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The mechanism of the Joint GovernmentlWHO Programme Review Mission (JPRM) 
was introduced in the WHO Regional Office for the Eastern Mediterranean (EMRO) in 1984 
and follows the WHO biennial planning cycle. Hence, the ninth round of JPRMs took place in 
the second half of 1999 to plan the 2000-2001 programmes of collaboration. 

The JPRM planning exercise aims at reviewing the national health policies and the 
WHO collaborative programmes in a cohesive manner in order to draw up a plan for joint 
action that is in line with and supports the national priorities and strengthens the national 
strategy for achieving health for all. The JPRM process therefore has a recurring rolling cycle 
and includes three major functions: first, evaluation of the nearly completed biennium (in the 
last round this was 1998--99); second, detailed planning for the forthcoming biennium (2000-
2001); and lastly, mapping out the directions for the future, especially in relation to the 
strategic planning for the next biennium (2002 onwards). 

2. OBJECTIVES OF THE JPRM 

The objectives of the JPRM as described in the guidelines for the ninth round are to: 

• assess the progress achieved in implementing the national health policy and the health-for
all strategy; 

• agree on national health priorities as identified by the government; 

• review the implementation and efficiency of the WHO collaborative activities for the 
current biennium as reflected in the previous JPRM and detailed plans of action; 

• identifY problems facing the implementation of the national programmes and propose 
solutions for those problems; 

• discuss and identifY, when applicable, areas that have outlived their utility as well as new 
areas for WHO collaboration taking into consideration national health priorities, WHO 
policies and the classified list of programmes for the ninth general programme of work 
(9GPW); 

• undertake detailed programming and budgeting, and prepare plans of action for the 
collaborative activities during the coming biennium; 

• map out the strategic orientations and national priorities for future biennia. 

3. SETTING THE SCENE FOR THE NINTH ROUND OF JPRMS 

In order to continually improve the JPRM process the methodology was thoroughly 
reviewed at the sixteenth meeting of the Regional Director with WHO Representatives and 
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Regional Office staff in June 1999. This debate led to many important suggestions, which fall 
into three main categories: 

a) planning of a comprehensive health strategy in countries 
b) efficient conduct of the ninth round of JPRMs 
c) evaluation of the impact of WHO's work at country level. 

a) Planning of a comprehensive health strategy in countries 

Here the discussion was centred around developing methodologies whereby greater 
cohesion between the WHO input and the overall development goals, and especially the 
health goals of the countries, could be achieved. It was noted that there was mounting 

. evidence that those policies that had been successful in sustaining and improving the health of 
the population were those that dealt with economic growth, human development and health in 
an integrated way. A wide range of partners therefore needed to be involved if multisectoral 
policies were to be developed and harnessed for health. Comprehensive development 
planning involving many sectors was rare in the Region. There was insufficient knowledge 
about the actual priority-setting process in countries of the Region in terms of methodology, 
frequency, availability of national development strategies and national health policy 
documents. 

There was a need to rectify this, and it was proposed that the Regional Office should 
proceed to make an indexed inventory of available health policy documents. These documents 
should be analysed in light of WHO global and regional policies. A dialogue should be 
established with the national authorities and, based on this exchange, it was proposed that a 
single document giving the strategic intentions in health should be prepared, a type of country 
health strategic note (CHSN). Such a document should cover a period of 4-6 years and be 
continuously updated, and its relationship to other sectors/partners in health should be 
clarified. The development of a CHSN would be a massive undertaking but would have many 
advantages. The CHSN would serve directly as an input to the biennial programme budgeting 
process in WHO. Although this initiative would not be in place for the ninth round of the 
JPRMs it was thought to be a major avenue for the Regional Office which would greatly 
enhance the evidence base for future collaborative programmes. 

b) Conducting the ninth round of Joint Programme Review Missions 

It was thought important to find ways to improve the efficiency of the JPRM process 
while retaining the overall concept and being steadfast to its overall objectives. In this respect 
it was important to remember the long experience with JPRMs which embodied the regional 
philosophy of technical cooperation. It was again stressed that WHO does not have country 
programmes. WHO works in and with countries to support them in achieving their national 
health goals. This is the underlying philosophy of the technical collaboration with countries. 
The methodology had proven robust and as such had accommodated many changing 
managerial principles over the years. 
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For the practical conduct of the forthcoming ninth round of JPRMs three changes were 
proposed: to improve the baseline planning of the JPRM by having countries clearly stipulate 
priorities, to conduct the JPRMs in a customized manner, and to introduce a region-specific 
classification. 

The economic reality of the 2000-2001 biennium was one of reduction in most of the 
country planning figures. It had been decided to hold back a contingency fund of 10% for the 
first 12 months. It was hoped that such a contingency fund would buffer against unforeseen 
situations, for example if the Director-General decided to establish the working allocation at 
less than 100%. There had been budget implementation reductions in the last three biennia 
that had led to re-planning at the start of the biennium with resulting disruption in 
implementation from the start. With the institution of a contingency fund it was hoped that 
this could be avoided. 

With regard to prioritization it was suggested that the country funds be allocated to a 
smaller number of areas bearing in mind global and regional priorities. However, it was 
pointed out that there were no static upper or lower limits of funds attributed to a single area. 
Several WHO Representatives supported the move towards a more focused approach, where 
the bulk of the WHO funds would be injected into fewer technical areas. However, others 
voiced their concern that areas no longer receiving funds might be perceived to have been 
abandoned by WHO and that it was important to emphasize that WHO had a role to play in all 
aspects of the health debate. The Region had many examples where a small amount of funds, 
through a catalytic effect, had had a great impact. Unfortunately examples of the reverse also 
existed. 

The challenge would therefore be to strike the appropriate balance of investment of the 
majority of the country funds in support of a limited number of priority national programmes, 
while ensuring that other areas where the direct fmancial investment was not so large were 
still supported though the advisory function of WHO as well as through intercountry activities 
or activities funded through extrabudgetary resources. 

With regard to the conduct of the actual missions, the approach was suggested to be 
highly customized based on the current condition in the country, the overall budget 
framework and the presence or absence of a WHO Representative. The categories to which 
countries are assigned should not be static and could be changed for the next round. This 
methodology would result in traditional missions going to the countries with the largest 
budgets; some countries would have no mission but the JPRM would be under the leadership 
of the WHO Representative, whereas some countries with small budgets would conduct the 
planning excise in one consolidated workshop in the Regional Office. It was pointed out that 
for the last round of JPRMs, although the missions were completed in good time, the finalized 
signed document had not been available in some countries until May, this being highly 
detrimental to implementation. 

It was felt that this approach was a flexible way to implement the current JPRM 
concept. It should also be seen as a first step towards changing the JPRM process into an 
interactive process, taking place throughout the biennium. It was the aim incrementally to 
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redirect the JPRM to its original concept of being an overall joint planning and evaluation 
methodology for review of tbe national health policy and thus reduce the focus on the fund 
distribution element. 

To fully live up to tbe objectives of tbe JPRM, tbe strategic planning must be improved 
in parallel as described previously, and the evaluation should be strengtbened. It was noted 
tbat, although tbe Ministry of Health was tbe prime partner in the countries, the JPRM was in 
fact WHO's collaborative programme witb each country and not solely witb tbe Ministry of 
Health. It was tberefore important to ensure that otber relevant sectors and institutions were 
adequately brought into the JPRM process. In recognition of tbe joint nature of tbe JPRMs 
tbere was also a need to improve tbe technical content of tbe documentation provided from 
both the side of tbe Regional Office and tbe countries. Countries needed to be made aware of 
tbeir equal responsibility in tbis regard. The non-uniformity and varied level of interest shown 
by the nationals in preparation of the JPRM was a cause of concern. 

For tbe ninth round of the JPRMs a specific EMRO planning list would be employed, 
representing a consolidation of the old classified list of programmes and better responding to 
tbe regional priorities. The list had also been modified in light of tbe revised structure of the 
Regional Office. For global aggregation and aligrunent to the new headquarters cluster 
structure, at botb tbe one and two digit level, a cross-mapping exercise would be performed. 

c) Evaluation of impact at the country level 

With regard to evaluation it was pointed out tbat this would need to be carried out at two 
levels. One type of evaluation would be a review of the delivery/non-delivery/partial delivery 
of WHO products at tbe end of the biennium. This would give an indication of planning skills 
and would describe efficiency in delivery of the products. However, this was more a type of 
internal quality assurance and should not be confused with evaluation of tbe impact. Setting 
up such a system for tbe internal quality review was unlikely to produce major headaches and 
the previous headquarters guidelines had actually been pilot tested in tbe evaluation 
conducted in Oman. There would also be new organizationwide guidelines emanating from 
headquarters on tbis. 

The greatest problem would be to introduce some form of standard organizationwide 
methodology of how to evaluate the impact of WHO's work in countries. Work on tbis was 
ongoing between headquarters and the regions and was likely to result in a series of 
evaluations serving different purposes and employing different metbodologies. 

4. ACTUAL CONDUCT OF THE NINTH ROUND OF JPRMS 

The actual conduct of tbe ninth round of tbe JPRMs was based on tbe recommendations 
from the WHO Representative's meeting referred to in section 3. 

To improve the priority setting a guiding letter was sent to all countries in July stating 
the net JPRM planning figure and urging Member States to identify the 8 to 10 programme 
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areas to which about 80% to 90% of the financial resources should be preferentially allocated, 
leaving 10% to 20% to be divided among programmes of lesser significance. Countries were 
asked to communicate these priorities to the Regional Office prior to the missions. Knowing 
the tentative financial framework that a given country had allocated to a programme area 
would allow individual programme managers to prepare their input in a more discretionary 
manner. Only a limited number of countries actually responded by stating priorities but for 
these the process of detailed planning was much improved. 

Missions took place to 16 countries from end August to mid November 1999. These 
missions were reduced in duration from two weeks to one week. Planning in three countries 
(Jordan, Lebanon and Syrian Arab Republic) was conducted without a formal mission. In 
these the WHO Representative conducted the exercise and communicated the process to the 
Regional Office through e-mail exchange. The data entry tool as well as the final report were 
all exchanged by electronic means. For four countries (Bahrain, Cyprus, Kuwait and Qatar) 
with relatively similar health situations, and to which the financial contribution for 2000-2001 
had been dramatically reduced, a 3-day workshop took place in EMRO during which the 
JPRM report was elaborated. 

The JPRM mission to the Republic of Yemen enjoyed the participation of colleagues 
from headquarters in order to ensure that current experiences from the regions are taken into 
account in the formulation of the forthcoming organizationwide strategy for cooperation with 
countries. 

The data entry during the JPRM process was dramatically different compared to the last 
round due to the development, in EMRO, of a very user friendly tool. The tool was so easy to 
work with that no training proved necessary in those three countries to which no mission was 
sent. This tool has since been reviewed positively in both EURO and SEARO. 

Upon return of the teams to the Regional Office the draft plans were immediately put on 
the EMRO Intranet for review by the technical divisions in-house as well as colleagues in 
other regional offices and headquarters. This was a novelty, fully in line with striving to 
improve exchange of information and work towards a cohesive and unified approach by all 
layers of WHO. This approach was economical in that it did away with circulation of paper 
copies and in addition was a fast and transparent way to obtain technical input to the reports in 
a standardized manner. 

All JPRMs, having been reviewed and modified in the light of the comments from the 
technical divisions, were dispatched to countries under the signature of the Regional Director 
by the end of 31 December 1999. One month later (end January 2000) nineteen JPRMs 
covering a total 89"10 of the country funds for the Region had been bilaterally signed and 
implementation could begin. 
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The more customized approach where the need for a mission is evaluated for each 
country in the light of the prevailing condition was in general well accepted, and should be 
continued. The conduct of a workshop in the Regional Office for countries with no WHO 
Representative was appreciated by the participants who felt they had gained a greater insight 
into the administrative procedures and rules and regulations governing implementation of 
country programmes. However it was advised that in future common technical themes and 
prevalent health problems for these countries could also be discussed at the start of the 
workshop. This would allow the actual programming of the meagre JPRM funds to take 
advantage of any activities in which these countries could share costs, e.g. by making use of 
the same consultants in succession, or by taking part in multicountry visits of regional 
advisers. This type of group collaboration was already in place for some of the disease 
prevention and control programmes but should be expanded further. 

For some of the larger countries, reducing the duration of the missions to one week was 
thought to be detrimental to the aim of the JPRMs. This was true in particular for those 
countries with a federated structure where time had not permitted sufficient dialogue at the 
provincial level. 

The preparation is still not given enough emphasis, from both sides. The technical 
content of some of the specific briefings from the Regional Office continued to be generic and 
not country-specific enough to constitute a basis for starting discussion with the nationals. On 
the part of the nationals, there is still a need to improve priority setting and then especially to 
adhere to these priorities. In some cases priorities had been duly communicated to the 
Regional Office prior to the mission but when the team arrived these were no longer valid 
although the time interval had been under 2 months. 

The idea of moving away from rigid distribution of funds to nearly every programme of 
the old classified list of programmes (CLP) was welcomed. This had previously resulted in 
some countries having more that 60 different programmes and single national coordinators 
managing related topics in many separate programmes just to be aligned to the WHO 
structure. This biennium there was much greater freedom to amalgamate related programmes 
into a structure that was consistent with the way nationals would' i!Dplement them. In 1998-
1999 the 23 JPRMs were divided into 769 separate programmes (range by country 11-51). In 
2000-2001 this was reduced to 537 programmes (range by country 5-42). This represents a 
30% reduction. This reduction in programmes is in general a good and welcome move. 
However in a very limited number of countries this concept was carried to the extreme and 
such a small number of programmes established that the delegation of authority and 
discrimination of responsibility at both national level and in the Regional Office was not 
aided, but in fact made even less clear. These JPRMs are now being revisited and an 
appropriate balance being sought. 

Not only were the JPRM funds distributed to fewer programmes but there was also a 
greater concentration of funds to the approved global and regional priorities; 13% of the 
JPRM resources are planned for the five global priorities for 2000-2001 (poliomyelitis 
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eradication, Stop TB, Tobacco Free Initiative, HIV/AIDS and Roll Back Malaria). It should 
be borne in mind that these are also the areas to which the great majority of the Region's 
extrabudgetary resources are devoted. If the four agreed regional priorities of Formulation of 
Health Policy, Human Resources for Health, Primary Health Care Development and 
Sustainable Development Approaches (basic development needs) are added, the total planned 
regular budget devoted to global and regional priorities for 2000-2001 reaches 42%. 

The Eastern Mediterranean Region specific classification with its 43 programmes, 
which is aligned with, but not absolutely identical to the 35 budget headings of headquarters, 
was well received. It was perceived to reflect the regional priority areas with emphasis on 
such areas as human resources development and community-based initiatives. In view of the 
recent changes in allotment structure, the changes already seen within the headquarters 
clusters, and with the possibility of further changes for the period 2002-2003, countries urged 
that the EMRO list be maintained. 

6. FUTURE VISION 

Visions for further improvement of the JPRM process are focused on improving the 
evidence base, the priority-setting mechanisms and strengthening evaluation. 

One aim would be to obtain greater cohesion between the WHO input and the overall 
development goals, and in particular the health goals of the countries. The mounting evidence 
that those policies that are successful in sustaining and improving health of the populations 
are those that deal with economic growth, human development and health in an integrated 
way means that a wide range of partners needs to be involved if multisectoral policies are to 
be developed and harnessed for health. Comprehensive development planning involving many 
sectors is as yet rare in the Region and more information on the actual priority-setting process 
in countries should also be obtained. 

The information presently available in the Regional Health Statistical Information 
Database (RHDS) needs to be adapted and upgraded. The RHDS framework should not only 
serve as a model for countries in how to build national health information systems but more 
importantly become the valid source to which national health policy-makers turn to get 
reliable, time-true information on which to base their policies. In this respect many newer 
concepts and methodologies, such as burden of disease assessments, disability-adjusted life 
years (DALYs) and national health accounts (NHA), need to be more widely disseminated in 
the Region in order to provide valid information for making informed policy choices. 

Creating a valid evidence base is an integral part of the JPRM process and with 
enhancements of the health statistical information at national level and more powerful 
analyses being carried out at Regional Office level, the scene is set for improved priority 
setting and better strategic visions in countries. 

With regard to monitoring and evaluation the new global operational guidelines for 
implementation of the 2000-2001 biennium require that progress is not measured in financial 
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tenns alone but that technical progress towards achievement/fulfilment of products are 
measured at 6 monthly intervals. This requires that indicators are defined, in relation to time, 
at the planning stage against which monitoring is perfonned at regular intervals. 2000-2001 is 
a biennium of change and the global guidance will naturally be implemented once the overall 
evaluation mechanisms for the Organization are established. The 6-monthly reporting may be 
somewhat difficult but a mid-tenn evaluation of all JPRMs is planned, based on which 
reallocation of existing JPRM funds will be looked at in conjunction with the distribution of 
the 10% withholding. Although the 2000-2001 biennium is a transition biennium it will also 
be necessary at that time to get a quantitative and qualitative overall view of total product 
delivery in the light of the statements made in the Regional Programme Budget. While the 
coming biennium therefore foresees marked improvement in the internal quality assurance 
aspect of what WHO delivers by way of products, a major organizationwide effort has to be 
launched if we are properly to appraise the impact of WHO's work on the health outcome of 
the populations of the Member States. 

7. CONCLUSION 

Considering WHO's collaboration with countries it is important to be clear that it is not, 
nor has it ever been within WHO's mandate, to take over national programmes. On the 
contrary, the strength of WHO lies in providing advice and thus influencing national partners 
to make the appropriate interventions in order to improve health outcomes of their 
populations. WHO's role is in the generation of new ideas and approaches, the demonstration 
of excellent practices, the provision of nonnative infonnation and in giving catalytic input to 
ongoing national activities. On this basis it can be concluded that: 

• The JPRM is a well-established concept in EMRO and it has been possible, over the 
biennia, to adapt the process to adjust to new managerial principles. However, there is 
still scope for improvement and further reorientation is needed. 

• More emphasis has to be given to the definition of strategic priorities covering a number 
of biennia based on an improved evidence base. 

• The preparations prior to the actual mission should be improved, especially with regard 
to providing specific briefings. 

• The importance of the JPRM as a joint exercise requiring a high level of support and 
input from the ministries of health should be emphasized. 

• The evaluation aspect of the JPRMs should be strengthened and any biennial 
implementation evaluation should be fully incorporated into the JPRM process. 


