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1. Executive summary

Background and methodology

The WHO Country Cooperation Strategy (CCS) is a process resulting in a document that sets out 
a medium-term vision for the Organization’s technical cooperation with a given Member State, 
in support of the country’s National Health Policy, Strategy and Plan. It is the key instrument to 
guide WHO work in countries and the main instrument for harmonizing WHO cooperation in 
countries with that of other United Nations System agencies and development partners.

The WHO Western Pacific Region has shown its commitment to the CCS process, with 
Cambodia being one of the first countries to complete a CCS in 2001. There has been significant 
improvement in the quality of the WHO CCS in the Region over the last three years. There is, 
however, room for further improvement. With this in mind, the Regional Office for the Western 
Pacific has conducted a CCS analysis.

A joint workshop on the CCS regional analysis with the participation of WHO headquarters, the 
Regional Office for the Eastern Mediterranean and the Regional Office for the Western Pacific 
was held in Geneva, Switzerland, in February 2012. The team leader of Country Support Unit 
(CSU) of the Regional Office for the Western Pacific and a consultant engaged by CSU attended 
the meeting. The workshop agreed on the overall framework for regional CCS analyses and a 
global analysis. The main purpose of the regional CCS analyses is to: 

 ● improve the quality of CCS processes and products; 
 ● gather information that could foster interregional learning; 
 ● inform and influence Organization-wide programme management by identifying 

important trends in priorities for technical cooperation and WHO core functions, and 
assess the implications for the WHO Secretariat, including improvements in the capacity of 
Country Offices; and 

 ● to allow the assessment of the extent of CCS use and follow-up by the various levels of the 
Organization. 

Two surveys were conducted in order to understand the past experience in formulating and 
utilizing the CCS and staff member perceptions of the CCS. The first survey was aimed at collecting 
information on the experience of each WHO Country Office in formulating and utilizing the CCS. 
The second survey was intended to investigate staff member understanding of the CCS. In order 
to encourage more straightforward responses, the survey was performed anonymously. Of the 
261 staff members invited to participate, 241 took part. The most recent CCSs were reviewed by 
an independent expert.
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Findings

(1) CCS formulation process 
It was difficult to obtain information on the past CCS formulation process, including the duration 
of the process and the level of participation by stakeholders. No CCS reviewed provided a list 
of those who participated in the formulation process or any information about them. Some 
documents did clearly spell out elements of the consultation processes. There was limited 
information on stakeholder involvement during formulation of the earliest CCSs. However, it 
was noted that there was a wide range of stakeholder involvement during the formulation of 
more recent CCSs. The scope of stakeholder involvement varied among countries.

(2) Production and dissemination of the CCS
Information pertinent to the dissemination of CCSs was also difficult to retrieve. Most Country 
Offices did not have records of the production and dissemination of their first-generation CCS. 
However, the situation improved in subsequent cycles of the CCS, when dramatic increases in 
the number of copies printed were recorded.

(3) Quality review of CCS content
Section 2 (Health and Development Challenges) from the CCSs of China (2008–2013), Malaysia 
(2009–2013) and Mongolia (2010–2105) was well developed with strong analysis of the country 
situation, supported with data disaggregated by gender, age and geographical location. 
However, in some CCSs, Section 2 was very descriptive and would have benefited from a more 
analytical approach.

In relation to Section 3 (Development Cooperation and Partnership), most of the CCSs reviewed 
were very descriptive in terms of actions being undertaken by partners but lacked specifics 
related to an analysis of the country situation. In the case of Mongolia, however, there was 
reference to the monitoring and evaluation survey results related to the Paris Declaration on 
Aid Effectiveness and what would be needed in terms of alignment, harmonization and mutual 
accountability to improve aid effectiveness. 

With regard to Section 4 (Review of WHO Cooperation Over the Past CCS Cycle), it became clear 
that in many countries the capacity of the Country Office did not undergo a review regarding 
the skills mix that would be needed to optimize the delivery of technical cooperation. The 
documents did not indicate that there was a process linked to an external review whereby the 
perceptions of partners would be considered.

The review of Section 5 (Strategic Agenda for WHO Cooperation) revealed that in most of the 
strategies, the priorities were well defined. However, in no case did the Main Focus Areas meet 
the requirement of the SMART format (specific, measurable, achievable, realistic and time-
bound). In just three cases, China (2008–2013), Malaysia (2009–2013) and Mongolia (2010–
2015), was there a direct link between the country situation analysis and the Strategic Agenda. 



3

ExEcutivE summary

With regard to the Section 6 (Implementing the Strategic Agenda), the core functions of WHO 
were mentioned in every strategy reviewed. In some cases, the application of the core functions 
was amply described, and there was no doubt as to the relevance of the core functions of the 
staff in the implementation process. But there was not a clear picture in all cases of how these 
functions are used and applied. In the case of the Lao People’s Democratic Republic and Mongolia, 
there was an analysis as to how these functions would be applied in support of the Strategic 
Agenda. In terms of the support needed from both the Regional Office and headquarters, the 
statements in the CCSs were very general. The review of the strategies showed that there was a 
need for additional staff in all Country Offices. It was not clear how long the Organization takes 
to respond to such suggestions emerging from the CCS process. There was no analysis as to the 
core capacity of Country Office staff to support the implementation of the Strategic Agenda. 
Many of the CCSs defined roles for themselves in advocacy and resource mobilization. It was also 
clear that the CCS is used to indicate the skills mix needed to support the implementation of the 
Strategic Agenda. In terms of monitoring and evaluation, there was an absence of comments. 
There was no mention as to what would be evaluated.

(4) WHO staff member perception of the CCS
The survey confirmed that staff members agreed that the CCS is of value as a tool to facilitate 
dialogue beyond the health sector (78.9%) and to facilitate the strengthening of WHO’s operation 
at the country level (74.7%). It was also widely acknowledged that existing CCSs in the Western 
Pacific Region clearly define country needs and priorities for WHO technical cooperation (78.9%) 
and CCS Strategic Priorities are strongly reflected in Country Office operational planning and 
programme budgets (72.6%). Among potential uses of CCSs, advocacy of WHO work at the 
country level was the most widely acknowledged (74.7%). Most staff members felt that all 
the stakeholders involved in developing the CCS need to be more selective in choosing CCS 
Strategic Priorities (84.2%). 

However, staff members indicated that the value of CCS as a strategic tool is not broadly 
appreciated by national decision-makers and middle management from the government 
(56.0%) and that CCS Strategic Priorities are not well reflected in Regional Office technical team 
programme plans and budgets (55.6%).

The most pertinent finding was that the perceptions and opinions of Regional Office staff 
members were less positive than those of Country Office staff members. There may be many 
underlying causes for those perceptions and opinions, but one possible explanation is that 
Regional Office staff have less exposure than Country Office staff to the CCS process.

Conclusions to strengthen the CCS process in the Region

While it was quite clear that there have been significant improvements in the CCS process, 
the quality of the final CCS and the use of the CCS, there is room for further progress. There 
is a lack of institutional memory of the process employed in developing previous CCSs and 
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variance in the quality of the strategies. The regional CCS analysis team proposed a number of 
recommendations to improve the process for developing future CCSs.1

With the expectation that the CCS process will be mainstreamed and serve as a critical driver 
for strengthening WHO’s performance at the country level, an approach to ensure that senior 
staff can demonstrate a clear understanding of the purpose and intended outcome of the CCS 
process is vital. 

Recommendations to strengthen the CCS process in the Region

Recommendation 1. Documentation of the CCS formulation process, including the list of participants in the 

consultation process, should be part of the CCS.

Recommendation 2. The CCS consultation process should be inclusive, as far as possible, to ensure some level of 

participation from stakeholders at the local level in countries.

Recommendation 3. The finalized CCS should be widely distributed both within the country and outside the 

country. A record of distribution should be kept.

Recommendation 4. The CCS formulation process should place greater emphasis on an in-depth situation analysis 

with available disaggregated data, as well as on equity and the social determinants of health.

Recommendation 5. There should be a “clearing house” to assess the quality of the CCS, which should be in 

accordance with an established standard for quality, consistency and disaggregation of data, and integrative coherence. 

This process may consist of a peer review mechanism, with the involvement of the stakeholders.

Recommendation 6. There should be midterm progress reports and annual reports on the CCS, which should 

include lessons learnt and evidence-based best practices.

Recommendation 7. A mechanism should be established through which staff at the Regional Office are briefed 

about the development and outputs of each CCS.

Recommendation 8. The CCS Strategic Agenda should be prioritized in a more selective way.

1 The team is composed of: Dr Kidong Park, Country Support Unit; Dr Richard Van West-Charles, Consultant; and Mr Soo-Hyung Kim, 
Country Support Unit.
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2. Background

2.1 WHO Country Cooperation Strategy in the Western Pacific Region

The WHO Country Cooperation Strategy (CCS) is a medium-term vision for the Organization’s 
technical cooperation with a given Member State, in support of the country’s National Health 
Policy, Strategy and Plan. It is the key instrument to guide WHO work in countries and the main 
instrument for harmonizing WHO cooperation in countries with that of other United Nations 
System agencies and development partners. The CCS time frame is flexible so that it can be 
aligned with national cycles and processes.2

Strengthening WHO country work has been a long-standing concern of WHO’s governing 
bodies. The issue of country offices has been discussed regularly by the Executive Board over 
the years. In 1993, the Executive Board Working Group on the WHO Response to Global Change 
recommended a series of changes, which were further studied and reported on at the 96th 
session of the Executive Board in 1995. At the same time, an independent study sponsored by 
a number of governments, the so-called Oslo Group, was undertaken to review WHO support 
to programmes at the country level. The Oslo Group study introduced the concept of “essential 
presence” in order to tailor WHO’s support more effectively to country health development 
needs, country capacity and the work of other actors in the health sector. Both the Executive 
Board Working Group and the Oslo Group stimulated new thinking about WHO’s role and work, 
particularly in countries in greatest need.3

In response to the findings and recommendations of the different working groups and meetings, 
the concept of the WHO Country Cooperation Strategy was introduced. The objectives of the 
CCS were established in 2000 with specific expectations, which are to: 

 ● articulate WHO’s Strategic Agenda in each country that will provide the umbrella under 
which all country work takes place; 

 ● foster strategic thinking and internal coherence across the Organization; and 
 ● use the CCS process to begin to put into practice new ways of working that strengthen 

WHO corporate performance at the country level. 

In May 2002, the WHO Director-General announced the Country Focus Initiative at the 55th 
World Health Assembly, describing the strong support globally for scaling up WHO’s focus on 
countries. The overall purpose of the initiative is to improve WHO’s contribution to people’s 
health and development within countries, and to enable countries themselves to exert greater 
influence on global and regional public health action. The rationale for WHO to move in this 

2 WHO country cooperation strategies guide 2010. Geneva: World Health Organization; 2010 (http://www.who.int/countryfocus/
cooperation_strategy/en/, accessed 17 February 2014)

3 Working in and with countries: report by the Director-General, EB105/7, 15 December 1999. Geneva: World Health Organization; 
1999 (http://www.who.int/countryfocus/resources/eb105_7_working_in_and_with_countries_en.pdf, accessed 17 February 2014)
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direction has grown over the past decade, following the recognition of the importance of health 
in the context of human and economic development, as well as the rise in the number of groups 
involved in health actions within countries. The Country Focus Initiative has evolved and is being 
achieved through the WHO Country Cooperation Strategy.4

The WHO Western Pacific Region has shown its commitment to the CCS process, with Cambodia 
being one of the first countries to develop a CCS in 2001. On 27 March 2003, the Regional Director 
issued an information circular (IC) on procedures for the development of CCSs in the Western 
Pacific Region. Further guidance was provided in 2009 with an IC on CCS in the Western Pacific 
Region (see Annex 1). There are 10 completed CCSs or CCS analogues (equivalent documents) 
in the Region as of December 2012. Eight of them are country-specific CCSs covering a single 
country. The South Pacific CCS is a Multi-Country Cooperation Strategy covering countries and 
areas in the Pacific. Since the commencement of the One United Nations pilot programme in 
Viet Nam, the health component of the One Plan has replaced the CCS document. The One 
Plan in Viet Nam is considered a CCS analogue. There has been significant improvement in 
the quality of WHO CCS in the Region over the last three years. There is, however, room for 
further improvement. With this in mind, the Regional Office for the Western Pacific Region has 
conducted a CCS analysis.

2.2 Need for a regional CCS analysis

In November 2011, the 101st consultation of WHO Representatives and Country Liaison Officers 
in the Western Pacific Region decided that the next consultation should include an agenda item 
to consider how to further improve the CCS and how to better link WHO’s country work with the 
CCS. To inform that discussion, a regional CCS analysis was undertaken.

4 Country focus initiative: report by the Director-General, EB111/33, 10 December 2002. Geneva: World Health Organization; 2002 
(http://www.who.int/countryfocus/resources/eb111_33_country_focus_initiative_en.pdf, accessed 17 Febraury 2014)

Figure 1. Status of WHO Country Cooperation Strategies in the WHO Western Pacific Region

Country/Area

Cambodia 2001–2005

2001–2005

2002–2007

2005–2009

2005–2010

2009–20132006–2008

2004–2008

2003–2008

2003–2006 2006–2011 (One Plan) 2012–2016 (One Plan II)

2008–2013 2013–2015

2012–20152009–2011

2006–2012 2013–2017

2009–2015

2010–2015

2010–2015

2011–2016

2012–2018

China

Lao People’s 
Democratic Republic

Malaysia

Mongolia

Papua New Guinea

Philippines

Samoa

South Pacific

Viet Nam

2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014 2015 2016 2017 2018

Phase 1 Phase 2 Phase 3
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Background

By the end of 2011, there had been two global analytical reviews of the WHO CCS, in addition 
to four regional CCS reviews or evaluations.5 The first global CCS review covered 46 countries.6 It 
was undertaken in 2003, at which time WHO was organized around 36 areas of work. The review 
focused on analysing the CCS priorities to determine if adjustments were needed. The following 
needs were identified: 

 ● to achieve a better fit between the CCS priorities and the areas of work; 
 ● to redefine the breadth and scope of some areas of work and have more practical 

groupings of related areas of work covering the main technical priorities; and 
 ● to adopt a flexible approach in the CCS process given the diverse range of countries 

involved.

The second global CCS review was undertaken in 2007 after the launch of the 11th General 
Programme of Work and the introduction of the Medium-term Strategic Plan (MTSP) wherein 
the 36 areas of work were reduced to 13 Strategic Objectives (SOs). This second review focused 
largely on analysing the CCS Strategic Agendas from 51 CCSs to provide an up-to-date picture 
of countries’ key priorities for technical cooperation.7 The analysis also showed:

 ● a broad picture of the shifts in trends for WHO core functions in countries from support 
for routine implementation activities and supplementation of ministry budgets towards a 
greater focus on WHO as catalyst, broker, convener and policy adviser; 

 ● the need for quicker, better communications across the Organization coupled with 
transparent sharing of programme planning and budgeting; 

 ● the willingness of some countries to play a more active role in supporting other countries 
in advancing the international health agenda; and 

 ● a limited reflection of the CCS process and the implications of the Strategic Agenda for the 
WHO Secretariat.

The Executive Board at its 130th session requested the Director-General to undertake an analysis 
of CCSs to determine whether the needs of countries have been identified in a way that allows 
WHO to understand how to focus its work at the country level and in what areas WHO is best 
placed to add value. A preliminary report on the global CCS analysis was presented at WHO 
Reform: Meeting of Member States on Programmes and Priority Setting on 27–28 February 
2012.8 A further in-depth global CCS analysis is under way.

5 Regional CCS analyses were done for the African Region in 2004, Eastern Mediterranean Region in 2005 and 2007, and for the Region 
of the Americas in 2006. 

6 From Western Pacific Region, five CCSs were included in the analysis. Those were the CCS for Cambodia (2001–2005), Malaysia (2001–
2005), Mongolia (2002–2007), Samoa (2003–2007) and Viet Nam (2003–2006).

7 Only three CCSs from the Western Pacific Region were included in the analysis. Those were the CCS for Malaysia (2006–2008), Papua 
New Guinea (2005–2009) and the Philippines (2005–2010).

8 WHO reform: programmes and priority setting – analysis of WHO country cooperation strategies . Document 3, WHO Reform: Meeting 
of Member States on Programmes and Priority Setting, 27–28 February 2012. Geneva: World Health Organization; 2012 (http://www.
who.int/dg/reform/consultation/WHO_Reform_3_en.pdf, accessed 17 February 2014) 
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3. Methodology

3.1 Overall review methodology

A joint workshop on CCS regional analysis involving WHO headquarters, the Regional Office for 
the Eastern Mediterranean and the Regional Office for the Western Pacific was held in Geneva, 
Switzerland, in February 2012. The team leader of the Country Support Unit (CSU) at the 
Regional Office for the Western Pacific and a consultant engaged by CSU attended the meeting. 
The workshop agreed on the overall framework of the regional CCS analysis and the global 
analysis. Regional CCS analyses have the following main purposes: 

 ● to improve the quality of CCS processes and products; 
 ● to gather information that could foster interregional learning; 
 ● to inform and influence Organization-wide programme management by identifying 

important trends in priorities for technical cooperation and WHO core functions, and 
to assess the implications for the WHO Secretariat, including improvements in the 
capacity of country offices; and 

 ● to allow an assessment of the extent of CCS use and follow-up by the various levels of 
the Organization. 

The analytical framework of the regional CCS analysis, therefore, covers three areas: 
 ● CCS processes and products; 
 ● CCS content; and 
 ● CCS use, follow-up, and monitoring and evaluation.

For a comprehensive regional CCS analysis, data from different sources were used, including: 
 ● a Country Office questionnaire regarding the CCS process; 
 ● anonymous online staff surveys on CCS; and
 ● a CCS content review by an independent expert.

3.2 Country Office questionnaire and anonymous online staff survey

Two different surveys were conducted in order to understand the past experience of formulating 
and utilizing the CCS and staff member perceptions of the CCS.

The first survey was aimed at collecting information on the experience of each WHO Country 
Office in formulating and utilizing the CCS. Every WHO Country Office that has its own CCS 
(Cambodia, China, the Lao People’s Democratic Republic, Malaysia, Mongolia, Papua New 
Guinea, the Philippines, Samoa, Solomon Islands and the South Pacific) or an equivalent (One 
Plan in Viet Nam) received a questionnaire. The survey was comprised of questions that required 
respondents to provide detailed information on the timeline of the CCS formulation processes, 
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the composition of CCS team, the production and dissemination of the CCS, and other questions 
(see Annex 2).

The second survey was intended to determine the understanding of staff members with regard 
to the CCS. An e-mail, with a hyperlink to the survey, was sent to all Professional staff in the 
Region. Every P-staff member was invited to participate in the survey through the hyperlink (see 
Annex 3). The survey was completed anonymously to encourage straightforward responses. 
Two-hundred and sixty-one staff members received the e-mail. For the purpose of statistical 
inference, respondents were asked to provide their basic profiles, including duty station 
(Regional Office or Country Office), recruitment type (international professional officer or 
national professional officer), experience of participating in the CCS formulation process (“yes” 
or “no”), and working years (less than 3 years, 3–5 years, 6–10 years, or over 10 years). In addition, 
staff members were asked to provide responses to 13 questions on their perception of the CCS. 
Finally, 241 staff members took part in this survey (see Table 1).

3.3 Quality review of CCS content

The most recent CCSs were reviewed by an independent expert. 

The list of CCSs reviewed are listed in Table 2. It should be noted that the WHO Country Cooperation 
Strategy Guide 2010 was officially available only from September 2010.9 Most of current CCSs 
had been finalized before the release of the new guide. Some of the current CCSs had begun 
their formulation process before the original guidance document was issued in December 2009. 

9  WHO country cooperation strategies guide 2010. Geneva: World Health Organization; 2010 (http://www.who.int/countryfocus/
cooperation_strategy/en/, accessed 17 February 2014)

Table 1. Basic characteristics of anonymous survey respondents

By duty station
Total Regional Office Country Office
241 83 158

By recruitment type
Total International professional staff National professional staff
241 175 66

By experience of participating in CCS formulation process
Total Experience No experience
241 131 110

By working years with WHO
Total Less than 3 years 3–5 years 6–10 years Over 10 years
241 71 56 68 46

Table 2. CCSs undergoing content quality review

Generation Period covered Formulation period

Cambodia Second 2009–2015 –Oct 2009
China Second 2008–2013 Apr 2007–May 2008
Lao People’s Democratic Republic Second 2012–2015 Mar 2011–Nov 2011
Malaysia Third 2009–2013 Dec 2008–Oct 2010
Mongolia Second 2010–2015 Sep 2009–May 2010
Papua New Guinea Second 2010–2015 Apr 2009–Feb 2010
Philippines Second 2011–2016 May 2010–Jun 2011
Samoa Second 2012–2018 Feb 2010–Feb 2012
South Pacific First 2006–2012 Feb 2005–Nov 2010
Viet Nam (One Plan) Third 2012–2016 –Mar 2012
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4. Findings

4.1 CCS process and products

(1) CCS formulation process
Documentation of the CCS formulation process – either in the CCS itself or in another document 
– is quite important for the institutional memory. For the purposes of this review, it was difficult 
to attain information on the formulation of past CCSs, including the duration of the process for 
formulation and gathering input from stakeholders (see Annex 4).

No CCS reviewed provided a list of those who participated in the formulation process. The 
WHO Country Cooperation Strategy Guide 2010 does not require a list of participants from the 
consultation process. However, a list of participants certainly is important, especially in building 
and strengthening institutional memory.

Some CCSs reviewed clearly spelled out the consultation processes. The China CCS (2008–2013) 
gave a clear indication as to representative organizations, the degree of participation in the 
consultative process and the time frame of the consultation, which was from April 2007 to April 
2008. The Philippines CCS (2011–2016) made it clear that there were extensive consultations 
at all levels of WHO, the Department of Health, development partners and nongovernmental 
organizations (see Annex 5).

There was limited information on stakeholder involvement during the formulation process 
of early-generation CCSs. However, there has been a wide range of stakeholder involvement 
during the formulation process for more recent CCSs. The scope of stakeholder involvement 

Table 3. Production and dissemination of CCSs

Country First generation Second generation Third generation

Cambodia
CCS period 2001–2005 2009–2015
Production No record No record

China
CCS period 2004–2008 2008–2013
Production No record 800 copies

Lao People’s Democratic Republic
CCS period 2009–2011 2012–2015
Production 500 copies 800 copies

Malaysia
CCS period 2002–2005 2006–2008 2009–2013
Production No record No record 3000 copies

Mongolia
CCS period 2002–2007 2010–2015
Production Never published 900 copies

Papua New Guinea
CCS period 2005–2009 2010–2015
Production No record >100 copies

Philippines
CCS period 2005–2010 2011–2016
Production No record >100 copies

Samoa
CCS period 2003–2007 2012–2018
Production No record 300 copies

South Pacific
CCS period 2006–2012

Production Not distributed
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varied among countries. With regard to stakeholder participation beyond the health sector, 
the China CCS (2008–2013) team invited only the environment sector, while the team 
working on the Mongolia CCS (2010–2015) invited the social welfare and finance sectors. 
No stakeholder participation beyond the health sector was made for the South Pacific CCS 
(2006–2011) formulation process, while stakeholder involvement is listed at length for the 
Philippines CCS (2011–2016) formulation process (see Annex 6).

(2) Production and dissemination of CCSs 
One of the first steps to assess the level of utilization of a document is to examine dissemination 
data to determine the number of copies printed and the list of recipients. Information pertinent 
to the dissemination of CCS was also difficult to retrieve. Most of Country Offices did not have 
records on the production and dissemination of their earlier CCS. Notable observations from the 
WHO Country Office survey were that the first-generation Mongolia CCS (2002–2007) was never 
published, and the first-generation South Pacific CCS (2006–2011) was not distributed outside 
the WHO Country Office. However, the situation improved in subsequent cycles of the CCS. There 
were dramatic increases in the number of copies printed. The third generation of the Malaysia CCS  
(2009–2013) had a print run of about 3000 copies, which were widely distributed. 

Recommendation 1. Documentation of CCS formulation process, including the list of participants in the 

consultation process, should be part of the CCS.

Recommendation 2. The CCS consultation process should be inclusive as far as possible to include some level of 

participation from stakeholders at the local level within countries.

Recommendation 3. Finalized CCSs should be widely distributed both within and outside the country. A record of 

distribution should be kept.

4.2 Quality review of CCS content

(1) Section 2 – Health and development challenges
This section of the CCS is intended to be a situation analysis that describes and analyses the 
country’s health and development issues and challenges based on a comprehensive review of 
key national reference documents and country intelligence. Data include relevant indicators 
that reflect trends, rates, disparities and inequities. Where possible, this data should be 
disaggregated, at least by sex, to highlight health-related human rights and gender issues, as 
well as underlying or root causes (see Annex 7).

The desk review found that Section 2 in the China CCS (2008–2013), the Malaysia CCS (2009–2013) 
and the Mongolia CCS (2010–2105) was well developed with good analysis supported by data 
disaggregated by gender, age and geographical location. For the Philippines CCS (2011–2016), 
this section was reasonably developed but could have included a profile of provinces 
highlighting those most at risk. For the Lao People’s Democratic Republic CCS (2012–2015), 
Section 2, although reasonably written, did not reflect an integrated analysis in some areas. For 
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example, social determinants of health were identified, but the analysis did not indicate the 
effects of those determinants in all cases, including the health status of different indicators and 
population groups. For the Samoa CCS (2012–2018), notwithstanding the constraints on access 
to health information, Section 2 was reasonably developed and analytical, and, where possible, 
data were provided. 

However, in some CCSs, Section 2 was very descriptive but could have been more analytical. Data 
were sparse and not disaggregated. It must be emphasized that Section 2 of the strategies is the 
driver of conceptual clarity for the entire document and for the specific targeting of resources. 

In some of the CCSs, there were simply statements as to whether the country was a signatory 
to international agreements such as the WHO Framework Convention on Tobacco Control and 
the International Health Regulations (2005). The CCSs for China, the Lao People’s Democratic 
Republic, Malaysia and Mongolia showed how these global initiatives were related to improving 
the health situation in those countries.

With regard to the multi-country CCSs, such as that for the South Pacific where there are three 
differently organized health systems, one analytical document cannot suffice. A situation 
analysis is required for each country, which can then lead to the identification of commonalities 
and specific health issues. Additionally, the strengths of each one of the countries may be 
known, but having a separate situation analysis for each country makes it easier to evaluate its 
particular circumstances. 

(2) Section 3 – Development cooperation and partnership
Section 3 of the CCS document analyses the role played by key development partners, the 
allocation of resources by these partners and areas they support. The aid effectiveness principles 
of ownership, alignment, harmonization, managing for results and mutual accountability 
orient and provide a framework for the analysis of development cooperation and partnerships 
in countries. It should also summarize the status of the United Nations reform process, the 
Delivering as One initiative, the Common Country Analysis (CCA), and the United Nations 
Development Assistance Framework (UNDAF) in the country (see Annex 8).

In relation to aid effectiveness, most of the CCSs reviewed provided very good descriptions of 
the work partners are doing, but without specifically relating it to the situation analysis. Only 
in the case of Mongolia was reference made to the monitoring and evaluation survey results of 
the Paris Declaration on Aid Effectiveness and what is needed to improve aid effectiveness with 
respect to alignment, harmonization and mutual accountability. The Philippines CCS (2011–
2016) and the Mongolia CCS (2010–2015) referenced the monitoring and evaluation surveys. 

(3) Section 4 – Review of WHO cooperation over the past CCS cycle
Section 4 reflects WHO’s cooperation with the country over the past CCS cycle as a guide to the 
development of the Strategic Agenda of the next CCS cycle. 
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There was certainly an improvement in the quality of most of the CCSs. It was, however, evident 
that there is no institutional memory and it is difficult to retrieve the lessons learnt from past 
cycles. This underlines the need for immediate establishment of an institutional memory in 
terms of the CCS (see Annex 9).

During the internal review, it became clear that in many countries the capacity of the Country 
Office did not undergo a review regarding the needed skills mix to best deliver technical 
cooperation. 

The CCSs did not indicate that there was a process linked to the external review whereby the 
perceptions of partners would be considered. It would be important to have a process that 
would permit partners to evaluate the Organization’s performance, which can only contribute 
to the enhancement of WHO leadership. However, gauging the perceptions of our partners and 
other stakeholders should not wait until we are about to embark on a new CCS. There must be 
an opportunity for access to unfiltered opinions by those seeking to make improvements in the 
respective country offices.

(4) Section 5 –Strategic Agenda for WHO cooperation
The Strategic Agenda consists of a set of Strategic Priorities for WHO cooperation with the 
country that are jointly agreed upon with national authorities and that support the country’s 
National Health Policy, Strategy and Plan. The formulation of the Strategic Agenda is the core of 
the CCS process.

As spelled out in the WHO Country Cooperation Strategy Guide 2010, the Strategic Agenda should 
be divided into three parts: Strategic Priorities, Main Focus Areas and Strategic Approaches. 
The Main Focus Areas should be defined with specificity in accordance with the SMART 
format – specific, measurable, achievable, realistic and time-bound. Additionally, the Strategic 
Approaches, which define the “how” with core functions, should be incorporated into the 
definition of the Strategic Approach. 

The review of the CCSs revealed that in most of the strategies, with the exception of that of 
Papua New Guinea, the priorities were well defined, but in no case did the Main Focus Areas 
meet the requirements of the SMART format (see Annex 10).

The Strategic Agenda in the CCS process is the “gem” of the deliberation and formulation process. 
It must be congruent with the outcomes of the robust analysis of Section 2. In three cases – 
China (2008–2013), Malaysia (2009–2013) and Mongolia (2010–2015) – there was a direct link 
between the analysis and the Strategic Agenda. Those cases, in which the needs are not well 
defined, may result in uncertainty as to whether those needs will be addressed. For example, 
health financing may have been identified as an issue, but it is not clear which elements, such 
as a provider payment system or support for a security system to define a benefit package, are 
missing. When the analysis is not specific, it becomes difficult for WHO to say what it will and 
will not do.



14

WHO COUNTRY COOPERATION STRATEGY REGIONAL ANALYSIS

(5) Section 6 – Implementing the Strategic Agenda
The extensive analysis and subsequent development of the Strategic Agenda during the CCS 
process provides, in each country, the opportunity to redefine WHO’s role and reassess the 
nature and scope of WHO’s presence and cooperation. It is recommended that this section 
begin with a short introduction related to the country context, the desired role of WHO and 
its presence. It then will consider the requisites, in terms of role and presence, for the effective 
implementation of the Strategic Agenda by the entire WHO Secretariat, and how the CCS will be 
used, monitored and followed up (see Annex 11).

a)  The role and presence of WHO according to the Strategic Agenda
The core functions of WHO were mentioned in every CCS reviewed. In some cases, the application 
of the core functions was amply described, and there was no doubt as to the relevance of the 
core functions of the staff in the implementation process. But there was not a clear picture in 
all cases as to how these functions would be used and applied. In the case of the Lao People’s 
Democratic Republic and Mongolia, there was an analysis as to how these functions would be 
applied in support of the Strategic Agenda.

In terms of the support needed from the Regional Office and WHO headquarters, the statements 
in the CCS documents were very general.

The review of the strategies showed that there was a need for additional staff in all of the country 
offices. It was not clear how long it would take for the Organization to respond to the suggestions 
to increase the number of staff emerging from the CCS process. There was no analysis as to the 
core capacity of Country Office staff to support the implementation of the Strategic Agenda. 

b) Using the CCS
Many of the CCSs defined for themselves a role in advocacy and resource mobilization. It was 
also clear that the CCS is used to indicate the skills mix needed to support the implementation 
of the Strategic Agenda. 

c) Monitoring and evaluation
With the exception of two CCSs, there was an absence of any monitoring and evaluation 
plan. The evaluation of the CCS Strategic Agenda has to focus on the principles of ownership, 
alignment and harmonization. Coupled with this, the process and the output indicators 
should be evaluated. If evaluation is understood to be part of the learning process, then the 
performance of WHO staff with regard to technical expertise and core functions should also be 
evaluated. Midterm progress reports and annual reports are vital.
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Recommendation 4. The CCS formulation process should place greater emphasis on an in-depth situation analysis 

with available disaggregated data, as well as on equity and the social determinants of health.

Recommendation 5. There should be a “clearing house” to assess the quality of the CCS, which should be in 

accordance with an established standard for quality, consistency and disaggregation of data, and integrative coherence. 

This process may consist of a peer review mechanism with the involvement of other WHO Representatives.

Recommendation 6. There should be midterm progress reports and annual reports on the CCS, which should 

include lessons learnt and evidence-based best practices.

4.3  WHO staff members’ perception of the CCS

(1) Value of the CCS and its impact
Most of the staff members surveyed agreed on the potential value of the CCS in facilitating 
dialogue and coordination among national stakeholders beyond the health sector (78.9%) and 
in facilitating the strengthening of WHO operations at the country level (74.7%). However, the 
levels of agreement were quite different between Regional Office staff and Country Office staff. 
While more than 80% of the Country Office staff agreed with the above-mentioned statements, 
only 60–70% of Regional Office staff did so (see Annexes 15 and 18).

In terms of the impact of the CCS, about two thirds of staff members agreed that the CCS has 
resulted in WHO collaboration on more significant strategic issues beyond routine or ad hoc 
requests and that the analysis and strategic approaches identified in the CCS has contributed 
to building national capacity. The level of agreement of Regional Office staff and Country Office 

Table 5. Staff member perceptions of the quality of the CCS and its link to operational planning

Overall Regional Office staff Country Office staff

It is wise to be more selective in choosing CCS strategic priorities.* 203/241 (84.2%) 63/83 (75.9%) 140/158 (88.6%)

Existing CCSs in the Region clearly define country needs and priorities for 
WHO’s technical cooperation.* 190/241 (78.9%) 56/83 (67.4%) 134/158 (84.8%)

CCS strategic priorities are well reflected in Country Office operational 
planning and programme budgets.* 175/241 (72.6%) 45/83 (54.2%) 130/158 (82.2%)

CCS strategic priorities are well reflected in the Regional Office technical 
teams’ programme plans and budgets. 134/241 (55.6%) 39/83 (47.0%) 95/158 (60.1%)

*p < 0.001 by 2 x 2 Chi-square test

Table 4. Staff member perceptions of value of the CCS and its impact

Overall Regional Office staff Country Office staff
The CCS is effective in facilitating the strengthening of WHO operations at country 
level.* 180/241 (74.7%) 52/83 (62.7%) 128/158 (81.0%)
The CCS has the potential to facilitate dialogue and coordination among national 
health stakeholders beyond the health sector. 190/241 (78.9%) 59/83 (71.0%) 131/158 (82.9%)
The CCS has resulted in WHO collaboration on more strategic issues instead of 
non-focused routine or ad hoc requests.* 159/241 (66.0%) 40/83 (48.1%) 119/158 (75.3%)
The analysis and Strategic Approaches identified in CCS effectively contribute to 
building national capacity.* 164/241 (68.1%) 43/83 (51.8%) 121/158 (76.6%)
The value of the CCS as a strategic tool is appreciated by national decision-makers 
and middle management. 135/241 (56.0%) 40/83 (48.2%) 95/158 (60.2%)

* p < 0.001 by 2 x 2 Chi-square test
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staff again showed substantial differences. While three quarters of Country Office staff agreed 
with those two statements, only half of the Regional Office staff agreed (see Annexes 16 and 17).

Country Office staff and Regional Office staff agreed on the question of national decision-makers’ 
appreciation of the value of the CCS as a strategic tool. Overall, about 56% of staff members 
agreed that decision-makers value the CCS (see Annex 19).

(2) Quality of the CCS and its link to operational planning
About 85% of staff members (90% of Country Office staff and 76% of Regional Office staff) 
agreed on the need to be more selective in choosing CCS Strategic Priorities (see Annex 22).

With respect to the statement that existing CCSs in the Region clearly define country needs and 
priorities for WHO technical cooperation, about 85% of Country Office staff agreed while one 
third of the Regional Office staff disagreed (see Annex 12).

 More than 80% of Country Office staff responded that CCS Strategic Priorities are well reflected 
in operational planning and programmes in the Country Offices, while 55% of Regional Office 
staff agreed (see Annex 13).

In terms of the programme plans and budgets of technical teams in the Regional Office, less 
than half of Regional Office staff responded positively. The same response came from Country 
Office staff (see Annex 14).

(3) Use of the CCS
The questionnaire asked four questions on the use of the CCSs. Two of the questions were about 
personal use by staff and the other two were about Organization-wide use of CCSs for advocacy 
and resource mobilization.

With regard to personal use of the CCSs, about two thirds of Country Office staff and half of 
Regional Office staff said they are using the CCS as a key reference for developing WHO 
workplans or as an information reference for a particular health initiative or specific report. 
Fewer staff members replied that they are making use of statistics and other information in the 
CCS in persuading their counterparts on some issues (See Annexes 20 and 21).

Table 6. Staff member perceptions of the use of the CCS

Overall Regional Office staff Country Office staff

I am using CCS as a key reference for developing WHO workplans or as an 
information reference for a particular health initiative or specific report. 150/241 (62.2%) 43/83 (51.8%) 107/158 (67.7%)

I am making good use of statistics and other information in the CCS for 
persuading my counterparts on some issues.* 128/241 (53.1%) 34/83 (40.9%) 94/158 (59.5%)

The CCS has been used for the advocacy of WHO work at country level.* 180/241 (74.7%) 51/83 (61.5%) 129/158 (81.7%)

The CCS has been used for resource mobilization to support the 
implementation of the CCS strategic agenda.* 154/241 (63.9%) 41/83 (49.4%) 113/158 (71.5%)

* p < 0.001 by 2 x 2 Chi-square test
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With regard to the Organization-wide use of CCSs, Regional Office staff and Country Office staff 
had different perceptions. While more than 80% of Country Office staff answered that the CCS 
has been used for the advocacy of WHO work at the country level, only 60% of Regional Office 
staff had the same response. About 70% of Country Office staff and 50% of Regional Office staff 
agreed with the statement that the CCS has been used for resource mobilization to support the 
implementation of the CCS Strategic Agenda (see Annexes 23 and 24).

(4) Discussion and recommendations
There were no previous surveys to which the findings of the current survey could be compared. 
However, there were a number of meaningful findings through internal comparisons among 
different survey questions and different subgroups of staff members.

The survey confirmed that staff members agreed about the value of the CCS as a tool to 
facilitate dialogue beyond the health sector (78.9%) and to facilitate the strengthening of WHO’s 
operation at the country level (74.7%). It was also widely acknowledged that existing CCSs in the 
Region clearly define country needs and priorities for WHO’s technical cooperation (78.9%) and 
that CCS Strategic Priorities are strongly reflected in Country Office operational planning and 
programme budgets (72.6%). Among potential uses of the CCSs, the advocacy of WHO’s work 
at the country level was the most widely acknowledged (74.7%). Most staff members agreed 
about the need to be more selective in choosing CCS strategic priorities (84.2%). 

However, staff members replied that the value of CCS as a strategic tool is not well appreciated 
by national decision-makers and middle management (56.0%) and that CCS Strategic Priorities 
are not well reflected in the programme plans and budgets of technical teams in the Regional 
Office (55.6%).

The most pertinent finding indicated that the perceptions and opinions of Regional Office staff 
were less positive than those of Country Office staff. There could be many underlying causes for 
the difference, but one possible explanation is that Regional Office staff are less exposed to the 
CCS process.

Recommendation 7. A mechanism should be established so that staff at the Regional Office are briefed about the 

development and outputs of each CCS.

Recommendation 8. The CCS Strategic Agenda should be prioritized in a more selective way.
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5. Conclusions 

While it was quite clear that there have been significant improvements in the CCS process, the 
quality of final strategy and its use, there is room for improvement. There is a lack of institutional 
memory of previous CCS processes and a variance in the quality of individual CCSs. The regional 
CCS analysis team proposed a number of recommendations to improve process for developing 
a CCS in the Region. 

With the expectation that the CCS process will be mainstreamed and serve as a critical driver for 
strengthening WHO performance at the country level, an approach that ensures that senior staff 
demonstrate a clear understanding of the purpose and intended outcome of the CCS process 
is vital. 

Recommendations to strengthen the CCS process in the Region

Recommendation 1. Documentation of the CCS formulation process, including the list of participants in the 

consultation process, should be part of the CCS.

Recommendation 2. The CCS consultation process should be inclusive, as far as possible, to ensure some level of 

participation from stakeholders at the local level in countries.

Recommendation 3. The finalized CCSs should be widely distributed both within the country and outside of the 

country. A record of distribution should be kept.

Recommendation 4. The CCS formulation process should place greater emphasis on an in-depth situation analysis 

with available disaggregated data, as well as on equity and the social determinants of health.

Recommendation 5. There should be a “clearing house” to assess the quality of the CCS, which should be in 

accordance with an established standard for quality, consistency and disaggregation of data, and integrative coherence. 

This process may consist of a peer review mechanism with involvement of the stakeholders.

Recommendation 6. There should be midterm progress reports and annual reports on the CCS, which should 

include lessons learnt and evidence-based best practices.

Recommendation 7. A mechanism should be established through which staff at the Regional Office are briefed 

about the development and outputs of each CCS.

Recommendation 8. The CCS Strategic Agenda should be prioritized in a more selective way.
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Annex 1. Country Cooperation Strategy process in the Western Pacific 
Region (IC/187/09, 10 December 2009)

1. CCS roadmap
a. WR in consultation with CSU/WPRO to develop a draft CCS roadmap.
b. RD and the Cabinet to approve the CCS roadmap.

2. Preparation
a. WR in consultation with MoH and other country stakeholders to establish a country CCS 

team and to invite RO to the CCS team through CSU.
b. CSU after agreement with the WR and in consultation with technical units to draw up 

tentative regional CCS team member, and to invite HQ to the CCS team through CCO 
and the CSU network.

c. RD in consultation with the Cabinet to establish a regional CCS support team.10

d. The country CCS team with the support from regional and HQ CCS support team to carry 
out information gathering and analysis.

3. Development
a. The country CCS team with involvement of regional and global CCS support team to 

hold consultation(s).11

b. The country CCS team to draft a CCS document.
c. WR to circulate for comments among CCS team members (including regional and global 

CCS support team members) and country partners.
d. CSU and the regional CCS support team technical focal point to circulate, if needed and 

applicable, for further comments within the Regional Office.
e. CSU to send a draft to CCO, if needed and applicable, for further comments by HQ.

4. Endorsement and dissemination
a. WR to submit a completed draft to Regional Office.
b. CSU with support from Regional CCS support team to hold a meeting for final review 

and endorsement of the CCS draft.
c. WR to consult with MoH for obtaining final endorsement and agreement.
d. Country CCS team to finalize and edit document.
e. RD (or WR) and the Minister of Health of country to co-sign final CCS document.

10 The regional CCS team includes CSU, a focal point from a technical unit and participants from other technical units.
11 The development phase requires the CCS team to: review WHO’s cooperation and contribution into national health development over 

the past CCS cycle; define and develop consensus with stakeholders in country on a strategic agenda for future WHO cooperation; 
and consider the implications for WHO in implementing the strategic agenda within the specific country context.
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f. WR to send printed CCS document set to country stakeholders and a finalized CCS set12 
to Regional Office.

g. RD to circulate printed CCS within regional and country offices and to send 50 copies of 
printed CCS to DG with a memo.

5. Follow-up and use
a. WR to review the core capacities required for implementing the strategic agenda.
b. WR and RD to ensure the CCS feeds into the overall WHO Managerial Process.
c. WR to monitor CCS implementation and to report through CSU to the RD and the 

Cabinet on progress in the implementation of the CCS.

12 A finalized CCS set includes a memo, a main CCS document (100 printed copies and a PDF file), a CCS brief (PDF file) and a mapping 
result of CCS with the Medium-term Strategic Plan.
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Annex 2. Questionnaire for country offices on the CCS process

Timeline of CCS formulation processes
Fill in the table below the timeline for all CCS formulation processes that occurred in your 
Country Office. If a CCS renewal process is ongoing (in case of Pacific multi-country CCS), enter 
month when CCS formulation process is expected to end. Operational definitions of terms are 
below:

 ● “beginning of CCS formulation means that country office CCS team was identified by 
WR; 

 ● “ending of CCS formulation” means that CCS document is finalized (approved by the 
Regional Office) and ready to implement.

CCS generation
Period covered  

(beginning year / ending year)
Beginning of CCS formulation  

(month/year)
Ending of CCS formulation  

(month/year)

____ /____ ____ /____ ____ /____

____ /____ ____ /____ ____ /____

CCS team
Fill in the table below on CCS team of all CCS formulation processes occurred in Your Country 
Office. For the purpose of this survey, operational definitions of terms are below:

 ● “Regional Office CCS support teams” means Regional Office staff either travelled to the 
country to support CCS formulation or acted as focal points consolidating inputs from 
various Regional Office teams; and 

 ● “HQ staff involved at CCS formulation” means HQ staff travelled to the country to 
support CCS formulation.

CCS generation Number of staff on CO CCS team [CO staff involved] / [total CO 
staff]

Name of Regional Office  
CCS support team

Name of HQ staff involved  
at CCS formulation

____ /____

____ /____

CCS consultant hired
If a CCS consultant was hired to support the Country Office CCS team, please enter the name 
and role of the consultant briefly in the cell below.

CCS generation Name of CCS consultant hired Roles of CCS consultant during CCS formulation
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National Health Policy, Strategy and Plan (NHPSP), United Nations Development 
Assistance Framework (UNDAF) and CCS
Fill in the table below on the life cycle of NHPSP and UNDAF in your country since 2001. 

Formal title of NHPSP Period covered (beginning year / ending year)
____ /____

UNDAF Period covered (beginning year / ending year)
____ /____

Stakeholder consultation and/or involvement
(CCS formulation process for ____________)
Did the development of the CCS involve other sectors beyond health? If yes, please specify which sectors.

Were the WHO Collaborating Centers or other national institutions in the country involved in the CCS 
formulation process? If yes, please list them.

Were other UN country teams in the country involved in the CCS formulation process? If yes, please list them.

Were other development partners in the country involved in the CCS formulation process? If yes, please list 
them.

Were non-governmental and faith-based organizations, academia, the private sector or civil society in the 
country involved in the CCS formulation process? If yes, please list them.

Production and dissemination of CCSs
Fill in the table below on production and dissemination of CCS documents of previous cycle. 

CCS generation
Period covered (beginning year / 
ending year)

Was the finalized CCS document distributed out of the WHO Country 
Office? If yes, please specify number of copies distributed with main 
distribution list. (No need to include submission of CCS document to RO 
and HQ)

____ /____

____ /____

Use of CCS
The questions below are modified from “WHO presence in countries, territories, and areas 2012 
survey”. In responding to the questions below, please refer to the current or latest practice of 
your Country Office.

Which of the following activities does your Country Office 
team use the CCS for? If yes, please explain further in detail.

Country Office operational planning

Advocacy with partners

Country-level resource mobilization

Provision of inputs into the CCS/UNDAF process

Adjustment of the mix of competencies and skills in the Country Office

Others
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Recommendations on further improving CCS guide
Current CCS formulation process is guided by WHO Country Cooperation Strategies Guide 
2010 (http://www.who.int/countryfocus/cooperation_strategy/WHO-CSS_Guide2010_Eng_
intranet_24sep10.pdf ) 

Please freely provide any recommendations on further improving the CCS guide.

Recommendations on better usage, monitoring and evaluation of CCS
Please freely provide any recommendations on better usage, monitoring and evaluation of CCS.
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Annex 3. Anonymous questionnaire for all Professional staff

The questionnaire is anonymous, but please complete the following brief staff profile:

My duty station is   Regional Office          Country Office

I am           International Professional Staff    National Professional Staff

I have experience of participating in the CCS formulation process.     Yes    No

I have been working with WHO:

          less than 3 years           3–5 years
           6–10 years             over 10 years

For each question, please choose the one response that most closely reflects your knowledge, 
experience or opinion. 

In this questionnaire, CCS refers to both CCS process (formulation, implementation and follow-
up) and the CCS document.

Please complete all 13 multi-choice questions for the CCS part. 
Strongly 

agree
Somewhat 

agree
Somewhat 

disagree
Strongly 
disagree

Don’t  
know

Existing CCSs in the Region clearly define countries’ needs and priorities for WHO’s technical 
cooperation.

CCS strategic priorities are well reflected in the Country Offices’ operational planning and 
programme budgets. 

CCS strategic priorities are well reflected in the Regional Office technical teams’ programme 
plans and budgets. 

CCS is effective in facilitating the strengthening of WHO operations at country level. 

CCS has resulted in WHO collaboration on more strategic issues instead of non-focused 
routine or ad hoc requests. 

The analysis and strategic approaches identified by CCS effectively contribute to building 
national capacity. 

CCS has the potential to facilitate dialogue and coordination among national health 
stakeholders beyond the health sector.

The value of CCS as a strategic tool is appreciated by national decision makers and middle 
management.

I am using CCS as a key reference for developing WHO workplans or as an information 
reference for a particular health initiative, or specific report. 

I am making good use of statistics and other information in the CCS for persuading my 
counterparts on some issues.

It is wise to be more selective in choosing CCS strategic priorities.

CCS has been used for the advocacy of WHO’s work at country level.

CCS has been used for resource mobilization to support the implementation of the CCS 
strategic agenda.
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Annex 4. Timeline of CCS formulation processes

Country First generation Second generation Third generation

Cambodia CCS period 2001–2005 2009–2015

CCS formulation No record No record

China CCS period 2004–2008 2008–2013

CCS formulation No record Apr 2007–May 2008

Lao People’s Democratic Republic CCS period 2009–2011 2012–2015

CCS formulation Aug 2008–Apr 2010 Mar 2011–Nov 2011

Malaysia CCS period 2002–2005 2006–2008 2009–2013

CCS formulation No record No record Dec 2008–Oct 2010

Mongolia CCS period 2002–2007 2010–2015

CCS formulation No record Sep 2009–May 2010

Papua New Guinea CCS period 2005–2009 2010–2015

CCS formulation Jun 2002–Jun 2006 Apr 2009–Feb 2010

Philippines CCS period 2005–2010 2011–2016

CCS formulation Oct 2004–Jun 2005 May 2010–Jun 2011

Samoa CCS period 2003–2007 2012–2018

CCS formulation Mar 2002–Mar 2003 Feb 2010–Feb 2012

South Pacific CCS period 2006–2012

CCS formulation Feb 2005–Nov 2010
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Annex 5. Description of CCS consultation process in the CCS

CCS under review Reviewers’ comments

Cambodia CCS (2009–2015) • No list of participants. No information on the consultative process or on its duration. 

China CCS (2008–2013) • Although the document does not provide a list of participants, it gives a clear indication as to representative 
organizations and the degree of the consultative process and the timeframe of the consultation from April 2007 
to April 2008.

Lao People’s Democratic Republic CCS 
(2012–2015)

• There was no list of participants but the names of categories of the organizations represented were identified. 
• No information on the consultative process and its duration.

Malaysia CCS (2009–2013) • There was no list of participants, but there was a clear two-step process with the involvement of the Ministry of 
Health, multilateral and bilateral agencies, civil society and nongovernmental organizations.

Mongolia CCS (2010–2015) • The document does not present a list of participants. 
• However, it spells out a consultative process that included government organizations, United Nations agencies, 

multilateral and bilateral partners, and nongovernmental organizations. 
• It also defines the elements of the consultative process that included one-on-one discussions, workshops and 

retreats and consultative meetings. 

Papua New Guinea CCS (2010–2015) • There was no list of participants, however, the document indicates that there was extensive consultation with 
WHO, the Department of Health and other government agencies, international development partners and civil 
society organizations.

• The consultative process was not clearly defined. 

Philippines CCS (2011–2016) • While there is no list of participants, reference is made to consultations at all levels of WHO, the Department of 
Health, other relevant development partners and nongovernmental organizations. 

• The consultative process consisted of key informant interviews, self-administered questionnaires which served 
to identify WHO’s contribution to the health sector and the Organization’s comparative advantage. This was 
followed by a validation meeting of Government agencies and local government units.

Samoa CCS (2012–2018) • There was no list of participants. 
• There was a clearly stated consultative process which included retreats, meetings, etc. that addressed the 

analysis of goals and challenges resulting in the Main Focus Areas and Strategic Approaches. This consultation 
process did not make reference to the involvement of other sectors. The duration was not stated.

South Pacific CCS (2006–2011) • There was no list of participants. 
• The consultative process was not clearly defined. There was no indication as to whether the Government 

representation included other sectors. Executive summary should be stronger.
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Annex 6. Stakeholder involvement in CCS formulation process

CCS process Category Involved stakeholders

China CCS (2004–2008) Beyond health sector No record
WHO Collaborating Centres (CC) or 
national institutions No record
United Nations country team No record
Other development partners No record
Others No record

China CCS (2008–2013) Beyond health sector Environment
WHO CC or national institutions Chinese Center for Disease Control and Prevention
United Nations country team United Nations theme group on health
Other development partners Department for International Development of United Kingdom, Canadian International 

Development Agency, Australian Agency for International Development (AusAID), the 
Netherlands

Others Medecins Sans Frountieres (MSF)
Lao People’s Democratic 
Republic CCS (2009–2011)

Beyond health sector Planning, finance, labour and social welfare, education, transport, agriculture, 
environment

WHO CC or national institutions National University of Health Science (NUHS), National Institute for Public Health (NIPH)
United Nations country team United Nations Food and Agriculture Organization (FAO), United Nations Joint Programme 

on HIV/AIDS (UNAIDS), United Nations Development Programme (UNDP), United Nations 
Population Fund (UNFPA), UNICEF, United Nations Office on Drug Control (UNODC), 
UNWOMEN, World Food Programme (WFP), World Bank

Other development partners Asian Development Bank (ADB), European Union (EU), Luxemburg Development Agency 
(LuxDev), Japanese International Cooperation Agency (JICA), France, United States Agency 
for International Development (USAID), AusAID 

Others STC, CARE, OXFAM, WCS, World Vision, Catholic Relief Services, Health Frontiers, MSF, COPE, 
Handicap International

Lao People’s Democratic 
Republic CCS (2012–2015)

Beyond health sector Planning, finance, education, transport, agriculture, environment
WHO CC or national institutions NUHS, NIPH
United Nations country team FAO, UNAIDS, UNDP, UNFPA, UNICEF, UNODC, UN WOMEN, WFP, World Bank
Other development partners ADB, EU, LuxDev, JICA, France, USAID, AusAID, Korea International Cooperation Agency 

(KOICA)
Others PSI, STC, CARE, OXFAM, WCS, World Vision, Catholic Relief Services, Health Frontiers, Health 

Poverty Action, Basic Health, COPE, Handicap International, World Education, RC Societies
Malaysia CCS 2002–2006) Beyond health sector No record

WHO CC or national institutions No record
United Nations country team No record
Other development partners No record
Others No record

Malaysia CCS 2006–2008) Beyond health sector No record
WHO CC or national institutions No record
United Nations country team No record
Other development partners No record
Others No record

Malaysia CCS 2009–2013) Beyond health sector Education, finance, planning
WHO CC or national institutions Institute of Health Systems Research,

Institute for Medical Research
United Nations country team UNDP, UNICEF, United Nations University (UNU), UNHCR, UNFPA
Other development partners None
Others Malaysian AIDS Council, National Anti-Drug Agency, Malaysia Medical Association, 

Malaysia Public Health Physicians Association, Academy of Family Physicians, University of 
Malaya, University of Science Malaysia

Mongolia CCS (2002–2007) Beyond health sector No record
WHO CC or national institutions No record
United Nations country team No record
Other development partners No record
Others No record

Mongolia CCS (2010–2015) Beyond health sector Social welfare, finance
WHO CC or national institutions Health Science University, Public Health Institute,

Maternal and Child Health Centre
United Nations country team UNFPA, UNICEF, UNDP
Other development partners ADB, World Bank, Millennium Challenge Account
Others World Vision, Norwegian Lutheran Mission
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CCS process Category Involved stakeholders

Papua New Guinea CCS 
(2005–2009)

Beyond health sector No record
WHO CC or national institutions No record
United Nations country team No record
Other development partners No record
Others No record

Papua New Guinea CCS 
(2010–2015)

Beyond health sector National Planning and Monitoring, Treasury and Finance
WHO CC or national institutions None
United Nations country team UNICEF, UNFPA, UNDP, WB, ADB
Other development partners AusAID, New Zealand Development Program (NZAID)
Others National Catholic Office; FHI, Save the Children, CHAI, Church Medical Council

Philippines CCS 
(2005–2010)

Beyond health sector Local government
WHO CC or national institutions University of the Philippines National Institute of Health
United Nations country team UNFPA, UNICEF, UNAIDS
Other development partners ADB, World Bank, Deutsche Gesellschaft Fur Technische Zusammenarbeit (GTZ), 

Kreditanstalt fuer Wiederaufbau (KfW)
Others Plan International Philippines, University of the Philippines National Institute of Health, GF 

partner: Pilipinas Shell Foundation
Philippines CCS 
(2011–2016)

Beyond health sector Telecommunication, National Planning/Finance, Transport, Education, Environment and 
Natural Resources, Department of Labor and Employment, Water Utilities, Congress (House 
Committee On Health) and Senate (Committee on Health and Demography)

WHO CC or national institutions National Institute for Health/University of the Philippines, National Statistics Office, Office 
of Civil Defense

United Nations country team UNFPA, UNICEF, UNAIDS, FAO, UN Habitat, International Labour Organization (ILO), World 
Bank

Other development partners USAID, ADB, AusAID, AECID, EU, JICA, KfW, GTZ
Others Nongovernmental organizations: Alternative Budget Initiative, Center for Advanced 

Philippine Studies, Philippine NGO Council on Population, Health and Welfare Inc. (PNGOC), 
Woman Health Philippines, Arugaan, Cooperative Movement for Encouraging NSV, Likhaan, 
Handicap International, MSF, Medical Action Group, Merlin Philippines, Meta Philippines, 
OXFAM, Philippine Center for Water and Sanitation, Philippine Ecological Network/Streams 
of Knowledge, Philippines National AIDS Council Secretariat, Philippine Red Cross, Pilipinas 
Shell Foundation Inc., Pinoy Plus Association, Positive Action Foundation Philippines Inc., 
Save The Children, Synegenta Philippines, Trade Union Congress of the Philippines

ACADEME/Professional Societies: Ateneo Graduate School of Business, Association of 
Philippine Schools of Midwifery, Association of Philippine Medical Colleges, Philippine 
Nurses Association, Philippine Obstetrical and Gynecological Society, Philippine Society for 
Sanitary Engineers, University of the Philippines

PRIVATE SECTOR: GSK (GlaxoSmithKline) Foundation, Ayala Foundation Inc., Zuellig 
Foundation, Philippines Business for Social Progress, Philippine Coalition Against 
Tuberculosis, Smart Communications Inc., Globe Telecom, Merck Sharp and Dohme

Samoa CCS (2003–2007) Beyond health sector No record
WHO CC or national institutions No record
United Nations country team No record
Other development partners No record
Others No record

Samoa CCS (2012–2018) Beyond health sector Ministry of Finance, Ministry of Foreign Affairs
WHO CC or national institutions National Health Services
United Nations country team UNDP, FAO, UNESCO
Other development partners EU, AusAID, NZAID, JICA, Embassies of China and USA
Others Samoa Kidney Foundation, Samoa Medical Association

South Pacific CCS 
 (2006–2011)

Beyond health sector None
WHO CC or national institutions None
United Nations country team UNFPA, UNDP, UNICEF
Other development partners SPC, AUSAID, NZAID
Others Fiji School of Medicine, Fiji School of Nursing, University of the South Pacific, Pacific 

Theological Seminary, several nongovernmental organizations

Annex 6: Stakeholder involvement in CCS formulation process  (continued)
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Annex 7. CCS content review of Section 2

CCS under review Reviewers’ comments

Cambodia CCS (2009–2015) • Very descriptive and could be more analytical. 
• Data were sparse and not disaggregated. 
• Generally, the quality of the document needs significant improvement. 

China CCS (2008–2013) • Well developed with good analysis and data disaggregated by sex, age and geographical location. The issue of equity 
was also addressed. 

• The areas that needed to be addressed were clearly identified. 
• Cross-cutting issues of gender, equity and human rights were addressed.

Lao People’s Democratic Republic CCS 
(2012–2015)

• This section, though reasonably written, did not reflect an integrated analysis in some areas. Further disaggregation did 
not seem possible due to the state of the health information system. 

• Cross-cutting issues of gender, equity and human rights were addressed.

Malaysia CCS (2009–2013) • This section was well developed with an in-depth analysis supported with data disaggregated by gender, age and 
geographical location. 

• Additionally, the analysis addressed the relationship of global commitments to the national priorities.

Mongolia CCS (2010–2015) • This section was well developed. Data were disaggregated. Areas such as human resources for health were addressed but 
could have been analysed more closely to provide greater appreciation. 

• Cross-cutting issues of gender, equity and human rights were included.

Papua New Guinea CCS (2010–2015) • The situation analysis was not well written and will not stand scrutiny. 
• No disaggregation of the data was evident. 
• Reference was made to gender equity but no specific reference was made to equity and human rights as separate cross-

cutting issues. 

Philippines CCS (2011–2016) • This section was reasonably developed, but it would have benefitted from the inclusion of a profile of the provinces 
highlighting those most at risk. 

• Mention was made of the widening inequities in the area of health service delivery, but the provinces are not identified. 
The social determinants were not addressed in an integrated manner, and some of the determinants could have impacts 
on the indicators of the Millennium Development Goals (MDGs). 

• Cross-cutting issues of gender, equity and human rights were included.

Samoa CCS (2012–2018) • Notwithstanding the constraints of access to health information, this section was reasonably developed and analytical 
and where possible the data were provided. 

• Cross-cutting issues of gender, equity and human rights were included. 

South Pacific CCS (2006–2011) • This section could have been a bit more specific in certain parts and could have mentioned the islands with specific 
problems. 

• The health systems are modeled on the American, British and French health systems. It would have been good to have 
separate sections for the countries that correspond to the three health systems. 
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Annex 8. CCS content review of Section 3

CCS under review Reviewers’ comments

Cambodia CCS 
(2009–2015)

• The statements related to this section are in the line of a description and how the partners are organized. 
• There is a need to be more analytical and examine the impact of the partners work in relation to the principles of the Paris 

Declaration.

China CCS (2008–2013) • This section was well developed. It addressed the changing role of China as a donor–recipient. 

Lao People’s Democratic 
Republic CCS 
(2012–2015)

• This section also could have been more analytical, although information was given on some joint programmes. 
• Comments related to the indicators on alignment and harmonization could have been addressed in the document.

Malaysia CCS  
(2009–2013)

• This section was well developed. It clearly spells out the level of collaboration among the United Nations agencies. 
• However, the analysis could have been linked to the harmonization and alignment indicators of the Paris Declaration.

Mongolia CCS 
(2010–2015)

• This section was very well developed and made reference to monitoring and evaluation carried out in relation to the Paris 
Declaration. 

Papua New Guinea CCS 
(2010–2015)

• This section was descriptive but lacks specificity. No reference was made to the monitoring and evaluation indicators of the Paris 
Declaration, which should be used so that the process is enabled to arrive at more complete conclusions. 

• The document just gives a brief indication of the broad areas where agencies are presently working. 

Philippines CCS 
(2011–2016)

• This section was well developed and includes the results of the monitoring and evaluation survey of the Paris Declaration. 
• There could have been a comment as to how the programme-based approach could be implemented for mutual accountability. There 

was no plan for joint visits to projects where there is joint investment.

Samoa CCS (2012–2018) • The indicators for monitoring and evaluation have not been referenced, but in the case of Samoa, the rating for ownership, alignment 
and harmonization was given. While the document addressed aid coordination through steering committees, etc., there was no 
reference to the monitoring and evaluation indicators and how the principles could have been addressed to bring greater aid 
effectiveness to the health sector. Could have addressed the barriers to greater aid effectiveness.

South Pacific CCS 
(2006–2011)

• This section was satisfactorily developed, but it would have been good to understand the peculiarities of the agencies for the 
American, British and French islands. 

• The comments should have also been based on the indicators for alignment and harmonization of the Paris Declaration. 
• The problems identified, however, underscore the key role that the CCS can play if the donors all participate in the process. 

Annex 9. CCS content review of Section 4

CCS under review Reviewers’ comments

Cambodia CCS 
(2009–2015)

• It does not give an analysis from the internal perspective. 
• Unable to discern WHO’s impact on some of the issues that WHO was supposed to be supporting.

China CCS (2008–2013) • Clearly states that this most recent CCS was qualitatively different in its alignment with Ministry of Health priorities. 
• Well written and special mention of the collaborating centres was noted.

Lao People’s Democratic 
Republic CCS 
(2012–2015)

• This section was also reasonably developed but in the external review the issues of harmonization and alignment could have been 
addressed so that the factors affecting these key principles of the CCS could be identified.

Malaysia CCS  
(2009–2013)

• This section was not well developed and could have had more elaboration on the relationship with other stakeholders and the 
processes showing how they worked together. 

Mongolia CCS 
(2010–2015)

• This section could have been enhanced had there been annual reports and a summary report after the CCS. There could have been 
explanations as to what specifically was achieved, especially in relation to the situation analysis and how the work of the past CCS 
contributed to changes in the current CCS. 

Papua New Guinea CCS 
(2010–2015)

• This section was written in a very general manner. No assessment was made of the past cooperation. 
• While the document acknowledges the need for support from the Regional Office and headquarters, there was no comment on past 

experiences with those offices.

Philippines CCS 
(2011–2016)

• This section was well addressed. Very clear analysis. One aspect that should have been considered was the performance of the core 
functions and how they will be integrated. 

• There should have been some comments on how the past CCS contributed to the change of the health situation. 
• In terms of the external review, it was not sufficient to have a statement such as “stakeholders acknowledge WHO’s support to the 

development, implementation, monitoring and assessment of the national plan”. 

Samoa CCS (2012–2018) • This section is reasonably developed and addressed the integration of the core functions with the aspects of the Strategic Agenda. 
• While there were comments on the internal review, there were no comments on the external review. Additionally, while there were 

significant resources allocated to training, there was no comment as to whether the people trained were functioning effectively and 
placed to achieve the greatest impact. 

South Pacific CCS 
(2006–2011)

• This section was descriptive but not very specific.
• In describing the partnership with other agencies, it was a very general indication of the Focus Areas but not clear as to what each 

agency is doing in relation to national indicators. 
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Annex 10. CCS content review of Section 5

CCS under review Reviewers’ comments

Cambodia CCS 
(2009–2015)

• The Main Focus Areas are written about in a very general manner. They lack specificity and do not meet the SMART format. Makes it 
difficult to conduct an objective evaluation. 

China CCS  
(2008–2013)

• This section was very well written and very specific. Each of the Strategic Priorities was well developed and the Strategic 
Approaches defined. 

• Did not apply the SMART format to the Main Focus Areas.

Lao People’s Democratic 
Republic CCS 
(2012–2015)

• This section was very well developed and written. The alignment among the CCS, the UNDAF and national priorities was very 
evident. The SMART format was applied to the Main Focus Areas. A further review of the workplans also showed alignment.

Malaysia CCS  
(2009–2013)

• This section presents an innovative approach to the two arms of the Strategic Agenda. However, the integration of the WHO 
core functions and how they will be applied to achieve the Main Focus Areas, especially considering the challenges of the staff 
complement, need to be addressed. 

• The SMART format was not used to define the Main Focus Areas. 

Mongolia CCS 
(2010–2015)

• The Strategic Priorities, Main Focus Areas and the Strategic Approaches were well developed. The Main Focus Areas, however, 
needed to be written to comply with the SMART format. 

• There was coherence between the analysis and the Strategic Agenda.

Papua New Guinea CCS 
(2010–2015)

• This section needs improvement. The Main Focus Areas were not written in line with the SMART format. 
• Strategic Approaches were too general. For example, in the area of reproductive health, the approach was the strategy without any 

specific area that needs to be addressed. Strategic Priority 2, Main Focus Area 2 states that “it is anticipated that this support will 
continue, probably for a limited period of two years”. 

Philippines CCS 
(2011–2016)

• This section was well developed. The priorities of the Strategic Agenda were well defined and congruent with the analysis. 
• The Main Focus Areas were also well defined but could be a bit more specific for alignment with the SMART format. 

Samoa CCS (2012–2018) • This section needs to be strengthened so as to achieve greater congruence between the analysis and the Strategic Agenda. For 
example the analysis highlights the need for an analytical study of skill mix, training and health worker distribution. 

• The Main Focus Areas did not meet the criteria of the SMART format.

South Pacific CCS 
(2006–2011)

• This section was reasonably well addressed in terms of the congruence with the situation analysis and the specificity. Although 
the Main Focus Areas were not in compliance with the SMART format, and the Strategic Approaches were not defined as such, one 
can discern exactly what needs to be done in relation to each of the Main Focus Areas. This section was very specific with all of the 
explanations given as to why the Focus Area was identified.

Annex 11. CCS content review of Section 6

CCS under review Reviewers’ comments

Cambodia CCS 
(2009–2015)

• Does not address the elements as set out in the WHO Country Cooperation Strategy Guide 2010.

China CCS  
(2008–2013)

• Once again the section was well developed and clearly stated how the monitoring and evaluation will take place. Additionally, the 
document highlights the output of lessons learnt and best practices to be applied during the process.

Lao People’s Democratic 
Republic CCS 
(2012–2015)

• This section was also very developed and demonstrated the integration of the core functions with the Main Focus Areas. 
• However, the area of monitoring and evaluation could have been more developed with specificity as to what process will be used.

Malaysia CCS  
(2009–2013)

• This section does not give good insight as to how the limited number of staff members would be able to respond to the two-arm 
strategy. Also, the alignment of the Strategic Agenda to the UNDAF and national priorities could have been addressed. However, a 
review of the workplans show alignment with the Strategic Agenda.

Mongolia CCS 
(2010–2015)

• This section was developed in accordance with the WHO Country Cooperation Strategy Guide 2010 and demonstrated how the core 
functions were integrated with the Main Focus Areas. 

• A review of the workplans shows congruence with the Strategic Agenda.

Papua New Guinea CCS 
(2010–2015)

• This section highlights some of the critical issues related to the internal conflicts due to demands on staff with initiatives not 
considered as part of the CCS mandate, which pose a threat to the implementation of the CCS.

Philippines CCS 
(2011–2016)

• This section was well written and analysed, especially in relation to the needs of the WHO Country Office. Technical needs were 
identified as were paradigm shifts needed to fulfil expectations of the CCS. 

• The only concern was that no costs were attached to these important activities, which seem critical to success. Monitoring and 
evaluation could have been more effective.

Samoa CCS  
(2012–2018)

• This section was reasonably developed and addressed the integration of the core functions with the aspects of the Strategic 
Agenda. Likewise, monitoring and evaluation were addressed.
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Annex 12. Staff member perception of overall quality of the CCS

CCSs in the Region clearly define country’s needs and priorities for WHO’s technical cooperation.

Strongly agree Somewhat agree
Somewhat 

disagree Strongly disagree Don’t know

Total 46 (19.1%) 144 (59.8%) 23 (9.5%) 2 (0.8%) 26 (10.8%)

By duty station* Country Office 39 (24.7%)  95 (60.1%) 10 (6.3%) 1 (0.6%) 13 (8.2%)

Regional Office 7 (8.4%)  49 (59.0%) 13 (15.7%) 1 (1.2%) 13 (15.7%)

By recruitment type* National Professional 
Officer (NPO) 28 (42.4%) 33 (50.0%) 3 (4.5%) 0 (0.0%) 2 (3.0%)

International 18 (10.3%) 111 (63.4%) 20 (11.4%) 2 (1.1%) 24 (13.7%)

By CCS experience* Yes 27 (20.6%) 86 (65.6%) 12 (9.2%) 1 (0.8%) 5 (3.8%)

No 19 (17.3%) 58 (52.7%) 11 (10.0%) 1 (0.9%) 21 (19.1%)

By WHO working years Less than 6 30 (23.6%) 66 (52.0%) 9 (7.1%) 1 (0.8%) 21 (16.5%)

6 or more 16 (14.0%) 78 (68.4%) 14 (12.3%) 1 (0.9%) 5 (4.4%)

* p < 0.001 by 2 x 2 Chi-square test. Responses were divided into two large groups: positive (strongly agree and somewhat agree); and negative 
(somewhat disagree, strongly disagree and don’t know) for the purpose of Chi-square test. 

Annex 13. Staff member perception of Country Office operational planning 
and the CCS

CCS strategic priorities are well reflected in the Country Office operational planning and programme budgets.

Strongly agree Somewhat agree
Somewhat 

disagree Strongly disagree Don’t know

Total 45 (18.7%) 130 (53.9%) 36 (14.9%) 1 (0.4%) 29 (12.0%)

By duty station* Country Office 41 (25.9%)  89 (56.3%) 23 (14.6%) 1 (0.6%)  4 (  2.5%)

Regional Office 4 (4.8%)  41 (49.4%) 13 (15.7%) 0 (0.0%) 25 (30.1%)

By recruitment type* NPO 24 (36.4%) 32 (48.5%) 9 (13.6%) 0 (0.0%) 1 (1.5%)

International 21 (12.0%) 98 (56.0%) 27 (15.4%) 1 (0.6%) 28 (16.0%)

By CCS experience Yes 24 (18.3%) 79 (60.3%) 23 (17.6%) 1 (0.8%) 4 (3.1%)

No 21 (19.1%) 51 (46.4%) 13 (11.8%) 0 (0.0%) 25 (22.7%)

By WHO working years Less than 6 33 (26.0%) 56 (44.1%) 14 (11.0%) 0 (0.0%) 24 (18.9%)

6 or more 12 (10.5%) 74 (64.9%) 22 (19.3%) 1 (0.9%) 5 (4.4%)

* p < 0.001 by 2 x 2 Chi-square test. Responses were divided into two large groups: positive (strongly agree and somewhat agree) and negative (somewhat 
disagree, strongly disagree and don’t know) for the purpose of Chi-square test.
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Annex 14. Staff member perception of Regional Office operational planning 
and the CCS 

CCS strategic priorities are well reflected at the Regional Office technical teams’ programme.

Strongly agree Somewhat agree Somewhat disagree Strongly disagree Don’t know

Total 14 (5.8%) 120 (49.8%) 69 (28.6%) 5 (2.1%) 33 (13.7%)

By duty station Country Office 12 (7.6%) 83 (52.5%) 40 (25.3%) 4 (2.5%) 19 (12.0%)

Regional Office 2 (2.4%) 37 (44.6%) 29 (34.9%) 1 (1.2%) 14 (16.9%)

By recruitment type NPO 11 (16.7%) 39 (59.1%) 11 (16.7%) 1 (1.5%) 4 (6.1%)

International 3 (1.7%) 81 (46.3%) 58 (33.1%) 4 (2.3%) 29 (16.6%)

By CCS experience Yes 3 (2.3%) 76 (58.0%) 40 (30.5%) 2 (1.5%) 10 (7.6%)

No 11 (10.0%) 44 (40.0%) 29 (26.4%) 3 (2.7%) 23 (20.9%)

By WHO working years Less than 6 10 (7.9%) 63 (49.6%) 30 (23.6%) 4 (3.1%) 20 (15.7%)

6 or more 4 (3.5%) 57 (50.0%) 39 (34.2%) 1 (0.9%) 13 (11.4%)

Annex 15. Staff member perception of WHO country operations and the CCS 

CCS is effective in facilitating the strengthening of WHO operations at the country level. 

Strongly agree Somewhat agree Somewhat disagree Strongly disagree Don’t know

Total 64 (26.6%) 116 (48.1%) 34 (14.1%) 6 (2.5%) 21 (8.7%)

By duty station* Country Office 52 (32.9%) 76 (48.1%) 19 (12.0%) 4 (2.5%) 7 (4.4%)

Regional Office 12 (14.5%) 40 (48.2%) 15 (18.1%) 2 (2.4%) 14 (16.9%)

By recruitment type* NPO 35 (53.0%) 25 (37.9%) 5 (7.6%) 0 (0.0%) 1 (1.5%)

International 29 (16.6%) 91 (52.0%) 29 (16.6%) 6 (3.4%) 20 (11.4%)

By CCS experience Yes 38 (29.0%) 64 (48.9%) 22 (16.8%) 5 (3.8%) 2 (1.5%)

No 26 (23.6%) 52 (47.3%) 12 (10.9%) 1 (0.9%) 19 (17.3%)

By WHO working years Less than 6 42 (33.1%) 57 (44.9%) 11 (8.7%) 1 (0.8%) 16 (12.6%)

6 or more 22 (19.3%) 59 (51.8%) 23 (20.2%) 5 (4.4%) 5 (4.4%)

* p < 0.001 by 2 x 2 Chi-square test. Responses were divided into two large groups: positive (strongly agree and somewhat agree) and negative (somewhat 
disagree, strongly disagree and don’t know) for the purpose of Chi-square test.
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Annex 16. Staff member perception of WHO’s more strategic collaboration 
and the CCS 

CCS has resulted in WHO collaboration on more strategic issues than on non-focused routine and ad hoc requests.

Strongly agree Somewhat agree
Somewhat 

disagree Strongly disagree Don’t know

Total 65 (27.0%) 94 (39.0%) 49 (20.3%) 6 (2.5%) 27 (11.2%)

By duty station* Country Office 55 (34.8%) 64 (40.5%) 29 (18.4%) 3 (1.9%) 7 (4.4%)

Regional Office 10 (12.0%) 30 (36.1%) 20 (24.1%) 3 (3.6%) 20 (24.1%)

By recruitment type* NPO 35 (53.0%) 23 (34.8%) 7 (10.6%) 0 (0.0%) 1 (1.5%)

International 30 (17.1%) 71 (40.6%) 42 (24.0%) 6 (3.4%) 26 (14.9%)

By CCS experience Yes 36 (27.5%) 58 (44.3%) 25 (19.1%) 6 (4.6%) 6 (4.6%)

No 29 (26.4%) 36 (32.7%) 24 (21.8%) 0 (0.0%) 21 (19.1%)

By WHO working years Less than 6 46 (36.2%) 37 (29.1%) 25 (19.7%) 1 (0.8%) 18 (14.2%)

6 or more 19 (16.7%) 57 (50.0%) 24 (21.1%) 5 (4.4%) 9 (7.9%)

* p < 0.001 by 2 x 2 Chi-square test. Responses were divided into two large groups: positive (strongly agree and somewhat agree) and negative (somewhat 
disagree, strongly disagree and don’t know) for the purpose of Chi-square test.

 

Annex 17. Staff member perception of building national capacity and the CCS 

The analysis and strategic approaches identified in CCS have an impact on building national capacity. 

Strongly agree Somewhat agree
Somewhat 

disagree Strongly disagree Don’t know

Total 38 (15.8%) 126 (52.3%) 46 (19.1%) 8 (3.3%) 23 (9.5%)

By duty station* Country Office 35 (22.2%) 86 (54.4%) 26 (16.5%) 4 (2.5%) 7 (4.4%)

Regional Office 3 (3.6%) 40 (48.2%) 20 (24.1%) 4 (4.8%) 16 (19.3%)

By recruitment type* NPO 25 (37.9%) 35 (53.0%) 5 (7.6%) 0 (0.0%) 1 (1.5%)

International 13 (7.4%) 91 (52.0%) 41 (23.4%) 8 (4.6%) 22 (12.6%)

By CCS experience Yes 22 (16.8%) 70 (53.4%) 30 (22.9%) 7 (5.3%) 2 (1.5%)

No 16 (14.5%) 56 (50.9%) 16 (14.5%) 1 (0.9%) 21 (19.1%)

By WHO working years Less than 6 27 (21.3%) 63 (49.6%) 18 (14.2%) 1 (0.8%) 18 (14.2%)

6 or more 11 (9.6%) 63 (55.3%) 28 (24.6%) 7 (6.1%) 5 (4.4%)

* p < 0.001 by 2 x 2 Chi-square test. Responses were divided into two large groups: positive (strongly agree and somewhat agree) and negative (somewhat 
disagree, strongly disagree and don’t know) for the purpose of Chi-square test. 
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Annex 18. Staff member perception of engagement beyond health sector and 
the CCS 

CCS has the potential to facilitate dialogue and coordination among national health stakeholders beyond the health sector.

Strongly agree Somewhat agree Somewhat disagree Strongly disagree Don’t know

Total 91 (37.8%) 99 (41.1%) 27 (11.2%) 3 (1.2%) 21 (8.7%)

By duty station Country Office 61 (38.6%) 70 (44.3%) 19 (12.0%) 2 (1.3%) 6 (3.8%)

Regional Office 30 (36.1%) 29 (34.9%) 8 (9.6%) 1 (1.2%) 15 (18.1%)

By recruitment type NPO 28 (42.4%) 28 (42.4%) 7 (10.6%) 1 (1.5%) 2 (3.0%)

International 63 (36.0%) 71 (40.6%) 20 (11.4%) 2 (1.1%) 19 (10.9%)

By CCS experience* Yes 50 (38.2%) 63 (48.1%) 13 (9.9%) 2 (1.5%) 3 (2.3%)

No 41 (37.3%) 36 (32.7%) 14 (12.7%) 1 (0.9%) 18 (16.4%)

By WHO working years Less than 6 51 (40.2%) 44 (34.6%) 15 (11.8%) 0 (0.0%) 17 (13.4%)

6 or more 40 (35.1%) 55 (48.2%) 12 (10.5%) 3 (2.6%) 4 (3.5%)

* p < 0.001 by 2 x 2 Chi-square test. Responses were divided into two large groups: positive (strongly agree and somewhat agree) and negative (somewhat 
disagree, strongly disagree and don’t know) for the purpose of Chi-square test.

Annex 19. Staff member perception of appreciation of the CCS by national 
decision-makers 

The value of CCS as a strategic tool is appreciated by national decision-makers and middle management. 

Strongly agree Somewhat agree Somewhat disagree Strongly disagree Don’t know

Total 39 (16.2%) 96 (39.8%) 44 (18.3%) 8 (3.3%) 54 (22.4%)

By duty station Country Office 32 (20.3%) 63 (39.9%) 38 (24.1%) 5 (3.2%) 20 (12.7%)

Regional Office 7 (8.4%) 33 (39.8%) 6 (7.2%) 3 (3.6%) 34 (41.0%)

By recruitment type* NPO 22 (33.3%) 29 (43.9%) 11 (16.7%) 1 (1.5%) 3 (4.5%)

International 17 (9.7%) 67 (38.3%) 33 (18.9%) 7 (4.0%) 51 (29.1%)

By CCS experience Yes 24 (18.3%) 54 (41.2%) 30 (22.9%) 6 (4.6%) 17 (13.0%)

No 15 (13.6%) 42 (38.2%) 14 (12.7%) 2 (1.8%) 37 (33.6%)

By WHO working years Less than 6 30 (23.6%) 43 (33.9%) 18 (14.2%) 1 (0.8%) 35 (27.6%)

6 or more 9 (7.9%) 53 (46.5%) 26 (22.8%) 7 (6.1%) 19 (16.7%)

* p < 0.001 by 2 by 2 Chi-square test. Responses were divided into two large groups: positive (strongly agree and somewhat agree) and negative (somewhat 
disagree, strongly disagree and don’t know) for the purpose of Chi-square test. 
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Annex 20. Staff member personal usage of the CCS as a key reference 

I am using the CCS as a key reference for developing plans or programmes or as an information reference for a particular health initiative or 
specific report.

Strongly agree Somewhat agree Somewhat disagree Strongly disagree Don’t know

Total 50 (20.7%) 100 (41.5%) 62 (25.7%) 17 (7.1%) 12 (5.0%)

By duty station Country Office 43 (27.2%) 64 (40.5%) 39 (24.7%) 7 (4.4%) 5 (3.2%)

Regional Office 7 (8.4%) 36 (43.4%) 23 (27.7%) 10 (12.0%) 7 (8.4%)

By recruitment type NPO 26 (39.4%) 25 (37.9%) 13 (19.7%) 2 (3.0%) 0 (0.0%)

International 24 (13.7%) 75 (42.9%) 49 (28.0%) 15 (8.6%) 12 (6.9%)

By CCS experience Yes 34 (26.0%) 55 (42.0%) 33 (25.2%) 6 (4.6%) 3 (2.3%)

No 16 (14.5%) 45 (40.9%) 29 (26.4%) 11 (10.0%) 9 (8.2%)

By WHO working years Less than 6 28 (22.0%) 49 (38.6%) 31 (24.4%) 11 (8.7%) 8 (6.3%)

6 or more 22 (19.3%) 51 (44.7%) 31 (27.2%) 6 (5.3%) 4 (3.5%)

Annex 21. Staff member personal usage of statistics and other information 
from the CCS 

I am making good use of statistics and other information of the CCS for persuading my counterparts. 

Strongly agree Somewhat agree Somewhat disagree Strongly disagree Don’t know

Total 45 (18.7%) 83 (34.4%) 75 (31.1%) 25 (10.4%) 13 (5.4%)

By duty station* Country Office 38 (24.1%) 56 (35.4%) 47 (29.7%) 12 (7.6%) 5 (3.2%)

Regional Office 7 (8.4%) 27 (32.5%) 28 (33.7%) 13 (15.7%) 8 (9.6%)

By recruitment type* NPO 26 (39.4%) 24 (36.4%) 13 (19.7%) 3 (4.5%) 0 (0.0%)

International 19 (10.9%) 59 (33.7%) 62 (35.4%) 22 (12.6%) 13 (7.4%)

By CCS experience Yes 28 (21.4%) 45 (34.4%) 41 (31.3%) 13 (9.9%) 4 (3.1%)

No 17 (15.5%) 38 (34.5%) 34 (30.9%) 12 (10.9%) 9 (8.2%)

By WHO working years Less than 6 31 (24.4%) 42 (33.1%) 36 (28.3%) 12 (9.4%) 6 (4.7%)

6 or more 14 (12.3%) 41 (36.0%) 39 (34.2%) 13 (11.4%) 7 (6.1%)

* p < 0.001 by 2 by 2 Chi-square test. Responses were divided into two large groups: positive (strongly agree and somewhat agree) and negative (somewhat 
disagree, strongly disagree and don’t know) for the purpose of Chi-square test. 
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Annex 22. Staff member opinion on a more selective choice of CCS Strategic 
Priorities 

It is wise to be more selective in choosing CCS strategic priorities.

Strongly agree Somewhat agree Somewhat disagree Strongly disagree Don’t know

Total 90 (37.3%) 113 (46.9%) 16 (6.6%) 0 (0.0%) 22 (9.1%)

By duty station* Country Office 64 (40.5%) 76 (48.1%) 12 (7.6%) 0 (0.0%) 6 (3.8%)

Regional Office 26 (31.3%) 37 (44.6%) 4 (4.8%) 0 (0.0%) 16 (19.3%)

By recruitment type* NPO 32 (48.5%) 31 (47.0%) 2 (3.0%) 0 (0.0%) 1 (1.55)

International 58 (33.1%) 82 (46.9%) 14 (8.0%) 0 (0.0%) 21 (12.0%)

By CCS experience Yes 56 (42.7%) 61 (46.6%) 11 (8.4%) 0 (0.0%) 3 (2.3%)

No 34 (30.9%) 52 (47.3%) 5 (4.5%) 0 (0.0%) 19 (17.3%)

By WHO working years Less than 6 46 (36.2%) 60 (47.2%) 5 (3.9%) 0 (0.0%) 16 (12.6%)

6 or more 44 (38.6%) 53 (46.5%) 11 (9.6%) 0 (0.0%) 6 (5.3%)

* p < 0.001 by 2 x 2 Chi-square test. Responses were divided into two large groups: positive (strongly agree and somewhat agree) and negative (somewhat 
disagree, strongly disagree and don’t know) for the purpose of Chi-square test. 

Annex 23. Staff member perception of the use of the CCS as an advocacy tool 
for WHO work at the country level 

CCS has been used for the advocacy of WHO’s work at the country level.

Strongly agree Somewhat agree Somewhat disagree Strongly disagree Don’t know

Total 79 (32.8%) 101 (41.9%) 24 (10.0%) 5 (2.1%) 32 (13.3%)

By duty station* Country Office 63 (39.9%) 66 (41.8%) 18 (11.4%) 3 (1.9%) 8 (5.1%)

Regional Office 16 (19.3%) 35 (42.2%) 6 (7.2%) 2 (2.4%) 24 (28.9%)

By recruitment type* NPO 37 (56.1%) 23 (34.8%) 5 (7.6%) 1 (1.5%) 0 (0.0%)

International 42 (24.0%) 78 (44.6%) 19 (10.9%) 4 (2.3%) 32 (18.3%)

By CCS experience Yes 49 (37.4%) 52 (39.7%) 19 (14.5%) 4 (3.1%) 7 (5.3%)

No 30 (27.3%) 49 (44.5%) 5 (4.5%) 1 (0.9%) 25 (22.7%)

By WHO working years Less than 6 46 (36.2%) 49 (38.6%) 9 (7.1%) 1 (0.8%) 22 (17.3%)

6 or more 33 (28.9%) 52 (45.6%) 15 (13.2%) 4 (3.5%) 10 (8.8%)

* p < 0.001 by 2 by 2 chi-square test. Responses were divided into two large groups: positive (strongly agree and somewhat agree) and negative (somewhat 
disagree, strongly disagree and don’t know) for the purpose of Chi-square test. 
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Annex 24. Staff member perception of the use of the CCS for resource 
mobilization 

CCS has been used for resource mobilization to support the implementation of the CCS strategic agenda.

Strongly agree Somewhat agree Somewhat disagree Strongly disagree Don’t know

Total 55 (22.8%) 99 (41.1%) 46 (19.1%) 6 (2.5%) 35 (14.5%)

By duty station* Country Office 47 (29.7%) 66 (41.8%) 31 (19.6%) 5 (3.2%) 9 (5.7%)

Regional Office 8 (9.6%) 33 (39.8%) 15 (18.1%) 1 (1.2%) 26 (31.3%)

By recruitment 
type* 

NPO 27 (40.9%) 30 (45.5%) 8 (12.1%) 1 (1.5%) 0 (0.0%)

International 28 (16.0%) 69 (39.4%) 38 (21.7%) 5 (2.9%) 35 (20.0%)

By CCS experience Yes 29 (22.1%) 57 (43.5%) 30 (22.9%) 5 (3.8%) 10 (7.6%)

No 26 (23.6%) 42 (38.2%) 16 (14.5%) 1 (0.9%) 25 (22.7%)

By WHO working years Less than 6 39 (30.7%) 45 (35.4%) 17 (13.4%) 3 (2.4%) 23 (18.1%)

6 or more 16 (14.0%) 54 (47.4%) 29 (25.4%) 3 (2.6%) 12 (10.55)

* p < 0.001 by 2 by 2 Chi-square test. Responses were divided into two large groups: positive (strongly agree and somewhat agree) and negative (somewhat 
disagree, strongly disagree and don’t know) for the purpose of Chi-square test. 
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