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I. INTRODUCTION 

I-A. Flashback 

The year 1977 witnessed the birth of a new international 

undertaking. The. World Health Assembly decided that the main social 

target of governments and WHO should be lithe attainment by all the 

citizens of the world by the year 2000 of a level of health that will 

permit them to lead a socially and economically productive life" 

(resolution WHA30.43). This is popularly known as "Health for All by the 

Year 2000" or, in short, "HFA/200QlI. 

The International Conference on Primary Health Care held in 

Alma-Ata, USSR, followed in 1978. Its Declaration stressed that primary 

health care (PHC) is the key to attaining that target, and the report 

identified the eight essential elements of PHC. The World Health 

Assembly launched the idea of a Global Strategy for HFA/2000 in 1979 

(resolution WHA32.30), and it adopted the Strategy in 1981 (resolution 

WHA34.36). Also in 1979, the United Nations General Assembly endorsed 

the Alma-Ata Declaration (resolution 34/58), and affirmed, two years 

later (1981), that health was an integral part of development (resolution 

36/43). Thereafter, in 1982, the World Health Assembly approved the plan 

of action for implementing the Global Strategy for HFA/2000 (resolution 

WHA35.23). 

I-B. The present report 

The Global Strategy describes the lines of action to be undertaken 

by the three partners in our Organization, viz. the Member States, the 

Governing Bodies, and the Secretariat. 
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It invites Member States, amongst other things, "to formulate or 

strengthen, and implement, their strategies for health for all 

accordingly, and to monitor their progress and evaluate their 

effectiveness, using appropriate indicators to this end". It requires 

that the Governing Bodies monitor progress in implementation of the 

regional/global strategies every two years, evaluate the effectiveness of 

these strategies every six years, and review in intervening years reports 

on implementation ·of the strategies. 

In 1983, Sub-Committee A of the Thirtieth Session of the Regional 

Committee for the Eastern Mediterranean considered a "Review of the 

reports on monitoring progress in implementation of the strategies and 

plans of action "(documentEM/RC30(83)/5) and in its resolution 

(EM/RC30A/R.5) requested Member States. to prepare for the submission of 

the first evaluation report on the strategy for HFA/2000 due in 1985. 

The present report 

Regional Committee in 

Assembly. 

II. ACTIONS TAKEN 

is submitted to the Thirty-first Session of the 

compliance with the resolution of the Health 

II-A. Policies, strategies and plans of action 

As a follow-up to resolution WHA32.30, the subject of national and 

regional strategies was reviewed by Sub-Committee A of the Twenty-ninth 

Session of the Regional Committee for the Eastern Mediterranean in 1979. 

It adopted resolution EM/RC29A/R. 7, urging Member States to formulate 

national policies, strategies and plans of action for HFA/2000, and to 

collaborate with the Regional Office in formulating a Regional strategy. 

The time-table that had been set by the World Health Assembly foresaw the 

preparation of individual country statements by June 1980, the discussion 

of regional strategies based on them by Regional Committees in 1980, and 

the submission of a global strategy to the World Health Assembly in 1981. 

In response, a series of three sub-regional meetings were held in 

the Eastern Mediterranean Region in Mogadishu, Damascus and Kuwait in 
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the period February-March 1980. A total of 45 'national' participants 

representing 17 Member States attended, while participants from four 

other countries, though nominated, could not attend. On the basis of the 

conclusions reached at these three meetings and of individual country 

statements received subsequently, an outline of a possible Regional 

strategy and plan of action were prepared for consideration by the 

Regional Committee (document EM/RC30/9). No meeting was held in 1980, 

but the document .was distributed to all Member States. A follow-up 

document to the Regional strategy was also distributed to all Member 

States (document EM/RC30(81)/7). The documents also contained a proposal 

for a Regional health charter. 

Most Member States of the Eastern Mediterranean Region have already 

reviewed their health policies, have formulated national strategies 

having the aim of achieving universal coverage of their population 

through primary health care, 

developed plans of action 

stressing the necessity for 

have decided on specific targets and have 

to implement those national strategies, 

equity of distribution of resources, 

particularly in respect of under-served groups of the population. It is 

noteworthy that, in most cases, the national strategy forms an integral 

part of the national socia-economic development plan. WHO assistance in 

support of these actions had been provided to many countries. 

Some countries, however, do not have a formal strategy, though they 

follow a kind of PHC approach: certain other countries were unable to 

prepare strategies because of prevailing local conditions. 

II-B. Building up health systems 

Every effort has been made by Member States to make their health 

systems conform to the set characteristics, viz. that they encompass the 

entire population equitably, deliver the essential elements of PHC at the 

local health care level (i.e. the first point of contact between 

individuals and the health system), provide support for this level at the 

intermediate and central levels of the system, and incorporate not only 

components from the health sector but also from other sectors whose 

inter-relating actions contribute to health. 
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Countries have probed possible ways of strengthening their Health 

Ministries (or analogous bodies) to become the directing and coordinating 

authorities in national health work, and they took action aimed at 

establishing infrastructures that would deliver well-defined health 

programmes, using appropriate technology. 

WHO extended; on request, technical cooperation to individual Member 

States to help review their national health systems and to reshape them 

as necessary, having PHe as the focus. WHO undertook wide dissemination 

of guiding principles and related learning material, in the various 

languages of the Region, on such matters as: (i) community involvement 

in the organization of PHe; (ii) the planning, design, construction, 

equipping and managing of health facilities; (iii) referral systems; 

(iv) logistic systems; (v) essential drugs. A large input was furnished 

to support the establishment, 1n a number of countries, of an 

intermediate-level supervisory system, through provision of on-the-job 

training and continuing education using different 'modules' prepared by 

the Organization. Attention was also paid to the training of community 

health workers (CHWs) and traditional birth attendants (TBAs), especially 

in developing countries lacking sufficient professional health staff. 

II-C. Training and manpower development 

Ministries of Health, in collaboration with other ministries and 

with WHO as necessary, are making great efforts to plan health manpower, 

with a view to providing for their health systems the right kind of 

manpower in the right numbers at the right time and in the right place. 

For example, about two-thirds of the countries of the Region 

reported that they had taken steps to reorient their training programmes 

so that the health manpower can perform functions that are properly 

relevant to the countries' priority health problems and programmes. 

Emphasis is being given to training of trainers, and WHO has collaborated 

extensively in this respect. There were several inter-country and 

national educational meetings of various types for different categories 

of health personnel, and in different programme areas related to PHe. 
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The Organization's fellowships programme was extensively used to 

support training and manpower development. Reference has already been 

made to the preparation and wide dissemination of training material. 

II-D. Establishing a managerial process 

Countries are making efforts to establish or strengthen a permanent 

nd systematic managerial process for national health development. This 

would lead to preferential allocation of health resources for the 

implementation of their agreed strategies, to defining the main lines of 

action, and to specifying the process of evaluation to be applied with a 

view to improving effectiveness and increasing efficiency. At the same 

time, 'managements' will be able to use the feedback from the evaluation 

process to modify and up-date the strategies as necessary. 

WHO has given Member States full support in this respect. 

Inter-country workshops, with participation of national and international 

staff, have been held to provide training in the managerial process. One 

was held in Geneva, with participants from five countries of the Region, 

and another in Riyad, with participants from seVen countries. The third 

workshop, to which the remaining countries have been invited, is to take 

place late in 1984 in Damascus. Furthermor.e, two national workshops were 

held, one in Jordan and one in Sudan, and others are foreseen, jUdging by 

requests received for WHO collaboration. 

II-ED Development of information support and information exchange 

A health information system capable of making available relevant, 

reliable and up-to-date user-oriented information at a cost which 

national resources can afford ~s an indispensable support for proper 

management of a health system at all levels. Furthermore, information -

for example about the aims and potential socio-economic benefits of a 

strategy, progress reports on its implementation or about the 

appropriateness of various health technologies and problems encountered 

in their application - would form the basis for mobilizing political, 

financial, managerial, technical as well as popular support. 
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Member States are making commendable efforts to develop, strengthen 

or reorient their health statistical services, with a view to being able 

to assess the health situation and trends adequately, to monitor progress 

in implementation, and to evaluate the effectiveness of their strategies 

for achieving HFA/2000. Direct WHO technical collaboration in these 

activities has been extended to several countries. 

fellowships were used to train the trainers. 

In particular, 

Two Regional training courses on the use of the Ninth Revision of 

the International Classification of Diseases (lCo-9) have been held, one 

in English in Bahrain and one in Arabic in Kuwait; similar national 

courses have taken place in Afghanistan and Pakistan, also with WHO 

support. An Arabic version of the lCD-9, as well as the Arabic 

translation of the 'Lay Reporting of Health Information' have been 

prepared and widely distributed. 

Realizing the value of "learning by doing" J attention has been paid 

to making it possible for countries to share others I experiences of 

improving their health information services. Some countries were invited 

to a meeting in Cairo to share Egypt's experience with informatics 

support to a user-oriented national health information system, and others 

to a meeting concerned with a case st"udy in Tunisia. National training 

courses in health statistics and epidemiological surveillance have been 

held, with WHO collaboration, in Pakistan, Saudi Arabia, Somalia, Sudan 

and Tunis ia. Others will be taking place in Afghanistan, OJ ibouti and 

Yemen. 

Efforts have been made to resort to 'non-traditional' methods of 

data collection in order to obtain more reliable and up-to-date essential 

data. In response to a resolution by the Council of Ministers of Health 

for the Arab Countries of the Gulf Area in January 1984, plans are well 

advanced to carry out, in those countries, a series of surveys on infant 

and early childhood mortality and morbidity, in collaboration with 

UNICEF. A pilot study for a similar survey in Tunisia has been 

completed, and plans are ready for the national survey. More limited 

studies or. child health have been carried out in Bahrain and United Arab 

Emirates. General morbidity surveys in Somalia and in the Syrian Arab 

Republic, and hospital morbidity surveys 1n the Libyan Arab 
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There are plans for a 

general socio-economic household survey in Pakistan, which is to include 

a component on child health and nutrition. 

An Inter-country Meeting on "Information and Education for Health 

Policies and Approaches in Primary Health Carel! was held in Riyad ~n 

February 1984. There were 14 participants from 12 countries present; 

participants from, two other countries could not attend. 

WHO is also reviewing mechanisms for inter-country exchange of 

information on promoting relevant research and on providing training in 

the development of the health system. 

II-F. Health systems research 

One of the many concerns of the managerial process is to identify 

problems requiring solution because they fall within the national 

strategy for achieving HFA/2000. There is need to reorient biomedica l, 

behavioural and health systems research to focus on these problems. 

Countries also apply such research to determine the best ways of 

incorporating teChnology into PHC and the best ways of organizing the 

health system infrastructure. In other words, health systems research 

should be closely linked to the managerial process. 

Through the Eastern Mediterranean Regional Advisory Committee on 

Medical Research (EMACMR), WHO is playing a leading role in international 

coordination of research to identify and generate appropriate health 

technology to serve the essential elements of PHC. The Organization also 

promotes every aspect of health systems research, including supporting 

such research 1n Member States and strengthening national research 

institutions. For example, a Regional workshop on the management of 

medical research was held in Islamabad. 

Under the sponsorship of WHO, studies of PHe coverage was carried 

out in Bahrain, Egypt and Yemen, with the aim of providing thesecountries 

with the information necessary to develop alternative strategies for 

achieving HFA/2000. 
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The EMACMR reviewed current and proposed research activities in 

maternal and child health; it approved a number of proposals, 

particularly research essential for EPI and health services research to 

determine needs for maternal care. Several projects in tropical disease 

research have been funded, and the Advisory Committee urged that the 

priorities for research on the six diseases covered by EPI should be 

specified by each country according to epidemiological surveillance 

results. As a follow-up of the discussions on research for PHC, the 

Committee convened a task force to review priority topics and to develop 

detailed outlines of research protocols. Action is at an advanced stage 

of planning in three areas: primary health care coverage research to be 

undertaken in Jordan, research on community mobilization for PHe in 

Egypt, and research on fac tors influencing the effectiveness and 

acceptability of manpower for PHC at the community level in Yemen. 

II-G. Ensuring broad national support 

The firm commitment of political decision-makers and the support of 

economic planners are needed to ensure and facilitate the implementation 

of the national strategies. Having the support of political parties, 

professional societies, trade unions, women's organizations and other 

influential non-governmental organizations is of 

Indeed, the aim, through the inf.luence of the above 

prime importance. 

institutions and of 

community leaders, religious and secular, is to gain broad popular 

support for PHC, which in turn leads to community involvement. 

Health Ministries are now taking 

proper political commitment, at the 

all necessary actions to ensure a 

highest possible level, to the 

implementation of the strategies. It is gratifying to know that the goal 

of HFA/2000 has been endorsed in one form or another in the Constitutions 

of fifteen countries, and other types of political commitment have been 

registered in the remaining eight countries of the Region. 

Community participation, in one or other form, in the planning and 

implementation of the national strategy was reported to be good 10 

fourteen countries, and occurred to a lesser extent in seven others. 
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WHO extended its collaboration with Me~ber States to help 1mprove 

support at all levels for the strategy for achieving HFA/2000 and for 

PHe. Particular efforts were exerted to guarantee the support of those 

people and professional groups who, if properly motivated, can have a 

powerful influence on policy-makers and/or the general public. 

For example, a meeting on the role 

health development" was held in Alexandria. 

of religious institutions in 

The roles of the universities 

in general, and medical schools in particular, have been discussed in the 

World Health Assembly and in other forums. Participation in nat'ional 

meetings of medical and other professional societies is used as a 

starting point for mobilizing their support in conveying 'the message'. 

A study on the role of doctors not serving in the public sector (e.g. 

private physicians) and on how to use them in PRC has been initiated by 

WHO in Cyprus, Djibouti, Jordan, Pakistan and Somalia. 

II-H. Mobilizing resources and ensuring economic support 

In order to implement the various national strategies, it is 

imperative to mobilize all possible resources. They include all human 

resources, not only health personnel; it 1S necessary to involve people 

in decisions regarding the type of health system required and the health 

technology acceptable to them. In ,addition, part of delivery of a 

national health programme must involve self-care and participation 1n 

community actions for health. 

Further, all possible financial and material resources must be 

tapped; a start can made by ensuring the most efficient use of existing 

resources both within and among countries. Ministries of Health need to 

gain the support of economic planners and to ensure that health needs and 

protective measures are made integral parts of development projects in a 

cost-effective way. 

Charity begins at home. Many countries are reallocating their own 

resources, or at least allocating any additional external resources, so 
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as to g~ve an increasing share to PHC. Though no additional external 

resourceS .were received by some 'affluent' countries of the Region, most 

countries have confirmed that mobilization of resources for their 

strategies is good or is at least fair. 

WHO collaboration in this respect was effected in a number of ways. 

Joint Government/WHO Programme Review Missions had visited all countries 

in the Region but one by July 1984. One of the objectives of the 

missions was to ensure that WHO technical cooperation with Member States 

is in 1 ine with and supports HFA/2000 strategies. Where necessary, the 

WHO Programme Budget for 1984-1985 was adjusted accordingly. 

Collaboration in the identification of national needs and estimation of 

the order of magnitude of the financial support required by countries 

seeking external sources of funding, as well as in the preparation of 

proposals for possible funding from external resources, were other 

approaches. These actions were coupled with rationalization of the 

international flow of resources, from the various UN bodies, or from 

bilateral, multilateral or regional funds. 

WHO extended support to Democratic Yemen, Sudan and Yemen in the 

preparation of Country Resource Utilization (CRU) studies; similar 

studies will follow in Djibouti and Somalia. The success of two meetings 

held in Sudan with WHO cooperation to organize funding for PHC and for 

endemic disease control measures is a good example of what can be 

achieved if suitable preparations are made. 

II-I. Coordination and cooperation 

Coordination and cooperation, in different forms and at different 

levels, are essential for the implementation of national strategies. 

First and foremost, there should be coordination within the health sector 

itself • Next, the different ministries and sectors that are concerned 

with any field of health care must be motivated to cooperate so as to 

ensure that there is adequate inter-sectoral action. Fina lly come the 

wider circles of inter-country and international cooperation and 

coordination. 
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Most countries have been able to achieve adequate coordination 

within the health sector, viz. within and among the various categories of 

health workers, the various levels of the health system, and the various 

health services and institutions that are part of or are outside the 

governmental structure. One Member State admitted that the above a~pects 

"need improvement", while another indicated that the diversity of 

expatriate staff impeded such coordination. 

There are several ways 

collaboration. Multi-sectoral 

of providing 

national health 

for inter-sectoral 

councils have been 

established in some countries, and inter-ministerial committees in 

others. 

relation 

The more common form is coordination at the operative level in 

to specific fields, e.g. nutrition, housing, water, 

environmental protection or drug supply. Nevertheless J much remains to 

be done in many of the countries; often the arrangements established for 

cooperation function on paper only-. 

One form of inter-sectoral cooperation that countries may wish to 

consider further is that undertaken at local level, through cormnunities 

organizing their own PHC. 

Functional inter-country cooperation and coordination is more 

common, mainly through TCOC and ECOC. Here too, however, there is scope 

for expansion; regretfully, the political situation in the Region casts 

its shadow over attempts at rationalization. 

WHO is promoting intra- and inter-sectoral coordination through 

arranging meetings that serve to initiate contact and by fostering mutual 

understanding in field operations among the various categories of health 

personnel and among the various sectors. This subject will be dealt with 

in greater detail in the Technical Discussions of the Thirty-first 

Session of the Regional Committee. 

In keeping with its Constitutional role, the Organization has 

fostered cooperation and coordination with other United Nations bodies in 

implementing HFA/2000 strategies, in particular with UNICEF, UNDP, UNFPA, 

UNEP and World Bank, which have substantial health-promoting inputs in 

the Region. 
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WHO is also promoting bilateral, multilateral and sub-regional 

cooperation, and has established working relationships with such bodies 

as AGFUND and the Council of Ministers of Health for the Arab Countries 

of the Gulf Area. 

A proposal for a Regional health charter was presented in 1980 in 

conjunction with the proposal for a Regional strategy (document 

EM/RC30/9: see also section II-A); the Regional Committee may wish to 

revive and discuss the proposal as an important basis for Regional 

cooperation. 

11-J. What about the Organization at the Regional level? 

Certain actions taken by WHO have been mentioned in relation to the 

various headings already considered. Certain others deserve mention. 

1. Preparation of Regional Medium-Term Programmes for the 

implementation during the Seventh General Programme of Work (1984-1989). 

It may be recalled that this Programme of Work was fonnulated in such a 

way as to promote, coordinate and support efforts by the countries, 

individually and collectively, to implement successfully their strategies 

for HFA/2000. 

2. Preparation of the Regional Programme Budgets for 1984-1985 and 

1986-1987. 

Prograrrunes. 

These have been prepared in the light of the Medium-Term 

The main emphasis is on country and inter-country activities 

that promote progress toward the goal of HFA/2000. 

3. Restructuring and strengthening the Regional Office. This was 

undertaken in line with the Seventh General Programme of Work, with a 

view to fitting it to provide the necessary support to Member States in 

implementation of their strategies for HFA/2000. 

4e National progranunes supported only if in line with national 

strategies for HFA/2000. The Regional Programme Committee at its regular 

meetings has given increasing emphasis to ensuring that national 

progranunes supported by WHO are in line with the countries, declared 

strategies for HFA/2000. 
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5. Creation of a Regional Working Group on PHC. This Working Group was 

created to advise the Regional Director about the Organization's role in 

and activities for promoting, implementing, managing and evaluating PHC 

activities. 

6. Strengthening the role of the WHO 

Coordinators (WRCs). The Organization is 

Representatives 

entrusting WRCs 

and Programme 

with greater 

authority to enable them to play an effective coordinating and executive 

role at the country level. 

III. MONITORING AND EVALUATION 

III-A. Monitoring and evaluation in the Global Strategy 

The Global Strategy incorporates actions to be undertaken by Member 

States and the Governing Bodies in support of the goal of HFA/2000 (see 

section I-B). 

III-B. Implications to Member States 

Monitoring implies the continuous follow-up of activities during 

their implementation, to ensure that they are proceeding as planned and 

are on schedule. Thus, if anything goes wrong, it will be immediately 

apparent and correc t i ve measures can be taken. Evident ly, the 

information gained from monitoring is utilized for evaluation which, in 

the context of this paper, is the systematic assessment of the relevance, 

adequacy, progress, efficiency, e£fec,tiveness and impact of a health 

programme. 

It is clear, therefore, that monitoring and evaluation primarily 

protect the country's own interests, and thus have to be initiated and 

carried out by the country itself. If any periodic reporting to WHO on 

the outcome is expected, this is only to meet certain obligations imposed 

by the Member States themselves. Above all, the national reports are 

national working documents, aiming to 

health situation and the functioning of 

the factors which are facilitating ar 

provide better analysis of the 

the health system, identifying 

impeding the implementation of 
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national strategies, then suggesting areas for supportive or 

developmental action. Hence there is need to make this information known 

to those who might be able to utilize it, otherwise it could turn out to 

be merely a bureaucratic exercise of IIcollection and compilation of 

information on a WHO questionnaire every two years". 

Accordingly, Member States have to recognize monitoring and 

evaluation as a continuous process, built in to the managerial process of 

national health development, and it should thus be closely linked to the 

national planning cycle. Monitoring and evaluation have to take place 

not only at the policy level, but also at the managerial and technical 

levels, and these have all to be interlinked. Countries are free to 

select for that purpose whatever indicators serve their interests. 

Indicators are variables that help to measure changes, directly or 

indirectly. An ideal indicator should be valid, objective, sensitive and 

specific. 

III-C. Implications for WHO at Regional level 

On the basis of World Health Assembly resolution WHA35.23, which 

approved the plan of action for implementing the Global Strategy for 

HFA/2000, the Regional Committees were requested to decide on indicators 

as appropriate for the purpose,· to monitor progress in implementation, 

and evaluate the effectiveness, of the regional strategies at regular 

intervals and update them as necessary. 

Following such action by the Regional Committees, the Heal th 

Assembly will be reviewing the progress in implementing the Global 

Strategy. 

Monitoring and evaluation at these two levels are based on 

information received from the Member States. Hence the greatest effort 

has to be invested at the national level to validate and reV1ew the 

information being submitted to the Organization. To help Member States 

to initiate the process and, subsequently, to provide for standardized 

periodic reporting on the outcome to the Organization, Common Framework 

and Formats have been prepared by the Secretariat, one for monitoring and 

another for evaluation. 
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Twelve global indicators (and a number of sub-indicators) have been 

approved by the Health Assembly for monitoring and evaluation. This 

implies a commitment on the part of the countries, 

these indicators 

individually as well 

as collectively, to use at least 

necessary information thereon. However, 

and to 

the countries and 

provide the 

the regions 

are free to use additional indicators as they deem appropriate. 

Sub-Committee A of the Thirtieth Session of the Regional Committee for 

the Eastern Mediterranean approved a set of additional indicators for 

Regional monitoring and evaluation. 

WHO is collaborating with Member States to improve their 

capabilities for developing their managerial processes. Concerted 

efforts have also been made to improve health information services and 

systems by improving the collection, analysis and exploitation of health 

and socio-economic data. The aim 1S to improve the yield of 

information. In this respect priority should be given to finding 

appropriate ways and means of obtaining the basic data required for the 

approved global, regional and national indicators.. An intensive effort 

to respond to a few of the Global Indicators, such as the infant 

mortality rate, vaccination coverage or the nutritional status of 

children, by district and by province, is certainly preferable to a 

superficial effort that results in average national values of doubtful 

validity on a multitude of indicators. 

Other actions that support the monitoring and evaluation process, 

including the strengthening of the role of WHO Representatives and 

Programme Coordinators and the Joint Government/WHO Programme Review 

Missions have already been mentioned in Section II. 

Health development calls for inter-sectoral action, implying that 

monitoring and evaluation must be an inter-sectoral process. This is of 

particular importance, since the basic data for several indicators 

originate outside the health sector. WHO has collaborated with Member 

States to strengthen such an inter-sectoral process. There has also been 

coordination with other UN bodies in making joint assessments of PHe 

programmes (e.g. in Oman and Sudan). 
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III-D. First report on monitoring progress 

The Common Framework and Format for Monitoring Progress (document 

DGO/82.1) was distributed to all Member States early in 1982. According 

to the Plan of Action, Member States were to report to WHO on the outcome 

of monitoring by the end of March 1983, for review by the Regional 

Committees in 1983, and by the Executive Board and the World Health 

Assembly in 1984. 

Direct technical support towards initiating the monitoring process 

and preparing the national reports for submission to WHO was provided 

either by the WHO Representatives and Programme Coordinators where 

assigned (at that time in 10 countries of the Region), or through visits 

by staff from the Regional Office. Upon request, consultants visited 

other countries for the same purpose (Islamic Republic of Iran, Israel, 

Jordan and Tunisia). By summer 1983, twenty countries had submitted 

their reports. The Regional report was based on these submissions and it 

was presented for review to the Thirtieth Session of the Regional 

Committee (document EM/RC30(83)/5). 

An 

1983 to 

process 

inter-country group meeting was 

discuss the experience of the 

and the use of the ·Common 

held in Damascus in September 

countries with the monitoring 

Framework and Format. Twelve 

participants from 12 countries attended, while participants from two 

further countries could not attend. Though the meeting was 'post facto l
, 

the resulting discussions still proved very useful. Analysis was 

provided of what real problems were faced at the country level in the 

interpretation of the questions and the indicators or in the compilation 

and computation of relevant data. Such information will certainly be of 

value in the future since monitoring and evaluation are 3 continuing 

process. Furthermore, the group felt the need for a number of 

supplementary indicators, in the sense that they are disaggregated and 

proxy indicators to the Global Indicators I to be used in addition to the 

latter set for Regional monitoring and evaluation. They would provide a 

clearer Regional picture, particularly by separating the data for urban 

and rural areas. The additional indicators were presented for 

consideration to the Thirtieth Session of the Regional committee 

(document EM/RC30(83)/5, Add.l). 
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Sub-Committee A of the Thirtieth Session of the Regional Committee 

met in Amman in October 1983. During its discussion of the report, the 

importance of having reliable and accurate indicator values was fully 

recognized. Occasionally, it was felt, dubious figures had been 

presented, either for reasons of polity or because of poor data 

collection, or for lack of inter-sectoral coordination. It was stressed, 

however, that the data were primarily for the country's own use, and it 

was the government I s responsibility to do its best to ensure that the 

data were complete and accurate. A resolution (EM/RC30A/R.5) was adopted 

encouraging Member States to use monitoring and evaluation as a 

continuous implementation tool in the managerial process, and requesting 

the Regional Director to ensure that the Organization, at all operational 

levels, provides the necessary support in the implementation, monitoring 

and evaluation of the national strategies. The resolution also requested 

that Regional reports related to the st·rategies for HFA/2000 include data 

on the Palestinian population present in the occupied Arab territories 

and in the refugee camps, wherever they exist, in coordination with the 

Palestine Liberation Organization. The additional indicators for 

regional monitoring were also adopted. 

Following the meeting, staff members from the Regional Office 

visited Qatar and United Arab Emirates to collaborate in initiating 'the 

monitoring process and in preparing the first monitoring report. The 

report from Lebanon was late in arriving, due to the local situation. 

Thus now we have reports from all countries in the Region. In addition, 

in compliance with resolution EM/RC30A/R.5, UNRWA and the Palestine 

Liberation Organization (PLO) were contacted in order to compile data on 

the Palestinian population. No information has yet been received 

directly from the PLO (July 1984), despite reminders. Information was, 

however, received from the Direc tor of' Health and WHO Representat ive at 

UNRWA, related to the four 'fields 1 separately, viz. in Gaza, Jordan, 

Lebanon and Syrian Arab Republ ic. The degree of completeness of data 

varied from field to field, making it difficult to agglomerate them. 
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III-E. The first evaluation of the strategies 

A new Common Framework and Format for Evaluation, prepared by the 

Secretariat (document DGO/84.1) , was distributed to all Member States. 

The Plan of Action stipulates that Member States report to WHO on the 

outcome of the evaluation by the end of March 1985, for review by the 

Regional Committees in 1985, and by the Executive Board and by the World 

Health Assembly in 1986. 

Recalling that monitoring and evauation are a continuous process, 

countries were requested to nominate national I focal points I for the 

process. An inter-country group meeting on evaluation is to be held in 

Nicosia in August 1984, to explain the process and the Common Framework 

and Format for evaluating the strategies, in the light of the preliminary 

national experience. It is expected that the majority of 'focal point I 

nationals in the Region will participate. It was gratifying to see that 

some countries have indicated that they will be sending additional 

participants to the meeting at the national expense. It is sincerely to 

be hoped that, following the meeting, the 'focal points' will hold 

national workshops for those who are to be involved in the actual process 

of compiling data and of evaluating results and strategies. It should be 

mentioned in this respect that requests for WHO collaboration in the 

evaluation process and for holding national training workshops have 

already been received. 

In appreciation of the value of learning by doing, it was decided to 

field-test the evaluation process and the Common Framework and Format in 

two countries, and to inform all Member States of the outcome. Yemen 

(having a WHO Representative and Programme Coordinator) and Kuwait 

(without such a post) were selected for- the purpose. 

It was the consensus at the aforementioned meeting in Damascus 

(Section III-D) that the first progress reports contained very useful 

information that had hitherto not been available. It was believed that 

they could well serve as a baseline for comparisons in monitoring and 

evaluation in the future. The Regional Office spared no effort to 

improve the coverage and reliability of data, by continuing to make 
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searches through other published sources, and by exchange of information 

with WHO Headquarters (it appeared that a number of national publications 

of countries in the Region were available at either the Regional Office 

or at Headquarters, but not at both). Tables containing baseline data 

(up to and including 1982) on the Global and Regional Indicators, plus a 

limited number of demographic and related indicators, were sent to Member 

States with the request that they be validated, updated or complemented, 

for subsequent USe in the evaluation process at the country and Regional 

levels. Regretfully, only a few countries submitted validated data. 

Nevertheless, it may confidently be said that the picture regarding the 

selected indicators is appreciably more complete in 1984 than it was one 

year previous ly. 

A document reflecting the status of Global and Regional Indicators 

will be prepared for distribution at the Thirty-first Session of the 

Regional Committee. 

III-F. Seventh Report on the World Health Situation 

It was mentioned earlier that the evaluation reports will be 

prepared for review by the Regional Cormnittee in 1985, being forwarded 

for consideration by the Executive Board and the 1986 World Health 

Assembly. To obtain complete perspective, the results of the global 

evaluation will be available in time to permit any necessary updating of 

the Global Strategy before the Executive Board embarks on the preparation 

of the Eighth General Programme of Work (1990-1995) in May 1986 for 

approval by the Health Assembly in May 1987. However, in the light of a 

recent resolution (WHA36.35), the first evaluation report has assumed a 

special significance. 

Following resolution WHA8.40, a ser~es of reports on the world 

the health situation was initiated. So far siX' reports have come out; 

Sixth (last) Report covered the period 1973-1977. The reports were 

presented in two parts, 

information for these 

questionnaires. 

a global analysis and a review by country. The 

reports was collected by means of special 
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In 1983, the Health Assembly decided (resolution WHA36.35) that the 

Seventh Report should be prepared on the basis of the first global report 

on the evaluation of the Strategy for Health for A1l, which is to be 

reviewed by the Health Assembly in 1986. It will bear the title 

"Evaluation of the Strategy for Health for A1l by the Year 2000 - Seventh 

Report on the World Health Situation". The resolution also decided that 

"one global report together with six regional heal th situation reports) 

based on the firit reports on the evaluation of the regional strategies 

for health for all, including country reviews, should be published in the 

six official languages in the second half of 1986". 

The global synthesis is presumed to contain five chapters: trends 

in the health status of the world I 5 population; major developments in 

socio-economic sectors affecting the health status of the popUlation; 

development of the health system; assessment of achievements; and 

outlook for the future. A tentative detailed list of contents of the 

global and regional evaluation reports has been laid down.* 

Particular effort must be invested in the proper preparation of 

country reports, since the Regional evaluation report will comprise a 

synthesis of the national evaluation reports with Regional perspective. 

Preparation of the national reports offers Member States of the Region 

the opportunity to review their information services and systems, and WHO 

is ready to collaborate wherever necessary. 

A country review will be produced for each Member State on the basis 

of its evaluation report. The review can be prepared in the Regional 

Office, for clearance by the country concerned. Alternatively, the 

country itself may wish to provide the summary review, in addition to its 

full evaluation report. 

* In final form, the regional synthesis is to be about 3S pages long 

per region, the country reviews about four pages long per country_ 
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Each approach has its pros and cons. 

the country reviews in the Regional 
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On the one hand, preparation 

Office ensures uniformity in 

structure and style, and would expedite completion of all reviews. On 

the other hand, since the evaluation report has been prepared by the 

country for its own use J the country may be in a better position to 

prepare the summary, while maintaining the prerogative of deciding on 

what mayor may not be published. It is important, however, that the 

country synopsis follows the broad outline of the global analysis. 

Each regional analysis, together with the relevant country reviews, 

will constitute the regional healt_h situation report to be included in 

volume two of the Seventh Report. The first chapter of the regional 

report, dealing with trends in health status, will cover various aspects 

such as patterns and trends in mortality and morbidity. Regions are 

free to decide on a list of diseases of regional importance for in-depth 

review. 

The global report will, primarily, consolidate the regional 

evaluation reports. However, it will be built up by progressively 

incorporating supplementary information into the global synthesis. 

Regions might wish to add supplementary information to broaden the scope 

of their reports before final publication takes place in the second half 

of 1986. 

IV. ASSESSMENT 

The WHO Eastern Mediterranean Region is a rather heterogeneous one. 

Countries in the Region vary a great deal in surface area (the largest 

being more than 4000 times the smallest, in population size varies more 

than 320-fo1d), in health problems (crude death rate and infant mortality 

rate vary more than lO-fold), and in' the availability of resources to 

deal with these problems. The range of variation of typical individual 

resources is as follows: financial (GNP per capita, 75-fo1d), physical 

(hospital beds per population, 20-fold), and health manpower (physicians 

per population, 40-fold). They also vary in relation to how close they 

are to the 'desired' indicator values for the global target for 

HFA/2000. A country may fare well with respect to some indicators but 

leas so for others. 



EM/RC3l/B 
page 22 

Nevertheless, there are many positive features that the countries 

have in common. These include their keen interest in improving the 

health status of their peoples, their looking to WHO for collaboration 

and advice, and their readiness to play their part in inter-country 

cooperation and to extend their hands to the needy. It is true that 

progress might have been slower in some countries than in others, but the 

will is there. Even once the machinery starts to move, some time is 

needed to build up momentum. 

Countries are also doing their best to meet their obligations, 

individually and collectively, with respect to the strategies for 

HFA/2000. All have submitted their progress reports. Nominees for the 

forthcoming meeting on evaluation in Nicosia are all high-ranking 

officials, for example directors-general and under-secretaries. The 

indications are that the countries intend to take evaluation of their 

strategies seriously. WHO, for its part, has stood by its commitments, 

and it is continuously ready, within available resources, to collaborate 

with Member States in their efforts to achieve HFA/2000. 

It might be rather early to consider any revision of the national 

(or Regional) strategies. However, a number of constraints can already 

be diagnosed: 

1. Uneasy political situations, for example the continued occupation of 

territories, 

countries. 

and armed conflicts or skirmishes within or between 

The results are not only an increase in national health 

problems but also a reduction in the proportion of the GNP that a country 

can allocate to the health sector. 

2. The slowing down of economic development and the drop in oil 

revenues. This has forced many countries to reconsider public 

expenditures and the granting of foreign assistance, even to the health 

sector. This has indirectly led to reduced extrabudgetary resources 

available to the Organization. 
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3. Lack of national capabilities, in some countries, in the area of 

management of health services, coupled with inadequate national health 

information services and systems. 

4. Insufficient recognition by some countries of the true value and 

nature of the monitoring and evaluation process, i.e. that it is a 

government undertaking, for use by the country. At times there is also 

a degree of scepticism regarding 'reporting to WHO' and reluctance to 

disclose national figures, even if these are in compliance with 

resolutions adopted by the countries themselves. 

5. Contradictory data. Not infrequently different indicator values are 

obtained from different governmental sources and publications. Such 

variation also extends to data in publications by UN bodies, which, too, 

are compiled from returns provided by governments. This renders the 

inclusion of anyone figure as an .indicator value difficult and a matter 

open to debate. 

v. POINTS FOR CONSIDERATION BY THE COMMITTEE 

The following points are being brought to the attention of the 

Thirty-first Session of the Regional Committee. 

1. Where should the 'country review' that is to be included in the 

Seventh Report on the World Health Situation be prepared in the 

country, to be submitted with the full evaluation report, or at the 

Regional Office, for subsequent clearance by the country? (The pros and 

cons of each approach have been presented in section III-F). The latter 

approach seems preferable, bu,t some ''formal clearance' mechanism should 

be agreed upon. 

2e It is necessary to agree a limited list of diseases for in-depth 

analysis and review in the Regional evaluation report. Bearing in mind 

the restriction on the size of the Regional report, it is proposed to 

include cholera, malaria, schistosomiasis and diarrhoeal diseases in 

addition to the six EPI-target diseases and the diseases cove-red by 

International Regulations. 
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3. Some policy guidelines must be set concerning selection between 

contradictory figures in national and international publications. There 

must also be guidelines concerning validation of data from unpublished 

(though official) sources. 



EM/RC31/8 

REVIEW OF PROGRESS IN THE IMPLEMENTATION OF 

THE STRATEGIES FOR HEALTH FOR ALL BY THE YEAR 2000 

AND REPORT ON THE EVALUATION ACTIVITIES 

SUMMARY OF RECOMMENDATIONS 

1. It is recommended that the Regional Committee: 

A. URGE Member States to: 

(1) formulate a formal national strategy and plan of action for health 

for all if they have not yet done so; 

(2) accord the highest priority to, and assume full responsibility for, 

the continuing monitoring and evaluation of their strategies as part of 

their managerial process for national health development; 

(3) further strengthen the managerial capacity of their health systems, 

including the generation, analysis and utilization of the information 

needed; 

(4) use WHO's resources optimally, directing them to the mainstr",,'" of 

activities required to implement, monitor and evaluate the national 

s t ra tegies; 

(5) observe the deadline for the submission of the first national 

evaluation report, not later than the end of March 1985; 

(B) DECIDE that: 

1. Either 

(a) Each Member State, after submitting its national evaluation report on 

or before March 1985, will receive from the Organization a standardized 

"country reviewl' for clearance. 

1003b 2/10/84 
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(b) Each Hember State, in submitting its national evall,lation report on or 

before March 1985, should attach to the full report a four-page country 

review, following the specified outline and contents. The Organization 

will, if any further standardization of the country review is deemed 

necessary, return the review for clearance to the Member State. 

In either case, and following acknowledgement of receipt, a Member State 

need take no further action if the country review is acceptable. If 

amendments or additions are required, these should be communicated to the 

Organization promptly_ If no response is received within (a period to be 

decided upon), the Organization will be entitled to assume that the 

"country review" as sent is final. 

(c) RECO~mEND that WHO continue to: 

(1) follow up the formulation of strategies and plans of action by 

Member States which have not yet completed that process; 

(2) intensify technical cooperation with Member States in order to 

strengthen their managerial capacities, including the establishment of a 

monitoring and evaluation mechanism and the related generation, analysis 

and utilization of supporting information; 

(3) ensure the provision of support to Member States for the 

implementation, monitoring and evaluation of their Strategies, and for the 

preparation of the first national evaluation reports; 

(4) prepare, on the basis of these national evaluation reports, the 

Regional health situation report, and submit it for review by the Regional 

Committee in its Thirty-second session in 1985, before including it in 

volume two of the "Evaluation of the Strategy for Health for All by the 

Year 2000 - Seventh Report on the World Health Situation"; 

(5) include in the Regional health situation report an evaluation of the 

health situation among the Palestinian population, in coordination with 

the Pa lestine Liberation Organization. 

2. The list of diseases for in-depth review in the regional Report should be 

limited to; 

1003b 2/10/84 



(a) The diseases under the International Health Regulations and 

InternatioIlll1 Surveillance, as lIPplicable to the Regioll (namely cholera, 

plague aIlc\ yellow fever); 

(b) The sil!' target diseases of the expanded 

(namely diphtheria, whooping cough. tetanus, 

tuberculosis); and 

programme ~Jl immunization, 

poliomyelitis. measles and 

(c) Acuta diarrhoeal diseases of children, viral hepatitis, meningitis 

~nd schistosomiasis; 

3. The final decision as to whether one or more figure lira to be quoted ·£or 

lillY Regional or Global Indicator and which figure(s) lira cho sen is the 

resp6nsibl1HY of the Organization. after careful study of the various 

aspects and of any modification necessitated by the need to provide 

comparllble figures. 

4. The Organblltion seeks the vali,\llI:ion bY Member Statea of any figures or 

da!;a, following the procedure etllmciated in the final paragraph of 

Recommendation 1. 
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