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Introduction 
 
1. This biennial report for 2002-2003 report presents the main achievements of the World 
Health Organization in the African Region in support of Member States, taking into 
consideration the main orientations of the WHO Corporate Strategy and in the context of zero 
growth nominal budget.  
 
2. The Programme Budget 2002-2003 was the first of the Tenth General Programme of 
Work which has for the first time encompassed headquarters, regional and country offices with 
the same corporate objective: to support Member States in the spirit of “One WHO”. It was 
established on the basis of 35 areas of work across the Organization and called for more 
effective cooperation with countries as well as consideration of the regional challenges and 
global priorities.  
 
3. Lessons learned in the course of evaluating the implementation of the Programme 
Budget 2000-2001 and its corresponding workplans guided the implementation of the 
Programme Budget 2002-2003. Efforts were made to build on these lessons to facilitate 
implementation and overcome constraints. To preserve continuity and thereby facilitate 
comparison and analysis of broad trends, a number of key features of the Programme Budget 
2000-2001 were retained: 
 

 (a) the strategic nature of the Programme Budget as the “business plan” of the  
Organization; 

 (b) the concept of area of work as representative of the common building blocks for 
planning, budgeting and reporting for the entire Organization; 

(c) the focus on expected results and indicators as a means of improving subsequent 
operational planning, monitoring and evaluation; 

(d) the sharper focus on priorities, supporting meaningful shifts in the Regular budget 
from Other Sources; 

(e) the joint development and implementation of the Programme Budget by WHO office 
staff, thereby promoting ownership and commitment at all levels of the Organization. 

 
4. The years 2002 and 2003 were two busy and productive years during which the WHO 
Regional Office for Africa made efforts to address national health challenges. The 
implementation of the Programme Budget 2002-2003 was characterized not only by constraints 
and challenges but also by the opportunities that emerged. 
 
5. The epidemiological picture of ill-health and burden of disease was unacceptably and 
alarmingly high in spite of efforts made by Member States, the Regional Office and health 
development partners. Political instability, civil strife and emergencies further complicated the 
situation. In addition, the African Region experienced a double burden of communicable and 
noncommunicable diseases. HIV/AIDS, tuberculosis and malaria remained major public health 
threats. The prevalence and incidence of noncommunicable diseases and lifestyle-related risk 
factors increased.  
 
6. Conditions such as lack of access to safe water and adequate sanitation combined with 
food insecurity, consumption of unsafe food, and frequent natural and man-made emergencies 
posed the greatest challenges to the achievement of the millennium development goals. 
Urbanization, globalization, poor national macroeconomic performance and poor governance 
constituted additional challenges. These further influenced the persistently high maternal, 
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newborn and child morbidity and mortality perpetuated by poverty, low status of women and 
poor access to quality health services. 
 
7. Efforts to improve access to quality health services in the majority of the African 
countries were constrained by weak health systems, lack of stewardship, brain drain, 
inadequate financing and minimum cost-effective interventions. In addition, the strong linkages 
between poverty, ill-health and underdevelopment, as demonstrated by the Commission on 
Macroeconomics and Health, remained an unbroken, vicious cycle. 
 
8. Implementation of the Programme Budget 2002-2003 was marked by several 
opportunities. The New Partnership for Africa's Development and the African Union both 
adopted health as a priority area for action, and WHO was asked to play a guiding role, taking 
into account the millennium development goals. 
 
9. Responding to national health challenges also required mobilizing resources in support 
of country efforts and improving partnerships with other development partners. To this end, 
WHO efforts were complemented by several international initiatives such as special sessions of 
the United Nations General Assembly;1 the Global Fund to Fight AIDS, Tuberculosis and 
Malaria; the Commission on Macroeconomics and Health; the World Summit on Sustainable 
Development; the Stop TB Initiative; Polio Eradication; and the Global Alliance for Vaccines and 
Immunization. 
 
10. Due to resource constraints and in view of Member States’ expectations about WHO 
contributions, efforts concentrated on clearly defined priorities which reflect country needs and 
the WHO mandate and comparative advantage. These efforts were guided by the Health-for-All 
Policy for the 21st Century in the African Region: Agenda 2020 and the WHO Corporate 
Strategy. The regional health priorities included health promotion, human immunodeficiency 
virus, acquired immunodeficiency syndrome (HIV/AIDS), malaria, tuberculosis, maternal health, 
child health, mental health, cancer, cardiovascular diseases, diabetes and chronic respiratory 
diseases, safe blood, strengthening of health systems, poverty and ill-health, preparedness and 
response to complex emergencies and epidemics. 
 
11. The Country Focus Initiative was the key instrument for articulating the WHO response 
to country needs. The Country Cooperation Strategy formed the basis for coordinating support 
to countries from all three levels of the Organization and was the framework for strengthening 
technical cooperation with countries. 
 
12. The new Director-General, Dr Jong-Wook Lee, elected during the course of the 
biennium, maintained continuity by focusing on country priorities and the strategic orientations 
of the WHO Programme as introduced by the immediate outgoing Director-General, Dr Gro 
Harlem Brundtland. Remarkable efforts were made in order to achieve a maximum of results 
without additional resources. 
 
13. Under General Programme Development and Management, a key achievement was the 
financial support for unforeseen but urgent activities for improving the health status of 
populations at risk in some countries. Equally important were the valuable contributions and 
proposals from the Member States that provided guidance for the work of WHO during the fifty-

                                                 
1 Declaration of commitment on HIV/AIDS: “Global crisis—global action”, adopted at the twenty-sixth special session of the General 
Assembly of the United Nations, 25-27 June 2001; A world fit for children, Report of the ad hoc committee of the whole of the 
twenty-seventh special session of the General Assembly of the United Nations, Supplement No. 3 (A/S-27/19/Rev.1) 10 May 2002. 
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second and fifty-third sessions of the Regional Committee, the one-hundred-and-eleventh and 
one-hundred-and-twelfth sessions of the Executive Board and both the Fifty-fifth World Health 
Assembly and Fifty-sixth World Health Assembly. Training in the Activity Management System 
improved the quality of workplans as the system became fully operational in the Regional Office 
and in several country offices. The African Advisory Committee for Health Research and 
Development met in Mauritius, and 100 senior officers (planners and public health specialists) 
from 43 Member States received training in macroeconomics and health. 
 
14. In Health Systems and Services Development, the main achievements were updating 
national health policies, promoting traditional medicine, training in blood safety and conducting a 
study on brain drain and its implications for the health sector. 
 
15. Under Prevention and Control of Communicable Diseases, concerted efforts were made 
to strengthen integrated disease surveillance and response. The Onchocerciasis Control 
Programme wound up after international recognition of its success. Technical support was given 
to Member States to meet the requirements of the Global Fund to Fight AIDS, Tuberculosis and 
Malaria; strengthen routine immunization; accelerate the Polio Eradication Initiative; and 
eradicate other targeted communicable diseases in the African Region. 
 
16. Under the Prevention and Control of Noncommunicable Diseases (NCDs), key 
achievements included mapping of NCD epidemics, mental disorders and substance abuse as 
well as analysing their determinants. In addition, evidence-based policies and strategies were 
developed for health promotion, and support was given to Member States for the development 
of the Framework Convention for Tobacco Control.  
 
17. In Family and Reproductive Health, major support was given to countries to strengthen 
emergency obstetric care and newborn care through capacity building, procurement of relevant 
technologies and initiatives such as community ambulances, community management 
committees and maternal health care insurance schemes. Another major achievement was the 
expansion of implementation of the Adolescent Health Strategy and Integrated Management of 
Childhood Illnesses in Member States. 
 
18. In the Division of Healthy Environments and Sustainable Development, emphasis was 
on poverty and ill-health, assisting countries to incorporate a health dimension in their national 
poverty reduction strategy papers as well as promoting a long-term strategic and sustainable 
approach to health development. Major achievements were incorporating effective 
environmental health dimensions in the management of the human environment and in the 
development of other national policies and actions, addressing the high morbidity and mortality 
attributed to inadequate food safety and hygiene, strengthening national capacity for emergency 
preparedness and response, and providing both technical and financial support in crisis 
situations.  
 
19. Administration and Finance focused on streamlining and improving the processes for 
managing financial, human and other resources in the WHO African Region. The Regional 
Office fully implemented its allocated funds under the Regular Budget. Remarkable 
achievements were made to improve information and communication technology at the 
Regional Office and in country offices. In administrative and logistical services, personnel and 
equipment were successfully transferred from Harare to Brazzaville, and both working and living 
conditions in the Regional Office improved. 
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20. The evaluation of 2002-2003 country office workplans was conducted in close 
collaboration with national authorities. Country offices and Regional Office divisions submitted 
detailed and relevant reports on 2002-2003 biennial evaluations; these are the basis of this 
report. 
 
21. It is structured in two parts. Part I discusses implementation of the Programme Budget 
2002-2003 by area of work. The discussion focuses on significant achievements, key facilitating 
factors, constraining factors, lessons learned and key orientations for the next biennium. Part II 
describes the progress made in the implementation of resolutions adopted by the Regional 
Committee. The annexes contain Programme Budget implementation figures. 
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PART I: PROGRAMME BUDGET 2002-2003  
IMPLEMENTATION 

 
SIGNIFICANT ACHIEVEMENTS 
 
GENERAL PROGRAMME DEVELOPMENT AND MANAGEMENT  
 
Director-General’s and Regional Director’s Development Programme and Initiatives  (DDP) 
 
22. African nations increasingly face more and more difficult health issues, particularly 
countries in crisis and those with poor populations. Country-specific needs were best defined 
and addressed by the Country Focus Initiative recently adopted by the World Health 
Organization. The initiative generated a lot of expectations from Member States and other 
stakeholders, making it necessary for WHO to actively advocate on behalf of countries for 
support to meet the needs identified in the Country Cooperation Strategies. 
 
23. Activities undertaken to support countries include high level advocacy, technical or 
financial support to strengthen partnerships, launching new initiatives, promoting good 
practices, mobilizing more resources for health, and facilitating implementation of governing 
body resolutions. The ultimate aim of these WHO interventions at country level was to improve 
the health status of the people. 
 
24. Major achievements during the 2002-2003 biennium include high-level advocacy with 
heads of governments and policy-makers in various countries within the African Region and with 
partners in other continents. Over sixty visits greatly improved collaboration between the 
Regional Office, various health partners, headquarters and countries, with many of the countries 
having completed their Country Cooperation Strategies.  
 
25. Assistance was provided to 15 countries experiencing emergencies such as 
earthquakes, arms explosions, floods, epidemics, displacements due to civil strife and drought. 
The Regional Director’s Development Fund assisted target groups in 12 countries. These 
included specific groups in greatest need: AIDS orphans, street children and women in 
particularly difficult circumstances. Priority programmes—tobacco control, malaria control, 
prevention of child abuse, HIV/AIDS prevention and control—were implemented in eight 
countries. Assistance was given towards institutional capacity building in some Member States 
and in four WHO country offices. 
 
26. A critical challenge for the 2004-2005 biennium, as expressed in the Country Focus 
Initiative, is to strengthen the WHO contribution to people’s health and development within 
countries. At the same time, countries should be empowered to exert greater influence in 
regional and global public health, drawing on the strengths of country offices, the Regional 
Office and headquarters. Within the African Region, all 46 countries should complete the 
Country Cooperation Strategy and translate the document into action in order to improve the 
performance of WHO at country level. 
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Resource Mobilization and External Cooperation and Partnerships (REC) 
 
27. The changing health environment and the increased expectations of Member States and 
partners led to a review of the ways in which the World Health Organization responds to the 
needs and priorities of countries. To improve support to Member States, WHO strengthened its 
country offices, promoted and reinforced dissemination of quality health information, and 
established innovative partnerships as effective tools for improved programme management. 
 
28. During the period under review, the Regional Office strove to realize the WHO vision of 
putting countries at the centre of its work by accelerating the formulation and implementation of 
the Country Cooperation Strategy (CCS) in Member States. The CCS process was conducted in 
28 countries during the reporting period, bringing to 39 the number of countries now with their 
own CCS documents. Implementation of the CCS as it relates to strengthening country offices 
was initiated in 20 countries.  
 
29. Integration of the CCS into the WHO managerial process enhanced performance at 
country level, resulting in better consultation and collaboration among partners, with WHO 
taking the lead. The implementation of the Country Focus Initiative also improved the coherence 
of WHO work at country level. 
 
30. Given the critical role of information in advocacy, awareness raising and disease control, 
WHO programmes and health messages were promoted in press releases, audiovisual 
materials and periodicals such as the African Health Monitor. Priority issues included polio 
eradication, HIV/AIDS, tuberculosis, malaria and traditional medicine. 
 
31. Although the photo and audiovisual libraries in the Regional Office in Brazzaville were 
pillaged during the civil war of 1997, they are being renovated to serve the technical 
programmes as well as the media and other partners. Regional meetings, such as the fifty-
second and fifty-third sessions of the Regional Committee held in Harare and Johannesburg, 
respectively, got extensive coverage in the international media and served as platforms for 
placing health issues on the agenda of governments and the media.   
 
32. Regarding partnerships and resource mobilization, capacity building was emphasized for 
WHO staff, nationals and other partners. Over 70 high ranking officials and their partners were 
trained in external aid negotiation; the Regional Office guide, “Format for project documents”, 
aimed at assisting countries and technical units to prepare convincing and marketable project 
proposals, was updated and revised; the Extra Budgetary Monitoring System was reactivated; 
joint agreements were signed with major partners; collaboration with nongovernmental 
organizations at regional level was reviewed and analysed, and a new policy for WHO relations 
with NGOs was formulated; support totalling approximately US$ 26 500 000 was received by 
divisions and country offices through project proposals developed. 
  
33. During the 2004-2005 biennium, the Regional Office will increase support for 
implementing the Country Focus Initiative, strengthening internal information capacities and 
improving collaboration with other partners to achieve better health for Africa. 
 
Evidence for Health Policy (GPE) 
 
34. The challenge in Evidence for Health Policy is to ensure that policy-makers have access 
to the best evidence and tools as well as the capability to use them to enhance the performance 
of health systems. The WHO Regional Office for Africa continues to strengthen the capacity of 



 

 7

national health and country office teams for generating and utilizing epidemiological and 
economic evidence for the improvement of health system performance.  
 
35. During the 2002-2003 biennium, 100 senior officers in public health and planning from 
43 Member States were trained in various aspects of health economics. Four countries (Angola, 
Ghana, Namibia, Sierra Leone) received financial or technical support for undertaking analyses 
of hospital and health centre efficiency. 
 
36. The Regional Office organized an intercountry workshop for developing research 
proposals for costing Making Pregnancy Safer interventions in two countries (Ghana, Nigeria) 
and School Health Programmes in four countries (Gambia, Namibia, Swaziland, Uganda). The 
Making Pregnancy Safer studies are ongoing and school health research will be undertaken in 
2004. Clinical coders in Mauritius were trained in ICD-10 classification. In Guinea and Equatorial 
Guinea, workshops were held on data analysis and management.  
 
37. A paper entitled “Macroeconomics and health: The way forward in the African Region” 
and its resolution were discussed and adopted at the fifty-third session of the Regional 
Committee. A study was done on the cost of mental and behavioural disorders, and the results 
were disseminated. A paper on the pharmacoeconomics of traditional medicines was published 
in the African Health Monitor. 
 
38. A technical document entitled “Development of a health management information 
system in the WHO African Region” was developed and distributed as a comprehensive 
framework to guide information management in the Region; its implementation is ongoing. In 
order to reinforce the dissemination of evidence, the African Journal of Public Health was fully 
conceptualized, and the editorial team and committee were constituted. A brochure entitled 
“Health situation in the WHO African Region: Basic indicators” was finalized and disseminated. 
In addition, website guidelines were developed and disseminated.  
 
39. Various lessons were learned, including the need to train health economics trainers and 
the need to increasingly undertake joint research and dissemination with planners and 
economists in ministries of health and WHO country offices. There is a need to accelerate 
implementation of the Health Management Information System (HMIS) and to generate and use 
evidence in decision-making. Efforts to strengthen HMIS capacity at country level should 
continue. 
 
40. During the 2004-2005 biennium, training activities will include teaching health economics 
methods to university economists and training national staff in how to measure burden of 
disease, implement HMIS and use ICD-10 classification for reporting vital statistics. Research 
studies will focus on school health, the economic viability of prepaid health financing 
mechanisms, the efficiency of health facilities, and globalization and health. A regional 
integrated database will be created, enhancing the functions of the Regional Office website and 
facilitating the creation of country websites. 
 
Governing Bodies (GBS) 
 
41. Given the growing interest of ministries of health and their delegations in identifying the 
priority health problems in the Region, in reviewing the strategies proposed by headquarters 
and in issues related to health financing, efforts were made to ensure effective participation of 
African delegates in meetings of the governing bodies.  To that end, all the available channels of 
communication and information were used including cooperation with partners. 
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42. The Regional Office improved the mechanism for communication and transmission of all 
correspondence to Member States, with the result that delegates now receive their documents 
in time and can make better preparations for meetings. In general, the participation of delegates 
in the deliberations of both the Executive Board and the World Health Assembly has improved. 
 
43. During the next biennium, the Regional Office will intensify and diversify its support to 
delegates of countries in the African Region to enable them to participate more effectively in 
WHO work and development, and thereby ensure that the entire Region benefits fully from the 
contributions of the 46 Member States.  Countries will continue to be mobilized in various ways 
to ensure that this end is effectively achieved. 

 
Budget and Management Reform (BMR) 
 
44. The World Health Organization management reforms have been guided by the principle 
of “One WHO”, the adoption of a corporate strategy and the implementation of results-based 
management. Despite substantial progress in the implementation of WHO managerial reforms 
within the African Region, there are still major challenges. Problems in formulating planning 
elements and the logical link between results still remain. Division and country workplans reveal 
that managers found it difficult to shift from resources-based to results-based planning and 
budgeting, and to master the logical approach concepts.  
 
45. Building on the strategic orientations of the Corporate Strategy and the Programme 
Budgets, the Budget and Management Reform 2002-2003 workplan consolidated the reform 
gains and dealt with existing and emerging challenges. Considerable attention was given to 
improvement of the overall understanding of the Corporate Strategy, results-based 
management and other reforms. At the same time, capacity building in the Regional Office and 
country offices included the use of the Activity Management System as a managerial tool for 
planning, monitoring and reporting. 
 
46. During the period under review, guidelines for planning, monitoring and evaluation were 
prepared and disseminated throughout the Region. These tools allowed a common 
understanding of the process and resulted in detailed 2004-2005 workplans and 
comprehensible semi-annual, mid-term and biennial reports. Furthermore, the evaluation 
component was fully integrated in the managerial process. Thematic and country evaluations 
were undertaken, and the report on the Regional Office thematic evaluation of training activities 
in technical divisions and countries was finalized. The support given to the Regional Office and 
country offices substantially improved the quality of the 2004-2005 workplans. 
 
47. The Programme Planning and Evaluation unit strengthened capacity in programme 
management in countries. The Activity Management System (AMS) was installed and made 
fully functional in 35 country offices so that country teams (staff of WHO country offices and 
ministries of health) and data managers were able to use AMS for programme management. 
Administrative officers were trained in programme management and decentralization of stickers. 
In collaboration with the planning, monitoring and evaluation unit of headquarters, training 
materials in the Logical Framework Approach were adapted, and six WHO representatives and 
regional advisers were trained. The unit consolidated country and divisional semi-annual, mid-
term and biennial reports for discussion during Regional Programme Meetings and the Regional 
Director’s reports for sessions of the Regional Committee.  
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48. Strengthening staff capacity greatly improved programme management within the 
African Region. However, the effort needs to be sustained and intensified in order to consolidate 
the gains of managerial reform and make an impact. It is necessary to upgrade informatics and 
communication systems in countries to minimum levels in order to facilitate the work of the 
country teams and improve the communication between countries and the Regional Office. It is 
also necessary to increase resources for Programme Planning and Evaluation to adequately 
support the technical divisions and countries in the process of WHO management reforms. 
 
49. The culture of results-based management, buttressed by consistent and uniform 
processes for planning, implementation, monitoring and reporting remains a major challenge of 
programme management in WHO. Furthermore, the Country Cooperation Strategies prepared 
in the Country Focus Initiative need to be integrated into strategic and operational plans at 
country level, a task that is not only difficult but also new to WHO. 
 
50. The implementation of the Programme Budget 2004-2005 should build on progress and 
experience acquired in the last two biennia to further improve programme management 
practices in the Region. Focus will be on staff capacity building in programme management, 
including the use of management information systems such as AMS. Tools such as reference 
materials and a handbook will be developed and used as a briefing package. 
 
Research Policy and Promotion  (RPC) 
51. The main challenges in Research Policy and Promotion were weak institutional capacity 
for health research at country level, lack of well-articulated national health research policies and 
priorities in Member States, and inadequate use of research results in policy formulation and 
programme development. At the same time, WHO continued to promote the role of research in 
programme development and decision-making by coordinating research activities, supporting 
Member States to develop health research policies and strategies, and utilizing research 
findings in decision-making. 

 
52. The Research Policy and Coordination area of work coordinated divisional research 
activities by linking the regional strategic health research plan to research in disease control, 
reproductive health and health systems. The coordination took place through meetings of 
divisional research focal persons and the Research Development Committee. A meeting of the 
African Advisory Committee for Health Research and Development (AACHRD) was held to 
emphasize and strengthen its guidance role in the African Region. The Regional Office 
continued to develop partnerships with WHO collaborating centres (WCCs) in the Region. 
 
53. Major achievements were as follows: operational guidelines for establishing bioethics 
committees were distributed to countries; facilitation of the designation and redesignation of 
WCCs continued through the Research Development Committee; the list of WCCs and their 
managerial guidelines were updated; dialogue was initiated with the European and Developing 
Countries Clinical Trials Partnership; a data collection instrument entitled “A survey of health 
research capacity in countries” was developed and sent to countries for completion and use in 
planning research support to them. 
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54. Orientations for the 2004-2005 biennium are to develop generic guidelines for countries 
to use in formulating national health research policies and strategic plans; provide support for 
establishing or strengthening national health research coordination and networking 
mechanisms; support the establishment or strengthening of bioethics and scientific review 
committees; and train national health research focal points in research methodology and 
dissemination. It is necessary to include the WCCs and the AACHRD in these orientations. 

 
Health Information Management and Dissemination  (IMD) 
 
55. Reliable and timely information is vital in the development, production and distribution of 
all goods and services. In the health sector, information enriches and guides health workers, 
policy-makers, researchers and the general public. It is a major tool in health promotion, and in 
disease prevention and control. Unfortunately, good, reliable and up-to-date information is not 
easily accessible, even when it exists. Obstacles to accessibility include poor communication, 
cost and the nature of the information to be conveyed. The Health Information Management and 
Dissemination area of work is responsible for editing, translating, printing, disseminating and 
conserving all documentation produced in the Regional Office. The WHO responsibility remains 
the provision of timely evidence-based health and biomedical information for use by Member 
States, partners, staff and the general public. 
 
56. During the period under review, all documents for the fifty-second and fifty-third sessions 
of the Regional Committee were edited, translated, published and sent to Member States in the 
three working languages of the Region. Simultaneous interpretation was provided for all 
meetings organized in the Region until December 2002. 
 
57. Health Information Management and Dissemination was equipped in an attempt to 
upgrade information production in the Regional Office. At the same time, training manuals, 
handbooks, guidelines and modules were published or are in the process of being published in 
order to assist programme implementation. A total of 506 publication projects were implemented 
in country offices. In order to stimulate research, improve the quality of health journals in Africa 
and increase their visibility, the unit participated in the efforts of the Special Programme for 
Research and Training in Tropical Diseases (headquarters) to  launch the Forum for African 
Medical Editors.  
 
58. The Regional Office Library was reopened and renovated. It acquired BiblioMaker and a 
server to facilitate access to its database. To keep staff and users informed of developments 
and research findings in medicine and health, the library launched a monthly awareness bulletin 
called InfoDigest. To promote the Blue Trunk Libraries, 238 managers from nine countries were 
trained.  
 
59. The lesson to be learned from all this is that information circulation is hampered when 
there is an insufficient financial resource base to support it. Future orientations, therefore, 
require an activities budget for all biennia. Budget allocations would allow production equipment 
in the Regional Office to be updated, the critical problem of staff shortages to be addressed, 
information activities in the countries to be emphasized and African Index Medicus activities to 
be resumed. 
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HEALTH SYSTEMS AND SERVICES DEVELOPMENT 
 
60. Strengthening health systems to deliver quality health services, especially to the poor 
and the disadvantaged remains a priority in the African Region. Countries need to develop and 
update health policies and strategies aimed at improving access to essential health services, 
including access to essential drugs, safe blood and appropriate use of health technologies 
required for treating priority diseases and medical conditions. Inadequate financial and human 
resources for health are the current challenges. 
 
61. To respond to these challenges, support was provided to countries to reform and 
strengthen their health systems. Particular attention was given to district or local health systems 
with a view to improving performance within the context of Health-for-All Policy for the 21st 
Century in the African Region:  Agenda 2020. In addition, efforts were made to support research 
projects that foster collaboration between traditional and conventional medicine. The Division of 
Health Systems and Services Development includes three areas of work: Organization of Health 
Services; Essential Drugs and Medicines Policy; and Blood Safety and Clinical Technology.  
 

Organization of Health Services (OSD) 
 
62. Activities were undertaken to support countries in strengthening their health system 
functions. These functions include provision of care, fair financing, stewardship and resource 
generation to ensure equitable access to quality services which are acceptable and affordable. 
 
63. With the support provided, ten countries2 reviewed their national health policies and 
strategic plans. Cameroon evaluated the cost recovery policy, and Ghana and Kenya developed 
health insurance schemes. Sixteen countries3 assessed the operationality of their district health 
systems and undertook programmes to develop the district minimum package and build district 
health management capacity. Botswana undertook a primary health care review. A total of 194 
technical officials from 46 countries and 60 policy-makers from 27 countries trained in national 
health accounts (NHA), and eight countries4 implemented NHA. Eritrea, Mauritania, Mauritius, 
Seychelles and others computerized their hospital record systems and extended their use to 
district hospitals; 14 countries5 strengthened their health information systems. 
 
 
 
 
 
 
 
 
 
 
 
 
                                                 
2 Botswana, Burkina Faso, Cape Verde, Comoros, Republic of Congo, Equatorial Guinea, Ethiopia, Guinea, Mali, Togo. 
3  Benin, Botswana, Burkina Faso, Cameroon, Chad, Republic of Congo, Côte d’Ivoire, Gambia, Lesotho, Madagascar, Niger, 
Seychelles, Sierra Leone, Swaziland, Tanzania, Zambia.  
4 Gambia, Kenya, Mauritius, Namibia, Nigeria, Swaziland, Togo, Uganda. 
5 Burkina Faso, Cameroon, Democratic Republic of Congo, Eritrea, Gabon, Gambia, Kenya, Madagascar, Mali, Mauritania, 
Namibia, Sao Tome and Principe, Swaziland, Togo. 
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Health information staff at work in a district hospital, Zoba Makel, Eritrea 
 
64. Support for national advocacy on health research policy was provided to Malawi. 
Swaziland conducted a situation analysis for the health research profile, and Niger developed a 
research development plan. In collaboration with headquarters, the World Health Survey was 
carried out in 18 Member States.6 Five countries (Eritrea, Ethiopia, Tanzania, Uganda, Zambia) 
developed and started implementation of their plans of action under a three-year project for 
strengthening district health systems to address priority health problems; the project is funded 
by the Norwegian Agency for International Development. 
 
65. A primary health care (PHC) policy review for the African Region was carried out. Its 
main finding was that the health sector has witnessed deteriorating health trends and increasing 
health challenges despite the political will in favour of PHC. Other conclusions were that PHC 
was taken as a vertical programme rather than a strategy; implementation was mainly in terms 
of structures; and progress was hampered greatly by poor economic performance and shortage 
of human resources. The international PHC meeting in Madrid, Spain, at the end of 2003 
reaffirmed the relevance of PHC as an approach that should be adapted to specific situations 
and used by countries for health development. 
 
66. Health Systems Research (HSR) was evaluated for the period 1987–2002 and a major 
finding was that health research is now seen as a method for decision-making based on 
information generation. Consequently HSR methodology has been institutionalized as part of 
research training in some colleges. Other findings were that some health workers acquired more 
research skills; some structures and mechanisms were established within the health sectors of 
participating countries; and HSR provided a forum for networking, exchange of experiences and 
technical cooperation. 
 

                                                 
6 Burkina Faso, Chad, Comoros, Republic of Congo, Cote d’Ivoire, Ethiopia, Ghana, Kenya, Malawi, Mali, Mauritania, Mauritius, 
Namibia, Senegal, South Africa, Swaziland, Zambia, Zimbabwe. 
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67. Twenty-six countries7 are at different stages in the development of their policies and 
plans for human resources for health (HRH). This compares favourably to the 15 countries of 
the previous biennium. In addition, 33 managers from 30 countries were trained in HRH 
management, and 23 HRH experts were oriented and are providing support to countries. 
Regional training institutions and WHO collaborating centres were strengthened. New 
partnerships were forged with the International Organization for Migration, the African Union and 
the Rockefeller Foundation on brain drain of health workers and continuous advocacy for HRH. 
The migration study conducted in six countries8 and the migration survey carried out in 40 
countries showed that increased migration of skilled health workers was adversely affecting 
access, quality, effectiveness and equity of health care. The situation varied from one country to 
another but was usually linked to economic decline. 

 
68. The main finding of the evaluation of the fellowships programme was that an increased 
proportion of the WHO fellowships have been awarded to the African Region. Other findings 
were that the majority of fellowships were for studies in public health, and that technical units 
increased their training sessions in district programme implementation.  There is still a need to 
strengthen data collection and processing for better monitoring and management of WHO-
supported training. A total of 544 fellowships was awarded during the biennium, comparing 
favourably with previous biennia (see Figure 1). 
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Figure 1: Biennial fellowships awarded, 1990-1991 to 2002-2003

Total fellowships awarded Fellowships to the African Region

 
 
Essential Drugs and Medicines Policy (EDM) 

 
69. Activities in Essential Medicines were undertaken to enable countries to provide 
equitable access to good quality, safe, effective and affordable essential medicines for priority 
diseases. Emphasis was on ensuring rational use of medicines, including traditional medicines, 
and particularly for disadvantaged populations. 
 
 
 
                                                 
7 Botswana, Burkina Faso, Cameroon, Central African Republic, Chad, Côte d'Ivoire, Equatorial Guinea, Eritrea, Ethiopia, Gambia, 
Ghana, Guinea, Malawi, Mali, Mauritania, Mauritius, Mozambique, Namibia, Niger, Nigeria, Rwanda, Senegal, South Africa, 
Swaziland, Tanzania, Zimbabwe. 
8 Cameroon, Ghana, Senegal, South Africa, Uganda, Zimbabwe. 



 

 14

70. Technical assistance was provided at country level to facilitate implementation of 
national medicines policies. National professional officers were recruited in 11 countries, and 
similar staff were recruited at regional level to provide adequate technical backup to countries. 
Guidelines for the formulation, implementation, monitoring and evaluation of national medicines 
policies were published and disseminated. Burundi, Botswana, Cape Verde, Lesotho and 
Rwanda finalized their national medicines policies. 
 
71. Pharmaceutical sectors in nine countries9 were assessed. In a four-country study, data 
were obtained from patient exit interviews at public health facilities. Patient knowledge on 
correct use of medicines was about 80% in all four countries; however, labelling of drugs was 
not satisfactory (see Figure 2). Thus, more training is needed on improving labelling practices, 
especially on correct dosage and duration of treatment. Pharmacy services personnel from 
Burkina Faso, Chad, Mali, Rwanda and Senegal were trained in rational use of medicines. 
 

Figure 2: Survey on drug labelling and patient
knowledge of medicines
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72. A sensitization workshop on Trade-Related Aspects of Intellectual Property Rights 
(TRIPs) was organized for policy-makers to enable them to incorporate TRIPs safeguards into 
public health legislation on pharmaceuticals. A regional workshop on strengthening national 
medicines supply systems was also organized. Equatorial Guinea and Mauritania were 
supported to review and strengthen their medicines supply systems. Technical support was 
provided to Cameroon and Ghana to review their general medicines supply and distribution 
systems; in an effort to scale up antiretroviral therapy, available antiretroviral drugs were also 
reviewed. The third edition of the AFRO Essential Medicines Price Indicator was published. 
 
73. To help countries improve quality of medicines, guidelines for inspection of distribution 
channels were developed and field-tested in eight countries, and they are now used in some 
countries. Medicines regulatory inspectors in five countries (Cameroon, Gambia, Lesotho, 
Nigeria, Tanzania) were trained in good inspection practices. An assessment of the capacity of 
drug regulatory authorities was undertaken. The number of countries with comprehensive drug 
regulatory capacity has increased from two to seven; of concern is the fact that almost a third of 
the countries have very limited capacity (see Figure 3). 

                                                 
9 Chad, Ethiopia, Ghana, Kenya, Mali, Nigeria, Senegal, Tanzania, Uganda. 
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74. WHO software for drug registration (SIAMED) was installed and made operational in 
Chad, Ethiopia and Nigeria. Technical support was provided to Ethiopia, Mali, Senegal and 
Tanzania to review and strengthen their national medicines regulatory authorities. A pilot study 
on quality screening of chloroquine and sulfadoxine/pyrimethamine was conducted, and the 
results revealed deficiencies in their active ingredient and dissolution profiles. 
 
75. Research tools for evaluating the quality, safety and efficacy of traditional medicines; a 
training manual on traditional medicine for conventional health practitioners; and a manual on 
primary health care for traditional health practitioners were developed. Various studies were 
undertaken to determine the usefulness of traditional medicines for management of malaria 
(Burkina Faso, Ethiopia, Ghana, Kenya, Nigeria, Uganda), sickle-cell anaemia (Benin, Burkina 
Faso, Nigeria), diabetes (Ghana) and HIV/AIDS (Burkina Faso, Nigeria, South Africa, 
Zimbabwe). Work is underway to make these medicines widely available in countries. The first 
African Traditional Medicine Day was launched on 31 August 2003 with the theme “Traditional 
medicine: Our culture, our future,” and the logo was launched in October. Technical support was 
provided to 13 countries10 on various aspects of their traditional medicine programmes. 

 

 
The African traditional medicine logo 

 
 

                                                 
10 Burkina, Democratic Republic of Congo, Ghana, Guinea, Kenya, Malawi, Mali, Mauritania, Nigeria, Sao Tomé and Principe, 
Tanzania, Uganda, Zimbabwe. 
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Blood Safety and Clinical Technology (BCT) 
 
76. Activities in Blood Safety and Clinical Technology were undertaken to support countries 
to improve the quality of care in health care settings, safety of all technology used in clinical 
medicine and provision of safe blood to patients. To improve quality in blood transfusion 
services, nine countries11 organized sensitization campaigns on voluntary blood donation and 
increased the number of voluntary non-remunerated blood donors (Figure 4). The total number 
of units of blood collected in the African Region per year (2.08 million) is still very low compared 
to the estimated annual need of 15 million units. 
 

  Figure 4:  Voluntary non-remunerated blood 
 donors in the WHO African Region
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77. Two quality management training courses were held at the national blood transfusion 
centres in Côte d’Ivoire and Zimbabwe, and 37 quality managers were trained. As a result of 
that training, 14 countries12 implemented or strengthened their quality management 
programmes. In addition, Ghana, Guinea and Mauritius formulated national guidelines on 
clinical use of blood. Equipment and reagents for screening blood were also procured to support 
blood transfusions in 23 countries. As a result of these activities, screening for HIV and other 
transfusion-transmitted infections was improved in the Region compared to 1999 (see Figure 5).  
 

Figure 5:  Blood screening in the WHO African Region
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11 Central African Republic, Côte d’Ivoire, Eritrea, Ghana, Guinea, Mauritius, Mozambique, Rwanda, Swaziland. 
12 Algeria, Benin, Burkina Faso, Cameroon, Côte d’Ivoire, Democratic Republic of Congo, Eritrea, Gambia, Guinea, Kenya, Mali, 
Mozambique, Rwanda, Swaziland. 
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78. A minimum package for laboratory services at district level was defined and is being 
promoted. A health laboratory assessment tool was developed and field-tested in Zambia; it is 
now available for use by countries. Togo started a national laboratory policy and a quality 
assurance programme for diagnostic imaging services. 
 

PREVENTION AND CONTROL OF COMMUNICABLE DISEASES 

 
Communicable Disease Surveillance (CSR) 

 
79. The key issues addressed in Communicable Disease Surveillance were the limited 
country capacity for epidemic response, the multiplicity of disease-specific surveillance systems 
which result in duplication of efforts and increased workload for health workers, the marginal 
involvement of laboratories in disease surveillance, and the limited human resources capacity 
for effective surveillance of priority communicable diseases.  
 
80. WHO supported the implementation of integrated disease surveillance and response 
(IDSR) by helping countries prepare national disease surveillance guidelines, train relevant 
health personnel, strengthen national public health laboratories and improve response to 
epidemics. The regional capacity for epidemic response was strengthened in the 2002-2003 
biennium. The regional teams are now fielded for technical support within 48 hours of request. 
Teams provided technical support for influenza epidemic in Madagascar; yellow fever in Guinea 
and Senegal; Ebola viral haemorrhagic fever in the Republic of Congo; Crimea-Congo fever in 
Mauritania; meningitis in Burkina Faso and Burundi; malaria in Ethiopia, Burundi and Kenya; 
and cholera in several countries. The outbreak of severe acute respiratory syndrome (SARS) 
was closely monitored. 
 
81. In the Region, 42 countries implemented integrated disease surveillance and response, 
and 12 countries trained at least 60% of their district health staff in disease surveillance. A 
review conducted in Burkina Faso, Ghana, Ethiopia, Mali and Uganda revealed a threefold 
increase in timeliness and completeness of disease reporting, and an improvement in detection 
of disease outbreaks. A multi-disease surveillance centre was established in Ouagadougou to 
maintain onchocerciasis surveillance and contribute to general disease surveillance in the 
Region. 
 
82. Technical support in the form of staff training and provision of laboratory reagents and 
standard operating procedures was provided to nine countries13 to enhance the surveillance of 
meningitis. This helped demonstrate the significant role of Neisseria meningitidis W135 as an 
emerging cause of epidemics, prompting changes in control strategies. 
 
83. Communication facilities were provided to all national bacteriology reference laboratories 
in the Region. This contributed to the establishment of five subregional laboratory networks. A 
quality assurance and quality control programme was established to serve 29 bacteriology 
laboratories.  
 
84. Electronic surveillance data entry, analysis and reporting tools were made available, and 
the capacity of data managers was strengthened at all levels. Regional Office surveillance 
feedback bulletins were published regularly, including a weekly report on epidemic-prone 

                                                 
13  Benin, Burkina Faso, Chad, Ethiopia, Ghana, Mali, Niger, Nigeria, Togo. 
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diseases and the monthly Communicable disease epidemiological report. This information is 
also posted on the Regional Office website. 
 
85. For the 2004-2005 biennium, focus will be maintained on training health staff involved in 
integrated disease surveillance and response, strengthening laboratories and improving the use 
of surveillance information. Involving key stakeholders, programme managers, health 
development partners and district level workers at the early stages of IDSR implementation 
enhances ownership. 
 
Communicable Disease Prevention, Eradication and Control (CPC) 
 
86. Communicable diseases remain some of the worst threats to the socioeconomic 
development of African countries. The target diseases account for a significant proportion of the 
burden and mainly affect the poorest of the poor. Many of the target diseases are vector-borne. 
The target diseases in Communicable Disease Prevention, Eradication and Control were guinea 
worm (to be eradicated); leprosy, onchocerciasis and lymphatic filariasis (to be eliminated); and 
schistosomiasis, trypanosomiasis, leishmaniasis, intestinal parasitosis, Buruli ulcer and vectors 
(to be controlled).  
 
87. The challenges addressed during the 2002-2003 biennium were (i) the acceleration of 
guinea worm eradication and leprosy elimination activities in order to reach set goals; (ii) 
implementation of the revival of control activities against human African trypanosomiasis in 
specific countries; (iii) the scaling up of lymphatic filariasis elimination activities in the context of 
limited resources; (iv) the initiation of control of schistosomiasis and soil-transmitted helminths in 
at least four affected countries despite the low profile of these programmes; and (v) 
implementation of integrated vector control activities as an important part of communicable 
diseases control. 
 
88. With Regional Office support, high burden leprosy-endemic countries carried out 
intensified control activities while guinea worm-endemic countries implemented intensified 
surveillance, including cross-border strategies and effective case containment. Strategies for 
mass drug administration and for mapping lymphatic filariasis distribution were implemented. 
School deworming programmes were initiated, and countries where human African 
trypanosomiasis is endemic revived early case detection and treatment. With regard to vector 
control, countries introduced the integrated vector management strategy by scaling up the use 
of insecticide-treated nets and implementing mass mosquito net impregnation campaigns.  
 
 
 

Figure  6 : Num ber of gu inea w orm  cases notified  in  the  Afr ican Region

24

0

22

9

25

40

162

770

171

537

6108

1255

29

36

55

94

172

228

417

718

1032

1354

4739

5355

E th iop ia

C entral African  R ep u b lic

U gan da

M auritan ia

B en in

C o te  d 'Ivo ire

N iger

M ali

B u rk in a  F aso

T og o

Gh ana

N ig eria

Jan -S ep t 2001
Jan -S ep t 2003



 

 19

89. Guinea worm: The total number of guinea worm cases in the African Region dropped 
from 14 243 in 2001 to 9 031 in 2003, a 36% reduction. Half of the endemic countries 
(totalling12 in 2001) reported less than 50 cases in 2003 (see Figure 6). Zero incidence of 
indigenous cases was maintained in Cameroon, Chad, Kenya and Senegal. Central African 
Republic reported zero incidence in 2003, and ten countries prepared requests for certification 
of eradication and submitted them to the International Commission on the Certification of 
Eradication of Dracunculiasis (Session of March 2004). 
 
90. Leprosy: An intensified plan to eliminate leprosy was implemented during the 2002-
2003 biennium. Through the partnership between WHO and Novartis, all countries were given 
leprosy drugs free-of-charge and were thus able to treat all patients needing the drugs. During 
the biennium, the number of countries reaching the elimination goal rose from 32 to 37. Among 
them are Niger (0.96/10 000) and the Democratic Republic of Congo (0.94/10 000), formerly 
high endemic countries. Leprosy registers were updated in all endemic countries, and the result 
was that 60% of reported cases were cleared. The leprosy prevalence rate in the African Region 
dropped from one case per 10 000 inhabitants in 2001 to 0.85 case per 10 000 inhabitants 
during the 2002-2003 biennium. 
 
91. Lymphatic filariasis: During the biennium, nine countries conducted mapping exercises 
to identify areas needing mass drug administration campaigns. In 2002, a total of 9 596 118 
people were treated against a set target of 16.1 million people (60% of the target), and 
therapeutic coverage was 74.65%. In 2003, a total of 17 071 155 people were treated against a 
target of 21.6 million people (79% of the target), and therapeutic coverage was 70.30%. The 
therapeutic coverages achieved were higher than the minimum 65% set by the global 
programme, and the performance with regard to target populations also improved during the 
biennium. 
 
92. Onchocerciasis: The Onchocerciasis Control Programme in West Africa successfully 
achieved its objectives and was closed on 31 December 2002. 
 
93. Schistosomiasis and soil-transmitted helminths: Control of schistosomiasis and soil-
transmitted helminths was implemented in 18 priority districts in Uganda during the biennium. 
Countrywide administration of albendazole (for deworming) among school children was 
conducted as an activity linked to the measles vaccination campaign in Uganda in 2003. 
Technical assistance was provided to commence similar interventions in Tanzania and Zambia 
during the next biennium. 
 
94. Human African trypanosomiasis: During the biennium, technical support was provided 
to 19 endemic Member countries to prepare situation analyses, short-term plans of action and 
small project proposals for case detection and treatment in 2003. The result was better 
knowledge of the extent of the human African trypanosomiasis burden in the African Region. 
Also, 18 countries initiated or improved case detection and treatment in endemic areas (see 
Figure 7 for the countries supported in 2003). 
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Figure 7: Trypanosomiasis control programme to scale up case detection 
 

 
 
95. Vector control: Two regional training courses on integrated vector management (IVM) 
were conducted in 2002 and 2003. A total of 31 entomologists and environmental health officers 
from 19 countries were trained and are currently contributing at country level to the revival of 
vector control activities. Six countries implemented activities to reduce reliance on 
dichlorodiphenyltrichloroethane (DDT) and are contributing to malaria control through IVM. 
Seven countries implemented mass mosquito net impregnation campaigns in selected districts. 
In these districts, the proportion of adequately impregnated mosquito nets increased from 
around 5% at the beginning of the biennium to more than 90% in 2003. As a result, in the 
districts targeted, the proportion of children under five years and pregnant women sleeping 
under ITNs increased from around 10% in 2001 to more than 80% in 2003.  

 
96. Lessons learned from the implementation of activities in the biennium are: 
 

(a) Effective social mobilization strategies coupled with political commitment at high level 
are critical to attaining the desired treatment and geographical coverages; 

(b) Integration of new programme activities with those of well-established programmes 
(i.e. Expanded Programme on Immunization) could serve as a vehicle to boost the 
new programmes; 

(c) Compensation for drug distributors at community level is a key for short-term 
success, but it remains a challenge for sustainability in the long term. 

 
97. The focus for the 2004-2005 biennium will be on more knowledge of the distribution of 
target diseases for better planning of control interventions. Guinea worm eradication and 
leprosy elimination will be accelerated. More partners and resources will be mobilized for the 
implementation of programmes, and advocacy towards decision-makers and social mobilization 
for awareness raising will be intensified to raise the profile of target programmes. 
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Human Immunodeficiency Virus and Acquired Immunodeficiency 
Syndrome (HIV) 

 
98. The continuing rise in HIV prevalence and the high rates of AIDS-related mortality were 
the main issues facing Member States in their response to the epidemic in the Region. Over 5 
million persons died of AIDS in sub-Saharan Africa during the 2002-2003 biennium. Access to 
life-extending treatment remained low, with only an estimated 100 000 of the 4 million in need 
having access to antiretroviral therapy (ART). Member States were constrained by inadequate 
financial resources, weak health systems and inappropriate programme delivery. 
 
99. The key challenges that were faced were (i) ensuring that national AIDS control 
programmes provided leadership for the health sector response and at the same time mobilized 
and supported responses from other sectors; (ii) converting existing vertical national AIDS 
programmes into sustainable and integrated programmes; (iii) increasing the geographic 
coverage of programmes that implement evidence-based and cost-effective interventions within 
the context of insufficient international and national resources; (iv) increasing access to ART 
while antiretroviral medicines remained unaffordable in most countries; and (v) strengthening 
human capacity within the health sector for effective implementation of the essential health 
package for HIV/AIDS. 
 
100. WHO provided support to countries to deliver effective health sector responses to 
HIV/AIDS. The emphasis was on strengthening government stewardship roles, planning and 
managerial capacity, and health finances. Health sector responses were based on HIV/AIDS 
Strategy in the African Region: A framework for implementation, as well as the Global Health 
Sector Strategy for HIV/AIDS. The delivery of an essential health package for prevention, 
treatment and care, including the provision of antiretrovirals, and integration of appropriate 
programmes was emphasized in order to expand the scope of programmes. Guidelines on key 
interventions were developed or updated and disseminated to Member States. Countries were 
supported in the adaptation and use of these tools. 
 
101. An expanded network of regional experts was deployed to provide technical support to 
countries. Partnerships with major stakeholders and consensus-building on technical strategies 
were pursued through the establishment of regional interagency working groups on key 
intervention areas. With WHO technical support, countries mobilized resources in collaboration 
with the Global Fund to Fight AIDS, Tuberculosis and Malaria (GFATM). WHO launched an 
initiative to have 3 million people receive ART by the end of 2005; the target for the African 
Region is 2 million. 
 
102. There were major achievements during the 2002-2003 biennium. With WHO support, 16 
countries developed health sector plans in order to improve management and coordination of 
the health system response to HIV/AIDS, and ten countries developed national plans for HIV 
laboratory services. 
 
103. Through Italian government initiatives and the Organization of Petroleum-Exporting 
Countries (OPEC) Fund, 16 countries increased the capacity of selected districts to deliver an 
essential health package. These initiatives built district management capacity which benefited 
communities and provided models for delivering services in voluntary counselling and testing, 
prevention of mother-to-child transmission, treatment of sexually transmitted infections, 
management of HIV/AIDS cases and community-based care.  In addition, with WHO support, 12 
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countries improved the quality of home-based care through the provision of kits of basic 
medicines and supplies. 
 
104. Five countries strengthened their behavioral sentinel surveillance systems, and 27 
countries strengthened their HIV/AIDS surveillance systems. A regional HIV surveillance report, 
“HIV/AIDS epidemiological surveillance update for the WHO African Region 2002,” was 
produced and disseminated. The capacity for producing HIV/AIDS estimates and projections 
was increased in all countries in collaboration with the Joint United Nations Programme on 
HIV/AIDS (UNAIDS) and the Centers for Disease Control and Prevention Global AIDS Program 
(CDC/GAP). Also, 30 countries mobilized funding from the Global Fund (GFATM).  
 
105. The WHO successfully launched the Director-General’s 3 by 5 Initiative in the African 
Region. Targets for antiretroviral therapy were set in 24 high-burden countries, and the Regional 
Office conducted missions to six countries to support planning and resource mobilization.  
Monitoring ARV resistance was established in two subregional centres which support countries 
in the refinement of treatment regimens. 
 
106. These achievements were facilitated by the improved capacity in some WHO country 
offices following the recruitment of national programme officers, and the successful 
collaboration between WHO country offices, the Regional Office and headquarters. A network of 
regional experts provided technical support to countries, and there were strong partnerships and 
collaboration with UNAIDS, CDC, the Commonwealth Secretariat and others. 
 
107. The critical lessons learned during the 2002-2003 biennium were that: 
 

(a) Deployment of networks of regional experts to provide technical support, may 
improve capacity, but it also takes a lot of staff time in terms of recruitment, 
supervision and follow-up; 

(b) Improved Regional Office staff presence at country level can foster the expansion 
of activities to district and local levels and facilitate the scaling up of interventions; 

(c) Fostering collaboration with nongovernmental organizations at country level 
enhances WHO ability to support capacity building in the public sector; 

(d) The time used to develop materials needs to be shortened to provide up-to-date 
guidance for countries; 

(e) The implementation of integrated disease surveillance and response in countries 
will lead to improved HIV/AIDS surveillance if accompanied by sustained and 
structured collaboration from the HIV/AIDS programme; 

(f) The focus on high burden countries needs to be balanced by prevention activities 
and control initiatives in less severely affected countries. 

 
108. The focus in the 2002-2003 biennium will be on improving the essential health package 
and monitoring service quality. ART will be the first priority in high burden countries. Emphasis 
will be on building capacity, skills and partnerships with civil society, especially networks of 
people living with HIV/AIDS. Expansion of collaboration with the Global Fund (GFATM) and the 
World Bank Multisectoral AIDS Programme (MAP) will be a key strategy. Documenting and 
disseminating models of rapid incorporation of antiretroviral therapy will be prioritized within The 
3 by 5 Initiative. 
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Tuberculosis (TUB) 
 
109. At the beginning of the 2002-2003 biennium, various challenges were identified to be 
addressed in the Tuberculosis area of work. These include the relatively low profile of 
tuberculosis in most countries; the failure of governments to match stated commitment with 
commensurate allocation of resources; the raging HIV/AIDS epidemic, especially in eastern and 
southern Africa; and failure by health sector reforms in most countries to sufficiently protect the 
technical integrity of TB control programmes. 
 
110. The Regional Office addressed these challenges in several ways. Promotion of support 
to the directly-observed treatment short-course (DOTS) was accelerated in Member States. 
Technical staff provided support during missions to countries and consultants monitored the 
expansion of DOTS. Access was facilitated to the Global TB Drug Facility (GDF) for 
uninterrupted anti-TB drug supply to countries in need. Countries were supported to mobilize 
additional resources from the Global Fund to Fight AIDS, Tuberculosis and Malaria (GFATM). 
With technical support, countries implemented new initiatives for DOTS expansion, e.g. 
community TB care and TB/HIV collaborative activities. Advocacy at both country and 
international levels aimed at fostering partnerships and mobilizing resources for countries. 
 
111. With Regional Office, country and partner support, two additional countries implemented 
the DOTS strategy, bringing the total to 42 (91%) of the 46 countries. Treatment success rates 
rose from 68% at the beginning of 2001 to 72% at the end of 2002; case detection rates rose 
from 44% to 46%. 
 
112. These achievements were facilitated to a large extent by critical actions and inputs. As a 
result of increased advocacy for more government commitment to TB control, 20 (of 34) high TB 
burden countries developed their medium-term strategic plans, thus facilitating the mobilization 
of needed financial resources. A total of 18 countries applied for and received 3-year anti-TB 
drug grants from GDF, and 30 countries applied for financial resources from GFATM. 
Furthermore, all governments in the 34 high TB burden countries have committed some national 
resources to TB control activities. 
 
113. In order to facilitate the acceleration of DOTS expansion in Member States and respond 
to some of the challenges for TB control in the Region, the Regional Office supported countries 
to develop plans to expand DOTS. Thus, 14 countries with high TB/HIV burden developed 
plans, and five of these countries are already implementing their plans for DOTS expansion. 
Eleven countries developed plans for community TB care, and six of these are implementing 
their plans. Eight countries developed plans for involving private heath care providers in DOTS, 
and two of these are implementing their plans. 
 
114. Major lessons were learned while implementing the workplan. Partnership building at 
both country and regional levels facilitated the mobilization of untapped resources for DOTS 
expansion. The availability of anti-TB drugs from GDF facilitated DOTS expansion activities in 
countries by ensuring uninterrupted drug supply. The utilization of a pool of consultants for 
country support facilitated activities in countries. However, the current pool of consultants is 
limited and should be enlarged for more effective future use. 
 
115. The key orientations for the 2004-2005 biennium include sustaining political commitment 
to TB control at international, regional and country levels. Acceleration of DOTS expansion to 
reach the World Health Assembly TB control targets will require new initiatives such as 
community TB care; public-private partnerships (including workplace DOTS); collaborative 



 

 24

TB/HIV activities; maximization of human resource development for DOTS and maximization of 
TB control in The 3 by 5 Initiative. 
 
Immunization and Vaccines Development (IVD) 
 
116. Key issues in the Immunization and Vaccines Development area of work for the 2002-
2003 biennium were to strengthen the delivery of quality immunization services, accelerate 
efforts to achieve polio eradication, achieve measles and yellow fever control, meet neonatal 
tetanus elimination targets, and introduce new vaccines and technologies to national 
immunization programmes in a sustainable manner. 
 
117. With WHO support, Member States strengthened immunization by initiating the Reach 
Every District (RED) approach to enhance country efforts at the district level, applying the 
Global Alliance for Vaccines and Immunization (GAVI) process, building capacity, strengthening 
logistics, and continually monitoring and reviewing. 
 
118. WHO supported the implementation of two key polio eradication strategies: 
supplemental immunization activities (SIAs) and surveillance for acute flaccid paralysis. High 
quality surveillance is critical for documenting transmission, providing data to guide programme 
activities and eventually certifying the eradication of polio. Measles, yellow fever and maternal 
and neonatal tetanus control programmes implemented similar strategies. They conducted SIAs 
to increase population immunity, established surveillance capacity and supported activities to 
strengthen routine immunization. 
 
119. Considerable support was given to polio eradication. Indigenous transmission of wild 
poliovirus is now limited to two endemic countries, Niger and Nigeria, down from four countries 
in 2001. However, there was importation into other countries due to intense transmission in the 
remaining reservoir. Certification level surveillance was achieved in 33 of the 41 mainland 
countries (see Figure 8). The high quality of surveillance in the African Region has led to better 
programme management and more appropriate targets. In addition, all 16 polio network 
laboratories passed WHO accreditation parameters, ensuring timely and accurate detection of 
polioviruses. National certification committees were put in place in all countries, and they 
submitted quality annual progress reports for certification of polio eradication to the African 
Regional Certification Committee. In line with certification processes, 31 countries initiated 
activities for laboratory containment of wild poliovirus. 
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Figure 8: Acute flaccid paralysis surveillance 

2001 2003

Countries with certification standard surveillance
Countries meeting one of two surveillance standards
Countries not meeting surveillance standards
Countries not in the African RegionNo data available for Algeria in 2001

 
 
120. Routine immunization systems were strengthened and achievements made. Routine 
coverage for DPT3 for 2003 was 60% for the African Region compared to 55% in 2001. The 
number of countries with a coverage level of less than 50% dropped from 14 in 2001 to eight in 
2003. The RED approach to increase immunization coverage was initiated and supported to 
complement existing efforts in countries, and 15 countries implemented the approach. As a 
result, Burkina Faso, Cameroon, Mali and Togo showed coverage increases ranging from 6% to 
20% from 2001 to 2003. At the end of 2003, all 34 eligible countries received GAVI support (see 
Figure 9). Of the countries that reached eligibility criteria for introduction of new vaccines (> 
50% DPT3), 74% received support. Six countries integrated the yellow fever vaccine into the 
Expanded Programme on Immunization (EPI) during the 2002-2003 biennium, compared with 
two during the previous biennium.  
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Figure 9: GAVI/Vaccine Funds awards 

GAVI/Vaccine Fund awards 2000-2003
Immunisation Services Support New and under-used vaccines

ISS 2000-2001 ISS 2002-2003 NV 2002-2003NV 2000-2001

YF 2002-2003YF 2000-2001 Outside AFROGAVI/VF ineligible

 
 

121. The EPI managers from all countries in the Region received mid-level management 
training in this biennium. EPI curriculum was updated in 17 health schools, nine medical schools 
and eight nursing schools. In addition, vaccine management assessments conducted in seven 
countries showed significant improvement over previous reviews. The multi-dose vial policy and 
the vaccine vial monitor provided significant financial savings to immunization programmes. 

 
122. Accelerated disease control concentrated on measles and maternal and neonatal 
tetanus. The measles partnership raised over US$ 40 million to support measles SIAs in 21 
countries, reaching over 95 million children during the 2002-2003 biennium. Measles 
vaccination activities averted an estimated 70 848 measles deaths yearly projected to more 
than 212 546 in the three-year target (see Figure 10). A regional strategy for measles control 
was put in place at the end of the previous biennium, and countries introduced the second 
opportunity for measles vaccination in late 2001. In addition, maternal and neonatal tetanus 
elimination was validated in Eritrea and Swaziland; thus, 14 countries have eliminated maternal 
and neonatal tetanus compared to 12 countries in 2001. 
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123. Case-based measles surveillance is in place in 24 countries compared to seven 
countries in 2001; yellow fever surveillance is in place in 14 countries compared to six in 2001; 
and neonatal tetanus surveillance is in place in 25 countries as compared with 13 in 2001. 
Improved surveillance is leading to better implementation of accelerated disease control 
programmes in Member States. 
 
124. One lesson learned is that the infrastructure established through the polio eradication 
initiative is critical for sustaining the gains made in other programmes and for furthering their 
progress. Unfortunately another lesson is that routine immunization coverage has not reached 
the expected levels despite additional resources and new opportunities.   
 
125. The Regional Committee has endorsed an accelerated strategy for immunization for 
2003-2005. During the 2004-2005 biennium, WHO support to countries will focus on the 
accelerated implementation of EPI activities to reach and maintain 80% vaccination coverage in 
80% of districts; interrupt transmission of wild poliovirus in the remaining two endemic countries; 
achieve measles control, neonatal tetanus elimination and yellow fever control targets; and 
accelerate the introduction of new vaccines and appropriate technologies. 

 
Malaria (MAL) 
 
126. Over the past three decades, parasite resistance to affordable antimalarial drugs 
significantly increased. This posed a serious threat to effective treatment and thus mortality 
reduction during the 2002-2003 biennium. In addition, coverage of at-risk groups with preventive 
interventions such as insecticide-treated nets (ITNs) and intermittent preventive treatment for 
pregnant women (IPTp) continued to be very low. Although cost-effective tools for malaria 
control were available, they remained largely inaccessible to the needy due to weak health 
systems and the high costs of such interventions, among other factors. Their effective 
deployment and use remain one of the major challenges for malaria control in the African 
Region.  
 
 
 

Figure 10: Trend and estimated impact of accelerated measles control
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127. In order to address the above-mentioned challenges, WHO gave priority to the provision 
of technical support to countries for the adoption of appropriate antimalarial drug policies; 
development of strategies for increasing access to malaria control interventions at all levels of 
the health system; strengthening capacity for programme management, implementation, 
monitoring and evaluation; operational research; partnership building; advocacy; and resource 
mobilization. 
 
128. During the 2002-2003 biennium, seven countries14 adopted artemisinin-based 
combination therapy policies for the treatment of malaria cases, and four countries (Burundi, 
Eritrea, Tanzania [Zanzibar], Zambia,) are implementing these policies in line with WHO 
recommendations. Fifteen countries15 improved capacity of health workers for malaria case 
management at national and district level by training over 100 health workers. Community-
based interventions significantly improved health delivery systems; these included better 
distribution of antimalarials and ITNs, improved supervision by health workers and more efficient 
referral systems for severe cases. Home management of malaria improved in Benin, Eritrea, 
Ghana, Madagascar and Uganda. 
 
129. In addition, guidelines on the use of combination therapy were developed as well as 
algorithms for malaria case management based on Integrated Management of Childhood 
Illnesses (IMCI). Eight countries16 adopted policies for (IPTp) or initiated the implementation of 
it. Cameroon, Ghana, Madagascar, Niger and Sierra Leone began building consensus towards 
the adoption of IPTp (see Figure 11). Technical and financial support was provided for the 
establishment of two subregional networks (for eastern and southern Africa, and for west Africa) 
for the prevention and control of malaria during pregnancy. Guidelines entitled Malaria 
Prevention and Control during Pregnancy in the African Region were developed to assist 
countries in implementation.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
                                                 
14 Burundi, Eritrea, Gabon, Mozambique, Sao Tome and Principe, Senegal, Tanzania (Zanzibar). 
15 Benin, Burkina Faso, Burundi, Comoros, Republic of Congo, Eritrea, Ghana, Madagascar, Malawi, Mali, Rwanda, Senegal, Sierra 
Leone, Tanzania, Togo. 
16 Burkina Faso, Democratic Republic of Congo, Gabon, Gambia, Mali, Mozambique, Sao Tome and Principe, Senegal. 
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Figure 11: Status of IPTp implementation in the African Region at the end of 2003 

 

Non AFRO 

Building consensus  

Full-scale implementation 

Policy adopted 

Pilot implementation 

 
 

 
130. A total of 137 managers and health workers in 36 malaria-endemic countries17 were 
trained in malaria control (see Figure 12); 45 consultants were oriented in various aspects of 
malaria and are available to support countries in accelerating implementation. In addition, 
capacity for monitoring and evaluating the implementation of malaria control activities was 
strengthened in 13 countries18 through training of over 80 health workers in the establishment 
and management of composite malaria databases. The first edition of “Malaria Country 
Profiles,” intended as a tool for policy-making and decision-making, was published.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
                                                 
17 Algeria, Angola, Benin, Botswana, Burkina Faso, Burundi, Cameroon, Cape Verde, Central African Republic, Chad, Republic of 
Congo, Côte d’Ivoire, Democratic Republic of Congo, Equatorial Guinea, Ethiopia, Gabon, Gambia, Ghana, Guinea Bissau, Kenya, 
Liberia, Madagascar, Mauritania, Namibia, Niger, Nigeria, Rwanda, Senegal, Sierra Leone, South Africa, Swaziland, Tanzania, 
Togo, Uganda, Zambia, Zimbabwe. 
18 Benin, Burkina Faso, Côte d’Ivoire, Ethiopia, Ghana, Guinea, Kenya, Mali, Mozambique, Nigeria, Senegal, Togo, Uganda. 



 

 30

Figure 12: Distribution of health workers trained in malaria control, 2002-2003 
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131. Africa Malaria Day was successfully commemorated globally by all endemic countries 
and key partners, and a report on the 2003 commemorations was published. The first edition of 
The Africa Malaria Report was published jointly with UNICEF and launched on 25 April 2003. 
Two meetings were held with active participation of multiple partners, countries and members of 
the joint malaria and IMCI taskforces.  
 
132. With WHO support, countries mobilized additional resources for malaria control, and by 
the close of the biennium, 31 countries19 had their proposals approved by the Global Fund to 
Fight AIDS, Tuberculosis and Malaria for a total amount of US$ 362 834 655 for the first two 
years.  
 
133. A number of critical lessons were learned during the 2002-2003 biennium. Focusing on 
country needs, demands and leadership capacity is of utmost importance. It is crucial to take 
advantage of complementarity and synergies offered by sector-wide approaches and vertical 
disease control programme delivery. Countries should be supported to adopt a phased 
introduction of artemisinin-based combination therapies based on supportive diagnosis and 
sustainable drug supply systems. ITNs should be considered a public health good and made 
accessible and affordable to vulnerable groups.  
 
134. In the 2004-2005 biennium, concerted actions will be undertaken with countries and 
partners to increase access by at-risk groups to high quality cost-effective interventions. Country 
capacity will be strengthened to implement a comprehensive package of malaria control 
interventions ranging from prevention to treatment. These interventions include expanding the 
                                                 
19 Angola, Benin, Burkina Faso, Burundi, Cameroon, Chad, Comoros, Democratic Republic of Congo, Eritrea, Ethiopia, Gambia, 
Ghana, Guinea, Kenya, Liberia, Madagascar, Malawi, Mali, Mauritania, Mozambique, Namibia, Niger, Nigeria, Rwanda, Senegal, 
Swaziland, Tanzania, Togo, Uganda, Zambia, Zimbabwe.  
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use of ITNs and other vector control measures such as indoor residual spraying (in selected 
areas); increasing the proportion of pregnant women accessing IPTp; and improving access to 
prompt and effective treatment. Particular attention will be given to prevention and control of 
malaria epidemics as well as operational research for the development of new tools or 
improvement of existing tools. 
 
Research and Product Development for Communicable Diseases (CRD) 
 
135. The Research and Product Development for Communicable Diseases area of work 
addressed many challenges during the 2002-2003 biennium. These were development of new 
products that are acceptable, affordable and applicable in Africa; validation of existing and new 
tools for the diagnosis, prevention and control of communicable diseases; and bridging the gap 
between research and control so as to ensure use of research results for policy and practice. 
The major target diseases were malaria, HIV/AIDS, tuberculosis, schistosomiasis and lymphatic 
filariasis. 
 
136. The WHO strategy included stimulating partnership and creating an environment for 
better use of existing tools for prevention and control of infectious diseases; generating new 
knowledge, tools, intervention methods and implementation strategies for use by health 
systems; and building research capacity. 
 
137. Capacity for designing and conducting operational research was strengthened in 33 
countries through intercountry workshops and country missions. As a result, 53 operational 
research projects were developed, and 36 of these projects (funded by the Regional Office) are 
being implemented. Consequently, the proportion of countries with endemic communicable 
diseases which are engaged in CRD increased from 24% to 67%. Two research institutions 
were identified for designation as WHO collaborating centres. Regional databases on 
operational research, research institutions and researchers were established and made 
accessible to country offices and other users. Linkages with headquarters were further 
strengthened through creation of a new initiative to support operational research for malaria 
control in the Region; this initiative combined efforts from the Regional Office, the Roll Back 
Malaria Initiative, the Special Programme for Research and Training in Tropical Diseases, and 
the Multilateral Initiative on Malaria. 
 
138. Three new interventions were introduced and validated: combination therapy for malaria, 
antiretroviral treatment and intermittent preventive treatment of malaria in pregnancy. Five 
countries effectively used research results to influence malaria treatment policy change, 
bringing the total number of countries from 13 (30%) to 18 (42%).  
 
139. An operational plan for integration of communicable disease interventions at district level 
was drawn up and funds were sourced for pilot implementation in five countries. Surveys on 
technologies for medical waste management were completed in five countries, thus providing 
vital information for the design of new and appropriate technologies. Sentinel sites for assessing 
and analysing vaccine wastage levels and causes were set up in three countries to provide data 
on how immunization coverage can be improved. 
 
140. Two important lessons learned were that start-up dates for activities need to vary so that 
all activities do not start at the same time, and funds allocated to CRD activities in workplans of 
other areas of work need to be committed at the beginning of the biennium in order to avoid 
cancellation of activities. 
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141. The focus for the 2004-2005 biennium remains on development, validation and use of 
new and existing tools, drugs, technologies and strategies. Emphasis will be placed on 
knowledge management, partnership building, and networking with disease-control and 
research and development communities. Capacity building for research, however, will remain a 
prerequisite in addressing these issues. 
 

PREVENTION AND CONTROL OF NONCOMMUNICABLE DISEASES 

 
142. Noncommunicable diseases (NCDs), injuries, mental disorders and substance abuse, 
including tobacco and alcohol, have become major health concerns in the African Region. The 
burden of NCDs, aggravated by the unfinished agenda of infectious diseases, places a huge 
demand on the over-stretched health services in the Region. Furthermore, the potential for NCD 
prevention through a risk-factor approach is not fully understood, and many health systems are 
too inadequate to deal with most chronic conditions. The result is that NCDs have greater 
impact on poor and disadvantaged populations.  

 
143. During the 2002-2003 biennium some milestone events took place in the NCDs 
approach in the African Region. The Framework Convention for Tobacco Control was adopted 
by the World Health Assembly; countries started implementing surveillance of risk factors for 
NCDs; a technical paper on violence and injury prevention was adopted by the Regional 
Committee; and a position paper on epilepsy was developed. 
 
Integrated Approach to Surveillance, Prevention and Management of Noncommunicable Diseases (NCD) 
 
144. This area of work comprises chronic diseases, oral health, and ageing and health. 
Ageing and health was implemented through Health Promotion. 
 
Chronic Diseases 
 
145. In Chronic Diseases, priority was given to noncommunicable disease risk factor 
surveillance and prevention due to the scarcity of data on the main NCDs (cardiovascular 
disease, diabetes, cancer and chronic obstructive pulmonary disease); the commonality of their 
risk-factors (unhealthy diet, tobacco use and physical inactivity); and the potential for their 
prevention. 
 
146. WHO provided technical assistance to countries for training in the STEPwise approach 
to surveillance of risk factors for NCDs (STEPS). As a result, 35 participants from 16 countries 
were trained in STEPS methods in Cape Town and Nairobi. STEPS implementation has started 
in Ethiopia, Algeria, Ghana and Mozambique. The first experience of integration of surveillance 
of communicable and noncommunicable diseases began in Mozambique. The other 
participating countries were supported to conduct surveys of NCD risk factors. 
 
147. In cancer prevention and control, countries were supported to offer training in early 
detection and management of cervical cancer; 16 participants from five countries where trained 
in Luanda, and 18 participants from Tanzania and Uganda were trained in Dar es Salaam. Two 
training and research centres for cervical cancer control were established in Luanda and Dar es 
Salaam. A similar centre was inaugurated in the previous biennium in Conakry. 
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148. All countries participating in the training activities were supported to set up cervical 
cancer control programmes. More than 15 000 women have been screened for cervical cancer 
and managed accordingly. Experts from 17 countries attended a cancer registry training course 
organized by the International Agency for Research on Cancer, Lyon, France. 
 
149. The first phase of the project on palliative care for HIV/AIDS and cancer patients was 
implemented and involved a situation analysis and needs assessment in the following countries: 
Botswana, Ethiopia, South Africa, Tanzania, Uganda and Zimbabwe. Work began on the 
development of a database on noncommunicable diseases. For diabetes, 25 participants from 
12 countries were trained in methods for assessing health care coverage. A technical paper on 
hypertension in pregnancy in the African Region was developed and will be reviewed during an 
expert consultation in the year 2004. 
 
150. A lesson learned for further success is that positive interaction with other levels of the 
Organization is the key to appropriate intervention at country level. During the next biennium, 
more countries will be supported in surveillance of risk factors for noncommunicable diseases. 
Priority will be given to an integrated approach to surveillance, prevention and control in the 
same demonstration areas. 
 
Oral Health 
 
151. The key issues in Oral Health were epidemiological analysis of oral diseases, special 
emphasis on NOMA and the development of national plans for oral health. WHO assisted 
countries to prepare or strengthen national programmes in oral health, including NOMA. 
 
152. Two more countries, Lesotho and Kenya, received support for epidemiological analysis 
of oral diseases and for the formulation and development of national oral health plans. As part 
of regional capacity building in oral health, the Regional Office sustained efforts to strengthen 
the Intercountry Oral Health Centre (ICOH) in Jos, Nigeria. A regional consultative meeting was 
held on the appropriateness of oral health training and research to the specific needs of the 
African Region.  
 
153. With WHO support, Angola, Democratic Republic of Congo, Niger, Nigeria, Uganda and 
Zambia strengthened their national NOMA control programmes. The development of teaching 
materials for NOMA prevention, screening and treatment methods continued in 2002. In terms 
of resource mobilization, the Winds of Hope Foundation will provide financial support of US$ 
400 000 per year for a period of five years. 
 
154. Increased collaboration with external partners and better use of the capacities of WHO 
collaborating centres are the keys to success. Key orientations for 2004-2005 will include 
increasing technical support to countries for the development and implementation of oral health 
policies. 
 
Mental Health and Substance Abuse  (MNH) 
 
155. Good mental health allows individuals to work productively, cope with the stresses of 
daily life and make valuable contributions to the community. The portion of the global burden of 
diseases attributable to mental and neurological disorders and substance abuse is expected to 
rise from 11.5% in 1998 to 15% in 2020. Consequently, most countries of the African Region 
recognize mental health and substance abuse as priority domains for technical cooperation with 
WHO. 
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156. Regional Office responses to country needs were guided by the integration of mental 
health and prevention and control of substance abuse issues in national health sector reforms, 
particularly with regard to policy development, organization of services, financing and human 
rights legislation. These principles are stated in the Regional Strategy for Mental Health 2000–
2010. 
 
157. With technical support, selected countries (Botswana, Central African Republic, Lesotho, 
Mauritius, Rwanda) revised their mental health and substance abuse policies and plans. 
Participants from 15 countries in the Region attended the first training forum on policy-making 
and service development in Tunis in 2002, and 17 regional experts participated in a workshop 
on mental health and substance abuse policy development in Brazzaville in 2003. The 
Department of Psychiatry of the University of Zimbabwe carried out activities on suicide 
prevention. 
 
158. The implementation of the Global Campaign Against Epilepsy was extended to 17 
countries which participated in an intercountry meeting in Lomé in March 2002. Five countries 
implemented the project on management of epilepsy at primary health care level. 
 
159. Better interaction with headquarters and the country offices as well as improved 
collaboration with partners, such as the WHO collaborating centres, the International League 
Against Epilepsy, International Bureau for Epilepsy, and World Federation of Mental Health, are 
critical to successful implementation of the programme. 
 
160. During the biennium 2004-2005, special priority will be given to capacity building at 
country level, and the focus will be on key components of the mental health strategy. 

 
Tobacco (TOB) 
 
161. Globally, tobacco use causes 4.9 million deaths, 70% of them occurring in developing 
countries. In most Member States, there was limited awareness of the extent and severity of the 
problem, and many countries were under intense pressure to increase tobacco production and 
consumption due to globalization and economic issues. A major goal of tobacco control was to 
improve the health of all by eliminating or reducing tobacco use and exposure. 
 
162. Key strategies in the tobacco area of work were strengthening community action for 
tobacco control, reducing availability and supply, reducing tobacco promotion, enacting 
legislation and issuing regulations, reducing exposure to environmental tobacco smoke, and 
promoting cessation of tobacco use.  
 
163. With the increased awareness of mortality due to tobacco use and exposure, Member 
States have responded with growing concern. Under the leadership of WHO, almost all 
countries in the African Region participated in the intergovernmental negotiation sessions for the 
Framework Convention for Tobacco Control adopted by the World Health Assembly in May 
2003. The Region has been a strong leader in the development of a realistic and relevant 
document.  
 
164. African regional consensus meetings were held in Côte d'Ivoire and Malawi. Community 
participation was enhanced in the Channeling the Outrage project in which NGOs in Malawi, 
Mauritania, Mozambique, Nigeria, Togo and Zambia conducted programmes at country level. 
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165. Participants from 12 countries were trained in how to conduct the Global Youth Tobacco 
Survey, and 16 countries received training in analysis and report writing for the survey. The pilot 
project of the United Nations Fund for Protecting Youth Against Tobacco made progress in 
Kenya and Senegal. Most countries continued to participate in World No Tobacco Day, with 
Malawi participating for the first time with a major activity. A successful workshop for major 
media practitioners and health promoters was held in Benin. The objective was to address 
tobacco control issues in francophone Africa by sensitizing the media, health promoters and the 
general public. 
 
166. The First Ministerial Conference on Drug Control in Africa was held in Yamoussoukro, 
Côte d'Ivoire. It was a significant meeting in which members of the African Union developed and 
endorsed a plan of action that included alcohol control. With WHO support, Botswana 
developed a substance abuse strategy, and 13 countries participated in a training of trainers 
workshop on the epidemiology of drug use in Zimbabwe. 
 
167. The availability of resources and the positive interaction with Headquarters and country 
offices as well as other partners facilitated the successful implementation of planned activities. 
Delays in submission of projects from targeted countries remained a major constraining factor. 
During the 2004-2005 biennium, countries will be technically assisted to implement the 
Framework Convention for Tobacco Control after its ratification. 

 
Health Promotion (HPR) 
 
168. The top priority in the Health Promotion area of work is to build capacity at country level 
for interactive and participatory promotion of healthy lifestyles aiming at reduced prevalence of 
risk factors for major diseases. WHO responded by developing a global strategy for diet, 
physical activity and health; setting up an integrated approach to adolescent health; 
strengthening the school health initiative; and training health promotion focal points on risk 
factor prevention. 
 
169. Training documents were prepared and used at two workshops, one in Cotonou for eight 
countries, and another in Harare for 11 countries. The training provided participants with the 
knowledge and skills needed to support the formulation of health promotion policies and 
programmes. The Regional Strategy for Health Promotion and various related guidelines were 
disseminated to countries. With technical and financial support, Botswana, Mozambique, 
Nigeria, South Africa and Tanzania reviewed their health promotion policies and programmes. 
 
170. Country offices revised the terms of reference for health information and promotion 
officers to increase their involvement in health promotion activities. A meeting on the role of 
partnerships in health promotion development was organized jointly with the International Union 
for Health Promotion and Education. In addition, the Regional Office coordinated the celebration 
of World Health Day in countries. Technical and promotional documents were disseminated in 
print form and posted on the website. 
 
171. In school health, six countries (Côte d’Ivoire, Ghana, Guinea, Rwanda, Senegal, 
Swaziland) started activities in the LIFE project. With WHO support, nine countries evaluated 
activities of the School Health project. Countries in the African Region made a substantial 
contribution to the preparation of the Global Strategy on Diet, Physical Activity and Health aimed 
at primary prevention of noncommunicable diseases. Ethiopia, Tanzania and Zambia started 
interventions for elderly persons affected by or infected with HIV/AIDS and to produce training 
materials. 
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172. The multisectoral approach of health promotion is critical for success. To this end, during 
the 2004-2005 biennium, Health Promotion will work very closely with the relevant areas of work 
in the Division of Prevention and Control of Noncommunicable Diseases, Division of Prevention 
and Control of Communicable Diseases, and Division of Healthy Environments and Sustainable 
Development. Special emphasis will be put on health promotion activities for children and 
adolescents. 

 
Nutrition (NUT) 
 
173. Hunger and malnutrition remain the most devastating problems facing most of the 
world’s poor and needy, and these problems continue to threaten the health of the poorest. 
Under nutrition is the single most important risk factor for infectious diseases. This situation is 
compounded with an increasing number of people who are overweight or obese, becoming 
more prone to noncommunicable diseases. WHO responded by developing regional strategies 
and by assisting countries to implement activities related to underweight malnutrition, 
micronutrient deficiency and promotion of infant feeding. 
 
174. The numerous activities of the Nutrition area of work were coordinated with 
headquarters and related regional programmes such as Integrated Management of Childhood 
Illnesses and HIV/AIDS. With Regional Office support, countries adopted national food and 
nutrition policies and implemented national plans of action. Two intercountry workshops brought 
together 14 Member States; with technical assistance, Togo adopted its national nutrition plan; 
and with financial assistance, Chad, Democratic Republic of Congo and Lesotho developed 
control measures for protein-energy malnutrition. 
 
175. The Profiles methodology was used in Cameroon and Zimbabwe as an advocacy tool for 
acquiring funds for nutrition programmes. An intercountry workshop on micronutrient 
deficiencies was organized in collaboration with partners in nutrition programmes and brought 
together participants from 20 countries. Two workshops were held on infant and young child 
feeding; one trained evaluators from 11 countries on the Baby-friendly Hospitals Initiative, and 
the other trained participants from four countries on the Global Strategy for Infant and Young 
Child Feeding. 
 
176. With specific support for the collection of baseline nutrition data, studies in Eritrea and 
Guinea-Bissau researched micronutrient deficiencies, and those in Burkina Faso investigated 
knowledge, attitudes and practices concerning breastfeeding. Eliminating iodine deficiency 
disorders (IDD) by 2005 is part of the millennium development goals. Thus, data were collected 
on the consumption of iodized salt in Guinea-Bissau and Eritrea, and 12 health workers were 
trained to implement IDD control programmes. Numerous nutrition-related training activities 
were supported at national level. 
 
177. Nutrition was also a component of WHO support to southern African countries which 
faced food crises. With technical support, Liberia conducted an assessment of the nutritional 
situation and planned appropriate interventions in light of the humanitarian crisis. With 
collaboration from UNICEF, World Vision and the Ministry of Health, WHO conducted a rapid 
nutrition assessment at community level in Tubmanburg. It was revealed that 12.3% of children 
6 months to 5 years of age are wasted (moderate and severe), 2.4% severely wasted, 57% 
stunted (moderate and severe), 32% severely stunted, and 4.2% have oedema (kwashiorkor).  
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178. A major lesson learned was that positive interaction with country offices and timely 
preparation of the implementation plan are of utmost importance. During the 2004-2005 
biennium, the technical capacity of the Nutrition area of work will be strengthened and advocacy 
at country level will be reinforced. Priority will be given to the development of national policies 
and plans of action, integrated programmes on prevention and control of micronutrient 
deficiencies, infant and young child feeding, and nutrition surveillance. 

 
Disability and Injury Prevention and Rehabilitation  (DPR) 
 
179. Reducing the burden of violence and unintentional injuries is one of the main challenges 
for public health in the 21st century. In 2002, approximately 5.2 million people died from injuries 
worldwide, an average mortality rate of 83.7 per 100 000 population. In the same year, road 
traffic injuries were the fourth leading cause of death among adults (see Figure 13). The region 
contributed 14.4% of all injury deaths globally, although Africa represents only 7% of the global 
population.  
 

Figure 13: Leading causes of death worldwide in adults 
aged 15-59 years, 2002
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Source: World health report 2003, Geneva, World Health Organization. 
 
180. A technical paper on violence and injury prevention in the African Region was presented 
at the fifty-third session of the Regional Committee. Following the international launching in 
Belgium in 2002 of the World report on violence and health, Mozambique and South Africa 
launched the report in 2003. With WHO financial and technical support, Ethiopia and 
Mozambique established violence and injury surveillance systems which are now in place in 
both countries. Country offices in Mozambique and Ethiopia were strengthened with technical 
staff in violence and injury prevention. 
 
181. A workshop on improving rehabilitation services was conducted for eight countries. 
Kenya submitted a rehabilitation proposal and funds have been released. Financial support was 
provided to Angola, Comoros, Democratic Republic of Congo, Gambia, Ghana and Tanzania to 
undertake situation analyses about deafness and blindness. The Tanzania Training Centre for 
Orthopaedic Technologists, the Injury Control Centre (Uganda) and the Institute for Social and 
Health Sciences (South Africa) were assessed in 2002; their applications for status of WHO 
collaborating centre were approved in 2003. 
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182. One lesson learned was that stronger relationships with private institutions, 
nongovernmental organizations and collaborating centres can help in accessing useful data and 
enhancing programme implementation. Focus during the next biennium will include improving 
collaboration with other levels of WHO, accelerating the implementation of Vision 2020: The 
Right to Sight and preventing both road traffic injuries and violence. 
 

FAMILY AND REPRODUCTIVE HEALTH 

 
183. In spite of the resource limitation during the 2002-2003 biennium, the Family and 
Reproductive Health Division recorded significant achievements. The four areas of work are: 
Child and Adolescent Health, Research in Reproductive Health, Making Pregnancy Safer and 
Women’s Health. 
 
Child and Adolescent Health (CAH)  
 
184. The poor quality of life, health and development of children (0–9 years) and adolescents 
(10–19 years) was a reflection of prevailing conflicts and the breakdown of family and social 
support systems. The result was high prevalence of childhood infections and deaths from 
preventable or treatable diseases; there are also increased numbers of street children, child 
soldiers as well as escalating child abuse, neglect and trafficking. The main challenges in 
adolescent health included early sexual activity, unwanted pregnancy, abortion complications, 
malnutrition, high maternal mortality, HIV/AIDS/STI, substance abuse, depression and suicide.  
 
185. Several tools were developed, disseminated and used in countries. These included a 
brochure, "Africa's newborns: The forgotten children"; a briefing kit for training, Adolescent 
health and development in the African Region: Challenges and opportunities; Adolescent health 
strategy for the African Region: Implementation framework; and posters for the promotion of 
adolescent-friendly services and life skills education. 
 
186. With collaboration from the Regional Office and the Commonwealth Regional Health 
Community Secretariat, nine countries20 analysed and updated their adolescent health policies, 
strategies and programmes. The Adolescent Health Policy Framework was written to guide 
Member States to develop or review their national policies. The result was that at the end of the 
biennium, 14 countries21 had national policies and strategies compared to five in 2001. 
 
187.  A partnership between WHO and World Mission, an American NGO, resulted in Project 
Lake Victoria in which talking books conveyed HIV/AIDS messages and testimonies to young 
people, families and communities. The talking book was made available in English and Swahili. 
A total of 25 trainees from five countries (Benin, Republic of Congo, Gabon, Niger, Togo) were 
trained in adolescent-friendly health services. Cameroon and Lesotho integrated the Convention 
on the Rights of the Child into their CAH programmes. 
 

 
 

 
 

                                                 
20 Benin, Burkina Faso, Eritrea, Mozambique, Senegal, South Africa, Uganda, Zambia, Zimbabwe. 
21 Botswana, Cameroon, Gambia, Kenya, Lesotho, Mauritania, Mauritius, Mozambique, Senegal, Swaziland, Tanzania, Uganda, 
Zambia, Zimbabwe. 



 

 39

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

In Kenya, Pokot villagers listen to a talking book 
Photo: World Mission, 2003 

 
188. A regional consultation involving six countries22 focused on the role of traditional and 
cultural practices in the prevention of HIV/AIDS in young people. Conclusions were that both 
cultural and faith-based methods of prevention were recording successes in the promotion of 
abstinence, and there was strong social and community support for these methods. With WHO 
support, nine countries23 developed and implemented the Alliance of Parents, Adolescents and 
the Community, an integrated adolescent health programme. 
 
189. At the end of the 2002-2003 biennium, 43 countries in the African Region were 
implementing Integrated Management of Childhood Illnesses (IMCI). The challenge is to 
accelerate implementation at district level. Ten countries moved into the expansion phase, 
bringing the total to 21 countries, ten of which implemented activities in more than 50% of the 
districts (see Figure 14).  
 

Figure 14: IMCI implementation in the African Region, 2003 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

                                                 
22 Cameroon, Democratic Republic of Congo, Namibia, Swaziland, Uganda, Zimbabwe. 
23 Botswana, Ethiopia, Lesotho, Malawi, Mozambique, Swaziland, Tanzania, Zambia, Zimbabwe. 
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190. More than 15 000 first-level health workers in 34 countries trained in IMCI case 
management skills. Results of the Health Facility Survey and follow-up after training 
demonstrated improved health worker performance which resulted in the provision of quality 
care of sick children. 
 
191. The HIV/AIDS algorithm was re-validated in Ethiopia and Uganda under different 
epidemiological conditions, and 15 countries included HIV/AIDS in their IMCI algorithms. More 
than 300 health workers from 14 countries24 acquired clinical and interpersonal skills to support 
optimal breastfeeding practices and work with HIV-positive mothers and babies.  
 
192. The evaluation of IMCI pre-service training demonstrated that tutors acquired a new 
teaching methodology which emphasized clinical skills. As a result, 16 countries accelerated 
their IMCI pre-service training. Activities to improve quality of care for sick children attending 
referral hospitals were initiated in 17 countries. The Regional Office in collaboration with 
partners developed a community IMCI briefing package and trained more than 80 consultants in 
its use. In addition, an IMCI monitoring tool was developed, and several countries have adopted 
it for use. 
 
193. During the 2004-2005 biennium, child and adolescent health will be promoted through 
social mobilization, national capacity building, research and partnerships. Financial and 
technical support will be provided to countries to develop national strategies and programmes 
using the implementation framework of the regional adolescent health strategy; implement 
integrated adolescent health interventions, involving parents, adolescents and the community; 
and make all services more friendly to young people.  
 
Research and Programme Development in Reproductive Health (RHR) 
 
194. The Research and Programme Development in Reproductive Health area of work has 
three programmes: Reproductive Health and Research, Programme Development, Monitoring 
and Evaluation; Reproductive Health Training; and Prevention of Mother-to-Child Transmission 
of HIV Infection.  
 
195. Operations research was conducted in three countries (Cameroon, Kenya, Sierra Leone) 
on factors contributing to the low number of institutional deliveries despite high antenatal clinic 
attendance. Preliminary results showed that at least 60% of women affirmed that husbands 
participated in decisions about attending antenatal clinic and place of delivery. The main 
barriers to institutional delivery included physical and financial inaccessibility, and the negative 
attitudes of health staff.  
 
 
 
 
 
 
 
 
 
 

                                                 
24 Botswana, Burkina Faso, Cote d’Ivoire, Democratic Republic of Congo, Ethiopia, Gabon, Ghana, Kenya, Mozambique, Nigeria, 
South Africa, Tanzania, Zambia, Zimbabwe. 
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196. The pattern of home deliveries was 
documented in Angola, Ethiopia, Nigeria and 
Senegal. The proportion of home deliveries 
ranged from 76% to 94% in rural areas and 70% 
to 75% in urban areas; 40% of home deliveries 
are assisted by health professionals, and 60% by 
TBAs who are not considered skilled attendants 
(see Figure 15). Sociocultural beliefs, poverty, 
poor attitudes of health personnel and fear of 
surgical procedures influenced the decision to 
deliver at home. The outcome of the study will 
provide recommendations on the way forward for 
home deliveries in the Region. 
 
 
197. Most countries in the African Region record high maternal mortality ratios. There are a 
few countries, however, that have succeeded in lowering and maintaining low ratios. The 
reduction and maintenance of low MMRs in Cape Verde, Mauritius and Seychelles were 
documented as a best practice. In these countries, maternal mortality interventions were 
implemented at both national and community levels. At national level, there was political 
commitment to improve maternal and child health (MCH) with adequate resource allocation; free 
MCH services, including family planning; free education, especially of the girl-child; and 
infrastructural development to improve access to health services. At community level, 
strengthened national health systems were able to provide basic equipment, medicines and 
supplies for emergency obstetric care. There were almost 100% institutional deliveries with 
increased skilled attendants, and there were increased community overseers of health care 
services. 
 
198. A bi-regional consultation was held to consider a strategy to accelerate the achievement 
of those millennium development goals which relate to reproductive health. The meeting was 
held under the auspices of WHO Headquarters, and participants came from the Regional Office 
for Africa and the Regional Office for the Eastern Mediterranean. The global reproductive health 
strategy paper was reviewed, and recommendations were proposed for its finalization. 
  
199. The Research in Reproductive Health database, including the global and regional 
indicators, was placed on the Reproductive Health Division website for use by countries. 
 
200. Among the major outcomes of the annual regional reproductive health taskforce 
meetings was the appointment of a Goodwill Ambassador for women’s health in the African 
Region. Also, it was decided that a national maternal and newborn health day would be 
celebrated yearly on Mother’s Day. 
 
201. The Reproductive Health Training programme focused on building the capacity of health 
workers for reproductive health care. Planning and service delivery benefited from sharing of 
experiences and information on evidence-based care, and manuals are now available in 
English. A total of 30 African reproductive health experts and 20 taskforce members were 
trained in the use of the WHO Reproductive Health Library. To date, 35 applications for 
subscription have been received. A total of 500 self-training compact disks were distributed 
through the experts, and 600 were distributed through WHO representatives.  
 

Figure 15: Pattern of home deliveries per 
attendant category* 
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202. With the increased access to antiretroviral therapy for persons living with HIV/AIDS, and 
especially HIV-positive women and their children, a medical officer was recruited for the 
programme on Prevention of Mother-to-Child Transmission (PMTCT). Technical assistance was 
provided to nine countries25 for orientation on PMTCT, and for development and finalization of 
national guidelines. 

 
203. There was interdivisional collaboration with the Division of Prevention and Control of 
Communicable Diseases HIV/AIDS area of work and with Headquarters Reproductive Health 
Research, including consultations for the integration of PMTCT, Integrated Management of 
Childhood Illnesses and malaria into maternal, newborn and child health services. Exploratory 
missions were taken to Mozambique and Uganda to develop tools and a framework for 
integration with support from the Netherlands Innovative Funds.  
 
204. The Psychosocial Support project for HIV-positive pregnant women in Zimbabwe was 
documented as a best practice. Guidelines were developed for programme managers to 
integrate psychosocial support, PMTCT and antenatal care services.  
 
205. PMTCT activities were accelerated in Lesotho with adaptation of generic materials and 
standards for PMTCT as well as HIV and infant feeding. Various information tools were 
produced, including draft guidelines, a pocket-size reference book for health workers, a protocol 
on ARV regimen and a wall chart on administration of nevirapine.  
 
206. Technical support was given to develop Job-Aid to assist primary health care workers in 
decision-making. This derived from the training materials for counselling HIV-positive mothers 
on infant feeding developed by the Regional Centre for Quality of Health Care in Uganda. 
 
207. Planning towards The 3 by 5 Initiative began in 2003 with participation at the meeting of 
HIV/AIDS regional advisers. In addition, the African and global working groups on The 3 by 5 
Initiative accelerated programme activities. 
 
208. During the 2004-2005 biennium, the focus will be on integrating PMTCT and family 
planning into reproductive health services; documenting and disseminating best practices; 
transferring research findings into programmes; and strengthening the capacity of Member 
States to scale up the implementation of reproductive health programmes. 
 
Making Pregnancy Safer (MPS) 

209. Most maternal deaths could be prevented if women had access to appropriate health 
care during pregnancy, childbirth and postpartum. The Making Pregnancy Safer (MPS) area of 
work  aims at improving access to skilled care at all levels of the health service delivery: 
community, primary and referral. 

210. A needs assessment on the availability of emergency obstetric care was carried out in 
the five MPS spotlight countries: Ethiopia, Mauritania, Mozambique, Nigeria and Uganda. As a 
result, their health systems were strengthened through training of health providers in life-saving 
skills and procurement of equipment and supplies, including blood banks. In Nigeria and 
Uganda, the installation of a two-way radio communication system in selected districts facilitated 
linkage and referral between communities and health facilities. Procurement of ambulances was 
supported in five countries: Ethiopia, Mauritania, Mozambique, Nigeria and Uganda. A majority 
                                                 
25 Ethiopia, Kenya, Lesotho, Mozambique, Sao Tome and Principe, Swaziland, Uganda, Zambia, Zimbabwe. 



 

 43

Source: Ministry of Health, Uganda  

of countries (34) in the Region have now prioritized MPS and are in different stages of 
implementation of activities. The mid-term evaluation results in Soroti District, Uganda, revealed 
a decline in case fatality rate (from 16% to 8%); increased utilization of facilities for antenatal 
care and delivery; increased contraceptive prevalence rate and use of intermittent preventive 
treatment for malaria (Figure 16); and improved community awareness.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
211. With support from WHO, several professional associations26 took the lead in capacity 
building by introducing emergency obstetric care into medical and midwifery pre-service and in-
service training. Management Complications of Pregnancy and Childbirth was published in 
English, French and Portuguese; 7 300 copies were disseminated to training institutions and 
hospitals in all 46 countries. 
 
212. The Regional Office and the Johns Hopkins Program for International Education in 
Gynaecology and Obstetrics held a joint workshop where 20 regional experts from six 
countries27 were trained in Integrated Management of Pregnancy and Childbirth (IMPAC). 
Uganda adapted Pregnancy, Childbirth and Newborn Care as a helpful tool for the management 
of pregnancy and complications.  
 
213. WHO published a manual, Beyond the numbers, which contains the methodology for 
data collection on maternal mortality; it was made available to various professional 
associations.28 A regional training workshop on maternal mortality audits was jointly organized 
with UNICEF (Eastern and Southern Africa Regional Office) for 30 health professionals and 
programme managers from eight countries.29 The participating countries developed national 
plans for the introduction of maternal mortality reviews. Decision-makers from the eight 

                                                 
26 For example, the East, Central and South African Association of Obstetricians and Gynaecologists, and the Société Africaine des 
gynecologues-obstetricienes. 
27 Ethiopia, Ghana, Kenya, Mozambique, Nigeria, Uganda. 
28 African Association of Obstetricians and Gynaecologists; Association of Obstetricians and Gynaecologists from the East, Central 
and Southern sub-Regions; Ethiopian Association of Surgeons; Society of Obstetricians. 
29 Ethiopia, Kenya, Malawi, Mozambique, Swaziland, Tanzania, Uganda, Zambia. 

Figure 16: MPS implementation in Soroti District, Uganda  
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countries conducted field studies in South Africa to observe the practice of confidential maternal 
death enquiries. 
 
214. A questionnaire was developed and sent to 
countries to determine their policies regarding the 
prevention and control of malaria in pregnancy (MIP), 
and 52% of the Member States responded. From the 
results, a plan of action was drafted to support MIP 
policy development and its integration into reproductive 
health programmes. Nigeria piloted the MIP monitoring 
and evaluation framework. Two subregional MIP 
networks30 were established for sharing information 
and documenting best practices. 
 
215. In collaboration with WHO, the Academy for 
Educational Development and USAID, five countries 
(Ethiopia, Mauritania, Mozambique, Nigeria and 
Uganda) applied the REDUCE model to develop 
advocacy tools and national advocacy plans to raise 
public awareness on persistently high maternal 
mortality and its impact on families and socioeconomic 
development of countries. This tool was used to 
mobilize resources and greater commitment to 
maternal mortality reduction from governments and 
development partners. A regional version of REDUCE was presented at different international 
forums31 to raise awareness and funds for maternal and newborn health. In Mauritania, 
advocacy for improved availability and access to emergency obstetric care contributed to the 
government decision to provide incentives for specialists and skilled health providers to take up 
posts in rural areas. 
 
216. The Goodwill Ambassador for Women’s Health will intensify advocacy for maternal 
mortality reduction in the African Region and raise awareness on the need for increased funding 
for maternal and newborn health programmes by African governments, regional economic 
communities and international bodies. There will be collaboration with nongovernmental 
organizations, parliamentarians, national and professional women’s groups and associations, 
international organizations, and the private sector. 
 
217. The Maama Kit was developed to promote birth-preparedness and improve access to 
clean delivery. In collaboration with WHO and Links Inc (an international NGO), Uganda 
launched the Maama Kit Initiative under the leadership of the First Lady. Zambia developed a 
country-specific Maama Kit as part of improved birth-preparedness in a poor-resource setting. 
 
218. A framework on the promotion and implementation of community-based maternal and 
newborn health (MNH) interventions was developed. In Mauritania, a community-based 
insurance scheme for maternal health was established; it was based on cost sharing and the 
“obstetric contract” approach. Also, community workers were trained in the promotion of MNH 
and birth-preparedness.  
                                                 
30 The Malaria in Pregnancy Network for Eastern and Southern Africa and Reseau de l'Afrique de l'Ouest contre le Paludisme 
Pendant la et grossesse. 
31 Yaounde meeting of Ladies on synergy Africa for reduction of suffering of women and children; to the faculty at First Adelphi 
University, New York. 
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219. During the 2004-2005 biennium, work will focus on country-level implementation of 
activities to increase the number of skilled childbirth attendants, effectively integrate newborn 
health and malaria in pregnancy into maternal health, and expand making pregnancy safer and 
safe motherhood services, including family planning. Emphasis will continue to be on improved 
community participation and the development of strong partnerships with the private sector, civil 
society and community-based organizations. 
 
Women’s Health and Development (WMH) 
 
220. Women’s biological vulnerability, low social status, limited resources, low level of literacy 
and lack of decision-making expose them to many health risks and poor health outcomes. They 
bear the double burden of communicable and noncommunicable diseases, in particular sexual 
and gender-based violence and the worsening of HIV/AIDS. Despite the calls for action on 
women’s health, good health remains elusive to the majority of African women who continue to 
suffer due to gender-based socioeconomic inequalities.   
 
221. The Women’s Health Strategy for the African Region was adopted at the fifty-third 
session of the Regional Committee. The goal is to contribute to the attainment of the highest 
possible level of health for women throughout their lifespan in line with the millennium 
development goals (MDGs). The Women’s Health area of work collaborated with the Women 
and Health Programme of the Kobe Centre, Japan (a WCC in human development) to 
emphasize the use of gender-sensitive indicators to monitor the implementation of the MDGs. 
The Division of Family and Reproductive Health represented the African Region at the fourth 
International Conference on Women and Health, where it was concluded that there is still a 
need for better global monitoring of gender equity and health. 
 
222. A three-day workshop was held in Bamako in 2003 to assess the level of implementation 
of the recommendations from the 2001 forum on the reduction of maternal and neonatal 
mortality in central and west Africa. Nine participating partners32 made presentations on their 
contributions at country level and 18 countries33 highlighted their difficulties in terms of 
insufficient skilled personnel, lack of funds and multiple sociocultural barriers. A regional 
consortium led by WHO and UNICEF was established, and a plan of action was developed to 
support the First Ladies of the participating countries in fulfilling their commitment to the 
reduction of maternal and newborn mortality. 
 
223. With WHO support, Burkina Faso, Mauritania, Nigeria and Zimbabwe conducted 
analyses of the HIV/AIDS and sexual and reproductive health programmes at country level from 
a gender perspective.  
 
 
 
 
 
 
 

                                                 
32 Averting Maternal Death and Disability (Columbia University, New York) (AMDD), International Labour Organization (ILO), 
International Planned Parenthood Federation (IPPF), Johns Hopkins Program for International Education in Gynecology and 
Obstetrics (JHPIEGO), United Nations Children’s Fund (UNICEF), United Nations Population Fund (UNFPA), United States Agency 
for International Development (USAID), West African Health Organisation (WAHO), World Health Organization (WHO). 
33 Benin, Burkina Faso, Cameroon, Cape Verde, Central African Republic, Chad, Côte d’Ivoire, Democratic Republic of Congo, 
Gabon, Gambia, Ghana, Guinea, Mali, Mauritania, Niger, Nigeria, Senegal, Togo.  
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224. The Regional Office assessed the 
magnitude of sexual and gender-based violence 
in camps of refugees and internally-displaced 
persons in Guinea. It was concluded that all 
health and non-health humanitarian workers 
need more information and training on the 
prevention of such violence as well as provision 
of care and psychosocial support to survivors of 
it. More than 500 workers in the camps have 
been trained in basic counselling skills. With 
support from the Regional Office and 
headquarters, Côte d’Ivoire, Democratic Republic 
of Congo, Guinea and Liberia initiated 
programmes on prevention of sexual and gender-
based violence and care for victims. 
 
 
 
 
225. The Social Aspects of Family and Reproductive Health Programme strengthened its 
partnerships34 with various organizations. At the International Conference on Zero Tolerance of 
Female Genital Mutilation (FGM) in 2003, it was declared that 6 February would be International 
Day of Zero Tolerance of FGM. 
 
226. Advocacy tools such as brochures and the video, “The Road to Change”, were 
disseminated to countries and partners and substantially increased awareness and the 
determination to fight FGM and other harmful traditional practices (HTPs). With Regional Office 
technical and financial assistance, ten countries35 conducted social studies on HTP and FGM 
policy and programme development, and implemented critical activities. Effective interventions 
included alternative rite of passage without female excision; research; advocacy; and social 
mobilization and involvement of community leaders, policy-makers and parliamentarians. The 
ten initial multidisciplinary collaborative groups on FGM36 regularly provided information and 
data for the Women’s Health Female Genital Mutilation database. 
 
227. Six countries37 regularly used the WHO training manual, Female Genital Mutilation 
(2001), to review national pre-service and in-service curricula and build capacity of health 
workers. At a workshop in Eritrea, 87 participants from the Eritrean Association of Medical 
Doctors and the Ministry of Health were trained in FGM prevention and care of survivors. 
Definitions, classification, consequences, and global and regional perspectives were reviewed 
to streamline national commitment to FGM elimination.  
 
 
 

                                                 
34 UNICEF, UNFPA, Inter-African Committee on Harmful Traditional Practices Affecting the Health of Women and Children, USAID, 
Population Council, World Bank, Tostan and Swedish Government. 
35 Burkina Faso, Chad, Eritrea, Ghana, Guinea-Bissau, Kenya, Mali, Nigeria, Tanzania, Togo. 
36 Burkina Faso, Cameroon, Chad, Democratic Republic of Congo, Ghana, Kenya, Mali, Niger, Nigeria, Tanzania. 
37 Burkina Faso, Ghana, Kenya, Mali, Nigeria, Tanzania. 

 
Training of humanitarian workers in a refugee camp, 2002 
Photo: WHO/AFRO 
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228. With Regional Office support, 15 countries38 
evaluated the five-year implementation of the Regional 
Plan of Action to Accelerate the Elimination of Female 
Genital Mutilation in Africa. Preliminary results revealed 
that all the surveyed countries had increased their 
political and legislative policies regarding FGM 
elimination. Civil society and development partners 
were actively involved in advocacy and legal reform. 
Several best practice initiatives were undertaken, and 
health professionals were sensitized on FGM 
prevention and care of survivors. 
 
229. For the 2004-2005 biennium, the focus will be on 
creating an enabling environment for women to attain 
the highest possible level of health. The capacity of 
health personnel will be strengthened to prevent and 
manage violence against women, especially female 
genital mutilation. Partnerships, advocacy, gender 

equity and a human rights approach will be used to increase the appreciation of the role of 
women in sustaining the cycle of human life.  
 
 
HEALTHY ENVIRONMENTS AND SUSTAINABLE DEVELOPMENT  
 
230. The extent and depth of poverty as well as environmental conditions represent major 
threats to health development in the African Region. Over 450 million Africans lack access to 
safe water; 490 million are without adequate sanitation. Poverty is also the main cause of food 
insecurity and consumption of unsafe food. Along with natural and man-made emergencies, 
these factors pose great challenges to the achievement of the millennium development goals 
which many African countries are finding difficult to achieve. 
 
231. During the 2002-2003 biennium, the WHO Regional Office for Africa responded to these 
challenges through the Division of Healthy Environments and Sustainable Development (DES). 
The aims of the Division are to strengthen the analysis of the linkages between poverty and ill 
health, and promote their inclusion in national and regional health development efforts; promote 
a long-term strategic and sustainable approach to health development; incorporate effective 
environmental health dimensions in the management of the human environment and in the 
development of other national policies and actions; address the high morbidity and mortality 
attributable to poor food safety and food hygiene; strengthen national capacities for emergency 
preparedness and response, and provide technical and financial support to countries in crises. 
 
232. The Division consists of four areas of work: Health in Sustainable Development, Health 
and Environment, Food Safety, and Emergency and Humanitarian Action. 
 
 
 
 
 
                                                 
38 Burkina Faso, Cameroon, Chad, Democratic Republic of Congo, Eritrea, Ethiopia, Ghana, Guinea, Guinea-Bissau, Kenya, Mali, 
Niger, Nigeria, Senegal, Tanzania. 
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Sustainable Development (HSD) 
 
233. Good health status is central to creating and sustaining people’s capacities to escape 
from poverty. One of the main priorities of the Regional Office has been poverty reduction and 
health. During the 2002-2003 biennium, the Sustainable Development area of work focused on 
three programmes to realize the health goals in poverty reduction. 
 
234. The, Poverty and Ill-Health programme  presented a poverty reduction paper to the fifty-
second session of the Regional Committee, and it was subsequently published as Poverty and 
Health: A strategy for the African Region. The annual meeting of the Africa Advisory Committee 
on Poverty and Health was held. With WHO support, Zimbabwe implemented community-based 
poverty and health programmes, and the Republic of Congo started a project on community 
development. The Republic of Congo, Democratic Republic of Congo and Madagascar 
collaborated with other partners (NGOs, UN agencies) to provide health sector technical support 
to community-based projects in underprivileged areas. 

 
235. With WHO technical support, seven countries39 developed or improved the health 
component of their national poverty reduction strategy papers. With a Regional Office grant, the 
Tropical Institute for Community Health and Development in Africa (Kisumu, Kenya) purchased 
equipment for capacity building and supported an annual scientific conference. A new module 
on poverty and health was prepared for the headquarters Evidence and Information for Policy 
training workshop held in Greece in 2002. Seven Member States40 finalized their poverty 
reduction strategy documents, and Benin finalized a millennium development goals strategy 
document. Benin, Chad, Madagascar and Uganda carried out studies on such diverse subjects 
as access to health services by the poor; community-based health initiatives; public health 
financing and expenditures directed at the poor, including sector-wide approaches (SWAps); 
equity issues and out-of-pocket health expenditures by the poor.  
 
236. The Long-term Health Development programme developed a training module and 
organized a workshop on long-term health development. Burundi, Malawi, Senegal and Togo 
conducted national workshops to raise awareness on the long-term health development 
approach. Countries in the West African Economic and Monetary Union held a meeting and 
reviewed the scope, terms of reference and modalities for financing a study for a regional health 
policy. With WHO technical support, countries initiated training, capacity-building and 
sensitization activities for health planners and stakeholders. Togo and Madagascar organized 
meetings to sensitize stakeholders about the need to develop a vision for long-term health 
development. At Regional Office level, there was collaboration with others (notably the Division 
of Health Systems and Services Development, Adolescent Health, Environmental Health Policy, 
Emergency and Humanitarian Action) to incorporate the long-term health perspective in their 
work plans. 
 
237. With support from the Macroeconomics and Health programme, 13 countries41 attended 
an intercountry workshop for developing plans of action. The document, “Macroeconomics and 
health: The way forward in the African Region,” and a corresponding resolution were prepared 
and presented at the fifty-third session of the Regional Committee. The Regional Office team 
participated in the headquarters ministerial consultative meeting on increasing investments in 
health outcomes for the poor, a meeting attended by 40 developing countries. With WHO 
                                                 
39 Angola, Burundi, Chad, Democratic Republic of Congo, Kenya, Nigeria, Uganda. 
40 Benin, Democratic Republic of Congo, Guinea-Bissau, Madagascar, Mali, Togo, Uganda. 
41 Angola, Botswana, Republic of Congo, Ethiopia, Ghana, Kenya, Malawi, Mozambique, Nigeria, Rwanda, Senegal, Tanzania, 
Uganda. 
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technical support, Ghana and Ethiopia developed long-term investment plans and Mozambique 
prepared a phase 1 plan of action. Ethiopia and Ghana conducted stakeholder workshops and 
established national technical groups and cross-sectoral mechanisms to disseminate 
macroeconomics and health concepts and take them forward; 11 countries42 developed plans of 
action. Ghana produced a draft health investment plan which was reviewed by both the country 
office and the Regional Office. There is a need to further enhance interdivisional collaboration 
and the “One WHO” concept within the Country Focus Initiative. More evidence is needed to 
develop feasible and sustainable strategies on macroeconomics and health, and more 
operational planning and implementation mechanisms should be developed for the next phases. 
 
238. In the 2004-2005 biennium, the focus will be on scaling up the health content of poverty 
reduction strategies and monitoring the progress in the resulting health outcomes. One key 
activity will be enhancing WHO capacity at country and regional levels to assist Member States 
in shaping the health content of national poverty reduction strategies, including poverty 
reduction strategy papers. Another activity will be the systematic monitoring of health outcomes 
of poverty reduction strategies, millennium development goals and the health-for-all policy 
targets. Greater collaboration will be sought with Regional Office programmes and units as well 
as other stakeholders. 
 
Health and Environment (PHE) 
 
239. Priorities of the Health and Environment area of work include generating information 
through environmental risk assessment and hazard mapping; improving water and sanitation; 
promoting occupational health and the healthy settings approach, a tool for intersectoral action 
in support of health and environment. Five programmes addressed these priorities: 
Environmental Health Policy, Environment and Promotion of Health, Environmental Risk 
Assessment, Occupational Health, and Environmental and Sustainable Development 
Information Management. The Regional Strategy on Health and Environment was adopted by 
the fifty-second session of the Regional Committee in 2002. It aimed at improving the health of 
people through the development and implementation of policies for management of the 
environmental determinants of health.   
 
240. The Environmental Health Policy programme drafted 
guidelines for environmental health policy which were discussed at 
a meeting of environmental health focal points for Africa in 
Yaounde, Cameroon, in May 2002. The document was reviewed by 
the Publications Committee in 2003. Technical assistance in policy 
formulation was provided to Mozambique and Nigeria. 
Questionnaires were sent to countries to gauge their policy 
formulation status and to conduct environmental health baseline 
data surveys. An advocacy paper on the need for formulating 
environmental health policy was developed. With Regional Office 
support, 11 countries43 formulated their environmental health 
policies, and six countries44 revised their public health acts. 
Equatorial Guinea developed public health norms, while Mauritania 
legislated for clean water. Water, sanitation and hygiene activities 
included assistance for constructing water supply schemes and 

                                                 
42 Angola, Botswana, Republic of Congo, Kenya, Malawi, Mozambique, Nigeria, Rwanda, Senegal, Tanzania, Uganda. 
43 Cameroon, Cape Verde, Republic of Congo, Ethiopia, Gambia, Kenya, Madagascar, Mali, Namibia, Swaziland, Tanzania. 
44 Botswana, Burkina Faso, Central African Republic, Gambia, Kenya, Zambia. 
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sanitation facilities, training environmental health workers, sensitizing communities, and 
applying Participatory Hygiene and Sanitation Transformation in various countries.45 
 
241. The Environment and Promotion of Health programme focused on advocacy for 
adoption of a healthy settings approach and initiating a programme of action to address 
priorities in children’s environmental health. A healthy cities manual was produced and 
distributed to countries. With financial and technical assistance from WHO, Republic of Congo, 
Kenya and Tanzania developed and implemented community-based projects. Republic of 
Congo launched a social mobilization campaign for healthy markets, while Kenya addressed 
issues of solid waste management in urban areas. The healthy markets and food safety concept 
was introduced in Mozambique, and the healthy market places initiative was evaluated in Dar es 
Salaam, Tanzania. A short course on urbanization and health in developing countries was 
organized in collaboration with the Centre for Urban Health, Cape Town, South Africa.  
 
242. Six countries46 designed and conducted rapid assessments to create national profiles on 
children’s environmental health concerns. As part of World Health Day 2003 celebrations, 
countries organized activities to raise awareness on environmental risks affecting children. At 
the country level, eight countries47 prepared city health profiles to strengthen and expand 
healthy cities projects. Lesotho and Rwanda conducted awareness and sensitization 
workshops. Burkina Faso, Comoros, Republic of Congo and Togo promoted the healthy settings 
approach by focusing on hygiene and sanitation, including construction or improvement of 
latrines and hand-washing facilities in schools. Uganda and Zimbabwe introduced a healthy 
villages initiative, and Ethiopia organized a workshop on healthy prisons. 
 
243. The Environmental Risk Assessment programme for the 2002-2003 biennium organized 
an awareness-raising workshop for health focal points and technical staff of ministries of health 
from 30 countries; likewise, participants from over 30 African countries attended a training 
workshop to strengthen the emergency response capacity of country focal points in Protection 
of Human Environment. Guidelines on environmental health impact assessment were revised 
and submitted to the Publications Committee, and a manual, Environmental health hazards 
mapping in Africa, was produced and distributed.  
 
244. A survey regarding chemical hazards and risks to human health was carried out in 25 
countries. Gaps in national policies for chemicals and hazardous waste management were 
identified and used to plan future activities in chemical safety. With WHO technical and financial 
support, Uganda and Zambia procured incinerators for biomedical waste management and 
treatment, and Kenya assessed the problem of high levels of fluoride in drinking water in the Rift 
Valley and constructed a defluoridation filter plant. Two WHO collaborating centres were 
strengthened for running programmes in health and environment: the Regional Centre for Water 
and Sanitation in Burkina Faso and the South Africa Medical Research Centre. The 
candidatures of two institutions in Benin and South Africa were prepared for submission to the 
next WCC regional screening committee.  
 
245.  Various activities in environmental risk assessment took place at country level. Central 
African Republic, Kenya, Mali and Rwanda enhanced capacity of local and national institutions 
to deal with poisoning prevention and response. Eritrea and Rwanda provided training in issues 
of environmental risk assessment. Seychelles prepared a plan of action in environmental risk 
                                                 
45  Benin, Burkina Faso, Cameroon, Cape Verde, Central African Republic, Chad, Republic of Congo, Gambia, Guinea, Guinea-
Bissau, Kenya, Lesotho, Liberia, Sao Tome and Principe, Swaziland, Tanzania, Zambia. 
46 Benin, Republic of Congo, Ethiopia, Mozambique, Seychelles, Zimbabwe. 
47 Cameroon, Central African Republic, Côte d’Ivoire, Eritrea, Ethiopia, Namibia, Uganda, Zimbabwe. 
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assessment and vector control, and Cameroon did the same for chemical safety. Angola 
implemented pilot projects on environmental health for vector control, and Benin constructed 15 
incinerators in six sanitary districts and improved biomedical waste management.  
 
246. The Occupational Health programme completed a situation analysis of the status of 
occupational health in the African Region. With Regional Office support, Botswana developed 
an occupational health policy and Niger developed a human resource development plan. 
Cooperation was fostered with the International Labour Organization. At country level, Burkina 
Faso monitored and evaluated the ability of the informal sector to prevent work-related hazards. 
Guinea reinforced the protection and promotion of health at the workplace. 
 
247. The Environmental and Sustainable Development Information Management programme 
developed the Division database to facilitate planning processes and provide suitable 
information to the Regional Office database and other partners involved in environment and 
sustainable development. The Division website was continuously updated with technical 
publications and information documents; these were well-received by the public according to 
monthly statistics published by the Information and Communication Technology unit. Technical 
publications were sent to country offices, and a mechanism for harmonization and unification of 
data collection was established.  
 
248. In the 2004-2005 biennium, the Protection of Human Environment area of work will 
continue to facilitate countries’ efforts to incorporate health dimensions in any development 
policies and strategies that deal with environment, including legal and regulatory frameworks. 
The aim is to enhance the capacity of WHO country offices and ministries of health for 
accelerating actions to protect communities from adverse environmental conditions. 
 
Emergency Preparedness and Response (EHA) 
 
249. In 2003, 25 African countries were affected by different crises, and 512 million persons 
were exposed to various health risks in the Region. Natural disasters such as epidemics, 
earthquakes, floods and droughts are often compounded by man-made disasters resulting from 
conflicts and war. 
 
250. The capacity of governments to respond to 
crises in most African countries is low due to lack of 
resources and sufficient preparedness. Hence, 
response is often from international and national 
humanitarian organizations, and government health 
sector intervention relies on mobilizing this outside 
support for emergency situations. Delays in 
assistance often increase the risks for the affected 
populations. The World Health Organization has 
increasingly taken an active role in helping 
countries to alleviate the health impact of 
emergencies. Based on resolution WHA48.2, WHO 
intensified cooperation with countries on 
emergency preparedness and response. The 
Regional Office for Africa has provided Member 
States with financial, logistical and technical 
support to mitigate the health effects of disaster by assessing health risks and vulnerability, 
building capacity for response and improving coordination. 

Natural disasters:  
Earthquake, Algeria, 2003 
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251. During the 2002-2003 biennium, due 
to increasing emergencies in the Region, 
activities mainly focused on supporting 
national responses. A total of 136 
emergency kits was sent to countries, and 
vaccines, drugs and supplies were provided 
to Republic of Congo, Eritrea, Madagascar, 
Togo and Uganda. The Regional Office 
coordinated humanitarian activities in 
Democratic Republic of Congo and 
supported Guinea in health needs as well 
as the prevention and management of 
sexual abuse and violence in refugee 
camps.  
 
 
 
 
 
252. Key personnel were recruited to strengthen the Regional Interagency Coordination 
Support Office dealing with the humanitarian crisis in southern African countries as well as the 
intercountry teams in Harare (for southern Africa), Abidjan (west Africa), Nairobi (Great Lakes 
Region), Addis Ababa (Horn of Africa). With WHO technical support, Mali and Burkina Faso 
addressed humanitarian crises with rapid assessment and contingency planning; Guinea 
managed internally displaced persons; and eight countries48 improved their emergency 
preparedness. 
  
253. At the country level, the country offices and their partners played a major role in the 
management of crises during the biennium. With financial or technical support from 
headquarters and the Regional Office, many countries prepared consolidated appeal processes 
for funds mobilization. WHO headquarters, the Regional Office for Africa, the Algeria Liaison 
Office, the Algerian Ministry of Health and partners were on the front-line during the earthquake 
in May 2003. The Angola Country Office decentralized emergency activities and reinforced 
national capacity for better intervention throughout the country. The affected provinces were 
provided with necessary equipment, drugs and emergency health kits. Burundi has had 
thousands of internally displaced persons due to on-going crises; the Burundi Country Office in 
collaboration with the Ministry of Health carried out an epidemiological assessment in the camps 
and provided health assistance to the displaced persons and the Demobilization, Disarmament, 
Repatriation and Reintegration programme. The Central African Republic implemented various 
health assistance activities for displaced persons and the host populations and strengthened 
existing health facilities. The Democratic Republic of Congo assisted persons affected by long-
lasting conflicts, outbreaks of malaria and cholera epidemics. Disease surveillance activities 
were conducted in many provinces.  
 
254. The Regional Office and the Namibia Country Office met with government, donors and 
other partners with regard to sensitization, involvement and response to crises. In Eritrea and 
Ethiopia, the WHO country offices, ministries of health and partners undertook strong actions to 
mitigate the consequences of drought and the impacts of war. With country office support, 

                                                 
48 Cameroon, Cape Verde, Guinea, Malawi, Mozambique, Nigeria, Swaziland, Zimbabwe. 

Man-made crises: 
A health centre destroyed during war 
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Uganda provided heath assistance to persons displaced by persistent internal strife. A health 
needs assessment was conducted in October 2003 to obtain more information on health 
problems and better target the interventions. The Kenya Country Office organized health 
assistance to flood victims and the increased refugees from Southern Sudan. 
 
255. For crises in west Africa, country offices in Burkina Faso, Ghana and Mali organized 
activities to improve health, nutritional and other needs of refugees. Several refugee camps in 
Guinea settled displaced populations from Liberia and Côte d’Ivoire. With support from 
headquarters and the Regional Office, Liberia carried out health and nutrition assessments and 
organized immunization campaigns against measles; in addition, over 6 000 contaminated wells 
were disinfected with chlorine. In some places, dead bodies were extracted from wells and 
given appropriate interment. With technical and financial support from headquarters and the 
Regional Office and the collaboration of partners, country office staff organized and monitored 
disease control, surveillance and data management systems. WHO coordinated the orientations 
for health sector interventions and prepared the consolidated appeal plan. Niger responded 
efficiently to the meningitis outbreak of 2002-2003, and necessary arrangements were put in 
place to prevent and mitigate future outbreaks. 
 
Food Safety (FOS) 
 
256. Food safety remains a leading 
public health problem in the African 
Region. Many Member States 
experience low food hygiene as 
indicated by the high incidence and 
prevalence of food-borne diseases such 
as cholera and other diarrhoeal 
diseases; Ebola outbreaks; and 
problems of food contaminants such as 
pesticide residues, mycotoxins and 
other naturally-occurring toxins, and 
physical objects. In spite of resource 
constraints, the WHO Regional Office 
aims to assist Member countries to 
enhance food safety by strengthening 
their capacity for food-borne disease 
surveillance and developing of 
relevant legislation, standards and 
programmes for promoting food 
hygiene and safety.  
 
257. During the 2002-2003 biennium, the Regional Office conducted a food safety survey 
which analysed the health risks associated with food handling. A workshop to raise awareness 
about food safety was organized in Bamako. Information on food safety was prepared for the 
Regional Office website, and a number of promotional materials were developed. A paper on 
food safety and health was presented to the fifty-third session of the Regional Committee and a 
resolution (AFR/RC53/R5) was consequently adopted.  
 
258. The Regional Office participated in a joint workshop with the Food and Agriculture 
Organization on food control systems in the Southern African Development Community. A 
healthy market demonstration project was started in Mozambique. There was also participation 

Safe food handling reduces food-borne illnesses 
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at the headquarters meeting of regional food safety advisers. A training course in laboratory 
methods for food-borne disease surveillance was held in Yaounde, Cameroon. This was part of 
the HQ global Salmonella surveillance project. A training guide on safe food handling and the 
causes of food-borne diseases was developed for the informal food trade sector. A draft 
strategy on microbiological food-borne diseases was prepared for the African Region. 
 
259. Several Member States responded positively to this area of work. Botswana conducted 
workshops in six communities. Gambia and Kenya developed tools for food-borne disease 
surveillance. Algeria, Botswana, Kenya and Zimbabwe trained food inspectors and other 
relevant officers. Chad and Nigeria conducted situation analyses of their national programmes. 
Gambia reviewed the draft National Food Act, and Madagascar carried out several advocacy 
activities. 
 
260. The food safety challenges faced by countries will form the basis of the Food Safety 
area of work in the 2004-2005 biennium. These challenges include increased poverty coupled 
with poor environmental hygiene and sanitation; lack of clear up-to-date food safety policies and 
laws; weak interdisciplinary collaboration in food safety management; rapid and unplanned 
proliferation of street food vending sites; reduced public health funding coupled with inadequate 
human resources; and inadequate disease surveillance. 
 
261. Given the intersectoral nature of food safety concerns, it is helpful to use a 
multidisciplinary and integrated approach. Linking food safety activities with others in healthy 
settings, occupational health, participatory hygiene and sanitation transformation, and poverty 
might also assist in bridging gaps in funding. It is necessary to cooperate with national and 
international agencies, especially the Food and Agriculture Organization, involved in food 
safety.  
 
262. Thus, in the 2004-2005 biennium, the Food Safety area of work intends to focus on 
assisting countries to integrate food safety considerations into various health systems and 
programmes; advise and support Member States to extend legislation and standards; and 
promote or strengthen food surveillance and assessment in Member countries. 
 

ADMINISTRATION AND FINANCE 

 
263. The Division of Administration and Finance has three areas of work: Human Resources; 
Financial Management; Informatics and Infrastructure Services. 
 
Human Resources (HRS) 
 
264. The Human Resources area of work deals with approximately 2 800 fixed and short-term 
staff from 46 countries in the African Region. The biggest challenge in the 2002-2003 biennium 
was to cope with the volume of requests for services such as establishment of posts, 
recruitment of staff, issuance of contracts, and administration of benefits and entitlements. With 
the increase in funding for the African Region, demands increased further as additional staff 
were recruited at regional level. It was necessary to ensure appropriate staff at various levels as 
well as ensure that functions were sufficiently automated and computerized.   
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265. In the context of the human resources management reform, new contractual 
arrangements and the Performance Management and Development System (PMDS) were 
adopted. Attention was given to recruiting a well-motivated, committed and versatile workforce 
which represents gender balance and geographical distribution. Other important issues were the 
move from Harare to Brazzaville and the establishment of a subunit of 22 staff in Harare. The 
reform aimed at developing modern personnel systems and practices to better serve the needs 
of the Region in a more proactive and responsive manner and to promote the well-being of staff 
in order to improve their effectiveness. 
 
266. Among the major achievements during the 2002-2003 biennium were increased 
responsiveness, reduction in delays in response to requests and a more proactive attitude. 
These were achieved thanks to the recruitment of four personnel officers and ten new personnel 
clerks in Brazzaville; the establishment of a new procedure for testing and interviewing general 
service candidates; the recruitment of two highly qualified nurses and a regional staff physician 
for Brazzaville; the installation of a computerized personnel management system in Brazzaville 
and Harare; and the strengthening of links with technical divisions and country offices. Training 
workshops were conducted on security, stress management, PMDS, contractual arrangements, 
and administrative and financial procedures. 
 
267. There is a need to better interact with technical divisions and country offices in order to 
ensure proper planning. Also, a comprehensive programme of visits to country offices would 
assist the WHO Representatives to streamline administrative processes and brief staff. 
Communication mechanisms between Human Resources Development and all staff need to be 
continually improved. 
 
268. During the 2004-2005 biennium, efforts will focus on the continuous improvement of 
human resource services. The regional strategic plan for staff development and training will be 
implemented. It has two different components: organization of group training and support to 
individual training. Interaction with technical divisions and WHO representatives in country 
offices will be pursued in order to better understand their needs and to improve services. A 
briefing package will be distributed to all staff and placed on the Regional Office website. 
Particular emphasis will be put on the implementation of a programme of visits to country 
offices, four to six countries per quarter.  
 

Financial Management (FNS) 
 
269. The Financial Management area of work is responsible for all the financial activities of 
the Region, including timely implementation of the Programme Budget and provision of services 
to staff and suppliers. During the 2002-2003 biennium, this was done in a semi-automated 
manner to provide timely support. A key challenge is the installation of an on-line interactive 
integrated financial system throughout the Region. The project started globally, but 
implementation could take up to five years. Also, given the split in the Financial Management 
functions between Harare and Brazzaville, another challenge was the successful provision of 
accounting and financial services in two locations. 
 
270. Financial Management was also responsible for accountability with regard to funds for 
programme implementation as well as procedures and regulations of the World Health 
Organization. Audits at country level showed that improvements are needed in the area of 
accountability and adherence to procedures.  
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271. The main goal of Financial Management continues to be appropriate and timely financial 
support for programme managers. Six other goals were fully met, and major achievements were 
made. Countries were supported in treasury management and oversight functions, with high-
level support going to polio programmes. Budget tables were prepared for the Programme 
Budget 2004-2005. Issuance of obligation documents was devolved to divisions, and an 
allotment system was implemented to provide continual improvement of services. The 
implementation of the Programme Budget 2002-2003 was managed successfully during a 
period of severe budget constraints. The Regional Office Accounting and Finance Information 
System was upgraded to include expenditure control. 

 

272. There is need to have sufficient staff in order to strengthen the Financial Management 
area of work. While delegation of functions to countries and divisions enhances programme 
implementation, it must come with a greater emphasis on accountability and individual 
responsibility. There is need to increase visits to countries in order to perform financial reviews, 
train staff, closely monitor budgets and prevent over-expenditure.  

 

273. The major activities during the 2004-2005 biennium will be to increase oversight 
functions, given the expanded authority delegated to countries and divisions; increase the 
reporting of budget monitoring; visit countries for reviews and training; and assist in the 
preparation of the Programme Budget 2006-2007.  

 
Informatics and Infrastructure Services  (IIS) 
  
274. The Informatics and Infrastructure Services area of work is responsible for providing of 
appropriate information technology infrastructure and systems, administrative and logistical 
services, and efficient, cost-effective procurement services.  This area of work includes the 
office and secretariat of the Director, Administration and Finance. 
 
275. In information and communications technology (ICT), major challenges included the 
state of ICT infrastructure in the Region, an insufficient number of suitably qualified personnel in 
the ICT unit and overall budgetary constraints. For administrative and logistical services, the 
main challenge was to maximize efficiencies in the provision of services in support of Regional 
Office operations in both Brazzaville and Harare.  For supply services, the overall aim was to 
benefit from the new WHO streamlined global procurement services in order to obtain and 
deliver supplies and equipment at the best possible prices.   
 
276. The return of the Regional Office to Brazzaville posed additional challenges of relocating 
staff and equipment to Brazzaville and rehabilitating the Djoué estate, partly funded from the 
WHO Global Real Estate Fund. The goal for this area of work was to apply best practices in all 
aspects of general management at all organizational levels in support of the World Health 
Organization leadership role in international health. 
  
277. A number of changes were introduced. Achievements included streamlining the 
Regional Office Accounting and Finance Information System between Brazzaville and Harare 
through deployment of technical solutions for remote operation. In addition, technical support 
was enhanced for the deployment of the Activity Management System in countries; Regional 
Office network security was strengthened; e-mail and telecommunication services were 
improved with 99.6% availability; and preparatory work was done for the implementation of the 
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WHO Global Private Network in eight countries. Further business practices were automated in 
the Regional Office, the account management (imprest) system was deployed in all country 
offices and computer training courses were conducted to improve staff productivity.  
 
278. In administrative and logistical services, 240 staff members and 300 tonnes of 
equipment and personal effects were successfully transferred from Harare to Brazzaville. 
Projects for improving the working and living conditions at the Regional Office were also 
completed: two new 800-KVA generators were acquired and installed; 5 km of electrical cables 
were installed; two new boreholes and a 180-cubic-metre water reservoir were completed; and 
an 8-km water network was finalized. As a result, the Regional Office operates on reliable 
electricity and water supplies. The security system was strengthened with the establishment of a 
security subunit, construction of a perimeter wall around the Djoué compound and employment 
of a 24-hour security service. An ambulance and fire fighting equipment were acquired for the 
Regional Office. 
 
279. The supply services unit continued to play an important role in procuring essential goods 
and services following the return of the Regional Office to Brazzaville. Support was provided to 
Member States requiring emergency supplies through reimbursable purchases. A 
comprehensive and integrated procurement system was acquired from the Regional Office for 
the Western Pacific; it was subsequently adapted and installed for the Regional Office for Africa. 
During the 2002-2003 biennium, 829 purchase authorizations and 3 031 local purchase orders 
were processed for the Region, totalling US$ 1 082 191 068. Eight authorizations under the 
reimbursable purchases scheme were also processed totalling US$ 520 811. 
 
280. Printing services were provided in support of Regional Office meetings and conferences. 
External printers were contracted whenever such services were considered more cost-effective.   
   
281. Valuable lessons were learned in information and communications technology. Each 
country office needs a qualified in-house information technology specialist in order to effectively 
use existing and planned services. For administrative and logistical services, the maintenance 
of statistics on past expenditures, for example, proved to be essential for good forward planning. 
Direct hiring of staff for maintenance of technological equipment in ICT proved to be more cost-
effective than outsourcing; however, the opposite was true for administrative services such as 
cleaning, security and maintenance, which were outsourced. 
  
282. In the 2004-2005 biennium, the Regional Office will continue to develop appropriate 
information technology software and maintain existing systems, while collaborating with 
headquarters and other regional offices in developing global programmes. The focus will be on 
providing cost-effective logistical support and maintenance of the Regional Office premises. In 
supply services, the WHO global e-procurement system will be implemented to reduce ordering 
time and access more competitive prices. Efforts will also be made to improve the current 
procurement system, including the tracking of orders, as well as collaboration between the 
subunits in Brazzaville and Harare. 
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ENABLING AND CONSTRAINING FACTORS IN PROGRAMME BUDGET 
IMPLEMENTATION 

 
283. Global political will and government commitment to health issues in the African Region 
facilitated the implementation of country programmes. Several international initiatives provided 
funding for regional priorities and opportunities for fruitful cooperation with external partners. 
Strong partnerships between the World Health Organization and the United States Agency for 
International Development; the Canadian International Development Agency; the Government 
of Italy; the Global Fund to Fight AIDS, Tuberculosis and Malaria; the Global TB Drug Facility; 
the United Nations Children’s Fund and many other agencies were instrumental in the progress 
made. 
 
284. Close collaboration among various stakeholders and WHO at national and global levels 
was a major factor that facilitated programme implementation. In addition, important facilitating 
factors for the implementation of the biennium workplan included excellent collaboration 
between headquarters, the Regional Office and country offices; staff commitment; positive 
stewardship from Regional Office management; and strong team spirit and networking among 
WHO staff. Implementation of activities was also facilitated through improved human resources, 
the progressive stabilization of the working environment in Brazzaville and the empowerment of 
staff at all levels. 
 
285. Several problems relating to security, emergency situations and natural disasters in the 
Region hindered the implementation of some activities. Other constraints are the delayed 
responses by some countries. Despite budgetary planning efforts, operations in the Region 
depended heavily on funds from Other Sources. Unfortunately, due to the shortage of funds in 
the 2002-2003 biennium, several activities were cancelled, but some were rescheduled for the 
2004-2005 biennium. 
 



 

 59

PART II: PROGRESS REPORT ON IMPLEMENTATION OF  
 REGIONAL COMMITTEE RESOLUTIONS 

 
Regional strategy for emergency and humanitarian action 

 
286. At the forty-seventh session of the WHO Regional Committee for Africa held in 
September 1997, Member States and partners adopted resolution AFR/RC47/R1 with a view to 
addressing the frequent occurrences of emergencies in the African Region, considering 
especially their magnitude and their health, social and economic impact. Implementation of that 
resolution and of the regional strategy for emergency and humanitarian action continued during 
the biennium through strengthening of the capacity of countries in emergency preparedness, 
response and resource mobilization. 
 
287. In the biennium, the Regional Office instructed country offices to include emergency and 
humanitarian action in the priorities of their biennial plans of action. The Emergency and 
Humanitarian Action (EHA) unit was decentralized and its administration streamlined to enable it 
to operate with greater ease, speed and effectiveness. 
 
288. In emergency preparedness, the Regional Office focused on training in risk identification 
and vulnerability assessment. In that regard, training was provided for a group of consultants 
who would, in turn, provide technical support to countries of the Region. Vulnerability 
assessment is an important step in formulating programmes on emergency preparedness and 
response, and humanitarian action at country level. 
 
289. To strengthen planning capacities, a technical guide was produced and then reviewed 
jointly with EHA focal persons of all countries of the Region so that it can be enriched and 
adopted. Having mastered the processes of vulnerability assessment and emergency 
management planning, Member States now have two essential tools in the area of emergency 
preparedness and response. These processes require a multisectoral and multidisciplinary 
approach within countries as well as partnership with agencies of the United Nations and other 
institutions operating in the field of emergency preparedness and response. 
 
290. A workshop on emergency aid (i.e. Health Emergencies in Large Populations) was 
organized at the Regional Institute of Public Health, Ouidah, Benin for EHA focal persons 
through collaboration between the WHO Regional Office, headquarters and the International 
Committee of the Red Cross. This effort will continue and will even be diversified to enable the 
Region to have a critical mass of adequately trained personnel who can assist the countries in 
emergency preparedness and response in the African Region. 
 
291. For improving technical support to Member States in emergency situations, EHA 
coordinators were recruited and assigned to Harare for southern Africa, Abidjan for west Africa, 
Brazzaville for central Africa, Nairobi for the Great Lakes region and Addis Ababa for the Horn 
of Africa. This act of decentralization will foster close-to-client action, reduce delays in 
interventions, and improve the quality of preparedness and response. In addition, stocks of 
emergency health kits are kept in Brazzaville, Dakar and Harare.  
 
292. The Regional Office provided technical and financial support to various countries 
affected by emergencies. Since this effort requires substantial financial resources, concerted 
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action by WHO and Member States should continue so that immediate response and assistance 
can be provided on the ground, whenever necessary, pending the organization of interventions 
with international partners and the launch of appeals for funds. 
 
293. The increasing participation of countries in the preparation and follow-up of the 
consolidated appeal process helped mobilize substantial resources for southern Africa, the 
Democratic Republic of Congo, the Great Lakes region, west Africa and particularly Liberia.  In 
the specific case of Liberia, WHO played an important role in organizing in New York, in 
February 2004, an international conference for the reconstruction of that country. 
 
294. With the assistance of the Regional Office, the ministries of health of countries of the 
Region are now establishing their own emergency preparedness and response units. That 
arrangement will provide countries with an institutional and organizational framework to facilitate 
the formulation of emergency preparedness programmes and the organization of emergency aid 
at short notice and with optimum effectiveness.  
 
295. The implementation of the regional strategy for emergency and humanitarian action has 
been made easier by the awareness and commitment of Member States, the support of 
partners and the gradual strengthening of WHO capacity to provide technical support to 
countries. 
 
296. However, problems still exist, especially inadequacy of human and material resources 
and the low level of country preparedness for emergencies. 
 
297. Activities being implemented will be strengthened in the next biennium. Further efforts 
will be made to continue to strengthen national capacities in emergency preparedness and to 
support ministries of health to set up their own EHA units. In addition, other humanitarian crises 
management tools will be developed and made available to countries, including a minimum 
package of public health interventions in emergency situations as well as guidelines for use in 
emergencies and planning. 
 
Regional Strategy for the Development of Human Resources for Health 
 
298. Resolution AFR/RC48/R3 on the Regional Strategy for the Development of Human 
Resources for Health, adopted in September 1998, requests the Regional Director to support 
the development of guidelines and models; ensure continuity in the work of the regional 
Multidisciplinary Advisory Group; reorganize and strengthen the Regional Office unit responsible 
for human resources for health; and sensitize partners to mobilize resources for the 
implementation of the strategy. 

 
299. The Regional Office provided support to 26 countries49 to develop, update or implement 
health policies and plans for human resources. It also supported several countries to carry out 
various activities, including evaluating training curricula in health sciences, promoting 
community-based learning, reviewing salary scales, and developing strategies for motivation 
and incentives. It evaluated the work of the WHO Fellowships Programme in the African Region 
over the period 1990–2000. The evaluation showed that 3 553 fellowships were awarded, many 
for studies in public health; that 91% of the fellowships were for courses tenable in Africa; and 
                                                 
49 Botswana, Burkina Faso, Cameroon, Central African Republic, Chad, Côte d'Ivoire, Equatorial Guinea, Eritrea, Ethiopia, Gambia, 
Ghana, Guinea, Malawi, Mali, Mauritania, Mauritius, Mozambique, Namibia, Niger, Nigeria, Rwanda, Senegal, South Africa, 
Swaziland, Tanzania, Zimbabwe. 
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that, after their studies, former WHO fellows played a major role in health systems development 
in their respective countries. 

 
300. Furthermore, the Regional Office conducted a migration study in six countries50 and a 
migration survey in 42 countries. The outcomes showed a high level of migration of skilled 
health workers with adverse impact on the quality, effectiveness and equity of health care 
delivery. In this regard, a regional report on migration was produced. The report proposed 
courses of action that can be taken at country, subregional, regional and international levels. 
 
301. As part of support to strengthening country capacity to plan, train, utilize and regulate 
health professions, various guidelines and documents were developed including the human 
resources for health (HRH) booklet and the strategic directions for strengthening nursing and 
midwifery services in the African Region. Also developed were tools and guidelines for 
monitoring and evaluating the implementation of the regional strategy. In addition, 33 health 
managers in human resources from 33 countries were trained. 

 
302. To strengthen the pool of HRH experts in the African Region, the second meeting of the 
Multidisciplinary Advisory Group comprising experts in development of human resources for 
health was held in June 2002.  The meeting reviewed the status of implementation of the 
recommendations it had made earlier at its first meeting in 2000 and provided valuable inputs to 
two draft documents. Staffing of the Human Resources for Health unit was increased to four 
regional advisers in 2003, including a specialist in education, and 23 African experts were given 
orientation in providing support to countries. 

 
303. In HRH development advocacy, new partnerships were forged with the International 
Organization for Migration, on the issue of migration and brain drain of health workers, and with 
the World Bank, the African Union and the Rockefeller Foundation, on continuing advocacy for 
the development of human resources for health. In this context, heads of state and government 
of countries of the African Union decided, in 2002, to declare the year 2004 the “Year for 
development of human resources with special focus on health workers” and to hold a special 
summit that same year. Ministers of health of countries of the African Region decided that 
human resources issues would, henceforth, be discussed at all sessions of the Regional 
Committee until further notice. 
 
304. Factors that facilitated the implementation of the resolution include increased awareness 
and political will of the countries; emerging dynamic partnerships for development of human 
resources for health; and increased number of experts to support country action. On the other 
hand, implementation was hampered by insufficient financial and human resources for HRH 
development at country and regional levels and the fact that countries sometimes do not 
respond promptly enough to WHO requests to participate in some studies or activities. 
 
305. The Regional Office plans to support Member States to accelerate HRH policy 
development and planning, enhance education and training of health workers and document 
best practices and lessons learned in HRH development. It will also mobilize additional 
resources, continue advocacy and strengthen partnerships for HRH development at country and 
regional levels. 

 
 
 

                                                 
50 Cameroon, Ghana, Senegal, South Africa, Uganda, Zimbabwe. 
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Strategic Health Research Plan for the WHO African Region 
 
306. Regional Committee resolution AFR/RC48/R4, passed in September 1998, urges the 
Regional Director to draw up and disseminate an inventory of health research institutions and 
research work on health and health-related areas; strengthen the health research programmes 
of the Regional Office; take stock of WHO collaborating centres; promote the training of trainers 
in research methodology; and mobilize financial support for priority research programmes. 
 
307. To facilitate the preparation of inventories of health institutions and health research, a 
data collection instrument was prepared in 2003 and sent to countries for completion. The 
instrument, entitled “A Survey of Health Research Capacity in Countries”, is aimed at gathering 
information on the availability of national health research policies, strategic health research 
plans, health research legislation, research coordination mechanisms (including bioethics 
committees, scientific review committees), health research programmes, national health 
research institutes, national universities with faculties of health sciences, health research 
financing and budget, nongovernmental organizations involved in health research, and actions 
needed to strengthen health research capacity. 
 
308. With regard to strengthening the health research activity in the Regional Office, a health 
research focal point was nominated for each technical division. The role of the focal point is to 
catalyse research activities within the technical division. Coordination of work is ensured 
through meetings of divisional research focal persons and the Research Development 
Committee. 
 
309. The WHO Collaborating Centres Managerial Guidelines and the inventory of WHO 
collaborating centres (WCCs) were updated and sent to countries. The Regional Office 
continued to facilitate the designation and redesignation of WCCs. In fact, in 2003 concerted 
efforts were made by the divisions to redesignate many WCCs that were at the risk of being 
discontinued because their redesignation was overdue. The Regional Office continued to 
develop partnerships with WCCs in Algeria, Burkina Faso, South Africa, Tanzania and 
Zimbabwe, among others. 
 
310. Efforts to promote the training of trainers in research methodology in the Member States 
continued mainly under three areas of work: Research and Product Development for 
Communicable Diseases, Research and Product Development for Reproductive Health and 
Organization of Services Delivery (Health Systems Research Programme). Capacity for 
designing and conducting operational research was strengthened in 33 countries through 
intercountry workshops and country missions. As a result, 53 operational research projects were 
developed, 36 of which were funded by the Regional Office and are being implemented. In 
addition, support was provided to six countries in health systems research skills development. 
Twelve operational research proposals from four countries were technically reviewed and 
funded. 
 
311. On 16 June 2003, the European Parliament established the European and Developing 
Countries Clinical Trials Partnership (EDCTP) to act effectively against HIV/AIDS, malaria and 
tuberculosis in developing countries. The aim of EDCTP is to accelerate the development of 
new clinical interventions to combat HIV/AIDS, malaria and tuberculosis through long-term 
partnerships between Europe and developing countries. As part of its efforts to mobilize 
financial support for priority research programmes, WHO successfully sought involvement in this 
US$ 600 million research initiative. Guidelines for strengthening, establishing or operating 
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national bioethics committees to safeguard human subjects in the course of health research 
(including clinical trials) were disseminated to countries. 
 
312. Factors that enhanced the implementation of the resolution were the willingness of the 
European Union (among other donors) to fund research in Africa; the availability of 
extrabudgetary funds for research, particularly from malaria and vaccine-preventable diseases 
areas of work and Integrated Management of Childhood Illness; and collaboration with Roll 
Back Malaria, Special Programme for Research and Training in Tropical Diseases, and 
Multilateral Initiative on Malaria. The constraints were the long absence of the regional advisor 
for Research Policy and Coordination; limited number of case studies and scanty data on 
success stories in translating research results into policy and practice; low motivation for 
countries and units within the Regional Office to budget for research in their workplans. 
 

313. In future, there will be need to leverage WCCs and the African Advisory Committee for 
Health Research and Development to provide direct support to countries to develop health 
research policies and strategic plans; establish national health research coordination 
mechanisms; set up bioethics and scientific review committees; and strengthen national 
operational research capacity. 

 
Blood Safety: A Strategy for the African Region 
 
314. Regional Committee resolution AFR/RC51/R2 on a regional strategy for blood safety 
urges Member States to formulate, adopt and implement national blood policies; allocate 
adequate funds for developing the infrastructure of blood transfusion services; and promote 
voluntary nonremunerated blood donation. The resolution also requests the Regional Director to 
support Member States to draw up and implement national blood transfusion policies; promote 
and support training programmes for the staff of blood transfusion services and prescribing 
physicians; facilitate the use of reference centres in blood transfusion in the Region for the 
training of appropriate staff from Member States; mobilize resources from international partners 
to finance blood transfusion safety in the Region; strengthen technical cooperation and 
collaboration between Member States and WHO so as to improve the management of blood 
transfusion centres and the quality of blood and blood products; ensure follow-up and 
implementation of the strategy; and report to the fifty-fourth session of the Regional Committee. 
 
315. In blood transfusion policy development and implementation, support was provided to 12 
countries51 to develop, finalize or implement their national blood transfusion policies and plans. 
Nine countries52 received support to strengthen their blood donor recruitment programmes 
based on voluntary nonremunerated blood donations.  
 
316. Five regional training courses on quality management and four follow-up courses were 
organized in Harare, Dakar and Abidjan, and 100 quality managers from 44 countries were thus 
trained. As follow-up to that training, 14 countries53 started quality management activities. 
Burkina Faso, Cameroon, Democratic Republic of Congo and Rwanda organized national 
training courses in 2002. Ten additional countries reported that they were screening all collected 
blood units for HIV. The screening of transfusion-transmitted infections other than HIV also 

                                                 
51 Cameroon, Central African Republic, Comoros, Equatorial Guinea, Eritrea, Ethiopia, Gambia, Mauritius, Niger, Seychelles, Sierra 
Leone, Tanzania (Zanzibar). 
52 Central African Republic, Côte d’Ivoire, Eritrea, Ghana, Guinea, Mauritania, Mozambique, Rwanda, Swaziland. 
53 Algeria, Benin, Burkina Faso, Cameroon, Côte d’Ivoire, Democratic Republic of Congo, Eritrea, Gambia, Guinea, Kenya, Mali, 
Mozambique, Rwanda, Swaziland. 
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improved. Ghana, Guinea and Mauritius were supported to organize training workshops on 
clinical use of blood and to produce guidelines.  
 
317. The national blood transfusion centres of Côte d’Ivoire and Zimbabwe were identified as 
training centres and refurbished by the Regional Office. Two senior staff from each of the two 
centres were trained in the establishment of regional quality assessment schemes for blood 
group serology. The training took place in Bangkok, Thailand. As a result of WHO advocacy for 
blood safety, including the Regional Director’s Initiative for Blood Safety in Africa, many bilateral 
and multilateral donors (World Bank, Centers for Disease Control and Prevention, European 
Union, etc.) and NGOs are now funding blood transfusion activities in countries. 
 
318. Three regional meetings of directors of national blood transfusion services were 
organized. A quality control managers network was established. Collaboration with 
headquarters was strengthened and joint activities undertaken. International collaboration was 
strengthened through the framework of the Global Collaboration for Blood Safety. 
 

319. As part of the follow-up and implementation of the strategy, a regional database for 
monitoring blood safety in countries was created and will serve as the baseline for evaluation 
and further follow-up of implementation of the regional strategy. 

 
320. Factors that facilitated the implementation of the resolution were the increase of the 
budget; collaboration with headquarters and the two subregional training centres; technical 
support from Etablissement Français du Sang, Paris. The main constraints faced were the low 
rate of implementation of national blood policies; lack of qualified personnel; poor coordination 
in many countries; and lack of funds. Over the next years, emphasis will be put on the 
implementation of national blood policies, quality management and the intensification of efforts 
to increase the number of low-risk blood donors.  
 
Health Promotion: A Strategy for the African Region 
 
321. The Regional Committee, by resolution AFR/RC51/R4 passed in 2001, urges Member 
States to advocate for and support the use of health promotion; develop national strategies and 
provide support at various levels; strengthen the health promotion component of programmes; 
plan, implement and evaluate comprehensive health promotion; and mobilize new resources 
and players. The resolution also requests the Regional Director to develop a generic framework 
and guidelines for implementation; provide technical leadership to Member States; facilitate 
operational research and dissemination of results and best practices to Member States; 
mobilize additional resources; and encourage partnerships among the key actors. 
 
322. A framework and guidelines for the design and implementation of the strategy at national 
level were developed. Health promotion focal points from 18 countries54 were trained in the 
development or evaluation of multisectoral health promotion. The job descriptions of health 
information and promotion officers were revised to facilitate support for national health 
promotion activities. The health promotion component of priority regional programmes55 was 
reviewed and consolidated. Countries reviewed their health promotion policies or programmes 

                                                 
54 Algeria, Benin, Botswana, Cape Verde, Central African Republic, Cote d’Ivoire, Democratic Republic of Congo, Eritrea, Gambia, 
Ghana, Kenya, Lesotho, Mozambique, Nigeria, Rwanda, Senegal, Zambia, Zimbabwe. 
55 Adolescent Health, Mental Health, Substance Abuse and Chronic Disease programmes, in particular, reviewed and strengthened 
the health promotion component of their activities. 
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with Regional Office support.56 Implementation of school health programmes was supported, 
financially and technically, in several countries.57  
 
323. Global student health survey coordinators from 14 countries were trained to undertake 
research on student health behaviour and school-based health promotion.58 The regional 
strategy for health promotion and related documents were distributed to countries. 
 
324. Additional funding was raised for activities involving youth and the elderly.59 Cooperation 
with the International Union for Health Promotion and Education, Education International, and 
HelpAge continued. Support from regional experts and partner institutions facilitated 
implementation of the resolution. Inadequate human resources in countries and lack of policies 
posed obstacles to implementation. 

 
325. The Regional Office has drawn up plans for development of health promotion. 
Implementation of plans is divided into biennial segments according to the WHO planning cycle. 
For the future, support for health promotion policy review, development and training will be 
intensified. Partnerships and alliances will be consolidated.  
 
Regional Strategy for Immunization During the Period 2003–2005 
 
326. The Regional Committee, by resolution AFR/RC52/R2 adopted in October 2002, urges 
Member States and other stakeholders to accelerate the implementation of immunization 
strategies in order to further reduce morbidity and mortality due to vaccine-preventable 
diseases, including interruption of the transmission of wild poliovirus, and achieve certification of 
the African Region as polio-free. The resolution also requests the Regional Director to continue 
advocacy for Expanded Programme on Immunization (EPI) strategies for achieving the polio 
eradication goal in the African Region; monitor the implementation of accelerated disease 
control strategies; strengthen routine immunization systems; and strengthen collaboration with 
partners for policy coordination and resource utilization. 
 
327. Letters were written to the partners of the Polio Eradication Initiative (PEI) advocating for 
sustained support. Meetings with heads of state, political leaders and other opinion leaders 
were held to ensure sustained commitment to PEI and to address concerns in Nigeria about the 
safety of polio vaccines. A resolution on PEI was tabled at the meeting of the African Union in 
Maputo. Disease control initiatives were advocated at the Tokyo International Conference on 
International Development in September 2003. 
 
328. To assist countries to strengthen their immunization programmes, the Regional Office 
carried out advocacy and coordinated technical and financial support to Member States. In this 
regard, 15 countries60 started implementation of the Reach Every District approach. DPT3 
coverage increased from 55% in 2001 to 60% by July 2003. By the end of 2003, the Global 
Alliance for Vaccines and Immunization (GAVI) was used by 34 countries for strengthening 
immunization services, 23 countries for new vaccine, 18 countries for yellow fever and 29 
countries for injection safety. Two intercountry EPI mid-level management courses were held 

                                                 
56 Botswana, Lesotho, Mozambique, Nigeria, South Africa, Tanzania, Uganda. 
57Benin, Botswana, Cote d’Ivoire, Ghana, Guinea, Namibia, Rwanda, Senegal, Swaziland. 
58 Botswana, Gambia, Ghana, Malawi, Mozambique, Namibia, Nigeria, Swaziland, Tanzania, Uganda, Zambia, Zimbabwe. 
59 About US$ 500 000 was raised and used for supporting interventions to enhance school health and programmes for the elderly as 
requested from countries. 
60 Burkina Faso, Cameroon, Chad, Republic of Congo, Democratic Republic of Congo, Ethiopia, Ghana, Guinea, Kenya, 
Madagascar, Niger, Senegal, Togo, Uganda, Zambia. 
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and facilitated. The EPI curricula of 17 medical and paramedical schools were updated. 
Reviews on logistics were conducted in 12 countries. The introduction of new vaccines was 
evaluated in three countries. 
 
329. From all of these activities, many lessons were learned for improving immunization 
programmes. All countries have established national certification committees and are now 
submitting annual progress reports to the African Regional Certification Committee. 
Supplemental immunization activities against measles were conducted in 11 countries, and 
SIAs against tetanus were conducted in seven countries. Maternal and neonatal tetanus 
elimination was validated in two additional countries. Six more countries at risk of yellow fever 
transmission included yellow fever vaccine in their EPI. Six more countries developed multi-year 
plans based on the high-risk approach. 
 
330. In 2003, the Task Force on Immunization and the Africa Regional Interagency 
Coordination Committee met in Luanda, Angola; 20 partners participated, and they 
recommended that partners commit 10% of their disease control funds to routine immunization. 
A global meeting for sustainable measles mortality reduction and strengthening of immunization 
systems, held in Cape Town in October 2003, reviewed progress and remaining challenges. 
WHO country representatives continued to support interagency coordination committees to 
enhance their roles in EPI. WHO continued to spearhead GAVI activities in the Region.  
 
331. The enabling factors in the implementation of the resolution include the commitment of 
Member States to controlling communicable diseases of public health importance; the 
involvement of both new and traditional EPI partners, including the GAVI and the measles 
partnerships; the availability of polio-funded staff. There were notable obstacles, however. They 
included underfunding of national immunization programmes in the Region; over-reliance on 
unpredictable, external resources; behavioural resistance to vaccination during polio 
supplemental immunization activities in Nigeria due to rumours that the oral polio vaccine 
contained substances that impair fertility. 
 
332. Plans have been drawn up for the Regional Office to support Member States to 
eradicate polio, control measles and strengthen routine immunization. Future plans will aim to 
interrupt circulation of wild poliovirus in the two remaining endemic countries and to consolidate 
efforts to reach every district and every child with all the available vaccines. 
 
Macroeconomics and Health: The Way Forward in the African Region 
 
333. At the fifty-third session of the Regional Committee in September 2003, Member States 
adopted resolution AFR/RC53/R1 requesting the Regional Director to continue advocacy for 
increased investments in health, strengthen the capacity of countries to implement the 
recommendations of the Commission on Macroeconomics and Health (CMH), share lessons 
learned from implementation, and report annually to the Regional Committee on progress made. 
 
334. The Regional Office employed a short-term professional in May 2003, to coordinate 
macroeconomics and health activities in the Region. In August 2003, an intercountry workshop 
was held in Addis Ababa, Ethiopia, to build consensus on macroeconomics and health and draft 
plans of action to advance the process. Thirteen countries attended the workshop. 
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335. The second Consultative Meeting on Macroeconomics and Health took place in Geneva 
from 28 to 30 October 2003 with the aim of keeping up the political momentum and commitment 
of all stakeholders to invest in health. Fourteen of the 40 countries that attended the meeting 
were from the African Region. 
 
336. Technical support was provided to Ethiopia, Ghana, Mozambique, Rwanda and 
Senegal. Eleven countries are in the first phase of advocacy and situation analysis, two other 
countries are in the second phase of preparing long-term investment plans and other countries 
have shown interest in macroeconomics and health by including it in their 2004-2005 biennial 
plan. 
 
337. There is a very strong will and commitment to invest in health. Countries should utilize 
this opportunity to their advantage. Insufficient financial resources and technical capacity are the 
major constraints that both WHO and countries must address. 
 
338. Macroeconomics and health is essential to achieving the millennium development goals. 
The Region must build the critical minimum of technical capacity to adequately support 
countries. Though a number of capacity-building workshops at country and regional levels have 
been planned, both WHO and countries must budget adequately for macroeconomics and 
health. 
 

CONCLUSION 
 
339. Overall, the 2002-2003 biennium was marked by remarkable commitment to health-
related issues on the part of Member States and international cooperation agencies. WHO took 
the opportunity to raise additional funds from donors for the WHO African Region and countries. 
 
340. The 2002-2003 biennium also saw the consolidation of some changes in the way WHO 
conducts its business in the African Region. Remarkable progress was noted throughout the 
Region with the reinforcement of programme management capacity. That involved both the 
development of new Country Cooperation Strategies and the implementation of the results-
based management approach with the establishment of the computerized Activity Management 
System. In addition, there was greater understanding of the managerial process of the WHO 
programme. The concept of “One WHO” found expression both in harnessed efforts at all levels 
of WHO and in staff devotion. 
 
341. Concerning the management of priority health problems, mention should be made of the 
increased support given to countries for the development or renewal of care provision 
strategies, guidelines and protocols; the allocation of additional resources and the provision of 
experts for the control of communicable diseases; the reduction of known noncommunicable 
disease risk factors; and the promotion of reproductive health, especially maternal mortality 
reduction. Even though countries still face a heavy burden of disease, it is important to note the 
significant efforts made to address major health problems such as HIV/AIDS, malaria, 
tuberculosis, poliomyelitis and others. 
 
342. The Regional Office continued to learn lessons from experiences. Faced with the 
numerous challenges, the guiding principle has been to focus efforts and resources on areas 
where WHO intervention can make a difference. For this reason, Member States are urged to 
show greater understanding of this option and lend support to WHO efforts in that direction.  
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343. The key challenge in the future is to improve the performance and sustainability of health 
systems so as to reduce poverty and control disease through health promotion. In the 2004-
2005 biennium, WHO will continue to concentrate on core functions which contribute to better 
health and development within countries and enable countries to have a greater influence on 
global and regional public-health action.  
 
344. To implement the Programme Budget 2004-2005, the aim is to assist governments and 
civil society to achieve national millennium development goals (MDGs). WHO will focus more on 
the products which Member States expect and refine indicators so that they can be better 
monitored and evaluated. 
 
345. WHO will need to have a stronger presence in countries in order to accomplish its work 
with longstanding partners such as UNICEF, UNFPA and the World Bank, and with new 
partners such as the Global Alliance for Vaccines and Immunization and the Global Fund to 
Fight AIDS, Tuberculosis and Malaria. The introduction of new initiatives at global, regional and 
national levels to respond to health challenges presents real opportunities to build partnerships 
for better implementation of the Programme Budget 2004-2005. With these initiatives, WHO will 
successfully address health problems in the African Region. 
 
346. The initiatives include the New Partnership for Africa’s Development, the key 
development instrument of the African Union. Its health component takes into account existing 
initiatives, decisions and resolutions previously adopted by African heads of state and 
government or ministers of health. The health components of the millennium development goals 
should be integrated into regional and country health programmes. Similarly, there should be 
follow-up of the discussion by the World Health Assembly of the usefulness of the action 
agenda of the Commission on Macroeconomics and Health to the achievement of the MDGs.  
 
347. The Country Cooperation Strategies developed from the WHO Country Focus Initiative 
are considered as the key instruments for articulating WHO response to country needs. The 
poverty reduction strategy papers are also considered as new tools for effective partnership 
between rich and poor countries; they are based on mutual trust and good performance. A final 
initiative is the internal management of crisis situations by Member States and the rehabilitation 
of post-conflict health systems where infrastructure may have deteriorated. 
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ANNEXES 
 

The African Region fully disbursed the funds allocated to it under the Regular Budget. 
Regarding funds from Other Sources, 119% of the approved budget was implemented as more 
funds were received than had been planned. 
 

During the biennium, there was a shortfall in the Regular Budget due to unplanned 
expenditure resulting mainly from the return of the Regional Office to Brazzaville and the 
depreciation of the US dollar against the euro in the course of the biennium, a situation which 
affected especially those countries tied to the French franc. Steps were taken to address the 
shortfall by curtailing spending and by requesting an advance of US$ 7.5 million from 
administrative support funds allocation for 2004-2005. From this amount, approximately US$ 2.5 
million of savings were made for the 2004-2005 biennium.  
 

Detailed tables on budget implementation by area of work are presented below. 
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ANNEX 1 
 

IMPLEMENTATION OF THE WHO REGULAR BUDGET IN THE AFRICAN REGION  
(Regional Office) 

 
 

Area of work 
Serial Abb* 

Initial 
allocation 

Adjustments/ 
Reprogramming

Final allocation 
& 

implementation 

Implementation rate based on 
initial allocation 

    1 2 3 4 
01.1.01 CSR 1,795,000 350,000 2,145,000 119%
01.2.01 CPC 1,141,000 1,277,000 2,418,000 212%

01.3.01 CRD 380,000 -80,000 300,000 79%

01.4.01 MAL 1,131,000 -447,000 684,000 60%

01.5.01 TUB 981,000 -167,000 814,000 83%

02.1.01 NCD 2,457,000 -357,000 2,100,000 85%

02.2.01 TOB 701,000 158,000 859,000 123%

02.3.01 HPR 442,000 328,000 770,000 174%

02.4.01 DPR 275,000 201,000 476,000 173%

02.5.01 MNH 1,351,000 -429,000 922,000 68%

03.1.01 CAH 1,221,000 -102,000 1,119,000 92%

03.2.01 RHR 1,666,000 1,118,000 2,784,000 167%

03.3.01 MPS 2,098,000 -670,000 1,428,000 68%

03.4.01 WMH 862,000 -21,000 841,000 98%

03.5.01 HIV 3,017,000 -89,000 2,928,000 97%

04.1.01 HSD 1,132,000 540,000 1,672,000 148%

04.2.01 NUT 682,000 196,000 878,000 129%

04.3.01 PHE 2,254,000 219,000 2,473,000 110%

04.4.01 FOS 150,000 91,000 241,000 161%

04.5.01 EHA 1,225,000 701,000 1,926,000 157%

05.1.01 EDM 1,609,000 -68,000 1,541,000 96%

05.2.01 IVD 415,000 193,000 608,000 147%

05.3.01 BCT 1,874,000 -350,000 1,524,000 81%
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06.1.01 GPE 1,505,000 -457,000 1,048,000 70%

06.2.01 IMD 3,677,000 495,000 4,172,000 113%

06.3.01 RPC 716,000 -486,000 230,000 32%

06.4.01 OSD 7,512,000 -515,000 6,997,000 93%

07.1.01 GBS 1,374,000 751,000 2,125,000 155%

07.2.01 REC 2,605,000 496,000 3,101,000 119%
08.1.01 BMR 557,000 90,000 647,000 116%

08.2.01 HRS 2,442,000 -132,000 2,310,000 95%
08.3.01 FNS 3,600,000 -8,000 3,592,000 100%

08.4.01 IIS 12,378,000 3,106,000 15,484,000 125%

09.1.01 DGO 1,084,000 247,000 1,331,000 123%

09.2.01 DDP 630,000 -77,000 553,000 88%

Totals   66,939,000 6,102,000 73,041,000 109%

 
*  BCT Blood Safety and Clinical Technology 

BMR Budget and Management Reform 
CAH Child and Adolescent Health 
CPC Communicable Disease Prevention, Eradication and Control 
CRD Research and Product Development for Communicable Diseases 
CSR Communicable Disease Surveillance 
DDP Director-General’s and Regional Director’s Development Programme and Initiatives 
DGO Director-General’s and Regional Director’s Offices 
DPR Disability and Injury Prevention and Rehabilitation 
EDM Essential Drugs and Medicines Policy 
EHA Emergency Preparedness and Response 
FNS Financial Management 
FOS Food Safety 
GBS Governing Bodies 
GPE Evidence for Health Policy 
HIV Human Immunodeficiency Virus and Acquired Immunodeficiency Syndrome 
HPR Health Promotion 
HRS Human Resources 
HSD Sustainable Development 
IIS Informatics and Infrastructure Services 
IMD Health Information Management and Dissemination 
IVD Immunization and Vaccines Development  
MAL Malaria 
MNH Mental Health and Substance Abuse 
MPS Making Pregnancy Safer 
NCD Integrated Approach to Surveillance, Prevention and Management of Noncommunicable Diseases 
NUT Nutrition 
OSD Organization of Health Services 
PHE Health and Environment 
REC Resource Mobilization and External Cooperation and Partnerships 
RHR Research and Programme Development in Reproductive Health 
RPC Research Policy and Promotion 
TOB Tobacco 
TUB Tuberculosis 
WMH Women’s Health and Development
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ANNEX 2 
 

IMPLEMENTATION OF THE WHO REGULAR BUDGET 
IN THE AFRICAN REGION 

(Countries) 
 

 

Area of work 
Serial Abb* 

Initial 
allocation 

Adjustments/ 
Reprogramming 

Final allocation & 
implementation 

Implementation rate based 
on initial allocation 

    1 2 3 4 

01.1.01 CSR 6,334,000 -2,859,000 3,475,000 55%

01.2.01 CPC 4,569,000 -1,098,000 3,471,000 76%

01.3.01 CRD 100,000 -78,000 22,000 22%

01.4.01 MAL 2,214,000 -1,158,000 1,056,000 48%

01.5.01 TUB 1,572,000 -893,000 679,000 43%

02.1.01 NCD 2,227,000 -920,000 1,307,000 59%

02.2.01 TOB 303,000 -149,000 154,000 51%

02.3.01 HPR 4,854,000 -1,366,000 3,488,000 72%

02.4.01 DPR 369,000 -151,000 218,000 59%

02.5.01 MNH 1,348,000 -539,000 809,000 60%

03.1.01 CAH 2,467,000 -1,163,000 1,304,000 53%

03.2.01 RHR 1,999,000 -160,000 1,839,000 92%

03.3.01 MPS 3,391,000 -2,004,000 1,387,000 41%

03.4.01 WMH 542,000 -249,000 293,000 54%

03.5.01 HIV 2,799,000 -1,386,000 1,413,000 50%

04.1.01 HSD 963,000 -598,000 365,000 38%

04.2.01 NUT 871,000 -544,000 327,000 38%

04.3.01 PHE 4,134,000 -1,532,000 2,602,000 63%

04.4.01 FOS 108,000 -20,000 88,000 81%

04.5.01 EHA 2,237,000 -635,000 1,602,000 72%

05.1.01 EDM 2,526,000 -954,000 1,572,000 62%
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05.2.01 IVD 1,514,000 -754,000 760,000 50%

05.3.01 BCT 1,070,000 -239,000 831,000 78%

06.1.01 GPE 579,000 -269,000 310,000 54%

06.2.01 IMD 625,000 -143,000 482,000 77%

06.3.01 RPC 558,000 -379,000 179,000 32%

06.4.01 OSD 22,582,000 -3,552,000 19,030,000 84%

07.2.01 REC 46,678,000 14,194,000 60,872,000 130%

Total   119,533,000 -9,598,000 109,935,000 92%

 
*  BCT Blood Safety and Clinical Technology 

CAH Child and Adolescent Health 
CPC Communicable Disease Prevention, Eradication and Control 
CRD Research and Product Development for Communicable Diseases 
CSR Communicable Disease Surveillance 
DPR Disability and Injury Prevention and Rehabilitation 
EDM Essential Drugs and Medicines Policy 
EHA Emergency Preparedness and Response 
FOS Food Safety 
GPE Evidence for Health Policy 
HIV Human Immunodeficiency Virus and Acquired Immunodeficiency Syndrome 
HPR Health Promotion 
HSD Sustainable Development 
IMD Health Information Management and Dissemination 
IVD Immunization and Vaccines Development  
MAL Malaria 
MNH Mental Health and Substance Abuse 
MPS Making Pregnancy Safer 
NCD Integrated Approach to Surveillance, Prevention and Management of Noncommunicable Diseases 
NUT Nutrition 
OSD Organization of Health Services 
PHE Health and Environment 
REC Resource Mobilization and External Cooperation and Partnerships 
RHR Research and Programme Development in Reproductive Health 
RPC Research Policy and Promotion 
TOB Tobacco 
TUB Tuberculosis 
WMH Women’s Health and Development 
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ANNEX 3  
 

IMPLEMENTATION OF THE WHO BUDGET IN THE AFRICAN REGION 
(Funds from Other Sources) 

 
 

Area of work 
Serial Abb* 

Approved 
budget 

Available 
funds 

Implemented 
funds 

Implementation 
rate based on 

initial allocation 

    1 2 3 4 

01.1.01 CSR 4,500,000 14,190,000 9,281,000 206% 

01.2.01 CPC 65,000,000 8,584,000 7,022,000 11% 

01.4.01 MAL 34,500,000 50,846,000 38,763,000 112% 

01.5.01 TUB 2,000,000 7,205,000 4,319,000 216% 

02.1.01 NCD 1,000,000 754,000 694,000 69% 

02.2.01 TOB 1,000,000 1,488,000 1,129,000 113% 

02.3.01 HPR 0 410,000 302,000   

02.4.01 DPR 0 1,576,000 967,000   

02.5.01 MNH 500,000 176,000 59,000 12% 

03.1.01 CAH 7,000,000 12,043,000 9,332,000 133% 

03.2.01 RHR 1,684,000 3,684,000 1,158,000 69% 

03.3.01 MPS 0 864,000 634,000   

03.4.01 WMH 32,000 279,000 156,000 488% 

03.5.01 HIV 30,000,000 21,590,000 16,501,000 55% 

04.1.01 HSD 268,000 3,858,000 3,007,000 1122% 

04.2.01 NUT 0 104,000 85,000   

04.3.01 PHE 0 150,000 25,000   

04.5.01 EHA 0 20,846,000 14,696,000   

05.1.01 EDM 499,000 4,382,000 3,315,000 664% 

05.2.01 IVD 91,832,000 199,099,000 171,531,000 187% 

05.3.01 BCT 0 106,000 99,000   

06.1.01 GPE 0 545,000 17,000   
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06.2.01 IMD 0 27,000 23,000   

06.3.01 RPC 0 139,000 76,000   

06.4.01 OSD 794,000 7,047,000 3,454,000 435% 

07.2.01 REC 3,273,000 6,421,000 5,314,000 162% 

08.1.01 BMR 450,000 758,000 717,000 159% 

08.2.01 HRS 2,459,000 2,858,000 2,263,000 92% 

08.3.01 FNS 5,141,000 4,322,000 4,322,000 84% 

Totals   251,932,000 374,351,000 299,261,000 119% 

 
*  BCT Blood Safety and Clinical Technology 

BMR Budget and Management Reform 
CAH Child and Adolescent Health 
CPC Communicable Disease Prevention, Eradication and Control 
CSR Communicable Disease Surveillance 
DPR Disability and Injury Prevention and Rehabilitation 
EDM Essential Drugs and Medicines Policy 
EHA Emergency Preparedness and Response 
FNS Financial Management 
GPE Evidence for Health Policy 
HIV Human Immunodeficiency Virus and Acquired Immunodeficiency Syndrome 
HPR Health Promotion 
HRS Human Resources 
HSD Sustainable Development 
IMD Health Information Management and Dissemination 
IVD Immunization and Vaccines Development  
MAL Malaria 
MNH Mental Health and Substance Abuse 
MPS Making Pregnancy Safer 
NCD Integrated Approach to Surveillance, Prevention and Management of Noncommunicable Diseases 
NUT Nutrition 
OSD Organization of Health Services 
PHE Health and Environment 
REC Resource Mobilization and External Cooperation and Partnerships 
RHR Research and Programme Development in Reproductive Health 
RPC Research Policy and Promotion 
TOB Tobacco 
TUB Tuberculosis 
WMH Women’s Health and Development 

 


