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ELEVENTH GENERAL PROGRAMME OF WORK, 2006–2015, AND 
GUIDING PRINCIPLES FOR STRATEGIC RESOURCE ALLOCATIONS 

The preparation of a programme of work covering a specific period is a constitutional 

requirement of WHO.1 The Eleventh General Programme of Work (GPW) is for the 10-year period 

2006-2015.  

This executive summary (Annex 1) has been prepared through a consultation process over the 

course of a year—a development process that is still ongoing—involving the WHO Secretariat, Member 

States, United Nations agencies, intergovernmental organizations, civil society and major stakeholders. 

Following review of an executive summary by regional governing bodies and further consultations with 

other partners, a General Programme of Work will be presented to the Executive Board at its 117th 

session, and amended as necessary, before presentation to the Fifth-ninth World Health Assembly for 

approval. 

In parallel, based on the Secretariat’s report on resolution WHA51.31, the Fifty-seventh World 

Health Assembly requested the Director-General to develop guiding principles and criteria for the 

strategic allocation of resources across the Organization, to be submitted to the Executive Board.   

A draft document was submitted to the 115th session of the Executive Board which reviewed 

progress.  A revised draft was submitted to the Executive Board at its 116th session. 

The Regional Committee is invited to consider this draft of the Executive Summary of GPW and 

to comment on its strategic orientation.  The Regional Committee is also invited to consider and 

comment on the current draft of the guiding principles for strategic resource allocations given in 

Annex 2. 

                                                 
1 The Constitution of the World Health Organization, Chapter VI –The Executive Board, Article 28, subparagraph (g) “The 

functions of the Board shall be to submit to the Health Assembly for consideration and approval a general programme of 
work covering a specific period”. 
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1.  ELEVENTH GENERAL PROGRAMME OF WORK  

The preparation of a programme of work covering a specific period is a constitutional 

requirement of WHO.2 The Eleventh General Programme of Work (GPW) is for the 10-year period 

2006-2015.  

1.1. Current status  

This executive summary (Annex 1) has been prepared through a consultation process over the 

course of a year—a development process that is still actively ongoing—involving the WHO 

Secretariat, Member States, United Nations agencies, and intergovernmental organizations, civil 

society and major stakeholders. Following review by regional governing bodies and further 

consultations with other partners, the document will be revised and presented to the Executive Board 

at its 117th session, and amended as necessary, before presentation to the Fifty-ninth World Health 

Assembly for approval. 

1.2   The strategic function of the General Programme of Work 

The GPW is not simply a framework for planning the work of WHO. It has a strategic function: 

to review and assess the current condition of world health and to propose a global health agenda. 

Given the recognition that health is a crucial component of work on development, security, poverty 

and justice, the Eleventh GPW is outward-looking, placing health in the increasingly complex global 

context. Its duration coincides with that of the Millennium Development Goals, reflecting the close 

link with other development partners in this endeavour. 

The GPW proposes a reasoned, strategic perspective on the challenges facing world health, 

collective action through a global agenda to meet those challenges, and an assessment of what this 

implies for WHO. Once approved by the governing bodies, the GPW will have direct policy and 

management implications for the Organization and will inform the preparation of the medium-term 

strategic plan for 2008–2013, as well as biennial programme budgets. 

                                                 
2 Ibid. 
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2.  GUIDING PRINCIPLES FOR STRATEGIC RESOURCE ALLOCATIONS 

Based on the Secretariat’s report on resolution WHA51.31, the Fifty-seventh World Health 

Assembly requested the Director-General to develop guiding principles and criteria for the strategic 

allocation of resources across the Organization, to be submitted to the Executive Board at its 115th 

session. 

2.1   Current status  

At its 115th session, the Executive Board reviewed progress made on developing guiding 

principles for the strategic allocation of resources. The Secretariat was requested to continue the 

consultative process, and to submit a new draft to the Executive Board at its 116th session. 3 The draft 

was further discussed at the 116th session, where it was agreed to continue consultations with 

Member States through the regional committees. A new version would be then prepared for the 117th 

Executive Board in January 2006. It was also suggested that a resolution be adopted by the World 

Health Assembly on guiding principles for strategic resource allocations. 

Annex 2 elaborates the methodology and process of strategic resource allocations within the 

context of WHO’s results-based management framework. It also details a validation mechanism that 

would serve to ensure equity and that resources are geared towards countries in greatest need, in 

particular least developed countries, as has been explicitly requested by the Health Assembly. 

2.2 Relationship with the General Programme of Work 

Strategic resource allocation is an integral part of WHO's managerial process and the Eleventh 

GPW is the starting point as it will articulate the strategic direction of WHO from a programmatic 

perspective. Determining resource requirements to meet the strategic objectives in WHO's 

results-based management framework will be an iterative process. A first step is to provide clear 

indications from a strategic and organization-wide perspective that would place the different strategic 

objectives into perspective.  This would include, for each strategic objective, an indication as to where 

the emphasis should lie in terms of core functions, as expressed in the GPW. The functional 

perspective is key to ensuring things are done in the "right way". 

                                                 
3 Document EB115/2005/REC/2, Summary record of the tenth meeting, section 1. 
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3.  ACTIONS PROPOSED 

The Regional Committee is invited to consider this draft of the executive summary of the GPW 

(Annex 1) and to comment on its strategic orientation. 

The Regional Committee is also invited to consider and comment on the current draft of the 

guiding principles for strategic resource allocations given in Annex 2.  The Regional Committee is 

invited to provide its comments and inputs on the proposed approach set out in this document, as well 

as the proposed parameters of the validation mechanism. 
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WORLD HEALTH ORGANIZATION 
 

REGIONAL COMMITTEES RC/2005/2
 25 July 2005

Draft Eleventh General Programme 
of Work 2006-2015: executive summary 

 
1. The preparation of a programme of work covering a specific period is a constitutional 
requirement of WHO.1 The Eleventh General Programme of Work is for the 10-year period 
2006 to 2015.  

2. The General Programme is being drafted over the course of a year through a consultation 
process that is still actively under way, involving Member States, WHO’s Secretariat, organizations of 
the United Nations system and intergovernmental organizations, civil society and major stakeholders. 
After review by regional governing bodies, and further consultation with other partners, the General 
Programme will be revised and submitted to the Executive Board at its 117th session, and amended as 
necessary, before submission to the Fifty-ninth World Health Assembly. An executive summary of the 
draft is attached as an Annex. 

3. The General Programme is not simply a framework for planning the work of WHO. It has a 
strategic function, to review and assess the current condition of world health, and to propose a global 
health agenda. Given the recognition that health is a crucial component of work on development, 
security, poverty, and justice, among others, the Eleventh General Programme of Work is outward 
looking, placing health in the increasingly complex global context. Its duration coincides with that set 
for achievement of the internationally agreed development goals contained in the Millennium 
Declaration, reflecting the close linkages with other development partners in this endeavour. 

4. The General Programme proposes a reasoned, strategic perspective on the challenges facing 
world health, collective action through a global agenda to meet them, and an assessment of what this 
implies for WHO. Once approved by the governing bodies, it will have direct policy and management 
implications for the Organization, and will inform preparation of both the medium-term strategic plan 
for 2008-2013 and biennial programme budgets. 

5. The regional committees are invited to consider the executive summary and to comment on its 
strategic orientation. Attention is drawn in particular to identified challenges and gaps, and to the 
proposed global health agenda and its specific implications for the work of WHO. 

                                                 
1 The Constitution of the World Health Organization, Chapter VI – The Executive Board, Article 28, “The functions of the 

Board shall be: … (g) to submit to the Health Assembly for consideration and approval a general programme of work 
covering a specific period”. 
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ANNEX 

TOGETHER TOWARDS A HEALTHIER FUTURE 

DRAFT ELEVENTH GENERAL PROGRAMME OF WORK 2006-2015:  
EXECUTIVE SUMMARY 

Health in a changing global environment  

1. The Constitution of the World Health Organization, adopted in 1946, defined health as “a state 
of complete physical, mental and social well-being, and not merely the absence of disease or 
infirmity”. That position is still appropriate for a contemporary global health agenda that reaffirms 
these principles and adapts them to health work in the coming decade, responding to new questions, 
new challenges and new forms of responsibility.  

2. For all but the very poorest, for whom choices remain highly limited, the world offers a vastly 
different environment from that of 1946. Advances in technology, supported by more open policies, 
have made the world more interconnected and interdependent than ever before. However, the fruits of 
“development” have not necessarily improved the health and well-being of all. Although the potential 
for good is immense, the current processes of globalization are generating unbalanced outcomes, both 
between and within countries. The root causes of those imbalances need to be better understood and 
dealt with. 

Health: a defining characteristic of the twenty -first century  
3. Health occupies a more prominent place in development debates, being increasingly seen as a 
fundamental dimension of security at individual, local, national and global levels and a key element of 
social justice. It remains a strongly scientific and medical field; many of the challenges to world 
health can still be traditionally described in terms of their disease burden. However, their solutions 
usually cannot; they are part of a far more complicated and dynamic picture. 

4. Central to a multidimensional understanding of health today is the recognition that health 
concerns and health actions reach far beyond medical care. Broader social, economic, environmental, 
political and institutional arrangements determine health opportunities and outcomes, and how 
health – and vulnerability to ill-health – is distributed across different groups in society. To be most 
effective, health will need to be tackled from many angles. Progress will be substantial only when it is 
perceived as a vital dimension in all arenas. The global health community and WHO will need to 
work differently in the future in response to the creative challenges this target represents. 

Health actors: a changing world  
5. The past decade has witnessed dramatic changes in public -health governance and international 
cooperation. Health’s position has been charted in a wide range of national and international 
agreements and affirmed in action by a wide set of stakeholders far beyond ministries of health. A 
multiplicity of new actors is redefining the boundaries of the health sector, each with its own unique 
expertise and vision. Groups of individuals united in a certain cause, such as patient or civil society 
groups, are becoming major players, creating powerful lobbies and raising public awareness of issues. 
An increasing range of nongovernmental organizations and religiously affiliated providers have 
stepped in to deliver care and complement the efforts of national health systems. Research and 
academic institutions are increasingly important in shaping the directions and use of knowledge. The 
private sector is a powerful driver for research and development, and a massive force behind 
marketing and production of goods that can be beneficial or harmful.  
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6. The past five years have seen a dramatic increase in the number of global partnerships in health. 
This has broadened the traditionally medical confines of public health, and brought a new complexity 
to relationships, planning, and the need for delineation of responsibilities and harmonization. New 
mechanisms for health financing, and the scale of resources brought by new partners, are changing the 
way in which health is funded in many countries, and its relative profile and status. 

7. With solidarity between all those engaged in the struggle for better health, great success is 
possible. However, this will require the resolution of difficult questions about the ways in which to 
realize the potential of partnerships, to ensure sustainability, and to build country capacity. 

The current health situation  
8. Over the past 20 years, life expectancy at age 15 has increased by between two and three years 
for most regions. This overall remarkable improvement in health is generally due to socioeconomic 
development, the wider provision of safe water and sanitation facilities allowing greater personal 
hygiene, and the expansion of national health services. However, despite this continued improvement 
in average health status in many developing countries, there are widening health inequities within 
countries, including between rich and poor, men and women, and different ethnic groups. In some 
regions, progress in health status has gone into decline, for instance, in some African countries and the 
former Soviet countries of Eastern Europe, where life expectancy at age 15 has decreased. Some 
effects of globalization, such as hostile or damaged environments, detrimental urbanization, unfair 
trading practices, or system failures, have had an increased negative impact on the health of women 
and vulnerable population groups such as poor people, ethnic minorities, and migrants, and on social 
and health services.  

9. Of the expected total of 58 million deaths in 2005, 17.5 million will be caused by infectious 
diseases, and perinatal, maternal and nutritional disorders. Three million of these deaths will stem 
from HIV/AIDS. It is the leading cause of mortality among adults aged 15 to 59, responsible for 
2.4 million deaths, representing 15% of global deaths in this age group. This disease is currently the 
greatest challenge for communicable disease control and cannot be controlled by traditional means 
such as preventive and curative medicine. It exemplifies the challenge facing the health sector: that 
the majority of health concerns and health actions reach far beyond medical care. 

10. No region of the developing world is currently on track to meet the reduction targeted in the 
Millennium Development Goals for under-five mortality. Evidence indicates that declines in the 
maternal mortality ratio have been limited to countries with lower levels of mortality, while those 
with high maternal mortality are experiencing stagnation or even increased death rates. However, 
coverage of measles immunization is on the rise in many countries and the proportion of women who 
have a skilled medical person with them during delivery has increased rapidly in some regions, 
especially in Asia. 

11. Major infectious diseases such as tuberculosis and malaria are still taking a heavy toll in poor 
countries and tuberculosis is reappearing in certain groups in developed countries. In both cases, 
traditional curative remedies have encountered antimicrobial resistance. New diseases, such as avian 
influenza and SARS, regula rly appear, adding to difficulties in preventing the spread of epidemics. In 
addition to this burden of disease, which falls mainly on poor countries, other new epidemics occur, 
the growing burden of which have the potential to counteract social and economic development and to 
cripple already stretched health systems.  

12. Noncommunicable diseases already represent 60% of the current global disease burden, and 
account for 35 million deaths, of which 16 million occur under the age of 69 years. These chronic 
conditions result from years of exposure to risk factors and behaviours such as smoking, alcohol use, 
lack of physical activity, diets dominated by processed foods, and lack of fresh fruit and vegetables. 
Four of the 10 leading causes of death in the world are related to smoking, reflecting rising tobacco 
consumption in low- and middle-income countries.  
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13. Demographic changes are compounding factors. The world’s population is rapidly ageing, but 
not becoming wealthier. The obligation to treat the chronic conditions associated with old age – 
cancers, diabetes mellitus, heart disease, degenerative diseases, and a range of nutritional imbalances 
– falls squarely on the health services, often involving expensive long-term tertiary care and exerting 
pressure to divert funding from provision of primary health care. Migration to areas offering better 
prospects of security and livelihood also disrupts traditional public -health practices. 

14. Environmental factors also have a significant impact on health. Mostly associated with indoor 
and ambient air pollution, they cause over one third of the disease burden attributable to lower 
respiratory infections. Road traffic injuries, which kill an estimated 1.2 million people annually, are 
linked with poor urban and transport planning, wider social and behavioural factors such as alcohol 
use, and failure to fasten seatbelts or observe speed limits.  

15. The solutions to such public -health challenges will involve changes in the wider socioeconomic 
and cultural context of industrial practices, transport systems, agriculture, trade, and legislative 
decisions on control of products and labelling. It requires a rethinking of the determinants of health, 
and demands a commitment to greatly increased advocacy and a range of behavioural changes 
through the whole social strata.  

Health systems 
16. Where health systems function well, they contribute significantly to maintaining and improving 
individual, community and population health. In many countries the insufficient generation and 
inefficient use of public resources has led to health services with a low operative capacity; primary 
and secondary care with inadequate content; weakened public health programmes; health worker 
shortages; the absence of reliable supply chains for diagnostics and drugs; and other problems. At the 
same time, the range of non-State actors providing care and other services is increasing substantially 
in many countries. The advantages of these services can be considerable for the population, but the 
challenge remains to align their practices with public health goals and to hold them accountable 
through coordinated oversight mechanisms and regulatory approaches. This is particularly difficult in 
countries where the leadership and steering role of the government is weak and where lack of capacity 
in the competent government agencies prevents them from developing relevant policy frameworks 
and oversight mechanisms. 

17. The health-care sector as a proportion of the global economy has grown enormously over the 
past 100 years. Industrialized countries continue to increase spending on health in response to 
growing expectations. Countries with economies in transition face major problems in managing and 
financing the transformation of their health systems. Few poor countries are spending on health at a 
level that corresponds to their needs. Economic pressures lead to low or dwindling health budgets and 
in many countries to very high individual or household out-of-pocket payments for health services. 
Most countries face major difficulties in extending or sustaining social protection or other 
mechanisms that will protect individuals and populations from medical expenses and ensure 
independent ability to pay. 

The challenges to health 

18. Significant discrepancies exist between the opportunities for change and growth and the current 
global realities of widespread deprivation and ill-health. These gaps need to be closed. They relate to 
situations where there are evidently complex factors causing ill-health, yet it is not clear who is 
responsible for them, or what kind of authority can be exerted in order to overcome them. They 
include flaws in implementation and processes, where opportunities to improve health have been 
missed for lack of adequate systems or links among potential partners. They include shortcomings in 
the way that ethical and human rights considerations such as equity and gender equality are reflected 
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in public and private attitudes, policies and plans. Lastly, important elements are missing in the way 
that knowledge is generated and used to promote global well-being.  

Gaps in synergy  
19. Well-being is influenced by a wide range of factors outside public health. People’s health suffers 
or benefits not just from their domestic environment and personal choices but also from decisions 
made at national level, and outside their own countries. The consequences of these complex 
interactions are clear, but the means of attributing responsibility for them are not. Modern 
communications and travel have changed the way in which authority can be exercised. Information 
and microbes can move across the world in ways that are not susceptible to monitoring, control or 
regulation. The speed of movement around the globe of goods, people and messages is coupled with a 
vacuum of responsibility for the consequences. This situation calls for renewed or extended advocacy 
for, and synergy through, intersectoral coordination, awareness-raising to generate demand for change 
in order to decrease vulnerabilities, and the exertion of leadership. 

Gaps in implementation  
20. Systems and services are often inefficient or inadequate to the task of delivering what is needed. 
There is an urgent need to improve coherence in delivery and execution, to scale up interventions, to 
secure financial and human resources, and to ensure that policies are effectively implemented. These 
are imperatives not only for health systems, but for the research community, and for policy- and 
decision-makers at all levels. Similarly, although the structures exist to offer international aid, they are 
not being well used. Issues of harmonization and alignment have to be resolved in order to increase 
the uptake of resources and decrease inefficiencies.  

Gaps in social justice  
21. Crucial components of equity, human rights and gender are often overlooked in policy-making 
and planning. Limitations in access to essential social services are excluding the poor or other socially 
vulnerable groups and leading to widening health inequities within countries. For example, the rights 
and opportunities of individuals to enjoy the living and working conditions and services that enable 
them to achieve their potential for health are still determined in many settings by the fact of being 
born male or female. Prejudice, stigma and discrimination persist, affecting people’s abilities to 
participate in society or business and to achieve their potential. It is imperative to tackle the difference 
in vulnerabilities, and to institutionalize a positive orientation towards social justice.  

Gaps in knowledge  
22. Lastly, there are gaps in what is known, and between what is known and what is done. Despite 
advances in science and technology, despite extensive investment in research, the wrong questions are 
asked or the right ones not asked, and essential answers are missing; divergent interests mean that 
beneficial information is not shared; education is inadequate or withheld. Research is not yet 
efficiently translated into delivery of the most urgent interventions to those in greatest need. It is 
essential to strengthen the generation, translation, dissemination and use of knowledge.  

23. The combined result of these gaps is inefficiency, instability, and exclusion from the benefits of 
progress. An environment is needed in which individuals, civil society, the private sector, 
governments and international organizations take responsibility for health; where the solutions are 
delivered; where ethical issues are taken fully into consideration; and where life-saving and life-
enhancing knowledge is shared and used. The novelty – and the difficulty – lies in devising joint 
action among actors outside the conventional health sector, and in making a commitment to resolve 
these issues.  
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A global health agenda 

24. The global health agenda outlined below identifies 10 priority areas and explores the action 
needed in each to use available opportunities and overcome obstacles. It is intended to stimulate 
awareness of how new or revitalized coalitions can better meet global health needs, and to prompt and 
lead change. In fact, these priority areas are not new: it is the reading of their complexity that is 
different, requiring more sophisticated responses to the global health problems, such as HIV/AIDS. 
Action has to be taken differently, at all levels – individual, community, national, regional and 
global – by all stakeholders and in all sectors. The power to make the necessary changes does not lie 
solely with governments and international organizations, but with many different bodies in civil 
society and the private sector, and voluntary groups. Throughout, the agenda reflects the values and 
principles of WHO’s Constitution and the Declaration of Alma-Ata, and interprets them in the new 
global context. 

25. The actions to be taken to tackle the priority issues include the policies, strategies and 
mechanisms that need to be enhanced or put in place. These actions, undertaken in combination, will 
help to close the gaps outlined above.  

A.Ensure access to essential services  
26. Preventive activities will continue to increase in importance as noncommunicable diseases 
become more prevalent, and disease control depends more on environmental and social actions. 
Immunization and related disease-prevention activities continue to be essential features of routine 
health services. For example, child health care, reproductive health care, and emergency obstetric care 
are critical to achieving the health-related Millennium Development Goals. Good primary health-care 
services (including preventive services) are a fundamental tool in building efficient and effective 
health systems and ensuring equitable access.  

27. It will be vital for all health actors to work together to strengthen integrated primary health care 
and essential public health functions in order to meet the new challenges and to secure universal 
access. This means expanding access to essential health services and overcoming financial, 
managerial, logistic and gender barriers, in support of improved health for the poorest and most 
needy. 

B.Build individual and global health security  
28. Conflicts, natural disasters, disease outbreaks, and zoonotic dangers, such as bovine spongiform 
encephalopathy and avian influenza, are increasingly in the news. It is important to be prepared for 
such dangers and to minimize the risks of disease outbreaks. Global response capacity to cope with 
outbreaks needs to be enhanced. Global and national infectious disease surveillance needs to be 
improved, public health systems should be strengthened, and the International Health Regulations 
(2005) should be applied. 

29. Crises bring heightened health risks, with violence adding to preventable morbidity and 
mortality. The instability associated with poverty and poor population health accelerates institutional 
failure and the proliferation of violence. Social problems such as homelessness, violence, crime and 
abuse interact with health and environment problems. Strategies are needed which respond to the 
rapid evolution of such threats to public health, and to new and emerging diseases such as SARS.  

30. Nutritional insecurity continues to be a major issue for health care, with malnutrition 
exacerbating vulnerabilities and acting as a persistent drain on productivity. There are significant 
external threats to food security. Security of the household, the basic unit of a healthy population, is 
linked to a predictable, supportive economic, soc ial and physical environment. Areas outside 
conventional regulation, such as ghettos, indigenous minority zones and areas of civil unrest, can 
facilitate transmission of disease and deter prevention and cure.  



WPR/RC56/6 
page  12 
 
Annex 1 

C.Promote health-related human rights  
31. International human rights law should be consistently and coherently applied in the relevant 
national and international policy-making processes. Many different actors can become involved in 
helping to raise the profile of health in relation to fundamental human rights, calling for research 
agendas to be made more equitable, for priority to be given to underserved populations and neglected 
diseases, and for research findings to be made widely available. 

32. Critical components of the right to enjoyment of the highest attainable standard of health include 
the reduction of discrimination and a focus on vulnerable people, such as those with disabilities, 
displaced and minority populations, and people living with HIV/AIDS.  

33. The pursuit of equity includes fostering equal treatment, a response to gender-based 
discrimination and other social determinants of health, social protection, the fight against 
stigmatization, and the guarantee of universal access to services, regardless of ability to pay. It 
highlights the need for community participation, research and development, an integrated health 
system that is responsive to local priorities, and monitoring and accountability. 

D.Reduce poverty and its effects on health  
34. Poverty remains a major impediment to good health. Efforts should continue to be focused on 
reducing poverty and inequalities of access to social services such as education and health. 

35. In all countries, poverty is associated with exposure to infectious diseases, malnutrition and 
micronutrient deficiency, and childhood and maternal mortality. To tackle these areas of ill-health, 
action to reduce the vulnerability caused by poverty is essential. In many developing countries it will 
mean making major efforts to attain the Millennium Development Goals, and to determine pro-poor 
health strategies. In each country, it will mean developing social protection for all and framing 
policies that protect people from falling into poverty or help them find ways out of it. 

36. In many areas, the need to pay for indispensable health care can drive a family into absolute 
poverty. Women responsible for families are particularly exposed to poverty caused by health-related 
expenses. Unemployment and under-employment remain key problems in all societies, and continue 
to lead to social marginalization, violence, and an increased flow of migrants from poor areas to 
wealthier ones. 

37. Insufficient attention has been paid to the social and health inequalities that exist within and 
between societies. Life expectancy and virtually all other key health indicators consistently reflect the 
social gradient in both low- and high-income countries. This poses a major challenge for national and 
global health policy attuned to social determinants, but it also offers an opportunity for building broad 
political consensus.  

E.Tackle the social determinants of health  
38. Mortality and morbidity patterns can be attributed in large part to socially mediated factors such 
as wealth, education, gender, ethnicity, access to water and sanitation, food, housing and habitat, 
transport, employment and working conditions, social support, and the environment. Even in the most 
affluent countries, people who are socially disadvantaged generally experience more frequent and 
severe illness and have shorter lives than people in privileged social groups. 

39. Unhealthy consumption, together with reduced physical activity, has a significant negative 
impact on individual and population health. The consequences are placing increasing economic and 
social burdens on societies. Priority should be given to controlling the well-known and widespread 
risks, for which effective and acceptable risk-reduction strategies are available. 

40. To tackle the determinants of health effectively, the boundaries of public health action have to 
change. Governments, especially health ministries, need to play a stronger role in formulating risk-
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prevention policies. Stronger efforts are needed to sustain growth with equity, gender equality, social 
cohesion, social protection and environmental integrity, and to frame public policy that focuses on 
creating the social conditions to ensure good health for the entire population. Further, the links 
between determinants and the consequences need to be more clearly defined in order to promote 
greater responsibility. 

F.Promote a healthier environment  
41. Many environmental risks and hazards are shaped by economic, social, political and institutional 
forces that lie beyond the health sector’s immediate jurisdiction. These include such factors as the loss 
of biodiversity, and the long-term effects of exposure to chemicals or radiation. 

42. Integrated health and environment management strategies are needed to control such hazards as 
indoor air pollution, unsafe water and sanitation, and malaria in order to achieve sustained reductions 
in rates of childhood mortality. Proactive policies on climatic change are needed. These include 
efforts to reduce air pollution, especially in the world’s major urban areas, but with implications for 
the rapidly growing populations in urban areas globally which are vulnerable to many environmental 
hazards and deficiencies in urban planning. Climate change can also influence the emergence or 
re-emergence of certain communicable diseases, such as dengue or other vector-borne diseases. 

43. A large and preventable disease burden is related to water. Safe drinking-water and sanitation 
facilities are important factors in reducing the incidence of diarrhoeal disease, and epidemics such as 
cholera and hepatitis A. Improving the environmental determinants of health should focus on 
supporting health-sector engagement and partnerships with the sectors that directly manage them. 

G.Build well-financed and equitable health systems  
44. Without more efficient, effective and equitable health systems, countries will not be able to scale 
up the disease prevention and control programmes required to achieve the health-related Millennium 
Development Goals, stop the proliferation of noncommunicable diseases, cope with new epidemics, 
and meet the needs of ageing populations. Without sustained and serious investment in health, the 
necessary growth in health systems will not be possible and the gaps in implementation will not be 
closed. 

45. The primary health care strategy needs to be reinvigorated through investments in good-quality 
public-health and personal-care services, ensuring social protection and equitable financing 
mechanisms, and making links with other sectors which influence health outcomes, such as education, 
water and the environment. Social protection is crucial to mitigate the risks of financial ruin due to 
out-of-pocket spending on health. 

46. There is a dramatic shortfall in the resources needed. Many countries, in particular low-income 
countries with weak infrastructure and poor levels of health and education, could make a much 
stronger case for rapid increase of public expenditure, but lack capacity in planning, managing and 
coordinating international cooperation. Decisions on the amount that could be usefully absorbed, and 
where it should be directed, should be made on a country-by-country basis. Additional resources need 
to be mobilized using national and international facilities to rebuild local and national public health 
systems throughout the developing world and pursuing close partnerships between international 
donors, national authorities and local civil-society organizations. 

47. Secondary-level care should not be neglected, in view of the essential role it plays in such 
prominent and growing problems as perinatal and neonatal morbidity and mortality, and injuries. 
Better district-level health information systems will make it possible to develop specific strategies and 
interventions. Improved access to hospitals is needed, with fully functional referral processes.  
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48. In the health system as a whole, private providers, traditional practitioners, community-based 
organizations, nongovernmental organizations, and home-based care make essential contributions and 
should be part of the consultative process for change. Incentives are needed to increase the 
involvement of users and communities in shaping health policies. Health policies and planning do not 
currently take sufficient account of gender-based discrimination or inequalities. Policies need to be 
framed and enforced that allow all actors to provide services within an overall framework set by the 
government in a consultative process. 

H.Ensure an adequate health workforce  
49. Behind every area of vulnerability in health systems nationally and globally is the lack of 
appropriate staff. Much of the world is facing shortages of skilled public health workers. Realistic and 
long-term global and regional solutions are needed to manage the outflows of workforces from lower 
to higher income countries. While meeting the requirements of national health systems, these 
solutions have to respect the rights of individuals to cross national boundaries. At the same time, 
measures need to be taken to increase effectiveness, motivation and retention of the workforce at 
national level. The underlying macroeconomic issues need to be analysed and taken fully into 
account, together with issues relating to public -sector reform and coordination of human-resources 
policies. 

50. An appropriate mix of health workers, and the training given to the health workforce, are of 
critical importance. Medical and public -health education should be reoriented consistently to focus on 
the major determinants of health and related problems. Comprehensive approaches to training of 
health workers and to support for training institutions are urgently needed. This calls for joint efforts 
from governments and partners.  

I.Harness knowledge, science and technology 
51. In all fields of health there is much evidence and experience that has not been generally applied. 
Lack of basic health information and ignorance of best practice are critical causes of failure in health 
systems. Advances in the development of vaccines and delivery systems have already made 
enormous – and very cost-effective – changes to the extent of protection available to vulnerable 
groups. A significant proportion of today’s global death and disease burden could be avoided using 
relatively inexpensive and tested solutions, given more coherent and coordinated preventive and 
public health measures. It is imperative that best practices should be consistently applied and that 
inequities in access to such technologies should be eliminated. 

52. Innovations in science, agriculture, communication and transport should be made available to 
benefit the developing world. New tools, technologies and approaches are needed to tackle the double 
burden of diseases, adverse demographic and epidemiological trends and an ageing population. The 
system for financing and producing these kinds of public goods for health have not yet been designed. 
Research is not yet sufficiently applied to achieving delivery of the most urgent interventions to those 
in greatest need. The research agenda for health needs to be expanded to encompass the 
multidimensional determinants of health and ensure cross-linkages beyond its traditional boundaries 
and categories. Country capacity to conduct such essential research needs to be further increased. 

53. It is essential to strengthen the translation, dissemination and use of knowledge. The sharing of 
knowledge may be limited by intellectual property rights, protection of trade secrets, patent laws, and 
similar measures. Knowledge resulting from research should be made available where it is needed 
most, and appropriate policies and institutions should be developed to ensure that global public goods 
are produced, financed and used in an equitable manner. 

J.Strengthen governance and leadership  
54. Appropriate leadership, aware and focused on common goals, is needed to create the positive 
environment in which the other elements of the health agenda can be managed, and the gaps between 
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potential and reality can be narrowed. The demand for coordination and direction in international 
health work has never been greater.  

55. Globally, there is a new landscape for health, with new actors and new partnerships. The 
expanded role envisaged for health, oriented to development through a focus on broad determinants 
and working in partnership with many other sectors, requires strong advocacy skills and leadership. 
More inclusive and participatory leadership structures are needed for the multiple stakeholders, which 
should bring streamlined resource flows and reduced transaction costs. Alignment and harmonization 
of development policies will be a necessary aspect of a more consolidated and communicative 
approach to governance. Similarly, health policy-makers and WHO should be fully involved in the 
international forums in which issues affecting health status are discussed. The respective 
responsibilities of government, society and the individual for health should be clearly defined and 
upheld. 

56. The health sector needs to exercise leadership and advocacy to promote effective action on 
health determinants by actors in a variety of sectors and at all relevant policy levels. Priority should be 
given to collaborative efforts to improve health outcomes. The new global agenda under development 
needs a strong public -health component able to play a central role in framing of national and 
international policy, speak out on health issues, and foster people’s participation. It will need to define 
the various stakeholders and specify the work and approaches needed. 

WHO – evolving to meet the challenges 

57. WHO’s mandate specifies concern for the health of all peoples. It has a specialized stewardship 
role, able to act in neglected or sensitive areas such as control of tropical diseases, improvement of  
reproductive health, or enhancement of biosafety. In matters such as the preparation of response to 
health crises, it is developing an unchallenged authority, and its expertise has grown with the 
negotiation of such international instruments as the WHO Framework Convention on Tobacco 
Control and the International Health Regulations (2005). 

58. Although WHO can stimulate high-level political leadership on issues, it is not always able to 
influence other ministries and partners outside the health sector. It has the technical ability to draw 
upon the best scientific advice in the world, and therefore has access to the most perfected 
technologies and methods that exist. Yet the results do not always match the opportunities. 
Collaboration with the research community, civil society and organizations of the United Nations 
system needs a more proactive and dynamic attitude. 

59. As the world’s specialized agency for health, WHO cannot select a few health problems, 
populations, age groups or health-system issues and exclude others. Awareness of the gaps and 
opportunities outlined above needs to inform every aspect of WHO’s leadership in policy and 
technical work, and its input to the global health agenda.  

60. Changes in the global health context over the past two decades have both supported and 
hindered WHO’s capacity to lead towards improved health. In the next 10 years, WHO’s work will 
evolve to re-establish solid foundations for action to close gaps in synergy, in implementation, in 
social justice, and in knowledge.  

61. Acting as the coordinating and directing authority in international health work, WHO will work 
with all actors to confront the challenges set out in the global health agenda, to close gaps, and to 
decrease the instability associated with them. 
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62. Hence WHO will work to promote engagement and synergy in the common agenda, raising 
awareness of the ways in which work in sectors outside health affects health outcomes, and guiding 
those involved to take responsibility. This will involve coordinating the issues, and defining positions 
and end points to which all should be working, on the assumption of shared information and common 
goals. Plans will acknowledge greater interdependence, multiple partners and the reality of an 
uncertain future. The broader approach to health will be based on health determinants, and public 
health work will be more fully informed by factors outside the medical-care service. 

63. Work to close the implementation gap will include improving service delivery, supporting and 
encouraging legislative action that has a health perspective, tackling trade and commercial issues, 
connecting at the right time with the negotiation and enactment of multilateral trade agreements, and 
working with major donors and organizations to align programmes and activities. Health policy 
should reflect a more disease-preventive and health-promotional approach, with primary health care 
providing the means to work with people of all ages. WHO will play a greater role in broadening 
national and international consensus on health policy, strategies, norms and standards, negotiating 
partnerships, and putting to use the catalytic action of others. 

64. Achieving a strong orientation towards social justice  entails wholeheartedly adhering to 
human-rights law, and actively promoting gender equality and fairness of treatment for all, regardless 
of religion, income group or ethnicity. Frameworks for achieving these ends will formalize the 
process and include an expanded role for civil society. 

65. Work to reduce the science and knowledge  gap will focus on ensuring that research is 
adequately directed towards delivering the most urgent interventions to those in greatest need; 
promoting, implementing and disseminating the outcomes of health research; creating effective 
linkages and mechanisms to assure prompt and equitable translation of scientific advances into policy, 
programmes and practice; and supporting research capacity in developing countries. 

66. WHO welcomes and will use these opportunities in order to evolve. It faces the invigorating task 
of forging a consensus in the wider constituency for health action, and establishing new forms of 
authority appropriate to the emergence of multiple players and new alliances. These new opportunities 
illustrate the need for reflection on the future role and scope of the Organization.  

 

=     =     = 
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WORLD HEALTH ORGANIZATION 
 

REGIONAL COMMITTEES …
… 1 JUNE 2005
… 

Guiding principles for strategic resource allocations 

 

INTRODUCTION 

1. Based on the Secretariat’s report on resolution WHA51.31, the Fifty-seventh World Health 
Assembly requested the Director-General to develop guiding principles and criteria for the strategic 
allocation of resources across the Organization, to be submitted to the Executive Board at its 115th 
session. The decision states: 

 The Fifty-seventh World Health Assembly, after considering the report on regular budget 
allocations to regions, noting the recommendations contained in paragraph 21, decided to 
request the Director-General to draw up, in consultation with Member States and regions, 
guiding principles, based on objective criteria, to be applied in the allocation of funds from all 
sources, taking into account equity, efficiency and performance, and support to countries in 
greatest need, in particular least developed countries, which would be considered by the 
Executive Board at its 115th session. (Decision WHA57(10) 22 May 2004) 

2. At its 115th session, the Executive Board reviewed progress made on developing guiding 
principles for the strategic allocation of resources. The Secretariat was requested to continue the 
consultative process, and to submit a new draft to the Executive Board at its 116th session. 1 The draft 
was further discussed at the 116th session, where it was agreed to continue consultations with Member 
States through the Regional Committees. A new version would be then prepared for the 117th 
Executive Board, in January 2006. It was also suggested that a Resolution be adopted by the World 
Health Assembly on guiding principles for strategic resource allocations. 

3. This document elaborates on the methodology and process of strategic resource allocation 
within the context of WHO’s results based management framework. It also details a validation 
mechanism that would serve to ensure equity and that resources are geared towards countries in 
greatest need, in particular least developed countries, as has been explicitly requested by the Health 
Assembly.  
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RENEWING WHO'S RESULTS BASED MANAGEMENT FRAMEWORK 

4. Based on experience gained over the last bienniums, a renewed results-based management 
framework has been developed, with the aim of achieving a more strategic approach to planning, and 
at simplifying key processes. It includes an organization-wide Medium Term Strategic Plan that will 
build on the Eleventh General Programme of Work, the Country Cooperation Strategies, and 
governing body resolutions. 

5. The Medium Term Strategic Plan will provide direction to the Organization over six years. It 
will serve to support, strengthen and provide continuity to three biennial programme budgets. 
Strategic objectives will form the core of the Medium Term Strategic Plan, representing commitments 
for Member States and the WHO Secretariat. A resource outlook across strategic objectives and over 
the three bienniums will also be included. Strategic objectives would be further broken down into 
organization-wide expected results for the six year period. The biennial programme budget, flowing 
from this, will contain two-year targets and associated budgets for the expected results described in 
the Medium Term Strategic Plan.   

6. A key component of any results-based management framework is the ability to monitor 
performance over time and evaluate the impact of programmes. WHO’s monitoring capability and 
accountability will be strengthened by the proposed renewed framework, as planning processes will 
be better articulated, leading to a more efficient preparation of the programme budget. It should be 
emphasised that performance relates here to WHO programmes and offices, not countries per se. In 
any case, the utmost must be done to ensure a strong performance in countries in greatest need, in 
particular least developed countries. 

7. The following diagram outlines the renewed framework, 

 

 

                                                                 

1 See document EB115/2005/REC/2, Summary record of the tenth meeting, section 1. 
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STRATEGIC RESOURCE ALLOCATION: GUIDING PRINCIPLES   

8. Guiding principles for strategic resource allocation represent an opportunity to further 
strengthen the Organization’s results-based management approach. We are moving from a resource-
based approach, where resources were allocated and then planned for, to a results-based approach, 
where we first decide what it is we should be doing and then derive cost implications and resource 
requirements to achieve the agreed objectives. This is entirely consistent with a needs-based approach, 
since objectives and associated resources logically aim to address areas of greatest need. 

9. The seven draft guiding principles are enunciated below.1 

Principle 1 

 Strategic coordination and allocation of resources should be first and foremost driven by 
strategic planning and results-based budgeting, with expected results determined after an 
Organization-wide planning process, and budgets prepared in a bottom-up manner from 
estimated requirements of resources to deliver those expected results. 

Principle 2 

 Strategic resource allocations should be firmly rooted in principles of equity and in 
support of countries in greatest need, in particular least developed countries. 

Principle 3 

 The budget should include all WHO’s financial resources. Resource requirements should 
be considered in an integrated manner, including income from all sources of funding as part of 
one Organization-wide budget. 

Principle 4 

 Strategic resource allocations should cover the full strategic planning period of six years. 
The resource indications should, however, be sufficiently broad, and favour flexibility over 
rigidity.  

Principle 5 

 Performance of specific programmes or offices should be taken into account in the 
process. Well-performing programmes or offices must be recognized and their experience 
shared as best-practice. Programmes or offices that have not been able to deliver expected 
results will be given attention in order to understand better the shortcomings and adequate 
support should be provided to enable them to achieve rapid progress. 

Principle 6 

 Three complementary perspectives should be used when defining resource needs:  

                                                 
1 See document EB115/CD/1. 
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(a) The programmatic perspective  reflects the Organization’s priorities in terms of 
substantive programme delivery. It is a response to the question “what are the goals and 
objectives WHO wants to achieve?”. These goals and objectives stem from the General 
Programme of Work, Executive Board and Health Assembly resolutions, findings from 
Country Cooperation Strategies analysis, and other global commitments such as the 
Millennium Development Goals. 

(b) The functional perspective responds to the question “how can WHO best meet its 
goals and objectives?”. It refers to the core functions of the Organization, and how WHO 
should balance these functions to deliver most efficiently its strategic objectives. 

(c) The organizational perspective relates to WHO offices in countries, regions and 
headquarters. It provides an answer to the question “where in the Organization is the 
work best and most effectively performed?”. Resources should be directed to where the 
work is being done, ensuring equity and a focus on countries in greatest need. 

Principle 7 

 The outcome of the strategic planning process and results-based budgeting should be 
appraised and justified against a validation mechanism, which would provide indicative 
resource ranges for headquarters and each region.  

 The actual allocation of resources against the target ranges will be periodically 
monitored. Although actual allocations may vary or deviate from the targets within parts of a 
strategic planning cycle, they should balance out over the full period. In case of substantial 
variation, target ranges may be revised to reflect exceptional changes in circumstance. 

STRATEGIC RESOURCE ALLOCATION ALONG THE THREE PERSPECTIVES 

10. Translating these principles into practice requires a dual but complementary approach. The first 
approach relates to the strategic planning process and the three perspectives outlined in Principle 6. 
The second relates to a validation mechanism based on criteria to ensure equity and focus on countries 
in greatest need, which will be elaborated in the next section.  

11. From a programmatic perspective, strategic objectives, outlined in the Medium Term Strategic 
Plan, will serve as the starting point. When identifying strategic objectives, the following will be 
taken into account.1:   

• the strategic direction of WHO as articulated in the General Programme of Work; 

• needs of Member States identified through Country Cooperation Strategies, epidemiological 
surveys and burden of disease; 

                                                 
1 This builds on the General Programme of Work 2002-2005, p. 6, paragraph 13; EBPDC3/7, Priority-setting in 

WHO, 20 November 1996, pp. 2-3, paragraphs 4-6; EUR/RC43/4, Programme Budget Priorities 1996-1997, pp. 3-4, 
paragraph 13. 
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• major health challenges of global and regional importance and relevance, as identified 
through discussions, decisions and resolutions of Member States at the World Health 
Assembly and Regional Committees; 

• equity, efficiency and performance, and support to countries in greatest need, in particular 
least developed countries; 

• the comparative advantage of WHO, building on the objectives and core functions of the 
Organization; 

• potential for measurable impact within medium term strategic planning period. 

12. Strategic objectives could be reviewed during subsequent biennial programme budgeting cycles 
to take into account changing circumstances and emerging needs, and to ensure the Organization 
remains responsive to country needs. Furthermore, a key to efficient and effective use of resources 
will be to find the right balance to ensure all of WHO’s strategic objectives can be appropriately 
resourced. A high level of resources in one programme should not be seen as compensation for other 
programmes with insufficient resources.  

13. Determining resource requirements to meet the strategic objectives is an iterative process. A 
first step is to provide clear indications, from a strategic and organization-wide perspective, which 
would place the different strategic objectives into perspective. This would serve both to better guide 
the development of expected results and the more detailed costing of strategic objectives, as well as to 
to cross-check the outcome of results-based budgeting. It would include: 

(a) For each strategic objective, an indication as to where the emphasis should lie in terms of 
core functions, as expressed in the General Programme of Work. The functional perspective is 
key to ensuring things are done “in the right way”. The assumption is that the different nature 
of strategic objectives, approaches and related functions may have different cost implications. 

(b) An indication as to where the work would best be performed, from an organizational 
perspective: headquarters, regional office, or country office. The organizational perspective 
serves to ensure we do the right thing “in the right place”, drawing on the complementary 
strengths of the three levels of the Organization. While all core functions may carried out by all 
levels of the Organization, the emphasis for a particular function may greater at one level than 
another. This emphasis will vary from strategic objective to strategic objective.  

(c) A relative resource outlook for each strategic objective, which will indicate in qualitative 
terms  the expected evolution of resource requirements over the full strategic planning period, 
relative to what is currently being invested (e.g., significant increase, stability, initial increase 
then possible decrease, etc.)  

(d) Once this has been developed for all strategic objectives, a relative resource indication 
will be provided across objectives. This would be based on the targets, the strategic approaches 
as well as the functional and organizational analysis. It is suggested that they be categorized as 
either requiring high, medium or low expected cost, relative to one another.  

14. Second, based on this initial high-level analysis, a more detailed bottom-up costing of strategic 
objectives would be carried out at all levels of the Organization. This would be built up from 
organization-wide expected results required to reach the strategic objectives.  
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15. Third, the outcome of the bottom-up costing would be cross-checked against the up-front 
strategic indications, possibly requiring several iterations. The Medium Term Strategic Plan, which 
will be presented for decision to the governing bodies, would contain a six-year resource indication 
reconciling the up-front strategic indication described above (step 1 and 2) with the outcome of the 
results-based budgeting.  

16. The outcome of the strategic planning process and the results-based budgeting will lead to 
WHO's specific resource requirements for a tw-year period expressed in the Programme Budget, 
which will be broken down by headquarter and regions.  Recognizing regional specificities, the 
breakdown within regions (i.e. regional office, intercountry programmes, country offices) will vary 
from region to region, in accordance with respective regional policies established by the regional 
committees and in line with the overall vision and policies of the Organization. 

17. This iterative process is aimed at ensuring we are “doing the right thing, in the right way, and in 
the right place”, and is at the core of results-based management. It will be supplemented, however, by 
a validation mechanism to ensure that equity and focus on countries in greatest need, in particular 
least developed countries, are emphasized across all regions, based on objective criteria.  

THE VALIDATION MECHANISM   

18. The validation mechanism will be used to appraise and analyse the outcome of the development 
of the Medium Term Strategic Plan. As such, it will cover the entire Organization as well as apply to 
all sources of funds. It will present percentage ranges for headquarters and for each region, for the full 
strategic planning period, but will not show country-specific ranges.While the validation mechanism 
should be seen as an important and transparent point of reference, it will not determine actual resource 
allocation. Rather, it will inform and validate the results-based resource requirements as part of the 
development of the Medium Term Strategic Plan and associated Programme Budgets.   

19. The following paragraphs describe the key parameters and the proposed approach but do not 
yet detail the specific indicators, indexes, threshold, etc., to be applied. Further work and consultation 
will be necessary, and a proposal will be submitted to the 117th session of the Executive Board in 
January 2006. 

20. The mechanism will be based on the consideration of three components: 

(a) a core component comprising those core functions that must be carried out at different 
levels of the Organization. The financing of the core component can be secured through both 
the regular budget and voluntary contributions.;  

(b) an engagement component reflecting core regional functions whose cost varies in 
relation to the number of countries served, including the organizational cost of engaging with 
all Member States in a given region, regardless of their relative health and socioeconomic 
status; and,  

(c) a needs-based component reflecting relative health and socioeconomic status along with 
a population factor, which will constitute the majority of the total resource envelope. 

21. Headquarters will be made up entirely of the core component. There will be an informed 
estimate range, based on the decentralization policy, and an analysis of the functions critical to 
achieving the strategic objectives and where they can be carried out most efficiently and effectively. 
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This would typically include developing global policies, norms, standards and guidelines; analysing, 
managing and disseminating global health information; engaging with key partners at the global level.  

22. At regional level, the engagement component and the needs-based component will be 
considered in addition to the core component. The resource needs for each region would thus be made 
of the sum of these three considerations, with the needs-based factor being the most prominent. 

23. The core component would relate to core functions that do not vary greatly with the number of 
countries served or the relative need of those countries. This would include, for example: the 
adaptation of global policies, norms, standards and guidelines to specificities of the region and 
subregions, and analysis and feedback of regional experience to the global level for further 
refinement; analysis and management of regional health information for regional and subregional 
policy implications; identification, negotiation and maintenance of regional and subregional 
partnerships to further the common agenda in public health; and the fixed costs of servicing regional 
consultation mechanisms with Member States.  The weighting would be an estimated percentage of 
resources, applied equally to all regions.  

24. The engagement component assigns an equal dollar amount for each Member State.  It will 
reflect the additional costs of carrying out core functions for regions serving more countries such as 
engaging politically with all Member States, regardless of their relative need, and stimulating 
technical cooperation among countries. The actual costs could be incurred at regional office or 
country level and eventually allocated in either, depending on the circumstances of the particular 
region. In addition, while this component is not mainly intended to relate to administrative functions, 
adding a resource weighting by number of countries also reflects the reality of higher administrative 
costs associated with having more countries in a given region. While it will have a much smaller 
weighting than either the core or the needs-based components, it is nonetheless useful to reflect at an 
aggregated regional level the reality of WHO's work. 

25. The needs -based component will be based on objective proxies for relative health and 
socioeconomic need of countries.  For the results to be objective and relevant, the underlying statistics 
used must be available for all countries, relatively robust, regularly updated, and relevant to WHO’s 
strategic objectives.  These simple criteria will significantly limit the choice of indicators.  

26. Once the indicators for health and socioeconomic status have been selected, they would be 
weighted to create a needs-based index. Regardless of indicators selected, they will have varying 
degrees of confidence. Thus, resource assignments would not be based directly on the exact index 
calculation, instead, the index could be used to assign countries into groups based on relative need. 
Each group would receive different resource weightings in a progressive manner so that countries in 
greatest need would receive a progressively higher weighting.  The needs-based claim on resources 
would be weighted by a population factor, so that regions with countries with larger populations 
should receive a greater share of resources than they would if the same countries had smaller 
populations.  However, a statistical smoothing technique should be applied to the population figures 
given that the resources that WHO needs to effectively cooperate with countries is not directly 
proportionate to population size.  Once the relative share of needs-based resources has been 
calculated, the data would be aggregated by region to arrive at the relative regional shares of needs-
based funding. 
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27. A flexible approach will be needed, particularly in the application to voluntary contributions, 
given the complexities in aligning specified voluntary contributions to the unfunded, integrated 
programme. In exceptional circumstances, such as emergencies and countries in crisis, which cannot 
reasonably be addressed without compromising its simplicity, objectivity and replicability of the 
mechanism, flexibility will be necessary.  

STRATEGIC RESOURCE ALLOCATION: THE PROCESS 

28. As emphasized at the outset of this paper, strategic resource allocation is an integral part of 
WHO’s managerial processes, for which the broad timelines are set out below. 

29. General Programme of Work (2006-2015). The Eleventh General Programme of Work is the 
starting point. A first draft is due to be discussed by the regional committees in 2005 and the 117th 
session of the Executive Board in January 2006, after which t will be submitted to the Fifty-ninth 
World Health Assembly in May 2006 for endorsement. 

30. Medium Term Strategic Plan (2008-2013). Building on the draft General Programme of 
Work, a draft  Medium Term Strategic Plan will be developed over the latter part of 2005, including 
strategic resource indications along the lines articulated in this document. A progress report will be 
provided to the third meeting of the Programme, Budget and Administration Committee in January 
2006. This would enable the Secretariat to better capture views from Member States and may result in 
adjustments to the strategic planning process. It will then be submitted to the regional committees in 
2006, to the 119th session of the Executive Board in January 2007, and to the Sixtieth World Health 
Assembly in May 2007. 

31. Programme budget (2008-2009). Based on the draft Medium Term Strategic Plan, the 
biennial programme budget will be developed. It will be submitted alongside the Medium Term 
Strategic Plan to the regional committees in September 2006, to the 119th session of the Executive 
Board in January 2007, and to the Sixtieth World Health Assembly in May 2007. 

32. Validation mechanism. The mechanism will be used as part of the strategic planning and 
programme budgeting process. Resource indication ranges that would emerge from such a mechanism 
will be presented to the Programme, Budget and Administration Committee and the Executive Board 
at its 117th session in January 2006. 
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ACTION BY THE REGIONAL COMMITTEES 

33. Regional Committees are invited to provide their comments and inputs on the proposed 
approach set out in this document, with a focus on the guiding principles, as well as the proposed 
parameters of the validation mechanism. This will provide further guidance to the Secretariat in 
preparation of discussions at the Programme, Budget and Administration Committee and the 117th 
session of the Executive Board, in January 2006. 

 

=     =     = 
 


