the greatest health impact;

(4) Developing policies on human resources for health, appropriate to the needs of
the country;

(5) Promoting access to basic health care by vulnerable groups;

(6) Adopting Integrated Management of Childhood Illness (IMCI);

(7) Mainstreaming gender health concerns in all programmes; and

(8) Working with relevant sectors/organizations to advocate an improved status for
women, promoting equal rights for men and women in access to health.

Specific high-burden diseases like malaria, tuberculosis, diarrhoeal diseases, respiratory
infections, leprosy, mental health,
and reproductive health, including
high maternal mortality, will need
special attention. Diseases with high
risk, such as HIV/AIDS, also have a
high priority in the agenda of the
Ministry of Health. The Ministry
supports the objectives of a sector-
wide approach to ensure that
external assistance is not donor-
driven, but is in line with the
priorities mutually agreed between
the Ministry of Health, stakeholders
and donors.
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Development Assistance and Partnerships

Table 1: Estimated Budget of Ministry of Health (thousands of US dollars)

Source 2002/2003 2003/2004 2004/2005 2005/2006 2006/2007 

Office of the Minister (CFET) 55 78 75 81 87 

Programmes (CFET) 7,070 8,700 10,182 14,026 15,177 

Projects (CFET) 570 1,200 639   

TFET 8,103 10,434 15,639   

Bilateral 2,012 1,578 805 110  

Multilateral 893 1,994 1,270 1,100  

UN assessed 140 140    

TOTAL 18,843 24,124 28,610 15,317 15,264 

Population (3.9% growth) 850.0 883.2 917.6 953.4 990.6 

Per capita 22.2 27.3 31.2 16.1 15.4 

Notes: Fiscal year starts on July 1; CFET=Central Fund for East Timor; TFET = Trust Fund for East Timor
UN Assessed = UN advisor in the Ministry of Health
Multilateral – UNICEF, UNFPA and WHO
Source: “2003-2004 Budget Submission”, Timor-Leste Ministry of Health, March 2003

Health Sector Financing

During the emergency phase (September 1999 through the end of 2001), health care was
provided by international organizations.  After gaining independence in May 2002, Timor-
Leste faced the problem of financing social sector activities.  Recognizing the extremely limited
general revenues available, Timor-Leste’s development partners agreed to establish a “Trust
Fund for East Timor (TFET)” to support key activities such as health and education.

During the first year of independence, about 40% of the Ministry of Health’s budget was
financed through the TFET, in addition to other funds from bilateral and multilateral agencies
(see Table 1 below).  This trend of reliance on donor funding will continue for the next few
years with a significant drop in overall funding for the health sector soon after the completion
of the TFET projects.
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The TFET is financed by development partners, such as multilateral financial institutions
(the World Bank and the Asian Development Bank), bilateral agencies from Australia, Finland,
Ireland, Italy, Japan, New Zealand, Norway, Portugal and the United Kingdom, UN agencies
and international NGOs.  The World Bank, as a trustee, administers the TFET providing
grants for economic reconstruction and social development activities that are implemented by
designated ministries.

One of the major projects of TFET is to restore the health infrastructure.  Most of the
funds are being used to construct and equip health centres and hospitals, and to subsidize
staff costs for health staff working at district health offices, hospitals and health centres.  The
funds have also supported the development and implementation of health sector policies,
capacity building for HRH development, as well as development of administrative and financial
systems.  Some funds were also provided for the purchase and distribution of drugs to health
centres.  Other organizations providing financial and technical support include the European
Commission, the German Development Corporation and the International Monetary Fund.
Total TFET funding is around US$41 million.  The European Commission provides the major
part of funding for hospital construction, mainly through the TFET.

Regular donor missions and meetings of development partners are conducted twice a
year to discuss with the Government the flow of funds and the type of assistance that the
country will need in the next five years.

Bilateral Assistance

Currently, the Australian Aid Agency (AusAID) is a key external partner in supporting health
programmes such as oral health, mental health, and also providing an advisory position for
health promotion in the Ministry of Health. AusAID also assisted the MoH in the development
of the ambulance system. According to recent discussions, it is likely that AusAID might shift
funds from the health to other sectors such as security.

The Government of Japan has also recently supported maternal and child health activities
through UNICEF (about US$1.5 million in 2003; a similar amount may be available for
2004).  USAID is currently reviewing the health and population sectors for further assistance.

Multilateral Assistance

In the areas of child and reproductive health, WHO has worked closely with UNICEF (annual
budget of around US$1.5 million for health and education) and UNFPA (annual budget of
around US$0.5 million for population and reproductive health).  A joint action plan for
reproductive health was developed by the three agencies in 2000 and has been implemented.
Other areas of collaboration with UNICEF include EPI, IMCI, nutrition as well as water and
sanitation.  FAO, WFP and UNDP have also collaborated with WHO in areas of food security,
disaster management and environmental health.  Of note is the development of a framework
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 Table 2: Estimated contributions to WHO by Partners (thousands of US Dollars)

Source: WHO Country Office, Timor-Leste

Time Period Budget Requested 
Contributions from 

Donors 
Contributions from 

WHO 

1999-2001 7,250 2,848 1,100 

2002-2003 2,450 410 1,848 

 

to achieve the health-related National Millennium Development Goals.  This was done with
the active participation of the MOH and WHO, together with other UN Agencies.

In the early emergency phase, much of the financial support for WHO’s collaborative
activities came from the global Emergency and Humanitarian Action (EHA) programme using
both the regular budget and extra-budgetary resources.  The total budget for 2000-2001
was around $3.5 million.  In addition, WHO also implemented priority activities for rebuilding
the health sector, particularly during the emergency and early rehabilitation phases, using
funds allocated for the Ministry of Health from the TFET.  Table 2 shows the combined
contributions made to WHO by these partners as well as the WHO/HQ and Regional Office
resources.

Nongovernmental Organizations (NGOs)

Until December 2001, the International Committee of the Red Cross (ICRC), international
military teams and over 15 international nongovernmental organizations (INGOs), were directly
responsible for the provision of curative and public health care to the population.  Since the
early days of the health crisis, WHO has acted as the “coordinator for health”.  In addition,
WHO worked closely with the International Rescue Committee (IRC) and Merlin in implementing
the Roll Back Malaria Initiative.  Together with other INGOs (like OXFAM Australia, Timor
AID), initiatives for water and sanitation improvement and vector-borne diseases control were
also implemented.

After December 2001, when the responsibility for health care delivery was transferred
to the newly formed Ministry of Health, many INGOs shifted their focus of activities to the
community level by strengthening community action for health.  The MOH has also developed
appropriate guidelines for working with INGOs to ensure consistency of approaches and
messages for prevention and control of diseases.  Although many INGOs serving the health
sector during the emergency phase have left, a number of INGOs, together with newcomers,
are committed to assist health sector development.  Table 3 below describes the areas of work
of these organizations and their collaboration with WHO.

WHO is also actively working with an increasing number of local NGOs. Close
collaboration of WHO with Cruz Vermelha De Timor-Leste (CVTL) and the National Red
Cross Chapter is a good example of national capacity building in civil society.  WHO supported
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the activities of CVTL, such as training in first aid and disaster management, as well as social
mobilization activities. CVTL
actively supported WHO in many
of its community-based activities,
including organizing social
mobilization functions relating to
World Health Day, World TB Day,
World AIDS Day, etc. Another
example is the collaborative work
with a local NGO - Klibur Alizados
Timor Lorosae (KATILOSA).  WHO
assists this NGO with policy and
programme advice on their activities
related to disabled persons. The
development of local organizations
is a key element in the approved “Malaria prevention and control project” funded through the
Global Fund (GFATM).  It includes a partnership mechanism to augment the capacity of local
NGOs in health programme management, particularly for malaria.  WHO will be directly
assisting them through the CCM.

Community Health Centre at Village level
(Photo: WHO-TLS)

Table 3: International NGOs in the Health Sector and WHO Collaboration

NGO Area of Work WHO Collaboration 
Caritas Norway in 
collaboration with 
Caritas Dili 

Management and financial 
support of the National 
Tuberculosis Programme (NTP)  

Technical support in the NTP with a 
joint MOU with the MOH and 
Caritas; 

Close collaboration in the 
development of the TB proposal to 
Global Fund to fight HIV/AIDS, TB 
and Malaria (GFATM)  

OXFAM Australia Water and Sanitation; 
Community Based Health 
Programmes 

Collaboration in environmental health 
promotion initiatives  

World Vision Child Health Programme in 
Bobonaro District; 

Malaria Control Activities 
through the GFATM  

Technical support and collaboration 
through the WHO IMCI consultant 

Technical Collaboration through the 
Country Coordinating Mechanism for 
the Global Fund (CCM) 

Christian Children’s 
Fund; Health Net 
International 

National Malaria Programme 
Activities as defined in the 
GFATM approved proposal  

Technical collaboration through the 
CCM  
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NGO Area of Work WHO Collaboration 

Caritas Norway in Management and financial Technical support in the NTP with a Alola Foundation  Breastfeeding  Technical assistance in the 
development of IEC materials for 
community support groups; capacity 
building of staff  

Knua Buka Hatene  Community Health IEC  Technical advice in the development 
of community theater groups to 
deliver health messages  

US Peace Corps 
(Corpo De Paz) 

Community Health Education  Technical assistance and induction 
training  
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WHO Country Programme

13 WHO Press Release WHO/47, 17 September 1999

WHO’s Presence in Timor-Leste

Within a few days after the deployment of INTERFET in August 1999, major UN Agencies
including WHO reached Timor-Leste and started their operations to provide emergency
humanitarian assistance.
Within a month, by 16
September 1999, WHO
SEARO assigned two public
health professionals on standby
at Darwin in Australia, with the
possibility of transferring them
to Timor-Leste and managing
initial emergency and
humanitarian assistance in
health. The WHO Director-
General made a statement in
Geneva around the same
period that, as soon as arms
were laid down, reconstruction of the health systems and other infrastructure must begin in
Timor-Leste, and WHO would move quickly to deal with malnutrition and prevent an upsurge
in communicable diseases. She also made an appeal to the international community to support
the efforts of WHO.13

On 20 September 1999, as the local security situation allowed, the first WHO team
reached Dili from Darwin, along with staff from other UN Agencies, to assess the situation
and start the ground work for medical and health emergency assistance. Within the next few
days, WHO established a temporary field office in Dili with two public health specialists and
one medical supply officer from SEARO and four members of the SUMA (Humanitarian
Supply Management System) team from WHO-HQ.
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The WHO-SUMA team immediately installed the supply management system at the
WHO Office, temporarily established at the UN House and provided general and technical
support for humanitarian relief and supply management related to health. Two more staff (one
from HQ and another from SEARO) later joined the local WHO team to assist in emergency
humanitarian assistance for health (EHA). By the first week of October 1999, the WHO Office
temporarily established in Darwin, Australia, was in full swing for logistical support.

On 8 October 1999, the WHO Representative (WR) in Indonesia, supported by WHO-
SEARO, prepared and submitted the health section of the UN Consolidated Inter-Agency
Appeal for the East Timor Crisis. Two staff members from WHO-HQ visited Dili for two weeks
to coordinate and supervise disease surveillance work in Timor-Leste. The WR-Indonesia was
in Dili from 12-14 October 1999 to review and discuss with local authorities plans for
implementing EHA activities. Another five-member WHO team came for assessment of the
communicable diseases situation.

Since then, WHO-SEARO has fielded successive missions to provide technical support
to the WHO office in Dili covering various health development activities, particularly in the
areas of human resources, disease control, epidemiological surveillance, essential medicines,
tuberculosis and IMCI. Through its resolution 1272/1999, the UN Security Council established
the United Nations Transitional Administration in East Timor (UNTAET), on 25 October
1999, entrusted with the overall administration of the country.

Till January 2000, the WHO Office in Dilli was technically supervised by the WHO
Regional Office in New Delhi through the WHO Representative’s Office in Jakarta, Indonesia,
and with full logistic support through the unit in Darwin. The Darwin unit was wound up on
7 January 2000, and since then, the WHO Office in Dili with a Head of Office appointed by
WHO-SEARO, has directly handled all logistic arrangements and other management issues.
In March 2000, WHO-HQ appointed a senior staff member to UNTAET to manage the
health sector. The Head of Office of WHO in Dilli worked closely with the UNTAET, UNICEF,
ICRC and many INGOs, to coordinate the health activities, until the establishment of the
Interim Health Authority, which was a precursor of the Division of Health Services. In September
2001, the Interim Health Authority was formally transformed into the Ministry of Health.

The WHO Country Office in Dili worked closely with the Regional Office and HQ
throughout this period. In the early stages, the WHO Country Office in Jakarta played an
important role in the preparation, implementation and monitoring of the UN Consolidated
Appeal together with Regional and HQ staff. Later, the full-fledged WHO Country Office in
Timor-Leste took over such functions.

While WHO-HQ focused on sharing the results of the work done at the country level
and in mobilizing extra-budgetary resources for the smooth and sustained operations of the
Country Office, the main function of the Regional Office was to provide technical backstopping.
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Major resources came from the Regional Director and the Director-General for supporting
crucial activities in the country. From 1999 until October 2003, WHO provided over 91
public health experts/missions to Timor-Leste.  An independent external review mission in
May 2001, sponsored by the Government of Australia, reported that much of the successful
work of WHO was based on the commitment, flexibility and initiative of its staff rather than its
institutional support.

In September 2002, Timor-Leste became the 192nd Member State of WHO and later, in
May 2003, at the 56th World Health Assembly, it was assigned as one of the 11 Member
Countries of WHO’s South-East Asia Region. The country now has a separate country budget
allocation with a full-fledged WHO Country Office with a WHO Representative (WR) in place.

The Work of WHO in Timor-Leste

From September 1999 till the end of 2003, WHO has had a flexible and responsive approach
to providing technical and professional support to the Ministry of Health. Given the limited
trained human resources in the country, WHO is actively involved in the implementation of
many priority health programmes.

Annex 1 outlines the key activities and achievements carried out by WHO during the last
four years, moving from emergency assistance to development assistance. In order to analyze
the work of WHO in Timor-Leste, it is useful to refer to the four key strategic directions of
WHO as reflected in WHO’s Corporate Strategy:

(1) Reducing excess mortality, morbidity and disability, especially in poor and
marginalized populations;

(2) Promoting healthy lifestyles and reducing risk factors to human health that arise
from environmental, economic, social and behavioural causes;

(3) Developing health systems that equitably improve health outcomes, respond to
peoples’ legitimate demands and are fairly financed; and

(4) Developing an enabling policy and institutional environment in the health sector,
and promoting an effective health dimension to social, economic, environmental
and development policy.

The following is a summary of the main activities during the last four years:

(1) Reducing excess mortality, morbidity and disability, especially in poor and
marginalized populations.

In the emergency situation during 1999-2001, the major role of WHO was to
reduce excess morbidity and mortality due to infectious diseases. This meant
establishing a system to monitor outbreaks of diseases, investigate any outbreaks
and take necessary action to control (or contain) these outbreaks.
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WHO started its work in Timor-Leste with these efforts and, over time, moved
to more programme-oriented interventions to tackle persistent diseases. Because
malaria was a predominant health problem, efforts were made to develop a protocol
for malaria control, followed by a strategic control programme. Recently, WHO
assisted the MOH in developing a successful proposal for malaria control under
the Global Fund.

Work on tuberculosis control was similar although programme implementation
was largely with an NGO. Again, WHO assisted the government in preparing a
successful TB control proposal for the Global Fund. Because of the global concern
for HIV/AIDS, WHO helped assess the risk of HIV/AIDS in Timor-Leste along with
other sexually transmitted infections (STIs).

WHO has carried out a national survey on leprosy in order to re-establish the
national leprosy elimination programme. WHO played a leading role in implementing
several disease control programmes by hiring local staff for assistance and by
mobilizing international funding.

WHO conducted a study to determine the prevalence of Japanese encephalitis
(JE) and outlined major intervention strategies. During the worldwide outbreak of
SARS, WHO was at the forefront, providing appropriate information and preparing
infection control measures. WHO also assisted in the development of the local
field manual on the management of all communicable diseases.

Working closely with UNICEF and later the MOH, WHO supported
immunization campaigns and routine immunization programmes throughout this
period. Lastly, training was provided for the treatment of severe cases of malnutrition.

(2) Promoting healthy lifestyles and reducing risk factors to human health that arise
from environmental, economic, social and behavioural causes.

WHO provided extensive support in addressing the risk factors and determinants
of ill health. WHO advised various departments of the MOH to strengthen the
promotive and preventive activities pertaining to priority issues such as maternal
and child health, communicable diseases and environmental health.

WHO assisted the MOH in the development of annual work plans, mentoring
of national staff, development of internal department policies and a national health
promotion strategy as well as regular development and delivery of health campaigns
and messages. Currently, the national health promotion strategy is in its early
implementation phase and is focused on building capacity of CHC staff in mobilizing
the community and in health communication.

WHO also provided technical support in the area of health promoting schools
through the following: 1) development and signing of an MOU between the MOH
and the Ministry of Education, Culture, Youth and Sports; 2) development of a
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health and hygiene curriculum for primary schools; and 3) development of a
framework for action between the Ministries of Health and Education currently
under discussion.

WHO worked closely with the oral health programmes particularly in designing
the oral health promotion strategy and plan which includes development of
appropriate messages, materials and training of health staff in its delivery.

WHO supported the coordination of work of the MOH with other sectors
such as the water and sanitation sector in the development of materials for personal
and community hygiene and sanitation. Work with NGOs was also supported with
regard to initiatives to deliver messages on health to the community.

The development of a national tobacco control strategy commenced with a
situational analysis to be used for policy recommendations, particularly for signing
the FCTC. Health communication activities as well as scientific meetings were
conducted to address the issue of tobacco use and health. In addition, a mental
health strategy was developed for the country. Technical assistance was also provided
for the development of guidelines for food safety.

(3) Developing health systems that equitably improve health outcomes, respond to
peoples’ legitimate demands and are fairly financed.

Consistent efforts have been made to develop the health systems and improve the
capacity of health professionals in the country. The two areas receiving greatest
attention were IMCI (Integrated Management of Childhood Illnesses) and nursing
care.

Timor-Leste faced a severe shortage of doctors in its early days of
independence and efforts were made to improve the quality of care given by nurses.
IMCI materials and guidelines were adapted to local conditions and many health
providers were trained. Over 200 nurses and midwives have been trained from 7
districts.

In collaboration with the National Centre for Health Education and Training
(NCHET), WHO developed an advanced nursing practice course to strengthen
the essential clinical skills of nurses, especially those working without doctors in
the sub-district Community Health Centres (CHC). Presently, 34 nurses have been
trained and redeployed to CHCs. These were rather intensive operations requiring
full-time technical assistance and a large amount of funding.

WHO worked with the MOH to augment the number of health professionals
by developing local training programmes for nurses and paramedics, and through
fellowships for training in institutions abroad. WHO fellowships were provided to
12 medical and public health students to continue their studies in Indonesia,
where they had partially completed their studies before independence. Management
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14 These five functions were modified from those presented in “Country Focus Initiative: Country Cooperation
Strategy Report”, Global Programme Management Group, Seventh Meeting, Dakar, 31 October 2002

training was also provided for some middle-level staff in the MOH at the central
and district levels.

WHO assisted in establishing a public health and clinical laboratory support
system, both for routine diagnostic tests and to establish a blood bank including
the testing of blood for infectious diseases. In addition, a policy was developed for
rational drug use, including an essential drug list, and to provide basic training in
the management of drug supply and its rational use. As part of EHA activities,
development work was started on disaster preparedness. Efforts were also made to
re-establish a health information system. A milestone was the development of a
Geographical Information System (GIS), providing detailed digital maps of all areas
of the country.

(4) Developing and enabling policy and institutional environment in the health sector,
and promoting an effective health dimension to social, economic and development
policy.

During the emergency period, WHO coordinated health-related work undertaken
by national and international organizations. It had a key role in re-establishing
health care services. WHO, together with other international agencies and donors,
was involved in establishing the Ministry of Health. Due to its presence from the
beginning of the crisis, WHO was able to provide technical advice on the organization
of the new ministry and had the opportunity to work closely with MOH staff. This
had a significant influence on the new policies of the MOH and the health sector.

More specifically, WHO assisted the MOH in developing appropriate policies
on various health issues such as: Child and Adolescent Health; Reproductive Health;
Nutrition; Nursing; Human Resources Development; Health Promotion and
Laboratory and Blood Bank Services. In order to achieve desired results in these
key strategic directions, five major functions of WHO at the country level have
been developed as part of WHO-CCS process.14

(1) Routine programme implementation or special eradication, elimination or
control efforts;

(2) Catalyzing the adoption and adaptation of technical strategies and innovations;
seeding large-scale implementation;

(3) Supporting research and development; monitoring health sector performance;

(4) Information and knowledge sharing and advocacy; providing generic policy
options and standards; and

(5) Providing specific policy advice; serving as a broker; influencing policy action
and spending; fostering partnerships.
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Table 4: Matrix of WHO key strategic directions by major functions in Timor-Leste

 
Programme 

imple- 
mentation 

Catalyzing 
technical 
strategies 

Supporting 
research and 
development 

Knowledge 
sharing and 
advocacy 

Policy action 
and partner-

ships 

Reducing burden of 
disease 

+ + +  + +  +  + +  + +  

Reducing risk 
factors for health 

+  +  – +  +  

Developing health 
systems 

+ + +  +  – +  – 

Developing policies 
and institutional 
environment 

+  – – +  +  

–  no involvement                         ++  moderate involvement
+  limited involvement                 +++ extensive involvement

To summarize WHO’s work in Timor-Leste over the past four years, the matrix in Table
4 below indicates its involvement in each of the four strategic directions and five functions

Overall, WHO has played an extensive role in health development by providing leadership
during the crisis period, ensuring that health services and disease control programmes were
delivered in partnership with other international organizations and NGOs. Since the new
Ministry of Health was established, the role of WHO shifted from leadership to facilitator,
focusing more on capacity building and institutional development. The role of WHO in the
coming years is outlined in the Strategic Agenda below.

Challenges for WHO work

WHO faces three challenges in Timor-Leste that must be considered and addressed at the
country level:

(1) To define the roles and expectations of WHO and the MOH, within the context of
the rapidly changing situation in Timor-Leste: The situation in Timor-Leste forced
WHO to expand its traditional role of coordinating and providing technical advice,
norms and standards, modules, technology and skills to that of being directly involved
in the implementation of key health programmes. Even though WHO is not
traditionally an implementing agency, the WHO Country Office has been heavily
involved in implementing certain health development activities, in view of the limited
capacity within the MOH. This meant an increased technical and administrative
workload for the WHO Country Office, and required supplementary funding from
donors. WHO-EHA operations normally involved direct implementation entirely
appropriate for conditions in Timor-Leste. Since the country has moved from an
emergency situation to the development stage, and also with the improved capacity
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of the MOH, more responsibilities for implementation will be eventually moved
from WHO to MOH.

(2) Limited knowledge of English: The use of three other languages (Bahasa Indonesia,
Tetun and Portuguese) and limited knowledge of English is another challenge.
During the re-establishment of health centres around the country, a lot of technical
documentation and guidelines were needed at all levels. Many of these documents
are available in English, which most of the health workers find difficult to use.
There is an urgent need to translate these documents into local languages. English
language skills are also required by key MOH staff for communicating with
international consultants and for exposure at meetings and conferences and also
to use the internet. WHO staff has to provide additional briefing and background
materials to new managers assigned at the MOH. Furthermore, with a large number
of MOH staff going on fellowships and the major transfers within MOH meant a
rapid turnover of middle-level officials. Consequently, the challenge of capacity
building and the transfer of technical knowledge becomes bigger.

(3) Existence of a large number of donor-assisted projects: This has resulted in frequent
visits by international consultants, officials and expatriate staff working on short
and long-term assignments with the Ministry of Health and other health-related
ministries as well as with other national and international agencies and INGOs.
WHO has to provide technical, managerial and administrative assistance to the
MOH to ensure appropriate briefing and coordination of these visits. This is a
major component of the workload at the MOH and at the WHO Country Office.
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Strategic Agenda for WHO in Timor-Leste

WHO’s Mission

The main mission of WHO in Timor-Leste is “to cooperate and collaborate with the Government
of the Democratic Republic of Timor-Leste, and other development partners in Timor-Leste
to provide the greatest possible contribution to improving the health of the people of Timor-
Leste.”

This will be accomplished by advocating and supporting appropriate health policies,
facilitating sustainable development of health systems, and developing and implementing health
intervention programmes aimed at reducing the excess burden of diseases, and improving
health conditions that would contribute to poverty alleviation and gender equity. These are
consistent with Timor-Leste’s national health development goals.

Strategic Agenda

The WHO CCS sets out a strategic agenda for all levels of WHO in order to improve the
health of the people of Timor-Leste. It is based on a situation analysis of the present and
future trends in health needs and the development of the health system to meet these needs.
The agenda is also based on the current and future collaboration with the Ministry of Health
(MOH), as well as the support of other partners in health development. Finally, the WHO
strategic agenda is also considered as part of the UN Common Country Assessment (CCA)
and the UN Development Assistance Framework (UNDAF).

The CCS outlines a process of change within WHO to better meet the health needs of
Timor-Leste. This is especially appropriate in a new country facing many choices about how
its health system and policies will be developed and implemented. The CCS identifies strategic
directions, operational principles and functions of WHO in the country based on the national
goals of health sector development and MDGs for Timor-Leste. It is expected that the WHO
CCS will cover the period 2004-2008. The CCS would be improved during this period
according to the changes in the context and circumstances.
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Table 5: Matrix of changes on key strategic directions by major functions
for future WHO work in Timor-Leste

   – no involvement at present + + + extensive involvement at present
  + limited involvement at present ↑ projected to increase
+ + moderate involvement at present ↓ projected to decrease

 Programme 
imple- 

mentation 

Catalyzing 
technical 
strategies 

Supporting 
research and 
development 

Knowledge 
sharing and 
advocacy 

Policy action 
and partner-

ships 

Reducing burden of 
disease + + + ↓ + +  +  + +  + +  

Reducing risk 
factors for health +  + ↑ – +  + ↑ 

Developing health 
systems + + + ↓ + ↑ –↑ +  –↑ 

Developing policies 
and institutional 
environment 

+ ↑ –↑ –↑ + ↑ + ↑ 

 

Over the next five years, it is anticipated that there will be a strategic shift in the work of
WHO. At present, the Ministry of Health is placing the highest priority on building the capacity
of its staff and to help solve the key issues in the health system. In addition, it is clear that the
country is facing a series of key decisions about the future direction for the health sector.

Therefore, the strategic direction of WHO will gradually shift from direct implementation
towards catalyzing and facilitating the development of strategic frameworks, including capacity
building, policy support and partnerships. Table 5 below illustrates these shifts using the
same matrix as presented in Table 4 earlier.

Focus of WHO’s work during the next five years
Based on the changes in the strategic agenda of WHO described above, the WHO Country
Office and its team have tried to develop more specific details about the new focus of its work
for the coming five years in the following priority areas:

(1) Support for health policy and legislation development;

(2) Donor coordination and partnerships for health development;

(3) Health systems development, and

(4) Interventions for priority health problems.

Each of these four focus areas is described in detail below.

(1) Support for Health Policy and Legislation Development

As a newly-independent country, Timor-Leste has to take many critical decisions on how its
health system will be developed. These include the basic decisions on what types and in which
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manner the health services and facilities will be expanded and financed in future. Others
include: How can health workers be trained to operate these facilities and provide services?
How will the health services be managed and what incentives are needed to improve the
performance of health workers? What is the role of the private sector? How can it be ensured
that there will be minimal conflicts of interest between the public and private service providers?
How can the health system be developed to emphasize preventive and promotive initiatives to
ensure a strong public health approach to health development?

The MOH has made a good beginning in developing its “Health Policy Framework”.
Since this document cannot anticipate all the issues involved in implementing various
components of the framework, WHO is working closely with senior staff of the Ministry to
expand the health policies and implement these new initiatives and evaluate the overall
development of the health sector.

WHO, as a close partner, can provide direct technical assistance and policy briefs describing
the experience of other countries and their likely implications and adaptation for Timor-Leste.
Furthermore, WHO’s neutral position should help the government to avoid the mistake of
developing policies and programmes of a short-term nature or to meet the requirements of a
specific donor.

In November 2003, the Ministry of Health together with other ministries developed a
“Health Care Sector Investment Package (SIP)”. The work of WHO was aligned with this plan.
The role of WHO in the critical areas like donor coordination and development of referral
hospitals should be consistent with the SIP but, more importantly, WHO must be strategically
positioned.

The important roles and responsibilities for WHO in Timor-Leste that were emphasized
in the SIP were community health; district health services including development of hospitals
and specialist services; policy planning, research and management.

WHO should focus on technical assistance where it has a comparative advantage. As
such, it should concentrate on the development of the referral hospitals, laboratories and
community health facilities within the context of the larger district and national health system.

WHO should also support the MOH in the development of health legislation. The link
between policy and legislation is crucial and WHO should continue to play a role in developing
essential health legislation.

(a) Specific objectives of WHO support for health policies and legislation

� Develop planning and management capability and process within the MOH in
order to anticipate and identify key health policy issues, undertake analysis,
make policy decisions and evaluate the effects of these policies on health
development, keeping WHO technical advisers’ duties and responsibilities as
structured coaching and mentoring of national counterparts.
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� Develop the capacity in health financing, planning and management, including
institutional capacity.

� Strengthen the planning capacity in the MOH to ensure that policy decisions
are reflected in the short, medium and long-term plans and budgets of the
Ministry.

� Assist the MOH in developing appropriate health legislation that is closely
linked to policy development.

(b) Support required to achieve objectives regarding health policies and legislation

� A full-time senior health policy consultant to work in the Ministry of Health,
under the direct supervision of the WR, working closely with the MOH to
provide continuous support in health policies.

� Close support by the Regional Office, to backup support on policy issues;
since it is unlikely that any policy consultant will be able to provide information
and analysis in all policy areas. (The Regional Office must provide these to
the Country Office. HQ may also be called on to provide backup in these
areas).

� Provision of short-term consultants for development of legislation in the health
sector.

� Budgetary support to cover certain training schemes for staff involved in
policy work in the MOH; with anticipation that these schemes should be a
combination of short-term training by consultants, visits and other methods
and should be specially designed for MOH staff. These training schemes will
be developed within the context of the cultural and political situation in Timor-
Leste. This will ensure better learning and application of the knowledge gained.

(2) Donor Coordination and Partnerships for Health Development

As a new country, adequate local revenues are not being generated to support public expenditure
and, at the same time, skilled personnel are limited. The massive destruction of the infrastructure
during the crisis also requires large-scale external assistance to rehabilitate and rebuild.
Therefore, donor and NGO assistance is likely to be required for many years to come.

Experience has shown that total reliance on donor assistance to support health
development in Timor-Leste has several negative consequences. Many donor agencies including
INGOs have different approaches or priorities for health development.

In addition, each donor has some constraints regarding the assistance provided. Some
donors can only assist short-term projects, creating a rapid turnover in resources and staff.
Conflicting priorities and administrative procedures often lead to confusion and managerial
complexities which create an extra burden for the limited staff of the MOH.
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WHO has taken over two major responsibilities related to donor coordination in Timor-
Leste. The first is to act on behalf of the MOH in donor coordination in the health sector.
WHO provides support to the MOH in analyzing needs and priorities and notes the comparative
advantages of various donor agencies to maximize the benefits to health development.

The second major responsibility of WHO is to the donor community. Donor agencies
(including NGOs) with limited local support for the health sector might come to WHO for
background information and advice.

(a) Specific objectives of WHO support for partnerships

� Assist the MOH in developing policies and priorities for donor assistance and
mechanisms to monitor implementation of donor projects.

� Work with the MOH to establish an effective process for donor coordination.
This might include regular donor meetings where the MOH has an opportunity
to present its priorities and policies regarding the health sector.

� Support the MOH in the establishment of a forum of Partners for Health
consisting of donors and technical agencies working in the health sector. The
objective of this group is to facilitate the exchange of information between
agencies working in the health sector and to formulate common positions as
needed.

(b) Support required to achieve objectives regarding partnerships

� WHO has to be prepared to serve as the technical and information resource
for the MOH and partner forums. This will require the assignment of staff to
fulfil this function.

� WHO should allocate staff time to assist the MOH in preparing statements
and positions to be presented to donors, as well as assist the MOH in
monitoring donor projects.

� The Regional Office should assist, as required by the Country Office, with
strategies involving partnerships and attend key donor or partner meetings.

It is likely that a full-time Policy Adviser working for WHO will be involved with some of
the work outlined here. However, he/she will not have adequate time to undertake all the
functions. It is likely that another WHO staff member will be required to undertake some of
these functions. The WR will also be required to devote a considerable amount of time,
leaving less time for other functions.

(3) Health Systems Development

As described in previous sections of this strategy paper, Timor-Leste inherited a health system
that is being modified to meet the special needs of the country, ensuring efficient, high quality
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health services and programmes for its people. The shortcomings of the previous health
system should help guide special efforts to design the new health system. There are three
areas of concern:

District Health System – The previous health system emphasized the delivery of centralized,
vertical programmes and curative services, leading to a relatively high level of inefficiency and
weak district management. Managers had a difficult time adjusting the health system to unusual
situations (urban or remote areas) and there was minimum use of information systems to
assist with local management. Incentives for health providers usually favoured the delivery of
private services, in direct conflict with efforts to build a high-quality public health system.
Therefore, the efforts here should be to build an appropriate district health system that efficiently
integrates services and emphasizes effective management, taking advantage of simple
information systems. In order to do this, WHO must work closely with district health offices to
design and test appropriate systems and procedures. The MOH should then roll out successful
systems to other districts as soon as feasible.

Health Facilities – The work of WHO over the past years has focused mainly on the central or
national level. Clinical skill-building efforts of WHO targeted the CHC (Community Health
Centre) staff in every sub-district. This was done through the IMCI, Clinical Nurse Training,
Safe Motherhood, STI and laboratory skills training programmes.

To further improve the health system, WHO should continue to support improvement of
services of the CHCs along the following lines:

(1) Improved management of the CHC;

(2) Linking the CHC with the community; and

(3) Performance improvement of health staff in the CHC through a well-linked
supervision, monitoring, evaluation and training scheme. Investing in these areas
will significantly improve the utilization of the CHC and, needless to say, its
effectiveness and efficiency contributing substantially to the improvement of the
district and national health system.

Although special attention will be paid to hospitals over the next few years as part of the
SIP for health, at present donors (largely the EU) will support the construction and rehabilitation
of several hospitals. As detailed in the SIP the technical assistance required from agencies
such as WHO will be in two aspects: management of the hospitals and clinical skills improvement.
The role of WHO will be more in the former where management of hospital services and
resources can ensure a sustainable service for specialized care in line with the larger district
and national health system development.

Central Technical Support Units  – In order to ensure effective and efficient health services,
the central MOH should develop strong technical support units to assist both districts and
hospitals. This includes special support services such as laboratories, drug control and
equipment maintenance. In the past, many of the functions of the central unit have involved
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managerial and administrative functions. It is expected these will be decentralized to lower
levels. Nonetheless, local programmes and facilities need strong technical support to develop
standard procedures, solve special problems and provide special interventions and training to
those requiring this support. This is a crucial part of the new health system to be developed
in the country.

(a) Specific objectives of WHO support for health systems development

The above section outlines an ambitious agenda to strengthen the health system of
Timor-Leste. Overall, the MOH should lead these initiatives with the active
involvement of health partners. Nonetheless, given WHO’s previous work in the
country and its resources, WHO might emphasize the following objectives:

� Design and test innovations in the development and management of district
health systems initially in two districts. WHO would concentrate on information
systems (building on current GIS work) and management innovations to
promote the efficient and equitable delivery of health services and programmes.
If these innovations are effective, materials and plans should be made to roll
these out to other districts as soon as possible.

� Develop a master plan for strengthening the functions, management and
human resources of CHCs and hospitals in Timor-Leste in the context of the
needs of the district and the larger national health system. Based on this
master plan, WHO should determine the specific areas where additional
technical support is needed. Short-term assistance and training should be
provided to support the implementation of this master plan.

� Provide plans and guidance for the development of a laboratory system,
diagnostic equipment and blood banks.

� Develop a national drug policy that will promote the rational use of drugs and
an efficient supply system. Efforts will also be made to develop realistic plans
for drug registration and quality control in the country.

� Build the capacity of MOH units involved in technical support. The major
functions of WHO are to provide MOH technical units with international
standards and guidelines for key health programmes. In addition, capacity
building will be accomplished by establishing close counterpart relationships
between WHO staff and key personnel in the MOH so that technical skills and
experience can be transferred to these staff. Finally, some short-term training
courses and strategic visits to other countries will be used to supplement on-
the-job training.

(b) Support required to achieve objectives regarding health systems development

� The resources needed to support the objectives for health system development
are clearly beyond those of the WHO Regular Country Budget. A proposal
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should be prepared to support district health systems covering staff and
operational costs for about three years. Once this proposal is completed,
WHO should work to obtain donor funding.

� Initial consultancies for Timor-Leste hospitals should be supported by WHO
with the possibility that, if the inputs required from WHO are substantial, a
proposal would be made seeking donor funding.

� Laboratory services and drug policy and management should also be supported
by the WHO country budget and the Regional Office, with the help of other
donors for the provision of facilities and equipment.

� Capacity building in the central MOH units should be based on annual work
plans and evaluations of efforts in this area. This will allow WHO to maximize
benefits in capacity building and coordinate its efforts with other partners and
the MOH. Some funding should be available for limited training of MOH
staff.

(4) Interventions for Priority Health Problems

This area of work is really a continuation of the current efforts of the WHO Office in Timor-
Leste. WHO, with donor support, has been the major implementer of programmes such as
IMCI, reproductive health, nursing and leprosy, working with counterparts in the MOH.
Tuberculosis and malaria control programmes critically need implementation support but WHO
itself does not have the resources to make a major impact.

While it is important that these functions be moved to the central MOH and local health
offices, it is likely that, for the next few years, WHO’s role in implementation will continue,
reducing gradually during the five years of this CCS. The more quickly the capacity of the
MOH and district health offices increases, the less will be the need for WHO’s involvement in
these areas.

The risk of WHO’s involvement in too many areas of implementation is that this will
draw resources away from the other three areas of focus for WHO country work. While
implementation may be needed in the short-term, it is essential that the medium and long-
term elements of the CCS be given full support. This is especially important since large
resources from the Global Fund for HIV/AIDS, TB and Malaria will shortly be available to
Timor-Leste. WHO’s role in providing technical assistance in the implementation of these two
programmes should be clarified.

Overall, the direction of the Country Office will be to continue work in these key areas to
reduce the burden of disease. However, the shift in resources during these five years will be
from implementation to technical backup and capacity building.

It should also be noted that WHO’s involvement in these areas will depend on donor
support, since implementation requires relatively large amount of funds. The administrative
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costs should also be considered in these donor-supported activities for implementation. More
support and projects will increase the administrative burden of the Country Office and adequate
support staff should be recruited to ensure the timely completion of administrative work.

The focus of work and the strategic agenda of WHO in the next five years is summarized
through a matrix in Annex 2.

Specific Implications for the Country Office

The strategy outlined above is an ambitious agenda to support Timor-Leste’s health system
during its initial development. Work so far has put WHO in a central position to support the
Ministry of Health and the benefits to the health system are significant. However, the strategy
also relies on resources that the WHO Country Office does not currently have. The following
is an outline of some of the changes that are required to implement the strategy in the next
five years:

Technical staff – At present, the WHO Representative is the only full-time international
professional staff in the Country Office. WHO PB 2004-2005 has already been approved
with the establishment of one additional full-time international staff. It is recommended that
this staff position is used to recruit a Health Policy Adviser, since this is the highest priority
need of the Government.

In addition, one full-time international health system specialist is required for at least
three-four years to assist and oversee the work on improving health systems. Various
international technical staff may also be required on a short-term basis, such as Short-term
Professionals (STP) hired on contract for up to eleven months. Flexibility is needed since it is
likely that, at any one time, there should not be more than two STPs working in the country.

Immediately, it is expected that one National Professional Officer (NPO) will be recruited
for assistance in WHO Programme Management, and this is likely to increase to two persons
to cover other technical areas by the end of the five-year period. About two other national
professionals are also likely to work in the Country Office on Special Service Agreement
(SSA), to carry out various technical and managerial jobs. This means that at the end of the
period of the CCS, there would be five international and three to four national professional
staff working in the office.

Administrative staff – Hiring staff with administrative skills is much easier than technical staff
and the number of administrative staff could be adjusted from year to year depending on the
requirements. It is noted that the present arrangement of having temporary assignment of
WHO GS staff from other WHO offices (the Regional Office or Indonesia country office) has
been successful, since these staff are familiar with WHO administrative procedures and could
also train the national staff. A corps of long-term GS staff should be recruited in phases
during the period of the CCS. Other necessary staff could be hired on short-term (11-month)
contracts as and when required.
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Financial support – It must be noted that the implementation of the CCS and its staffing
pattern are dependent on additional funding to the existing Regular Budget allocation. The
current Regular Budget allocation for 2004-2005 is US$1,500,000. This may not be able to
cover even half of the agenda outlined above. Additional resources from the Regional Office
and HQs are unlikely, except for emergency purposes. Therefore, additional extra-budgetary
funding has to be mobilized though external donors that are ready to support health
development in the country.

WHO at all levels should work closely to mobilize resources by developing good proposals
and by assisting in identification of potential donors and subsequent negotiations. Without
this support from donors the agenda of the CCS would have to be scaled back significantly.

Support required from SEARO

Support from the Regional Office is essential for back-stopping the implementation of the
CCS in Timor-Leste in the following areas:

Technical support  – Regional Advisers can provide the Country Office with routine technical
information relevant to the country. This can be accomplished by sending the latest technical
information or by inviting MOH and Country Office staff to technical meetings and training
sessions. In addition, the CCS outlines several areas of work (district health systems, hospital
services, health financing, essential drugs, various policy issues, donor coordination and
partnerships) where Regional Office staff will have to provide special support. This also involves
work to prepare proposals for special projects and to identify appropriate and high-quality
consultants to be assigned to Timor-Leste. Significant efforts will be required to plan and
coordinate these technical inputs to ensure that the timing and quality of support is appropriate.

Resource mobilization – This issue has already been discussed above and is essential for the
CCS.

Special support from the WHO Office in Indonesia – The WHO Office in Indonesia has a
special role to play in supporting work in Timor-Leste. In the short-term, the Indonesian
language is the most appropriate medium for training health workers and providing them with
guidelines. Many technical guidelines and training modules are already available in Indonesia
and can easily be given to Timor-Leste. The second area is training courses conducted in
Indonesia or conducted in Timor-Leste by Indonesians. These sessions can be organized with
the help of the WHO Office in Jakarta. Finally, it should be noted that many countries do not
have representation in Dili and assign responsibility to the embassies in Jakarta. Therefore,
the Jakarta WHO Office can facilitate work for resource mobilization required for
Timor-Leste.

Finally, the Regional Office will be able to provide administrative support as needed.
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Involvement of WHO-HQ

WHO-HQ should be prepared to assist the Regional Office in technical support for various
parts of the CCS, especially in technical areas where the RO has inadequate resources. The
Regional Office must pay special attention to ensuring that HQ is aware of any special needs
of Timor-Leste.

WHO-HQ can also provide support for resource mobilization since it has special access
to donors at the international level. Finally, Timor-Leste deserves special attention from WHO-
HQ as an example of how the Organization can respond to the special needs of a new country.
The lessons learned here are likely to be useful in making WHO more responsive to the needs
of Member Countries.
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Annex 3

List of Officials Met by the CCS Team in Timor-Leste

Name Office/Position

Members of CCS Team

WHO Dili
Dr Alex Andjaparidze WHO Representative
Dr Roderico H Ofrin Public Health Officer        (STP)
Ms Sarah Sullivan Nurse Education Advisor  (STP)
Ms Ramah Surbakti Epidemiologist                 (STP)
Dr Emmalita Manalac IMCI Consultant               (STP)
Dr Domingas Bernardo National Programme Officer, Reproductive Health
Mr Ranjit Kathuria Administrative Officer
Ms Tina Djafri Secretary
Mr Jose Baretto WHO Staff

CCS Team from WHO/SEARO
and HQ
Dr U Than Sein Director, Evidence and Information for Policy,

SEARO
Dr R.M. Brooks Planning Officer, SEARO
Dr Stefano Lazzari Coordinator, Disease Surveillance, CDS Cluster,

HQ

List of Officials met by
the CCS Team

Ministry of Health
H.E. Dr Rui Maria de Araujo Minister for Health
Mr Luis Lobato Vice Minister for Health
Mr Carlos Tilman Director,  Division of Services Delivery
Mr Basilio Pinto Director, Division of Policy and Planning
Ms Isabel Gomes District Liaison Officer
Ms Angelina Martins Head, Department of Communicable Diseases
Ms Tomasia De Sousa Unit Officer for Environmental Health,

Department of Communicable Diseases
Ms Milena Rangel Unit Officer, Department of Communicable

Diseases (HIV/AIDS, STIs)
Mr Jose Liu Unit Officer, Department of Communicable

Diseases
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Name Office/Position

Mr Cipriano  Pinto Leprosy Programme Officer
Mr Salvador Amaral Leprosy Programme Officer
Mr Filomeno de O. dos Santos Head, District Health Management Team, Liquica

District
Mr Cancio dos Santos Deputy, District Health Management Team,

Liquica District
Mr Bento da Silva Soares Logistics Officer, District Health Management

Team, Liquica

UNICEF
Ms Vathinee Jitjaturunt Officer-in-charge for the Country

Representative Programme Officer
Dr Gregorio Fernandes Community Linkages, HIV AIDS

UNFPA
Mr Dan Baker Chief of Operations

United Nations Mission in
East Timor  (UNMISET)
Mr Sukehiro Hasegawa Deputy Special Representative of the Secretary

General/ Resident Coordinator
Mr Munehiko Harada Office of the DSRSG
Ms Rachel Nyambi Office of the Director for Administration
Mr Wilton Fonseca Head, Public Information and Media
Mr Pedro Di Maggio UN Security Office

World Bank
Mr Ian P Morris Senior Human Resources Specialist, Timor-Leste,

Papua New Guinea, Pacific Islands Operations
East Asia and the Pacific Region

Ms Jane Nassim Team Member, World Bank Mission for the Health
Sector Rehabilitation Project in East Timor

Mr Ron Isaacson Deputy Chief of Mission

European Commission
Mr Tibor Van Staveren Assistant to the Head of Office

AusAID
Mr Helio Tavares Development Cooperation Office (Health)



WHO Country Cooperation Strategy 2004-2008
58

Name Office/Position

UNV
Ms Douglas Campos Head

UNOPS
Mr Lawry Bee Tin Yeo Head

UNHCR
Mr Kai Neilsen Resident Representative

UNDP
Ms Lene Despersen Officer in Charge
Mr Irene Dabare Operations

Asian Development Bank
Mr Jess Arnuco Project Administration Specialist

IOM
Ms Zahra Boulori Programme Officer




